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 B
eginning in 2013, RNAO members will be able to play 
a more integral role in deciding important governance 
issues that impact the current and future direction of 
the association. With the introduction of legislation 
governing the operations of not-for-profit organizations 

in Ontario, RNAO’s bylaws have changed and members (‘associ-
ates’ and ‘friends of RNAO’ excluded) will now have the oppor-
tunity to vote electronically on issues such as the selection of the 
association’s auditors, who gets to sit on the board of directors, fee 
increases (for more on the proposed fee increase, see pg. 7), and 
more. Previously, members chose ‘vot-
ing delegates’ to represent their views at 
the annual general meeting (AGM) in 
April, and to vote on matters on behalf of 
their chapter, region without chapters, or 
interest group.    

Bill 65, the Not-for-Profit Corporations 
Act, received royal assent in the legis-
lative assembly in October 2010, but 
Ontario’s 46,000 not-for-profit corpora-
tions – RNAO among them – were given 
three years to fully implement changes. 
The government says the revised legisla-
tion is meant to: give more rights to members; enhance corporate 
governance and accountability; simplify the incorporation process; 
and better protect directors and officers from personal liability.

“This legislative change is an important one for our members 
because it means they can have a direct say on any number of 
issues that impact directly on the work nurses do for Ontarians 
and the work RNAO does on behalf of nurses,” says Sara Lanks-
hear, RNAO’s Region 5 representative on the board of directors, 
and chair of the bylaws committee. “It’s a really 
great opportunity for RNs to influence what hap-
pens in our professional association.” 

So, what exactly does this mean for the aver-
age member? 

Put simply, the annual meeting will be 

structured differently this April, and in the years ahead. It will be 
broken into two sessions: the ‘governance/business’ session will 
take place in the morning, and the ‘membership consultation’  
session will take place in the afternoon. The results of member-
ship voting on the auditors, board of directors, and proposed mem-
bership fee increase will be announced during the governance/
business session. The president and CEO will also provide their 
annual reports in the morning. By mid-day, the formal AGM will be 
declared closed and the membership consultation session will begin. 

Those individuals chosen by their chapter, region without chap-
ters, or interest group to represent the 
views of their colleagues will participate 
as ‘representatives’ (formerly known as 
voting delegates) during the afternoon 
session. Representatives will consult 
with fellow members in advance of the 
AGM, and will attend the event in antici-
pation of the opportunity to debate the 
issues, ensuring their endorsement (or 
lack thereof) is reflective of the feedback 
they’ve received from colleagues in the 
community. Determination of the num-
ber of representatives for each chapter, 

region without chapters and interest group remains unchanged, 
and will be based on the same criteria as that used to determine 
voting delegates in the past. 

“It’s far more democratic to allow each one of our individual 
members to weigh in on matters regarding the governance and 
direction of the association,” says President Rhonda Seidman-
Carlson. “What better way to provide nurses with more ownership 
of their professional association, and more stake in the strategic 

direction it chooses to pursue.” 
For more information on the issues that 

require a vote, and the process for casting a  
ballot, visit www.RNAO.ca/AGM2013. RN

kimberley kearsey is managing editor at rnao. 

New provincial legislation for not-for-profit corporations means  
individual RNAO members get a say on governance issues.
By KimBerley Kearsey

Refer to page 26 for  
details on the call for 
representatives and 
registration for the AGM 

Cast your ballot 
and claim your 
stake in the 
future of RNAO.
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adversity feeds perseverance, strength

EDITOR’S NOTE KIMBERLEy KEARSEy

it’s estimated there are more 
than 200 types of cancer (pg 
18). Few people can say their 
lives are untouched by this 
disease, and nurses are no 
exception. In this issue, four 
RNs share their perspectives 
on an illness that is expected to 
change the lives of more than 
185,000 people this year alone. 
I have a great deal of respect for 
nurses. And oncology is one of 
those specialty areas that I can’t 
help but stand in awe of. There 
are likely hundreds of untold 
stories of RNs doing amazing 
things in cancer care across the 
province. The four we bring 
you in this issue offer a glimpse 
of the important work that’s 
going on. But we want to bring 
you more. If you are an oncol-
ogy nurse, please share your 
story with editor@RNAO.ca

Nurses in primary care are 
also featured in this issue. We 
speak to several RNs who want 
to do more for their clients, but 
find they are not able to prac-
tise to their full scope (pg 12). 
RNAO is calling on primary 
care organizations to enhance 
and expand the role in order 
to ensure patients are not left 
waiting at their first point of 
access to the system. Nurses 
in this specialty have the skills 
and knowledge to do more,  
and they want the opportunity 
to make a greater difference  
to the people who turn to  
them for help.

That notion of making a  
difference was at the core of  
a fundraiser I was privileged  
to attend on Nov. 7. It was a 

benefit concert for the Stephen 
Lewis Foundation, an organi-
zation that works with 
community groups in Africa  
to support women, orphaned 
children, grandmothers  
and people living with HIV 
and AIDS. The importance of 
this work is unmistakable 
when you consider 14.8 mil-
lion African children under  
the age of 18 have been 
orphaned because of HIV  
and AIDS. Hope Rising was 
created to shine a spotlight  
on African women who are 
overcoming adversity in an 
effort to turn the tide on this 
pandemic. In many countries 
throughout southern Africa, it 
is estimated that between 40 
and 60 per cent of orphans live 
in households headed by grand-
mothers. Inspiring perfor mances 
by African women and girls, 
who travelled thousands of 
kilometres to take part in the 
event, revealed a remarkable 
strength that was contagious 
that night. Adversity does that, 
doesn’t it? Feeds perseverance 
and fosters strength. 

Whether we come face-to-
face with HIV/AIDS or cancer, 
or find ourselves fighting for a 
greater sense of worth at work; 
there’s nothing like a dose of 
adversity to push us to the top 
of our game. Here’s to the  
new year ahead, and lots of 
game-changing moments  
for our members. RN
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Bullying is alive and well in nursing

PRESIDENT’S VIEW WITH RHONDA SEIDMAN-CARLSON 

this fall, the terrible issue of 
bullying was front and centre 
once again. The story of 
Amanda Todd and her cry for 
help, and subsequent death, 
were difficult for me to bear. 
There is no doubt this girl suf-
fered from depression, but the 
taunting, ridicule and isolation 
she experienced is something 
no one should have to endure. 
In response to this tragic event, 
schools throughout the province 
held vigils and assemblies to 
talk about bullying, its impact, 
its causes and how to stop it. It 
is important to hear the mes-
sages being shared with our 
youth: do not be silent when you 
know someone is being bullied, 
and; just because someone is 
‘different’ does not give another 
person the right to bully them. 
These same messages have 
been echoed across Canada. 

Why am I writing about 
bullying? I believe nurses – if 
placed in the school system 
and supported to use their full 
knowledge and ability – could 
make a tremendous contribu-
tion to everyday student life by 
helping and supporting chil-
dren and adolescents at a ten-
der time in their lives. But that 
is not why I am writing this 
column. The truth is bullying 
is alive and well within our pro-
fession and we know it. And 
that makes me very angry and 
very sad.

At our board and assembly 
meetings in September, we 
heard about instances of bully-
ing between registered nurs-
ing students and registered 

practical nursing students at 
educational facilities. We also 
heard about nursing students 
being bullied during clinical 
placements. I’ve heard people 
discuss the bullying that goes 
on between members of staff 
in various health-care organiza-
tions. Why is this continuing  
to happen?

There are lots of theories 
about what causes bullying in 
these three scenarios. They 

include: fear (that perhaps 
one professional group will 
take over the jobs of another); 
frustration (for example: staff 
nurses feeling overwhelmed 
with everyday demands and 
feeling they are not able to 
respond to the many needs of 
a student nurse); or poor self-
esteem (perhaps asserting ‘con-
trol’ over other nurses so that 
one’s gaps or deficits will not 
be highlighted). Regardless 
of the underlying issue, bully-
ing is never the correct way to 
address these fears, frustra-
tions and esteem concerns. 

So, why does bullying con-
tinue? I think it is because we 
stay silent. The message pro-
vided to students in the wake 
of Amanda Todd’s death is the 
same message we as nurses 
should heed. Staying silent 

amounts to condoning the very 
act we find abhorrent. Staying 
silent includes us in the group 
of bullies. Most organizations 
have a code of conduct and a 
whistleblower process so that 
one can identify bullying to an 
external source. RNAO’s BPG, 
Preventing and Managing Vio-
lence in the Workplace, includes 
recommendations on how to 
identify and address violence, 
including bullying. 

However, there is one simple 
intervention. Identify what you 
see and hear as bullying and 
insist that it stop. Speak with 
your teacher, manager or VP 
until someone listens. Do not 
engage in the gossiping about 
a colleague (a subtle form 
of bullying) and clearly state 
that you will not allow bully-
ing to go on. This is a shared 
responsibility.

Many of Amanda’s class-
mates regret staying silent. 
They will have to live with 
that regret for the rest of their 
lives. While I have not heard 
of a nurse who was bullied 
and resorted to suicide, I have 
heard of nurses who were  
bullied and left their workplace 
or the profession altogether  
as a result. We cannot afford to 
let this happen. The decision 

to confront – and the respons-
ibility to report – lies with  
each of us.

I recently had the privilege 
to hear Dr. Izzeldin Abuelaish 
speak at a community event. He 
grew up in the Javalia refugee 
camp in Gaza and eventually 
obtained his medical degree. 
He is a religious and commit-
ted family man. In 2006, he 
lost his three daughters and 
a niece in a shelling incident. 
Rather than hate or accuse, he 
has used this tragic event as a 
driver for peace. He tells every-
one he meets: “Hate is not a 
response to war.” Each person 
can and needs to make a dif-
ference towards peace, he says. 
The peace he talks about is not 
only limited to the Middle East 
but, in each family, each work-
place and each community. 

As president of RNAO, I 
urge you to bring this mes-
sage back to your workplace, 
whether a university or col-
lege environment or a health-
care facility. This is an issue we 
must deal with head on. Bully-
ing is a type of war on the soul. 
Please do not respond to bully-
ing with more bullying, and 
please do not respond to fear, 
frustration and self esteem 
concerns with bullying.

I am urging each one of us 
to not be silent anymore. RN

rhonda seidman-carlson, rn, 
mn, is president of rnao. 

“staying silent amounts to  
condoning the very act we find 
abhorrent. staying silent includes 
us in the group of bullies.”

Find out more about 
RNAO’s BPG at  
www.RNAO.ca/violencebpg
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a year ago, rnao’s board of 
directors (BOD) grappled with 
a troubling trend: Ontario’s 
registered nurses were being 
replaced. In its wisdom, the 
board decided to take a stand 
not only on the replacement of 
RNs, but also on the role of all 
nurses in our health system. 
As trendsetters for nursing in 
Ontario and beyond, the BOD 
and senior staff began work 
on what would become our 
future vision for nursing and 
the health system in Ontario: a 
vision that involves foundational 
system transformation, and at 
the same time enriches the role 
and practice of nurses to better 
serve the public.   

This initiative is now in full 
swing, and RNAO is calling on 
you – our members – to help 
reclaim and re-imagine the role 
of nurses as champions of health 
promotion, disease prevention 
and curative care; as knowledge-
able and experienced partners 
in evidence-based and cost effec-
tive health-care delivery; and as 
leaders and strong advocates for 
social and health equity.

Let me take you to the begin-
ning of our journey for a sense 
of how our vision emerged. 

