
Our next focus will be on the introduc-
tion of post fall huddles. This will be a 
multidisciplinary bedside huddle to 
evaluate the cause of the fall. Since we 
know we cannot completely eliminate 
falls, our focus will be on a strategy of 
injury prevention. SPH 6th Medicine will 
be the unit to initiate the use of post fall 
huddles and the use of injury prevention 
tools. These tools will include falls mats, 
hip protectors and portable bed alarms. 
Once the injury strategy has been trialed 
it will be ready to be spread to the     
remaining GM units. 
 
The CNSs represent GM on the Regional 
Falls Prevention Committee. The strate-
gies that we are implementing are 
based on evidence based research and 
will be adapted as part of the regional 
strategy for acute care. 
 

Continued on page 2 
 

The Clinical Nurse Specialists (CNS) on 
General Medicine (GM) are based on 
6th and 5th Medicine at St Paul’s 
Hospital; we are responsible for 
ensuring that quality and safety 
initiatives are spread to the GM units, 
including RUH 6200 and SPH 7th Floor. 
Our role is to promote and support 
quality care initiatives throughout 
General Medicine. 
 
As the CNSs we are currently focusing 
on falls prevention. Falls prevention is 
a complex, multifaceted quality and 
safety initiative that requires numerous 
strategies to effect change: strategies 
must be adapted to each GM unit 
environment. GM units are screening 
for at-risk patients, have assessed 
environmental/lighting concerns and 
are in the process of adding a 
multifactorial assessment along with a 
care plan including fall prevention 
strategies.   
 
We have been gathering falls data on 
all the GM units. Outcome measures 
being tracked on a monthly basis 
include falls per 1000 patient days, 
injuries per 1000 patient days, 
percentage of restraints in use (this is a 
balancing measure to ensure that 
that restraints aren’t being used as a 
prevention strategy) and completion 
of the multifactorial assessment and 
care plan. 
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In 2011 – 2012 medication safety was identified as a top priority in the Saskatoon Health Region.       
Interdisciplinary teamwork resulted in many achievements such as new medication carts in acute 
care; new allergy  process and policy; new abbreviation policy; medication reconciliation into long 
term care.  A predictable, reliable reporting system for medication errors in acute care has been es-
tablished.  In addition the good work continued with medication reconciliation in acute and home 
care.  
 
In November, 2010, Accreditation surveyors identified that SHR had several opportunities for improve-
ment in the ‘managing medications standards”. Documentation of allergies within SHR as well as  
identifying and implementing a list of abbreviations, symbols that are not to be used in an organization 
were two high priority items. 
 

     “Quality and patient safety depend on the efforts of many people.  Improving patient safety is a 
multifaceted task that requires the involvement of many players in the healthcare system” (Wong 
& Beglaryan, 2004).  

 
 
 ALLERGY:  
Saskatoon Health Region introduced a new process for documenting a patient’s allergy and                  
intolerance information on May 28, 2012. 
 
The new Allergy/Intolerance record will be used as the single location required for recording patient’s 
allergies and intolerances and will be used across the continuum. The document features clearly 
marked spaces for noting a patient’s allergies and/or intolerances and will be placed in the chart in 
front of physician/prescriber orders. 
 
“Not only is this an Accreditation recommendation but we are reducing the risk that poor allergy 
documentation poses to our patients and clients,” says Janice Walker, Kaizen Promotion Office, and 
chair of the Allergy and Intolerance Working Group. “With a single, consistent location for allergy 
documentation, we can prevent ordering and administration errors.” 
 
One of the many benefits of the form is that a client or patient can take a copy of the form with them. 
“With their copy, they can choose to carry it with them or bring it back to the hospital to inform other 
care providers of their allergies.” 
 
Patients who have allergies will be identified with a visual cue which is either a red wrist band in acute 
care or an allergy sticker in Long Term Care or Home Care.  
 
 
Visual Cues:  
 
 
 
 
 
 

Continued on page 3 
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Mr. S. is a 90 year old gentleman who farmed all his life.  He and his wife raised four wonderful chil-
dren. They have 12 grandchildren and 13 great grandchildren.  Mr. S. loved playing ball in his 
younger years. He also enjoyed reading, playing cards and loved to dance. He was gentle and 
calm.  In the year 2000, he was diagnosed with Alzheimer's Disease.  
 
When Mr. S. moved into the Sherbrooke Veterans Village in July 2010, he was irritated and frustrated 
when approached. His conversation was limited and he had difficulty making his needs known. He 
had not walked since March 2010. Mr. S. required assistance from staff to eat his meals. He spent 
most of his time in a wheelchair and slept a lot. He was transferred with a mechanical lift. He came to 
Sherbrooke medicated with risperidone, buspirone and paxil. He also had an order for lorazepam. 
 