Mirroring the approach taken 
by the International Council of 
Nurses to build preferred futures 
for the profession, RNAO senior 
policy analyst Lynn Anne Mul-
rooney led in the creation of 
three scenarios (or alternative 
images) for the future of nurs-
ing: business as usual, crisis and 
opportunity and visionary lead-
ership. These three alternative 

futures are possible and cred-
ible snapshots of the year 2030. 
All three were brought forward 
to the BOD, and after robust 
discussions, visionary leadership 
was unanimously chosen as the 
most suitable scenario. Together 
we have since mapped a step-
by-step path to our vision for the 
future of nursing in Ontario. 

We now have a picture of 

where visionary leadership will 
take us. This picture of nurs-
ing in 2030 is very different 
from what we see today. Imag-
ine a system where push-back 
from nurses and the public in 
defense of democratic and social 
rights, enabled by social media 
and ongoing economic instabil-
ity, has left politicians in 2030 
with no choice but to imple-
ment a ‘health in all policies’ 
approach that requires every gov-
ernment decision be assessed 
for its impact on population 
health. The decade-long action 
by RNAO that began in 2012 
with the release of two semi-
nal reports on community care 
(Primary Solutions for Primary 
Care and Enhancing Community 
Care for Ontarians (ECCO)) has 
resulted in a system that, in 2030, 
is anchored in comprehensive 

primary health care as close 
to home as possible, through 
community governed inter-
professional and intersectoral 
teams, tightly linked to public 
health. Hospitals have become 
more important than ever 
because, as part of their local 
health networks, they attend to 
only the very sick, as more and 
more care has been moved to 

the community thanks to univer-
sal access to home health care 
and pharmacare. Nurses in 2030 
play a central role in the plan-
ning and delivery of health ser-
vices, thanks to NPs’ and RNs’ 
expanded practice scopes. 

The profession has come a 
long way since RNAO’s first 
Nurse Executive Leadership 
Academy in 2012, and nurse 
executives are now leading 
system thinkers who run whole 
system change in health-care 
networks, and across the prov-
ince-at-large. In 2020, healthy 
work environments are the 
norm, and academic programs 
are so responsive to health 
policy imperatives that nursing 
is modeled by other professions. 

After several international 
fiascos driven by experimen-
tation and greed, global trade 

agreements – and our own 
governments’ policies at the 
national and jurisdictional  
levels – have been refashioned, 
no longer representing a threat 
to our publicly funded, not- 
for-profit health system.

It’s a promising future  
and one that is entirely feas -
ible with the focused and  
purposeful action of RNAO 
and its members. 

But enough about the future 
we all hope to see. Let’s get back 
to what we need from you today 
to make this happen. 

RNAO has begun host-
ing electronic town hall meet-
ings, informal discussions, 
and focus groups to receive 
feedback on this vision from 
nurses across the province. 
This consultation will complete 
the exercise our BOD began a 
year ago. Ultimately, we will 
have a clear vision of what is 
needed to ensure nurses can 
fully contribute their current 
and future competencies and 
expertise so the public gets 
the timely access and quality 
of care it needs and deserves. 
This consultation with mem-
bers will enrich the vision, and 
is at the centre of our massive 
undertaking. 

The BOD and RNAO staff 
cannot wait to hear your feed-
back, and we know that as we 
move forward, we will inspire 
one another to make this vision 
a reality. RN

 
doris grinspun, rn, msn, phd, 
lld(hon), o.ont, is chief 
executive officer of rnao.

Visionary leadership: Charting a Course for the Future of Nursing 

CEO DISPATCH WITH DORIS GRINSPUN

“nurses in 2030 play a central 
role in the planning and  
delivery of health services, 
thanks to nps’ and rns’ expanded 
practice scopes.”
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 IN 
advance of RNAO’s 2013 annual general meeting in 
April, members will be asked to vote on a member-
ship fee increase of eight per cent. RNAO has not 
raised its membership fee for 14 years, and the board 

of directors is asking members to support the much-needed boost. 
Given the association’s tremendous growth in members, influence 
and impact over the past 15 years, this increase will help the associa-
tion to maintain the high level of excellence for which it has become 
well known. It will also ensure more than 35,000 RNs and nursing 
students continue to receive bang for their membership buck.   

In 1999, there were 14,699 members. By the end of the 2012 
membership year, 35,012 nurses and nursing students either joined 
or renewed. With a membership base that has more than doubled, 
and with the growing demand for enhanced services and programs, 
the board of directors is unanimous in its support for the increase.

“RNAO is a tremendously successful organization that has been 
able to generate sources of revenue and create efficiencies that 
have offset the need for a fee increase for 14 years,” says President 
Rhonda Seidman-Carlson. What other organization can claim 
such an accomplishment? “RNAO’s ability to diversify and bring  
revenues through consulting services and centre packages, the  
RN Careers job board, educational programs such as institutes  
and workshops, affinity partnerships, and more, is commend-
able,” she says. “Nonetheless, the reality is that we’ve reached a 
crossroads, and our costs now exceed the actual fee charged to 
members. Without the increase, RNAO will not be able to offer 
the same level of services and programs it has in the past,”  
Seidman-Carlson adds.  

One benefit of RNAO membership is automatic membership 
with the Canadian Nurses Association (CNA) and Canadian Nurses 
Protective Society (CNPS). Over the past 14 years, and without 
impact on its members, RNAO has absorbed fee increases of 100 
per cent for CNA (from $27 in 1999 to $54.95 in 2013) and 44 per 
cent for CNPS (from $11.25 in 1999 to $16.25 in 2013).  

“RNAO was a very different organization when it passed the last 
fee increase in 1999,” says CEO Doris Grinspun, who has led the 
organization since 1996. “Members, board and staff should be 
extremely proud of RNAO and its members’ influence and impact 
locally, nationally and internationally. This is thanks to our collec-
tive visionary leadership and expert work, anchored in robust values 
and an unwavering commitment to improving the lives of nurses, 
patients, and our province. We can only advance this type of out-
standing work with the active support of members, whether intellec-
tual or monetary.” 

“Had membership fees kept pace with inflation, a regular mem-
bership today would be $372 annually instead of the current $285,” 

Grinspun adds. “We must recognize that there has been an increase 
in the consumer price index of 30.5 per cent since 1999. And as the 
salary of an RN has increased, the percentage of the RNAO fee to 
salary has substantively decreased.” 

If approved by members, the fee increase would mean a differ-
ence of between $2 and $23 per year, depending on the membership 
fee category.* For instance, membership in the regular fee category 
will increase from $285 to $308. Members in the ONA category  
will pay $227, up from $210. And the fee in the undergraduate nurs-
ing student (UNS) category will go from $20 to $21.60. With all 12 
fee categories expected to change in varying degrees, Grinspun says 
the increase will support stability, and will “ensure RNAO remains a 
strong and vibrant professional association.” 

In addition to CNA and CNPS fees, RNAO membership covers 
the costs of producing Registered Nurse Journal six times each year, 
expenses associated with policy, advocacy, media and communications 
work, membership services and benefits, board, chapter and assem-
bly activities, annual general meeting, and other operational expenses 

associated with information tech-
nology, salaries and benefits. RN

kimberley kearsey is managing 
editor at rnao. 

Building on RNAO’s success
Members asked to approve first RNAO fee increase in 14 years. 
By KimBerley Kearsey

*All fees include HST 

To find out more about the 
board’s position on the 
proposed change, visit 
www.RNAO.ca/feeincrease

CaTeGOry CUrreNT 
Fee

PrOPOseD 
Fee

iNCrease

regular $285.19 $308 $22.81

New grad $143.13 $154.58 $11.45

currently unemployed $129.14 $139.47 $10.33

retired $129.14 $139.47 $10.33

group-oNa $209.86 $226.65 $16.79

group-cuPe $252.90 $273.13 $20.23

group-waterloo $252.90 $273.13 $20.23

group-hospitals $252.90 $273.13 $20.23

group-interest groups $252.90 $273.13 $20.23

out of Province 
associate

$86.10 $92.99 $6.89

uNs associate $20 $21.60 $1.60

friends of rNao $86.10 $92.99 $6.89
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NURSING in the news By CLAIRE O’KEEFFE

RNAO & RNs WEIGH IN ON…

rNaO president 
explains phase out  
of CCaCs 
RNAO President Rhonda Seid-
man-Carlson openly praised 
the recommendations in  
the association’s Enhancing  
Community Care for Ontarians 
(ECCO) report, published in 
early October (see pg. 24 for 
further detail). The comprehen-
sive document recommends 
that Ontario’s 14 Community 
Care Access Centre (CCAC) 
functions be phased out and 
3,500 personnel (most of them 
RNs) move to existing primary 
care organizations over a three-
year period. Primary care is a 
“health sector that knows its 

patients most intimately,” says 
Seidman-Carlson. “Care co-
ordination and system naviga-
tion is anchored best within 
primary care.” The report pro-
poses a temporary Primary 
Care Transitional Secretariat 
be set up within each Local 
Health Integration Network 
(LHIN) until the model is fully 
functional. In response to the 
report, some CCACs say this  
“is not a workable policy pro-
posal.” However, Seidman-
Carlson says “(implementing 
the recommendations) means 
primary care providers will be 
the ones ordering home care 
and support services, link-
ing and following-up with 

specialists, and facilitating 
people’s transitions from their 
homes to nursing homes.” 
(Canadian Healthcare Network, 
Oct. 11)

Perceptions of  
male nursing 
David Mastrangelo (right) is  
an RN who has worked for  
10 years in a profession that 
is predominantly female. 
Throughout a nursing 
career that has spanned 
the sectors of acute care, 
public health and 
long-term care, Mas-
trangelo has aimed 
to improve the image 
of men in nursing. 

He is the interim president 
of RNAO’s Men in Nursing 
Interest Group. In that role, he 
recently spoke with CBC Toronto’s 
Metro Morning about the gen-
der-based stereotypes the public 
has about nursing. He says the 
limited number of men working 
in the profession may be linked 
to the fact that people simply 

don’t know what nursing 
entails. The media play a 
role in generating miscon-

ceptions, he says. “We don’t 
have many images of 

male nursing in the 
media, but overall 
we’re moving 
forward,” he 
told CBC’s Matt 

Disaster management 
in Peterborough
there was organized chaos at Peterborough regional 
health centre on oct. 16. a staged bus crash with 15 
victims, played by fleming college students, arrived in 
the emergency department with simulated critical inju-
ries to assess the effectiveness of the hospital’s exist-
ing emergency plans. er manager Colleen armstrong 
says the experience was “valuable,” adding “this (mock 
disaster) gives staff the chance to get involved. we 
want to hear from them about how this went.” working 
in collaboration with Peterborough ems and the fleming 
college emergency management program, staff tested 
their code orange plans, playing out the logistics of 
how to move around existing patients in the emergency 
department to make way for victims with critical inju-
ries. “the code orange plans implemented during 
the mock disaster, this is the base for the plan to deal 
with more extreme circumstances,” says armstrong. 
“i’m hoping to get a lot of learning out of this.”  
(Peterborough This Week, oct. 16)

Colleen Armstrong leads colleagues through a mock disaster to test 
emergency preparedness at Peterborough Regional Health Centre.
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NURSING in the news By CLAIRE O’KEEFFE

Galloway. When Mastrangelo 
started his career, three per cent 
of RNs were men. Today, that 
figure is five per cent. “Luck,” 
he says, played a large part in 
how he fell into nursing.  
“I wanted to be a paramedic,”  
he recalls thinking before  
an interview for a hospital  
placement. His interviewer  
suggested he go into nursing,  
and he says he’s had countless  
“a-ha-moments” since. (Oct. 19) 

retired rN celebrates 
several decades  
of helping HiV/ 
aiDs patients
This fall, the AIDS Commit-
tee of Cambridge, Kitchener, 
Waterloo and area (ACCKWA) 
celebrated its 25th anniver-
sary. The committee planned 
a year of anniversary events, 
and retired public health nurse 
Dianne Roedding was on hand 
at several to offer support. Two 
decades ago, Roedding was 
hired to educate people about a 
virus that few understood. She 
recalls the emergence of AIDS 
in the Waterloo region in the 
late 80s, saying: “Back then, 
people thought AIDS was con-
fined to people in the ‘five H’ 
categories — hemophiliacs, 
hookers, homosexuals, Haitians 
and heroin addicts.” Today, 
there is a much better under-
standing of the virus thanks to 
events such as World AIDS Day. 
ACCKWA formed in 1987, and 
Roedding began working for 
the region’s public health AIDS 
program in 1988. It was a time 
when stigma was pervasive, and 
treatment non-existent. “(People 

with HIV/AIDS) were facing 
rejection from family, from 
community and from faith orga-
nizations,” she says. “So we had 
to build that support.” (Kitchener 
Post, Oct. 4) 

school nurse comforts 
afghan teen
Tui Noonan, a school nurse at 
Ottawa’s Ashbury College, treats 
students’ ailments with both 
medication and sensitivity. The 
latter was certainly a necessity 
working with Roya Shams, a 
young refugee from Afghanistan 
who struggled to fit into a new 
culture when she arrived in Can-
ada in January 2012. “I felt for 
her,” says Noonan, the wife of 
a diplomat who says she knows 
what it’s like to feel like an out-
sider. “She would often come up 

here (the school dispensary) and 
have a chat. She’d talk about her 
family (who still live in Afghani-
stan). She was worried about 
them. Her mom’s got a car-
diac condition. She was so tired 
often when she came to school 
because she was up in the mid-
dle of the night calling home.” 
Roya fled her war-torn coun-
try after her father, an Afghan 
police commander, was killed  
by insurgents. Before his death, 
he encouraged Roya to brave  
Taliban threats and go to 
school in Kandahar so she 
could later help fight for equal 
rights. Thanks to support from 
Noonan, and from her teachers, 
tutors, friends and a growing 
extended family in Canada, Roya 
has come out of her shell since 
her arrival almost a year ago, 

and has even spoken at a school 
assembly about life in Afghani-
stan. (Toronto Star, Oct. 26)

Guarding against  
the flu virus 
As flu season ramps up once 
again, Brantford RN Ruth Grat-
ton feels positive about the 
crowds of people who turned up 
for their free flu shot at the Brant 
County Health Unit’s (BCHU) 
first clinic in mid-October.

“People are usually so thank-
ful for the clinics,” the BCHU 
manager of infectious diseases 
says. “There is rarely a wait.” 
Getting the shot this year is 
extra easy because pharmacists 
are now permitted to admin-
ister the shots. Gratton warns 
that the nature of the flu virus 
is unpredictable and it’s a lethal 
danger to some, especially the 
elderly. She advises that every-
one should get vaccinated every 
year to protect themselves and 
their families from the virus. 
“The burden of illness is hor-
rendous,” she says. “Everyone is 
susceptible to it.” (The Brantford 
Expositor, Oct. 17)

 
and in other  
flu news…
Twenty-nine long-term care 
homes in the Simcoe-Muskoka 
region were recognized at an 
awards ceremony in October 
for participating in a challenge 
issued by the district health unit 
to increase the number of health-
care workers getting their flu 
shots. Mandy Deeves, the co-
ordinator for the Regional Infec-
tion Control Network of North 
Simcoe Muskoka, says: “This 

Tui Noonan receives a warm embrace from young refugee Roya Shams, a teen 
who turned to her school nurse for support shortly after arriving from Kandahar.
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NURSING in the news

event provides an opportunity to 
highlight and recognize the com-
mitment our health-care facilities 
have to their staff and commu-
nity by supporting immuniza-
tion.” This is the second annual 
Simcoe Muskoka Influenza 
Immunization Challenge. Two 
area hospitals received honour-
able mentions at the ceremony 
for boosting their staff immuni-
zation rates by 10 per cent over 
last year. Generally, the immu-
nization rate among health-care 
workers in Simcoe Muskoka is 
almost 10 per cent above the pro-
vincial average of 60 per cent. 
(Stayner Sun, Oct. 9) 

Deceased homeless 
remembered
Abe Oudshoorn, assistant  
professor at Western Uni-
versity’s School of Nursing, and 
founder of the London Home-
lessness Outreach Network, 
calls the planned creation of a 
homeless memorial a “state-
ment.” It’s a fitting tribute to 
those who deserve to be 

properly acknowledged, he says. 
When a local homeless person 
dies, the social agency that has 
worked closely with the individ-
ual may stage a service. If next-
of-kin is not found, and the 
homeless person does not have 
any money, the city arranges for 
burial. Usually, there isn’t a 
funeral service or grave marker.  
“Everyone has value. But some-
times, there’s no one to tell that 
story,” says Oudshoorn. The 
committee raised about $9,000 
of the necessary $15,000 to 
build a memorial, appearing as 
a rock and plaque in one of Lon-
don’s parks. The memorial will 
give people a physical site to 
mourn the passing of a friend or 
kin, he says. (The London Free 
Press, Oct. 22)

Wingham chemo  
clinic marks its  
10th anniversary
A decade after opening its doors 
to thousands of cancer patients, 
the chemotherapy unit at Wing-
ham and District Hospital threw 

a luncheon to mark the mile-
stone. The 10th anniversary cer-
emony in October highlighted 
the achievements of cancer sur-
vivors and clinic staff over the 
past decade. RN Linda Wall was 
the unit’s first nurse. Wall, a 
former retiree who returned to 
work to ensure chemo patients 
receive essential care, says she’s 
“…very proud of this moment, 
to be able to provide this service 
to the community.” Operating 

as a satellite site to the South  
West Regional Cancer Program, 
the Wingham oncology program 
has been open since November 
2002, and is appreciated  
by patients who now receive 
care closer to home. Several 
Wingham-area cancer survivors 
were present to mark the anni-
versary. “The patients are the 
heart and soul of this program,” 
says Wall. (Wingham Advance-
Times, Oct. 24)

OuT AND ABOuT

PROTeSTING FOR ReFuGeeS’ RIGHT TO HeAlTH CARe

hamilton chapter members spoke out against government cuts to 

health services for refugees at a rally in late september. they are 

among thousands of nurses across the province outraged that the 

federal government has curtailed health services for those who 

need it most. (l to r) leanne siracusa, sue grafe, jodi Pipes, 

siobhan eastman and alison Diamond.

linda Wall (centre) was the first nurse hired at the Wingham and District 
Hospital chemotherapy unit. She celebrates its 10th anniversary with nursing 
colleagues Kathy Blake (left) and Barb Pletch.

BeING GReeN

on oct. 10, rNao’s 

ontario Nurses for the 

environment interest 

group (oNeig) hosted 

its Greening Health 

Care event at toronto 

general hospital. 

Participants learned 

about some of the 

green initiatives imple-

mented at university 

health Network’s 

three hospital sites. 

ed rubinstein, uhN’s 

energy and environment manager (left) was on hand to share tips, 

as was oNeig co-chair sima Patel.
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NURSING notes

Being HiV positive  
does not equate to 
being a criminal
the supreme court of canada 

absolved hiv carriers of the legal 

obligation to inform sex partners 

about their condition as long 

as they have a low level of the 

virus and wear a condom. rNao 

adopted this view in early 2012, 

endorsing the Toronto Day of 

Action against the Criminalization 

of HIV. the association’s stance 

is that with anti-retrovirals and 

condoms, being hiv positive does 

not necessarily mean someone 

poses significant risk to a sexual 

partner and should be considered 

a “criminal.” the court ruled 14 

years ago that people with hiv 

must inform their sex partners of 

their condition, or face a charge of 

aggravated sexual assault, which 

carries a maximum life sentence. 

on oct. 5, that duty to disclose 

was removed.  

Canada first for home 
care giant, seHC 
saint elizabeth health care (sehc) 

was recognized this fall by excel-

lence canada with its highest level 

of achievement, the Canada Order 

of Excellence Award. it is the first 

home and community care service 

provider to earn the ranking. the 

country’s governor general hands 

out the award to organizations 

that have met or exceeded criteria 

related to leadership, planning, 

programs, customer/client focus, 

people engagement, process man-

agement and partner relations. 

“home and community care has 

an increasingly critical role to play 

within our health system as the 

country continues to experience 

changes in demographics, technol-

ogy and knowledge exchange,” 

says shirlee sharkey, former 

rNao president and sehc presi-

dent and ceo (left). “this award 

validates the approach we take to 

always look beyond ourselves.”

Do you have nursing news 
to share? email us at 
editor@RNAO.ca

8
in memoriam 

rNao exteNDs its  
DeePest coNDoleNces to  

family aND frieNDs of 

ethel meade,  
an activist and advocate on 

health-care issues, and one 

of the founding members 

of the ontario health coali-

tion. meade was an instru-

mental member of ontario’s 

elder health coalition, 

which was set up to bring 

together 40 provincial orga-

nizations (rNao included) 

to help create and shape 

healthy public policy for 

older persons. she passed 

away oct. 10, just four days 

shy of her 93rd birthday. 

New CCDC helps 
patients with  
complex diabetes
rNao member trish crawford has 

taken on the role of interim director 

for Peterborough’s new centre for 

complex Diabetes care (ccDc), one 

of only six such centres in ontario. 

housed at Peterborough regional 

health centre, the ccDc brings 

together an interdisciplinary team to 

provide short term, intensive case 

management. the centre opened 

in september and is expected to 

be fully operational by january. it 

“works with patients to identify 

issues that may interfere with their 

ability to manage their diabetes,” 

crawford says, noting the group will 

provide services for the roughly 15 

per cent of patients who become 

unstable because of related health 

issues such as kidney function, 

high blood pressure and heart dis-

ease, as well as psychosocial and 

economic barriers. crawford says: 

“the goal is to help these patients 

to make incremental but meaningful 

changes that, over time, improve 

their health and quality of life.” 

DVD helps health 
professionals care for 
elderly with diabetes
the canadian Diabetes associa-

tion (cDa) recently recognized a 

group of diabetes educators, 

including rNao long-term care 

best practice co-ordinator heather 

woodbeck (right), for developing 

a DvD that helps health profes-

sionals caring for seniors with 

diabetes in long-term care. the 

Seniors Health Knowledge Network 

Diabetes Community of Practice 

(shkN Diabetes coP) received the 

CDA Diabetes Resource Award in 

october, along with $750. Nurses 

represent one professional group 

on the shkN Diabetes coP, and 

woodbeck is a founding member. 

she continues to raise aware-

ness of Diabetes 101, which she 

describes as a “…truly collabora-

tive project.” the shkN Diabetes 

coP launched a monthly webcast 

series (based on the DvD) in 

september. to find out more,  

visit www.seniorshealthknowledge 

network.com

Diabetes awareNess  
moNth (November) 
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Primary care nurses have the  
skills – and desire – to provide 
more comprehensive care  
that will benefit patients.  
By melissa Di COsTaNzO 
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Kathleen Boyd is a primary 
care RN at Southlake 
Regional Health Centre.



Boyd’s concern was that these nurses 
were not practising to full scope. They were 
not performing physicals or leading health-
counseling appointments with patients. 
These nurses, she says, may not have under-
stood the extent of their scope of practice. 

“We are autonomous professionals who 
can work on our own appointments and see 
patients separately from the doctors,” Boyd 
says, noting that for the sake of the profes-
sion and patients, “it’s important…for us to 
develop our knowledge and use it.”  

After three visits to other FHTs over 
a three-week period, Boyd returned to 
Southlake, determined to work to her full 
scope. As her role developed, she began 
to take on quarterly diabetes visits. As 
she became more comfortable, she began 
doing well-baby visits, pre-operative assess-
ments, and cognitive assessments for the 
elderly. “I took it step-by-step, (and) tried 
to identify where the gaps in care were, 
and where (I) could take some of the work-
load off the doctors.” 

The response was mixed, she admits.
Half of the physicians on the team 

embraced her contribution. Others did 
not. At times, Boyd says she would be in 
the middle of a diabetes assessment or 
counseling with a patient, and would be 
asked to administer a shot to a baby or call 
a patient with their x-ray results. It was 
disruptive to the therapeutic relationships 
she was developing with her patients, and 

didn’t take into account her desire and 
capacity to work independently. 

Boyd politely – but firmly – talked to her 
physician colleagues. That conversation 
made all the difference in the world, she 
says. Now, they have a better sense of her 
professional capacity. 

It’s intimidating to initiate that kind of 
conversation, but Boyd recommends any 
RN who isn’t practising to full scope, but 
would like to – and has the knowledge and 
skills –express themselves. “They are realiz-
ing how much we can do…and the power of 
a nurse,” she says of most physicians.  

This increased awareness can be linked, 
in part, to the spotlight RNAO is shin-
ing on primary care nursing and the vast 

knowledge and clinical skill these nurses 
bring to community health centres, nurse 
practitioner-led clinics (NPLCs), FHTs, 
and other family practice settings. There 
are almost 4,300 primary care nurses (over 
2,800 RNs and 1,400 RPNs) working in 
Ontario. However, the unfortunate truth is 
that thousands across Canada are not prac-
tising to their full scope. Nationally, it’s 
estimated only 61 per cent of nurses who 
practise in primary care are actually doing 
what they’ve been trained to do despite 
being ready, eager and willing to take on 
additional responsibilities. 

 IN February 2012, RNAO launched 
the Primary Care Nursing Task 
Force, charged with responding 

to this issue. In June, the task force – com-
prised of a number of partners including 
the Association of Ontario Health Centres, 
the Association of Family Health Teams of 
Ontario, the Ontario Medical Association 
and RNAO interest group Ontario Family 
Practice Nurses – released a ground-
breaking report called Primary Solutions for  
Primary Care: Maximizing and Expanding 
the Role of the Primary Care Nurse in 
Ontario. The report’s 20 recommendations 
are targeted towards three main outcomes: 
improving timely access to quality pri-
mary care in the province; system integra-
tion and effectiveness; and cost savings for 
both the government and taxpayers. RNAO 

 “

Three years ago, Newmarket RN Kathleen Boyd started working on 

the family health team (FHT) at Southlake Regional Health Centre. 

She was the team’s first RN, and wanted to gain more insight into 

the role of a primary care nurse by visiting other FHTs that already 

had an RN on board. She was surprised by what she found. Boyd 

expected to see nurses practising autonomously in roles that demand 

their expertise. Instead, she saw RNs spending most of their day 

administering needles, triaging patients by phone, taking blood pres-

sure, and recording heights and weights. “It was very discouraging,” 

she recalls. “I was not expecting to see fully trained RNs working in 

the capacity of an RPN or administrative staff.” 

it is wonderful to see rNaO 
engage so thoughtfully with 
proposals to improve the  
effectiveness, efficiency, and 
quality of health care. The 
focus on scope of practice, 
including an expanded role  
for nurses, addresses an area 
the Commission believed  
holds considerable promise.”

DON DRuMMOND,  
chair, commissioN oN the reform 
of oNtario’s Public services
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sees this as the first step towards maximiz-
ing the role of all health professionals. 

The report categorizes its recommen-
dations in two phases. Phase 1 is geared 
towards ensuring the adoption of new role 
descriptions for RNs and RPNs – descrip-
tions that were developed as a resource for 
primary care organizations to promote full 
scope of practice. These descriptions, which 
include key elements of practice taken from 
existing primary care nurse roles across 
Ontario, will maximize the role. 

Recommendations for this first phase 
are targeted towards the Ministry of Health, 
RNAO, Local Health Integration Networks, 
and primary care organizations. They 
include: appointing a government committee 
that will convene for six months to ensure the 
suggestions in the report are implemented; 
designating a nurse lead at primary care 
organizations; and supporting primary care 
nurses to practise to full scope within inter-
professional teams. All of the recommenda-
tions in Phase 1 have immediate deadlines. 

The recommendations for implementa-
tion in the second phase were developed in 
an effort to expand the role of primary care 
nurses. They focus on amendments to key 
pieces of legislation, including authoriz-
ing RNs – within their level of competency, 
knowledge and skill – to prescribe, com-
pound and sell medication, order diagnostic 
imaging, and communicate a diagnosis. The 
task force also wants to see support for RPNs 

in executing clinical and educational pro-
grams that focus on health promotion and 
disease prevention; and support and funding 
strategies that allow at least 70 per cent of pri-
mary care nurses to work full time. Deadlines 
for the second phase span from 2013 to 2015.  

 Once implemented, these recom-
mendations are expected to stretch 
beyond the primary care sector. 

Long-term care and home care will also reap 
positive spinoff, says RNAO CEO Doris 
Grinspun, co-chair of the task force. “This 
report will produce whole system change,” 
she says. “We focused on primary care ini-
tially because that’s where patients first have 
access to the system, and that’s where sys-
tem change should begin. But it will extend 
way beyond that.” 

The Association of Ontario Health Cen-
tres (AOHC) shares this view. In fact, the 
association’s 73 community health centres, 
10 aboriginal health access centres and 15 
community FHTs share a common goal: 
to ensure all health providers work to their 
full scope of practice within three years, says 
Executive Director Adrianna Tetley. Many 
CHCs, she adds, do use RNs and RPNs to 
full scope and most of the others are com-
mitted to getting there. 

Tetley says the task force report is a pivotal 
first step in transforming Ontario’s primary 
care landscape because it clearly defines 
the roles of the RN and RPN in this sector. 

Distinguishing these roles will have impli-
cations on other health-care profession-
als such as dietitians and pharmacists, she 
adds. “Their roles are going to shift (when 
nurses are working to full scope),” she says. 
RNAO’s report “becomes a starting point to 
have that conversation.” 

Judie Surridge, president of RNAO’s 
Ontario Family Practice Nurses (OFPN) 
interest group, and a family practice RN at 
Toronto’s Women’s College Hospital, co-
chaired the task force alongside Grinspun. 
She thinks one of the key reasons primary 
care nurses are not working to full scope is 
because health-care professionals – nurses 
included – are not fully aware of the spec-
trum of care RNs and RPNs can provide. 
RNs have valuable expertise in chronic dis-
ease management, health promotion and 
disease prevention. This is in addition to tra-
ditional skills such as administering needles 
and taking a patient’s blood pressure. 

enhancing the role of 
primary care RN

the goal of every primary care organization must 
be to reach the highest current level of scope of 
practice (right) by the end of 2013. 

leads and interprets comprehen-
sive holistic assessments

identifies, plans and prioritizes 
nursing interventions

Develops, implements and  
refines care plan with team

Provides in-person and  
telephone counseling,  
triage and follow-up

acts as an evidence-based  
champion in delivering care

assists patients navigating 
through the health-care system

Provides comprehensive 
clinical procedures, health 
screening, and treatment

leads chronic disease preven-
tion, management and self-care

leads community  
analysis and planning

actively leads quality  
improvement initiatives

record presenting  
concern

Prepare exam rooms 

clinic operation

leads holistic assessments

implements nursing interventions 
based on direction

supports care plan with  
interprofessional team

Provides clinical services

supports chronic  
disease management

supports operation of clinic

Provides patient education

 “
Once implemented, these  
recommendations are 
expected to stretch beyond 
the primary care sector. long-
term care and home care  
will also reap positive spinoff.”

DORIS GRINSPuN,  
rNao ceo and co-chair,  
Primary care NursiNg task force
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Surridge believes one of the root causes 
of the role confusion is the fact that many 
primary care nurses have an acute care 
background, and have not been exposed 
to primary care workplaces during their 
undergraduate placements. Working in pri-
mary care is attractive because the hours 
are typically nine to five, Monday to Friday. 
But Surridge asks: “if you haven’t worked 
in some kind of a primary care clinical set-
ting (before) you graduate, then how do you 
know what that looks like?” 

Learning about the full extent of the pri-
mary care nursing role as students will give 
the next generation of nurses a better grasp 
of their scope. They will be in a better posi-
tion to communicate clearly to other mem-
bers of the interprofessional team exactly 
what they’re capable of doing, says Surridge. 
This is why the report contains a recom-
mendation to Ontario’s nursing schools to 
immediately secure clinical placements in 
primary care for RN and RPN students.  

Surridge further points out that educa-
tional opportunities should not stop at the 
post-secondary level. They must continue 
into the workplace, she says. Courses and 
nurse-to-nurse mentorship help primary 
care RNs and RPNs feel skilled and comfort-
able in their roles, and ensure patients are 
receiving the best care possible. 

The task force report directly addresses 
this, calling on the Ministry of Health to 
provide immediate funding for RNAO to 
develop a primary care nursing-focused 
learning institute for both RNs and RPNs. 
The institute, which is expected to take place 
in the summer of 2013, is a key step to help 
nurses strengthen their knowledge, skills 
and confidence. “If there’s nobody to  
show you how you can maximize your role, 
figuring it out yourself…can be a huge  
drawback,” says Surridge, noting that some 
nurses may find themselves battling with 
physicians or NPs because there’s inconsis-
tency in how the role is visualized. 

 F unding models for primary care can 
also create a barrier to nurses’ scope 
of practice. Currently, physicians are 

compensated when they carry out duties 
that can fall into primary care nurses’ capa-
bilities, such as assessments. This means 
nurses’ responsibilities are often deter-
mined by the doctor, explains Nicole Nitti, 
a family physician and medical director at 
Toronto’s Access Alliance Multicultural 
Health and Community Services. 

She thinks nurses can help speed up 
patients’ access to primary care by tak-
ing certain responsibilities off physicians’ 
plates. A diabetes assessment is one exam-
ple. “Nurses practise nursing and doctors 
practise medicine,” Nitti says. “There is sig-
nificant overlap (between the roles), which 
is nothing to be afraid of, but the thing to 
remember is that nurses bring a whole 
other piece that has been under-empha-
sized in primary care for so many years –  
a holistic, health promotion approach.”

An avid and vocal supporter of allowing 
nurses to practise to full scope, Nitti attended 
the launch of Primary Solutions for Primary 
Care at Queen’s Park in June. She advocates 
for the empowerment of nurses because 
“they are a key piece in a sustainable health-
care system in Canada.” But she acknowl-
edges not all physicians are on board.

“Traditionally, primary care was the family 
doctor in the family doctor’s office with the 
nurse sitting at the front desk,” she says. 
“Our health-care culture is really steeped 
in that. (Focusing on) team-based care 
(requires) a real shift in thinking.” 

Nitti says she realized early into her 
career that nurses are allies on the health-
care team. “I can think of a number of cases 
where if a nurse hadn’t stepped in and  
said ‘what about this?’ or ‘what do you think 
of this?’ I would have made an error.”  

When Nitti was practising as an emer-
gency room physician at a Toronto hospital, 
she was called in to examine a patient who 
had blood in her urine. She diagnosed the 
patient with vaginal bleeding, arranged for 
a consultation with a gynecologist, and left 
her shift. An RN on duty would later  
discover the patient had a rectal bleed, and 
arranged to have the patient transferred to 
receive rapid care from an on-call ER phy-
sician. “We need to listen to nurses,” says 
Nitti, recalling the experience. “Especially in 
primary care, when, sometimes, they have 
closer and more frequent contact with the 
patients than we (doctors) do. They might 

pick up on something we’ve missed.” 
The task force report speaks to the issue 

of physician compensation through a rec-
ommendation that challenges the Ministry 
of Health and the Ontario Medical Associa-
tion to revamp physician payment models. 
This will ensure all health professionals are 
working to their full scope, while ensuring 
fair compensation for physicians. 

A nother recommendation urges the 
ministry to “develop a uniform 
and streamlined process to apply 

for additional funding to increase health 
human resources for primary care organi-
zations when patient enrollment targets are 
met, and infrastructure capacity exists.”  
Thunder Bay’s Lakehead NPLC is one exam-
ple, says Grinspun, who hand-delivered a 
request to Health Minister Deb Matthews 
last Feb ruary. “Lakehead NPLC met its tar-
gets long ago. It has two exam rooms fully 
equipped and is still waiting for the govern-
ment to approve its funding to add staff,” 
she says. “Meanwhile, patients without a  
primary care provider are waiting to enroll.” 

Recruitment of nurses into primary care 
is a challenge recognized by many in the 
sector, including Judith Manson, execu-
tive director for the Sunnybrook FHT in 
Toronto. She represents the Association of 
Family Health Teams of Ontario on the task 
force. “If we want to recruit good people, 
we’ve got to make sure they’re being paid 
appropriately,” she says. “We’ve got to get 
the message out that these are good jobs.” 
This will lead to higher job satisfaction 

 “
We welcome rNaO’s  
report and…appreciate  
the importance of a focus  
on primary care as an  
underpinning of a high  
performing health system.”

PAT CAMPBell 
PresiDeNt aND ceo, oNtario 
hosPital associatioN

 “
Nurses and all health profes-
sionals must be supported to 
deliver the best value possible 
to Ontario’s patients. aFHTO 
was a proud member of this 
task force, and we commend 
rNaO for assembling a  
wide group of stakeholders  
to examine the evidence  
and explore how our health 
system can reap the full  
benefit of the competencies, 
knowledge, and skills of  
our primary care nurses.”

ANGIe HeyDON 
executive Director, associatioN of 
family health teams of oNtario
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and retention, the task force argues. It will 
also mean stronger continuity of care for 
patients, and will help to expel the image 
of a primary care nurse “putting people in 
rooms, giving shots and not doing much 
else,” says Manson. “That old paradigm…
is not true, but it’s still out there, even 
within the nursing group,” she says, add-
ing: “We’ve got to educate our own.” This 
includes relaying real-life stories of nurses 
who have been working in primary care 
environments for years, says Manson. Some 
nurses have provided care to generations 
of families, which can be a very rewarding 
experience, she explains.

 

 B uilding a strong rapport with 
patients is gratifying for RN Karen 
Lue-Kim, who works to her full 

scope at Lakehead’s NPLC. She says her 
patients appreciate her experience and 
knowledge, and the amount of time she 
spends with them. Many comment that they 
like discussing more than one health con-
cern with her. In other heath-care settings, 
patients are often booked to talk about one 
health issue. They are sometimes more will-
ing to come back to the clinic, if necessary, 
because “they know there’s going to be that 
interaction,” Lue-Kim says. As a result, they 
want to take better care of their health. 

NPs at the Lakehead clinic developed the 
RN and RPN roles in concert with Lue-Kim 
and RPN Michele Grace, who has taken on 
diabetes teaching because that’s her area 
of expertise. This frees up time for the NPs 
to focus on more complex cases, explains 
Pam Delgaty, clinical director. “We went 
over what jobs might be designated to them, 
keeping in mind their scope, their level of 
comfort and experience,” the NP explains. 
“We’re all nurses, and we all contribute 
together to meet the patient’s needs. We’re a 
team and collectively, we all have value.” 

The Lakehead clinic opened in November 
2010 and hit its capacity of 3,200 patients in 
less than one year. Lue-Kim helps to meet 
the demand, often offering same-day pri-
mary care for patients. In addition to taking 
pressure off NPs in the clinic, working to 
her full scope puts less stress on emergency 
departments and walk-in clinics in the com-
munity, she says. 

Her schedule is always bustling. She’ll  
see anywhere from four to 11 patients daily.  
Typically, she’ll perform baby exams and 
physicals, administer immunizations, or 
look after patients with sore throats. She 

triages patients over the telephone, speaking 
with clients who have medication concerns 
or providing advice to those who are ill. The 
clinic is also developing a medical directive 
for an RN to prescribe medication for a uri-
nary tract infection. 

One of the second phase recommenda-
tions set out by the task force urges the Col-
lege of Nurses of Ontario to implement 
regulatory changes that authorize RNs (in 
the general class) and RPNs to dispense 
medications. The document also advocates 
for RNs to be sanctioned to identify and 
communicate a diagnosis (within their level 
of competency), and suggests a shift away 
from medical directives, enabling RNs to 

take on the full responsibilities of prescrib-
ing and dispensing. Implementing these 
changes would mean the number of patient 
visits could be kept at bay, and doctors and 
NPs would be free to see complex clients. 

For example, nurses often review all 
birth control options with their patients. If 
a client chooses to use birth control pills, 
and there is a supply on hand, only an NP, 
doctor or pharmacist (or, in Lue-Kim’s 
case, an RN under a medical directive) can 
dispense the medication. If none are avail-
able, the RN completes the assessment 
and the patient has to make a follow-up 
appointment with a physician in order to 
fill the prescription. 

Lue-Kim hopes in the future, all primary 
care nurses enjoy the satisfaction of  
working to full scope and providing timely, 

consistent, in-depth care to patients.  
“I get tremendous satisfaction from my 
role here,” she says. “The job satisfaction, 
the personal fulfillment of being able  
to provide that care and build that rapport 
with the patient is amazing.” 

The task force shares Lue-Kim’s wish, 
which is why its co-chairs Grinspun and 
Surridge have said they will continue to 
hold stakeholders’ and politicians’ feet to 
the fire to adopt all the recommendations 
by 2015. Doing so will lead to a brighter 
future for primary care in Ontario, Grins-
pun says. Phase 1 of Primary Solutions for 
Primary Care is currently in progress, and 
the report has already been adopted by 

the Joint Provincial Nursing Committee, 
which is comprised of leading government 
civil servants and nursing stakeholders. 
“It’s RNAO’s duty to be a leader in shaping 
the health system,” says Grinspun. “Our 
role now, as nurses and as members of our 
community, is to mobilize everybody for 
speedy uptake of all the recommendations 
in this report, so the vision can become a 
reality, sooner rather than later.” RN

melissa di costanzo is staff writer at rnao 

In October, RNAO released Enhancing 
Community Care for Ontarians (eCCO), 
which builds on some of the recommen-
dations contained in Primary Solutions 
for Primary Care. To read about eCCO, 
turn to Policy at Work (pg. 24).

(l to R) RN Karen lue-Kim, RPN Michele Grace and NP Pam Delgaty practice side-by-side at Thunder  
Bay’s lakehead Nurse Practitioner-led Clinic. each works to their full scope thanks to their dedication  
to defining nursing roles, and an appreciation for the expertise each brings to the table.
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It’s estimated there are more than 200 types of cancer • Pros tate cancer remains the most commonly diagnosed cancer 
in Canadian men • Breast cancer continues to be the most commonly diagnosed cancer among women • Half of cancers 
can be prevented or detected early through screening and health promotion • It’s estimated 186,400 new cases of 
cancer will be diagnosed in Canada in 2012. More than 75,000 Canadians are expected to die from the disease • Canadians 
between the ages of 0 and 49 will account for approximately 12 per cent of all new cancer diagnoses, and five per cent of 

all cancer deaths in 2012 • Almost 70 per cent of new cancer cases are found in Canadians 50 to 79 • lung cancer is the 
No. 1 cancer killer of men and women in Canada. every year, lung cancer kills more people than breast, prostate and colon 
cancer combined. More than 20,000 Canadians died of lung cancer in 2011 • Cancer is one of four non-communicable 
diseases identified by the uN as causing premature death. The international organization has set a goal to reduce  
premature deaths caused by cancer by 25 per cent by 2025 • April 3 marks Annual Oncology Nursing Day across Canada. 

Nurses have a unique role to play in the lives of patients diagnosed with cancer. In  

this issue of Registered Nurse Journal, we look at the experiences and views of  

four nurses from different vantage points. Whether facing a personal diagnosis, 

advocating environmental policies, or working directly with patients in  

pediatric oncology or palliative care, these RNs are doing amazing things to  

help those dealing with this pervasive chronic disease. By melissa Di COsTaNzO

CONqueRINg
CANCeR

sources: union for international cancer control; canadian cancer society; canadian association of Nurses in oncology; statistics canada; canadian breast cancer foundation.
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diseases identified by the uN as causing premature death. The international organization has set a goal to reduce  
premature deaths caused by cancer by 25 per cent by 2025 • April 3 marks Annual Oncology Nursing Day across Canada. 

Cheryl Dove Karen Drybrough

Morgan lincoln Grace Bradish

CONqueRINg
CANCeR
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Diagnosis sends NP reeling
The spring of 2012 should have been a happy time for nurse practi-
tioner Cheryl Dove. She was about to give birth to her second child, 
Julia, and was looking forward to maternity leave and spending 
more time at home with her two-year-old daughter Jenna. 

 Just days before Julia was born, 32-year-old Dove discovered a 
lump in her breast. Less than a month later, she was diagnosed 
with breast cancer. Nothing – not even almost a decade of nursing 
experience – could have prepared her for the news. Currently on 
leave from the North Muskoka Nurse Practitioner-Led Clinic, Dove 
admits: “I felt like my world was turned upside down. It was an over-
whelmingly emotional experience.” 

 In the days following her diagnosis, Dove discussed treatment 
options with her husband, Mike, who is also an NP at the same 
clinic. They talked about how Dove was feeling, and what the next 
steps should be, just as though they were talking about a patient, she 
says. “I was in autopilot shock mode,” Dove admits, adding the news 
only began to really sink in when she was sitting in her oncologist’s 
office, staring at a medical bracelet with her name on it. 

 “Even now, sometimes, I feel like this can’t be me. But it is.”
After a battery of tests, eight rounds of chemotherapy (which 

wrapped up in October), and a double mastectomy, Dove says she 
takes every day one step at a time: “one foot in front of the other.” 
Losing her ability to breastfeed – something she could not do during 
chemotherapy – was especially difficult. “I still find it very upset-
ting,” she says. “I don’t know if I’ll ever completely get over it. It’s a 
grieving process.”  

 Dove has made many mental notes over the past seven months 
that she thinks will positively influence her practice – including tell-
ing patients to bring someone else along to appointments. They 
can be “very overwhelming” for a patient facing a cancer diagnosis 
and months of treatment. Dove’s husband accompanied her, and 
that made all the difference in the world: “As an NP, I thought ‘I’ll 
understand what the doctors are saying,’” she says. “But I wasn’t 
really taking it in. Bringing someone with you is very beneficial.” 

 Dove also plans to provide future patients with a primer about 
the health-care system, which has been described as maze-like by 
providers and clients alike. She had guidance from her husband and 
colleagues, but says an explanation of who does what is vital in order 
to calm the anxieties of patients who are already nervous and con-
cerned about their health. 

 There is a lot of information available to patients following a diag-
nosis, Dove says. For instance, there’s financial assistance from 
cancer foundations, and volunteer services such as transportation. 
She can now confidently tell her patients this kind of help exists if 
they need it. It’s also helpful for health-care colleagues, who may 
be looking to provide extra support for their clients, to understand 
what’s available. Anything nurses can do to ease a cancer patient’s 
experience is precious, she says.  

 While it’s “different to be on the other side,” Dove says nurses 
have helped every step of the way. “It’s nice to know that health-
care professionals really do have a positive impact on patient care. 
It really does make the situation more tolerable,” she says of having 
compassionate, understanding and helpful nurses and physicians.

 One of the most powerful lessons Dove says she’s had since 
embarking on this difficult time in her life is the compassion of 
others. “(People’s) kindness has been so plentiful…from making 
meals for our family, to sending us well-wishes and words of 
encouragement, to the generosity of mothers providing breast 
milk for our baby…the support has been overwhelming,” she says. 
“It’s amazing how much strength you can draw from that.” 

Children learn about cancer  
from classroom nurse
This spring, 14-year-old Joseph* learned he was living with osteo-
genic sarcoma, the same cancer Terry Fox was diagnosed with 35 
years ago. Karen Drybrough, an RN at Toronto’s Hospital for Sick 
Children, was asked to speak to Joseph’s classmates. She is one of 
10 Pediatric Oncology Group of Ontario (POGO) Interlink nurses 
who help young cancer patients feel more comfortable when resum-
ing class after a diagnosis. Joseph wanted to hear the questions his 
fellow ninth graders were asking, and wanted to reassure them he 
was doing well. He stood next to Drybrough throughout the presen-
tation, and though he seemed nervous, Drybrough says his courage 
impressed and inspired her.

 Often, children are not present during her school visits because 
they’re undergoing treatment. “I was touched by how brave Joseph 
was, and how warmly his peers responded to him,” the Toronto 
RN recalls. “I don’t want to sugarcoat, because this is a difficult and 
stressful time for children and their families. But I see amazing per-
sonalities and spirits prevail.” 

 On average, Drybrough visits 80 schools each year in the Greater 
Toronto Area. She’ll answer students’ questions, and talk to them 
about cancer and its effects. When is my friend coming back to 
school? Why did he get sick? When are we going to get it? Does it 
hurt? These are just some of the difficult questions Drybrough faces 
on a regular basis. 

 She visits schools either at the beginning or the end of a child’s 
cancer treatment. She also visits if the prognosis changes, or if the 
child dies. Most teachers and principals have limited experience 
talking to students about the disease, she explains. “People hear the 
word ‘cancer,’ and it sets off a lot of alarm bells,” she says. “We need 

* A pseudonym has been used to protect privacy. 
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Cheryl Dove, with husband Mike and daughters Julia (left) and Jenna, is taking 
every day one step at a time after her cancer diagnosis in the spring of 2012.
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to…help quell misinformation. Many pediatric cancers are curable 
now.” In fact, Drybrough says 75 per cent of children diagnosed with 
the disease survive.  

 School visits are only part of this pediatric oncology nurse’s role. 
She also links families to community supports, such as POGO. And 
she is involved in palliative care co-ordination and advocates for 
the development of community supports, such as parent support 
groups. Drybrough’s able to see how patients and their families live 
outside hospital walls, allowing her to better understand how the 
disease impacts health, wellbeing, relationships and jobs. 

 She recognizes the toll that working with this population can 
take, and accesses creative outlets to find balance in her life. In her 
spare time, Drybrough volunteers with a Toronto theatre company. 
She draws on her experience as an actor and producer to help her 
better relate to the children she meets during her classroom visits. 

 “It’s joyful, rejuvenating, and there is no doubt in my mind it  
has helped sustain me in pediatric oncology,” she says. 

Drybrough also admits that bringing her theatre experience into 
the classroom helps her stay animated when speaking to children. 
“When you’re presenting, you can, perhaps, fall back to a less natu-
ral, more scripted way of speaking,” she explains. “My theatre expe-
rience has taught me to keep it natural and to be myself. (This helps) 
when connecting with the kids.”  

 After 35 years of working with children, Drybrough says it  
“gets into your blood and into your bones.” She has encountered  
profoundly difficult experiences throughout her career. The  
passing of a youngster is never easy, she says. But the resiliency  
of the human spirit has kept her in the role. “When you see a 
child finish treatment and get back to school and get back to  
their home life, it’s very gratifying.” 

Prevention strategy must include 
environmental policy
Morgan Lincoln knows the devastating effects cancer can have on a 
family. Her aunt passed away from leukemia at the age of five. Her 
grandfather died of a brain tumour when she was 10. And in 2009, 
Lincoln’s mother learned she had breast cancer. 

 After her mother’s diagnosis, Lincoln 
began her nursing degree at the University 
of Toronto. She had an interest in environ-
mental health and noticed cancer prevention 
programs focused on maintaining a healthy, 
smoke-free lifestyle. Early screening was also 
offered as a pre-emptive tool. 

 While these messages are important, they 
“generally eclipse environmental factors,  
such as air pollution, or toxins in consumer 
products,” says the Toronto native and  
president-elect of RNAO’s Ontario Nurses for 
the Environment Interest Group (ONEIG). 
According to the Canadian Cancer Society, 
harmful – or potentially harmful – substances 
include: non-stick cookware, arsenic in drink-
ing water, pesticides and radon. Environmental 

risks include: radiofrequency fields and medical radiation. 
 Lincoln believes stringent regulations around carcinogens need 

to be created and enforced at the federal, provincial and municipal 
levels. Nurses, with their holistic view of health, are in a strong posi-
tion to advocate for cancer prevention politically, she says. In fact, 
ongoing political activity by RNs will keep these environmental risks 
top-of-mind for policy makers, she adds. 
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Karen Drybrough visits up to 80 classrooms each 
year to answer students’ questions about cancer.

Morgan lincoln believes nurses are in 
a strong position to lobby politicians 
for better cancer prevention.
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 The majority of work ONEIG is currently focused on aims to do 
just that. Three ONEIG resolutions – all linked to cancer prevention 
– were passed at RNAO’s 2012 annual general meeting. The group 
has urged RNAO to support policy that will: reduce vehicle idling, 
including drive-through emissions; ban the mining, processing, use 
and export of all forms of asbestos; and reduce the risk of exposure 
to carbon monoxide and nitrogen dioxide due to emissions from ice 
re-surfacers in arenas. 

 ONEIG is pushing for these changes so Canadians can breathe 
easier, but its work is not limited to these resolutions. In the fall, 
the group organized a Greening Health Care event, where sustain-
ability initiatives in place at Toronto’s University Health Network 
were discussed. RNAO and the Canadian Nurses Association have 
also passed ONEIG resolutions related to the amount of lead chil-
dren are exposed to.  

 Lincoln says few people realize how closely their health and the 
environment are linked, which is what drives her involvement with 
ONEIG. “They’re inextricable,” she says, suggesting peoples’ lack 
of understanding may relate to the lapse in time between exposure 
and the onset of disease. Breathing air polluted by diesel exhaust, 
which has been labeled a carcinogen by the International Agency 
for Research on Cancer, is exposure, but some people may not be 
diagnosed with cancer until years later, she explains. “We can touch 
a stove and see a blister or burn right away. This is like constantly 
touching a hot stove, or being in a toxic soup, but not seeing the 
effects until way down the line.” 

 Lincoln’s motivation stems from her family’s history with cancer, 
but her clinical experience has also shaped her focus. In the fall of 
2011, she was completing a placement in oncology at Toronto’s Prin-
cess Margaret Hospital. One day, she learned two people on the 
unit had been diagnosed with mesothelioma – a rare cancer primar-
ily caused by asbestos exposure. She was surprised to hear that two 
patients were living with the same uncommon cancer. The experi-
ence reinforced her passion for holding political leaders accountable. 
When it comes to cancer prevention, this is “a warning for what’s 
potentially to come if we don’t get serious (about protecting our 
environment).” 

Precious time at end-of-life is  
premise of new book
Grace Bradish has provided care for hundreds of patients over her 
35-year nursing career. Few have had the impact on her that Rob 
Fazakerley and his wife, Jen, have. “I tell my patients on a daily 
basis: my job is to help you find joy in living today, because I can’t 
tell you what’s coming tomorrow,” she says. “Jen and Rob really 
lived that (philosophy).”  

 Bradish was the home-visiting nurse practitioner at London’s 
South West Community Care Access Centre assigned to Rob’s care 
when he was diagnosed with terminal pancreatic cancer in August 
2009. He was only 46. She’s also the co-author of a new book called 
Just Stay, a novel about Rob and Jen’s last months together. 

 After his diagnosis, Bradish met numerous times with Rob,  
his wife, and spiritual care specialist Helen Butlin-Battler to  
discuss Rob’s care. When the London NP was not available to 
meet in person, or if Jen had an urgent question, she exchanged 
emails with the couple. Often criticized as an impersonal way to 
communicate, Bradish says emailing is a fast, effective method 

that can be used to supplement in-person client care. Jen asked  
Bradish for clinical advice – many times via email – right up until 
Rob’s passing in September 2010. “She would email me with a 
question: ‘Is this normal?’ ‘What should I do?’” recalls Bradish. 
“I could respond almost instantly…and she could choose when to 
open (the message).” 

 Bradish even learned of Rob’s death via email because she was 
out of town at the time. The message, she admits, was tough to 
comprehend. “I warn families about this: that regardless of  
how much they’re anticipating…that final breath, that absence  
of pulse carries an element of shock and surprise that one can 
never anticipate,” she says. “(When Rob died) I felt that.” 

 A few months later, Bradish gathered together 300+ emails  
she had exchanged with the couple and Butlin-Battler. She  
sent them to Jen, and talked to her about the wealth of her  
experience. It could be beneficial to other patients, families  

and health providers, she said. Discussions ensued, and the idea 
for Just Stay was born. 

 For two years after Rob’s death, Bradish, Butlin-Battler and 
Jen collaborated on the book. Sometimes, they found themselves 
writing in pairs due to conflicting schedules. All three were first-
time authors, and the writing experience, Bradish says, was very 
powerful. “There were sections of the book where, if we didn’t 
cry together when we were writing, I know we certainly had tears 
when we parted and went our own ways.” 

 The book, which, in part, is a reflection of Bradish’s approach as a 
palliative care nurse, was released in September. Since then, people 
have been telling her they can’t put it down. She hopes Just Stay gives 
readers “confidence that, despite a (loved one’s) departure…there 
will remain a significant presence with those whom they loved.” For 
health-care providers, her wish is that the book “releases them from 
the awkwardness that we all experience in having these very difficult 
conversations with people. We are so afraid to use the “d” word, and 

yet, death is what makes life so 
terribly precious.” RN

 
melissa di costanzo is staff 
writer for rnao. 

For more stories about 
nurses’ inspiring work  
in oncology, visit  
www.RNAO.ca/rnj

RN Grace Bradish (left) co-authored Just Stay, a book about one man’s 
end-of-life experience, with Jen Fazakerley (centre) and Helen Butlin-Battler.
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anne’s* words are seared into 
Denise Bryant-Lukosius’ mem-
ory: “I can’t watch her suffer any-
more.” The distraught woman 
was referring to her 19-year-old 
daughter, Laura,* a patient at St. 
Joseph’s Healthcare in Hamilton 
when Bryant-Lukosius worked 
there almost 30 years ago. The 
young girl had been diagnosed 
with a rare type of non-Hodgkin 
lymphoma and was not respond-
ing to chemotherapy. Anne was 
distressed, and unsure of her 
daughter’s prognosis. 

A hematology oncology nurse 
at the time, Bryant-Lukosius 
had three years of nursing 
under her belt. She was begin-
ning to understand how RNs 
can help to turn difficult situa-
tions into positive – even life-
transforming – moments. 

Leading Anne out of the hos-
pital and into the bright sun-
shine, Bryant-Lukosius sat down 
on the curb with the worried 
mother and held her hand. “I 
think we’re going to make it 
through this. Have faith,” she 
told her. She provided the same 
kind of one-on-one support to 
Laura, whose health began to 
improve after the first two dif-
ficult weeks of treatment. Laura 
is now in her early 50s and can-
cer-free. Over the years, she has 
shared her story at conferences, 
and Bryant-Lukosius is grateful 
that others have heard directly 
from a patient just how impor-
tant strong nursing care can be. 

As a teenager, Bryant-Luko-
sius spent time as a patient in 
hospital. She noticed nurses can 
“forget they’re the one single 

person who can change the 
whole experience – and perhaps 
even the health outcomes – of 
patients.” She always knew she 
wanted to be a nurse, and says 
her early exposure to nurses’ 
lack of confidence reinforced her 
desire to become a leader in the 
field who could help colleagues 
comprehend their pivotal role. 

Bryant-Lukosius believes the 
key to helping nurses see their 
impact is ensuring they receive 
the same support they often pro-
vide to patients.

Reflecting on her experi-
ence with Anne and Laura, 
Bryant-Lukosius, now an asso-
ciate professor for McMaster 
University’s school of nursing 
and department of oncology, 
knows she made a difference. 
She admits that was thanks to 
support she received from col-
leagues. “I’ve been able to do 
what I do because I’ve had lots 
of support from colleagues 
along the way,” she says. She 

counts Esther Green, provincial 
head of nursing and psychoso-
cial oncology with Cancer Care 
Ontario, and a former RNAO 
board member, as one of her 
mentors. Green was the assis-
tant director of nursing at St. 
Joseph’s when Bryant-Lukosius 
was a new graduate. She took 
an interest in the young nurse’s 

career, and one day stopped 
her in the hallway, asking: ‘So 
Denise, when are you going 
to get your master’s?’ It was a 
moment Bryant-Lukosius says 
changed her career. “I might not 
be where I am today,” she says, 
acknowledging the prod from 
Green really helped to boost 
her confidence in her capabili-
ties, and resulted in a master’s 
degree from D’youville College 
in 1993. “Everyone needs some-
one in their corner.”  

After nine years at St. Joseph’s 
in various positions – staff 
nurse in the intensive care and 
respiratory units, and nurse  

educator – Bryant-Lukosius 
moved to Hamilton Health  
Sciences (HHS) as a clinical 
nurse specialist in hematology/
oncology. Her involvement with 
McMaster – where she would 
later obtain her PhD – began 
shortly after arriving at HHS, 
and continues today. 

In addition to teaching at the 
university, Bryant-Lukosius has 
a cross-appointment as a nurse 
clinician scientist at Hamilton’s 
Juravinski Cancer Centre, where 
she’s director of the Canadian 
Centre of Excellence in Oncol-
ogy Advanced Practice Nursing 
(OAPN). A signature initiative of 
OAPN – and a program that is 
very close to this nurse leader’s 
heart – is the Ontario Oncology 
Nursing e-Mentorship Program. 
Bryant-Lukosius leads this pro-
gram that, since its inception in 
2007, has seen over 200 men-
tors and mentees in oncology 
working together to boost their 
knowledge and skills. “We can’t 
expect nurses to consistently 
deliver (high-quality care) if we 
don’t provide them with the 
support to do (so),” she explains. 
“It’s a tough, demanding job.” 

Bryant-Lukosius is passionate 
about helping nurses to develop 
greater confidence. When she 
hears nurses talking about how 
the program changed their prac-
tice, “…it’s very inspiring,” she 
says. “you just see the…poten-
tial for nursing to make such an 
important difference in the lives 
of patients and families.” RN

melissa di costanzo is staff 
writer at rnao

RN becomes leader to inspire others 
hamiltoN Nurse always kNew a leaDershiP PositioN woulD allow her to helP colleagues see their iNflueNce.

RN PROFILE By Melissa Di Costanzo

Three things 
you don’t know 
about Denise 
Bryant-lukosius: 
1.  she enjoys scotch – in  

particular, 21-year-old 

single malt scotch. 

2.  her cousin, tyler bozak, 

plays for the toronto  

maple leafs. 

3.  her favourite place is  

“as far north as possible,”  

sitting in a boat in the middle 

of a lake catching fish. 

* Pseudonyms have been used to protect privacy. registereD Nurse jourNal     23     



New model for com-
munity care receives 
much attention
A landmark report that calls for 
a major re-think about the way 
home care and support services 
are delivered in Ontario was 
released by RNAO in October. 
Titled Enhancing Community 
Care for Ontarians (ECCO), the 
report offers the Ministry of 
Health a model to create a more 
robust primary care system. It 
is a three-year plan with clear 
targets and timelines.

Currently, home and support 
services are handled through 
14 Community Care Access 
Centres (CCAC). However, 

RNAO believes costly duplica-
tion that exists between CCACs 
and other sectors is hampering 
the province’s ability to achieve 
greater system integration and 
efficiency.  

 According to the auditor 
general, in 2008/09, $163 
million of the CCACs’ $2 bil-
lion budget was earmarked for 
administrative expenses alone. 
RNAO argues that money 
could translate into four mil-
lion additional hours of direct 
home health care if CCACs 
were phased out. 

The report proposes that 
the 3,500 case managers and 
care co-ordinators (3,000 of 
whom are RNs) who currently 
work for CCACs could be 
better utilized providing their 
care co-ordination and system 
navigation expertise in primary 

care settings such as nurse 
practitioner-led clinics, com-
munity health centres, family 
health teams and aboriginal 
health access centres.

ECCO recommends a Primary 
Care Transitional Secretariat, 
placed within each of the prov-
ince’s 14 Local Health Integra-
tion Networks (LHIN), to help 
with the formation of local 
primary care hubs that support 
primary care providers until the 
model is fully operational.   

RNAO believes transitioning 
CCAC case managers and care 
co-ordinators to primary care – 
while maintaining their same 
compensation – will provide 
people in Ontario with same-
day access to primary care, 
including enhanced health 
promotion and disease pre-
vention programs, as well as 

chronic disease management 
and in-depth care co-ordination 
for the most complex patients. 
RNAO CEO Doris Grinspun 
says another benefit of this 
model is that LHINs would 
assume planning, funding allo-
cation, and accountability for 
the whole system, not just part 
of the system as they do now. 

sale of shouldice 
Hospital stopped 
A record number of members 
responded to RNAO’s action 
alert about the proposed sale of 
Shouldice Hospital to Centric 
Health, a company controlled 
by a large American conglomer-
ate. About 2,300 members and 
friends of RNAO sent letters to 
the Ministry of Health urging it 
to reject the deal.  

Hospitals in Ontario are gov-
erned under the Public Hospitals 
Act and are not-for-profit enti-
ties. An exception was made for 
the Thornhill-based Shouldice, 
renowned for its treatment of 
hernias, because it existed long 
before Medicare. 

RNAO argued that even 
though the family that founded 
and still operates the hospital 
wants to sell, it should remain a 
public entity and not be sold to a 
for-profit company.   

In a letter to the minister 
of health, RNAO President 
Rhonda Seidman-Carlson and 
CEO Doris Grinspun called on 
the provincial government to 
reject the deal and re-commit 
to the Canada Health Act and 
the fundamental principle of a 
single tier health-care system 
where patients, not profits, are 
emphasized. 

In early November, Centric 
Health announced it was  
abandoning its bid to buy 
Shouldice. RN

POLICy AT WORK

To read the eCCO report, 
commentaries and to  
view webinars, visit  
www.RNAO.ca/eCCO

More than quick fix needed  
to deal with elder abuse
rNao’s work on the prevention of elder 

abuse took centre stage at a house of com-

mons committee meeting in ottawa on oct. 

16. josie santos, the rN who is leading the 

association’s work on this issue, was invited 

to appear before mPs to provide feedback on 

a change to the criminal code. the amend-

ment would consider “vulnerability due to 

age” as a factor for judges to consider when 

sentencing individuals found guilty of commit-

ting abuse against seniors.

while santos spoke in favour of bill c-36, 

Protecting Canada’s Seniors, she said the 

legislation would not produce the changes 

needed to end elder abuse, nor would it have 

any impact on the many instances that go unreported. rNao wants to see greater emphasis on the root 

causes of elder abuse, such as poverty, she told the committee. it also wants to see more programs on 

prevention and intervention, as well as better support services for seniors and their families and caregivers. 

two years ago, rNao led a national project to raise awareness of the issue in long-term care homes. it 

also created a curriculum to help health-care workers learn how to identify instances of elder abuse and 

neglect, and how to intervene. 

Josie Santos leads various initiatives to raise awareness of elder 
abuse. Above, she responds to news this past summer that 
Canada’s Minister of State for Seniors, Alice Wong, had approved 
funding for the association to create a BPG on elder abuse.
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CLASSIfIeDSLocated in the heart of Toronto, the largest and most culturally diverse city in the 
country, Ryerson University is committed to diversity, equity and inclusion. The 
University is known for innovative programs built on the integration of theoretical 
and practically oriented learning. Our undergraduate and graduate programs 
are distinguished by a professionally focused curriculum and strong emphasis 
on excellence in teaching, research and creative activities. Ryerson is also a 
leader in adult learning, with the largest university-based continuing education  
school in Canada.

AssistAnt Professors –  
tenure-trAck APPointments

Daphne COCkweLL SChOOL Of nURSing

Four tenure-track appointments are available, effective August 1, 2013 
(subject to final budgetary approval), for individuals with a completed PhD 
in Nursing or a related discipline, demonstrated teaching excellence and a 
desire to teach a variety of courses in a large, diverse, urban school with 
both baccalaureate and master’s programs. The successful candidates will 
be expected to contribute to the teaching and research agenda of the School 
as well as the mandate of the Faculty of Community Services and Ryerson 
University. Applicants will also have a developing program of research related 
to nursing care, nursing education, or leadership, and outcomes across the 
healthcare continuum (i.e., home care, acute care, and/or long-term care). 
Priority will be given to researchers focused on advancing nursing/healthcare 
knowledge, practice, education, leadership and/or policy in the areas of 
chronic conditions, acute care, patient-oriented research, interventions or 
implementation science. Candidates should have experience with qualitative, 
quantitative and mixed methods research. Candidates will display a capacity 
to meet high expectations for leadership, collaboration and collegial service. 
A completed post-doctoral program and/or prior experience in academic/
clinical leadership roles will be regarded as assets. Applicants will have a 
record of teaching and research that will contribute to the ongoing success 
of the Daphne Cockwell School of Nursing’s undergraduate and graduate 
programs, and its research and community collaboration profiles. Successful 
candidates are required to be registered, or eligible for registration, with the 
relevant professional College in Ontario. 

For full details, including position duties and how to apply by January 7, 2013, 
please visit www.ryerson.ca/jobs.

These positions fall under the jurisdiction of the Ryerson Faculty Association 
(www.rfa.ryerson.ca). For details on the Ryerson Faculty Association 
Collective Agreement and the University’s RFA Benefits Summary, please 
visit http://www.ryerson.ca/teaching/employment_resources/rfa.html and  
http://www.ryerson.ca/hr/benefits/benefits_by_group/rfa/index.html respectively.

Ryerson University is strongly committed to fostering diversity within our community. We welcome 

those who would contribute to the further diversification of our faculty and its scholarship, 

including, but not limited to, women, visible minorities, Aboriginal people, persons with 

disabilities, and persons of any sexual orientation 

or gender identity. All qualified candidates are 

encouraged to apply, but applications from 

Canadians and permanent residents will be  

given priority.

www.ryerson.ca

Certified Professional Cancer Coach — 
e-Online Certification Program 
become a certifieD ProfessioNal caN-

cer coach and make a difference in the 

lives of those you know with cancer. earn 

40 ceu credits per level. free personal 

study tutor. free monthly webinars and 

student networking support. enjoy a full 

or part-time private practice earning top 

wages. level one – Nutrition and lifestyle 

oncology. level two – clinical/integrative 

applications in oncology. optional level 

three offers an exciting practicum through 

the National association of Professional 

cancer coaches. Please request your free 

information package or visit our student 

site: www.pcciprogram.com, patient site: 

www.cancerwipeout.com, or call 905-560-

8344, email pcci@cogeco.ca 

 
Better Breathing 2013, the annual con-

ference of the ontario lung association 

and its health professional societies, the 

ontario respiratory care society and the 

ontario thoracic society, will be held at the 

toronto marriott Downtown eaton centre 

hotel on january 31 to february 2, 2013. 

topics include health care quality and 

safety, coPD, lung cancer, cPgs and more. 

early bird registration deadline: December 

21, 2012. www.betterbreathing.ca

mastectomy lingerie and more – canada’s 

online mastectomy shop. specializing in 

mastectomy bras, mastectomy swimwear, 

mastectomy tops, breast forms, partials 

and more. shop online or in-store. No 

appointment necessary. with the purchase 

of a post-surgery camisole, receive a 

comfort coupon. mastectomy lingerie and 

more continues to give back by announcing 

the winners of our Win a Trip to Maui and 

All Up – Take It Away contests. visit our 

website for more details, www.mlam.ca 

 
rNs required to conduct Qa audits of nurs-

ing staff in ltc homes. Documentation of 

medication-related tasks, drug administra-

tion, organization of med rooms and carts, 

etc., will be measured against mohltc 

standards. staff education will also be  

an important function of the successful 

applicant. this is a part-time position,  

one- to two-days per week, principally in 

the toronto area. ltc experience pre-

ferred. send resume to hr@geriatrx.com

ARe yOu INTeReSTeD IN ATTeNDING  
AN RNAO eVeNT IN 2013?
Visit www.RNAO.ca/events/upcoming 
for a full listing of professional develop-
ment opportunities online and at various 
locations across the province.



RNAO is a leader in developing and supporting the implementa-

tion of clinical and healthy work environment (hwe) best practice guidelines 

(bPg). the bPg development process is led by program managers.  

as a program manager, you are an integral part of the international affairs 

and best Practice guidelines (iabPg) centre. working closely with panels of 

experts, you oversee the stages involved in defining a bPg’s focus; shape the 

systematic literature review and results; facilitate the guideline development, 

including recommendations, an evaluation framework, and specific implemen-

tation tools; and lead the dissemination strategies for the new bPg.  

you work with rNaO staff, including other rNs who share your knowledge 

of clinical nursing excellence, research methodologies, systematic literature 

reviews, development of research protocols, and approaches to close the 

research/practice gap. Practice expertise and a passion for evidence-based 

nursing practice, project management experience, and excellent communica-

tion skills are required for this role. 

The successful candidate will be a member of cNo and rNao. a master’s 

degree in nursing, or related field, and three years related experience in  

service, academia and/or research are required. location: downtown toronto. 

salary commensurate with experience. rNao is a member of hooPP.

email: humanresources@rNao.ca  Fax: 416-599-1926

Post:  Director of finance and administration, rNao,  

 158 Pearl street, toronto, ontario, m5h 1l3

international affairs and Best 
Practice Guidelines Centre 
PrOGram maNaGers

For more information about  
rNaO’s iaBPG Centre, visit:  
www.RNAO.ca/bestpractices

INFlueNCe CARe 
ACROSS THe

GlOBe

The Osgoode Certificate in

Health Law
March 6 - April 29, 2013 — 5 Modules over 9 Weeks

For more information and to register, please visit: www.osgoodepd.ca

Learn from a “who’s who” of more than 25 legal and health care experts on 
topics including: consent and capacity, medical malpractice, health information, 
privacy and security, and regulation of health professionals.

Call for  
representatives
(previously known as voting delegates)

DeADLINe: Monday, feb. 11, 2013 
for information: Penny Lamanna 

1-800-268-7199 ext. 208 or e-mail 

plamanna@RNAO.ca 

Note: Arranging [shared] accommoda-

tion is your responsibility.  

AGM registration 
On Jan. 15, participants can access online 

registration at www.RNAO.ca/AGM2013 

Need help? Bertha Rodrigues,  

416-408-5627 or 1-800-268-7199 ext. 212. 

Hotel accommo-
dation reservation 
RNAO has secured space at Hilton 

Toronto for $182/night (+ taxes). Rate 

guaranteed until March 11. On Jan. 15, 

Hilton Toronto reservations can be 

accessed at www.RNAO.ca/AGM2013

aGM
2013

THUrsDay, aPril 11 TO 
 saTUrDay, aPril 13, 2013

HilTON TOrONTO  
145 riCHmOND sTreeT WesT



Online Education for 
Health Professionals
•	 Master	of	Health	Studies

•	 Master	of	Nursing
 - ANP: Primary Health Care
 - Generalist

www.athabascau.ca/cnhs

FACULTY OF HEALTH
DISCIPLINES
Centre for Nursing  
and Health Studies

Advance online!
a c c e s s i b l e 	 	 • 	 	 f l e x i b l e 	 	 • 	 	 a c h i e v a b l e



The Lawrence S. Bloomberg Faculty of Nursing at the University of Toronto offers advanced
educational opportunities for nurses and other health care professionals to expand
their knowledge in clinical practice, education, leadership, research and informatics.

CENTRE  for 
PROFESSIONAL
DEVELOPMENT
Lead practice change.
Be an innovator.

PROFESSIONAL DEVELOPMENT COURSES

The Foundations and Scholarship of Clinical Teaching—Dec 11 & 12, 2012

CRNE Exam Preparation Course—January 12 & 13, 2013  and April/May 2013

Machiavelli got it right! The use of political
skills in nursing leadership—January 17, 2013

National Institute on Nursing Informatics—Feb 22 – 24, 2013

NP-Adult Exam Preparation Course—April 12 & 13, 2013

NP-Paediatric Exam Preparation Course—April 12 & 13, 2013

OSCE Simulations for Nurse Practitioners—May 2013

Pain Institute—2013

For the latest information about our programs visit Bloomberg.nursing.utoronto.ca

Follow us on
Twitter

@UofTNursing
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To find out more and to apply,

visit: jobs.vch.ca

Phone: 604.675.2500
Toll-Free in North America: 1.800.565.1727 

Come for the job.
Stay for the team.
 
“As a registered nurse employed by Vancouver Coastal Health, I have had the 
opportunity to advance my career. I thoroughly enjoy the work I do with patients 
and fellow practitioners.”
            Vanessa M., VCH Registered Nurse    

4 Incredible Lifestyle   4 Outstanding Career Move   4 Attractive Relocation Assistance

Immediate opportunities in 
the following areas:

•	Addictions	
•	Community	and	Home	Health
•	Critical	Care
•	Chronic	Disease	Prevention	

Management
•	Emergency
•	Experienced	Med/Surg	 

(3+ years) 
•	Geriatric	Triage	–	Emergency
•	Mental	Health	
•	Neurosciences
•	Operating	Room
•	Palliative	Care
•	Perinatal	&	Neonatal	ICU

Advanced Practice positions: 

•	Care	Management	Leader	
•	Clinical	Nurse	Educators	
•	Clinical	Nurse	Specialists	
•	Coordinators,	Patient	Care	&	 
Resident	Care	

•	Experienced	Nurse	Resource	Pool	 
(3+ years) 

•	Nurse	Practitioners
•	Wound,	Ostomy	&	Continence	 

Nurse Clinicians

VCH-AUG-036-12
Registered	Nurses	Association	of	Ontario	

(RNAO)
December	Issue

$2,430 media
$90 production
$302.40	HST

$2,822.40 Total

 



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

CAREER OPPORTUNITIES
For Critical Care, Operating Room and Mental Health Nurses

WORKING WITH ALBERTA HEALTH SERVICES

Alberta Health Services is one of the leading healthcare systems in 
Canada, responsible for the delivery of healthcare to more than 3.7 
million Albertans. AHS operates more than 400 facilities, including 
acute care hospitals, cancer treatment centres, community health 
centres, and mental health and addiction facilities. 

We have exciting opportunities for  Critical Care, Operating Room 
and Mental Health Nurses to join our team.

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. Working at AHS enables a better quality of life, not only 
for our staff, but for their families – there’s no shortage of reasons to 
join our team. AHS values the diversity of the people and communities 
we serve, and is committed to attracting, engaging and developing a 
diverse and inclusive workforce.

There will be upcoming career opportunities at the Edmonton Family 
Care Clinic as well as with our Corrections Health Team, at the new 
North Edmonton Remand Centre.

I want to see where my career will take me. 

   That ’s why I decided to work for Alberta Health Services. 

There’s really no limit to what I can accomplish here.

ADVANTAGES
 excellent wages and benefits

 flexible hours

 make a meaningful difference

 opportunities for personal and 

professional growth

 work life balance

 diverse workforce

 being a part of something big

 world class education, 

recreation and leisure

albertahealthservices.ca/careers



when i think about nursing, i think about possibility and leader-
ship. But I didn’t always think this way. As a student five years 
ago, I learned that this profession is versatile and rewarding, but 
I seldom associated nursing with leadership. I thought it was a 
title or position I may aspire to later in my career. But when I look 
back on my past year of practice, I see someone who has become 
a leader without the formal title. 

Last year, I had an 84-year-old patient who was admitted to the 
general internal medicine 
unit from home. She had 
mid-stage dementia and was 
non-verbal. Mrs. B* had not 
eaten properly over the past 

two weeks. The interdisciplinary team discussed the possibility of 
inserting a gastric tube to provide her with some much-needed 
nutrition and to keep her hydrated. Her family’s concern was palp-
able. They informed us that she usually had a good appetite and it 
was a shock to see her this way. 

While a colleague and I provided care for Mrs. B several days into 
her stay, my colleague said: “maybe we should clean her dentures.” 
Eureka! What a breakthrough this was. 

We discovered Mrs. B was pocketing food. The sores in her 
mouth were plentiful and raw, indicating the dentures had not 
been removed for quite some time. It was no wonder she was not 

interested in eating. A rigorous oral care plan and treatment inter-
ventions followed, and within a week, Mrs. B’s oral intake had 
increased and she had regained her strength. She was discharged 
home without a feeding tube. 

This experience struck a nerve, and reminded me that basic oral 
hygiene has a significant impact on a patient’s overall health status. I 
decided this was a clinical issue that needed more attention in acute 
care. Mrs. B was the catalyst for several leadership opportunities that 
have since enriched my practice and reshaped the way I see nursing. 

Last year, I led a quality improvement project at my organiza-
tion through two nursing fellowship programs: the University 
Health Network’s Nurses for Tomorrow Innovation and Research 
Fellowship and RNAO’s Advanced Clinical Practice Fellowship. 
These experiences were not only uplifting; they also rejuvenated 
my passion for what I do. 

When I think about nursing, I think about individuals who see 
possibility in their work. Nurses demonstrate leadership from where 
they stand, no matter the role. We talked about this a lot in our 
fellowship group discussions and now I see how strongly this notion 
of leadership resonates in all of my work. RN

michelle how pak hing is a staff nurse in general internal medicine 
at toronto western hospital. she is also a research assistant with 
the school of nursing at york university. 

IN THE END By MiChelle how paK hinG

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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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
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