The team (including family) met to discuss a plan. Both the risperidone and buspirone were slowly de-
creased and completely discontinued 2 weeks later. The family said they began to see the differ-
ence in him a week after he arrived. He became more alert and began eating independently. He 
loves to eat and has a good appetite and loves desserts. The family were pleased to see his progress. 
The lorazepam was also discontinued. He began walking around his house with his walker.  He smiled 
and answered questions and enjoyed the visits from his family. The dose of paxil that he was on when 
moving in, was a very large dose for an elderly man. It was decreased as well. He started to respond 
to music and sing whole verses of songs. He began to attend Happy Hour and staff continued to 
bring him to activities as he chose.  He started walking longer distances and became steady on his 
feet.  
 
Watching Mr. S. come back to life has been like watching a flower opening. We are seeing some 
personality traits emerge that make him the person he is. He has a twinkle in his eye and turns out to 
be a bit of a tease. His wife is very grateful that her husband has regained his dignity and that he has 
quality of life and can still enjoy it.  
 
The Sherbrooke Veterans Village has led the way in the reduction of psychotropic medications at 
Sherbrooke.  In 2006, 67% of residents in the high risk group and 27% of residents in the low risk group 
were on an antipsychotic medication (MDS upper thresholds were 36.7% and 17.6%).  Through a se-
ries of quality improvement initiatives, the Veterans Village Team made significant reductions in the 
use of antipsychotic medications.  By mid- 2011, 20% of residents in the high risk group and 7% of resi-
dents in the low risk group were on an antipsychotic medication. 
 
The Quality Improvement Initiatives included: 

Partnering with residents and families to develop the Psychotropic Drug Use Improvement Team 
Development of a Chemical Restraint Policy  
Staff education, learning circles 
“The Truth About Antipsychotics” information sheet for families 
Weekly review of stats and progress 
Weekly meetings with team members to review individual residents  
Person-directed care planning 
Gentle Persuasive Approach education 
Untie the Spirit education 
Reviewing and applying Eden Alternative™ principles 

Continued on page 5 
 

Untie the Spirit:   
Reducing Antipsychotic Medications  in the Sherbrooke Veterans Village 
Submitted by: Kim Schmidt, Leader, Resident Care Services, Sherbrooke Community Centre 
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Untie the Spirit:   
Reducing Antipsychotic Medications  in the Sherbrooke Veterans Village          
continued from page 4 

Although significant progress has been made, maintaining our improvement has been a bit like 
“swimming upstream”.  The prescribing of antipsychotic medication is widespread.                
Approximately 60-70% of residents moving in to Sherbrooke are on antipsychotic medications.   
 
A fairly large body of literature has emerged on the hazards of these medications for older adults with 
dementia. Side effects include:  increased confusion, sedation, higher rate of falls and fractures, severe 
muscle stiffness accompanied by a shuffling walk or gait, weakness of arms and legs, lip smacking or 
puckering, rolling or jutting the tongue, heart problems, dizziness and loss of balance, difficulty talking, 
constipation, agitation, anxiety, Parkinson’s disease-like symptoms (shakiness, tremors), GI upset, 
nausea/vomiting, hyperglycemia, blurred vision, body temperature fluctuations, 0rthostatic 
hypotension/hypertension (dizziness upon standing up). One study identified that “elderly people with 
dementia who are prescribed antipsychotic drugs are at 3 times the risk of experiencing a serious 
health problem or dying within a month of starting the medication”.  (Douglas & Smeeth, 2008). 
 
In addition to the risks and side effect noted in the research, Ballard and colleagues found that 
“antipsychotic medications were not effective in treating behavioural symptoms of dementia and that 
40-50% of symptoms resolve spontaneously”  (2009).  In essence the medications were ineffective in 
treating the very concerns they were being prescribed for such as resisting care, pacing, apathy, 
agitation, and rummaging.  These actions are most often the person’s attempt to meet an unmet need.  
We must ensure we are attempting to meet our elder’s unmet needs rather than masking their 
expression by giving sedating medications.   
 
Watch for Part 2:  Untie the Spirit: Unmet Needs and Non-Pharmalogical Alternatives  

The GM CNS’s are responsible for reviewing current research and finding ways to imbed it into 
practice (falls are just one example). We have a consultative clinical role that supports the 
management of complex needs patients’. We are involved in both unit and regional Quality and 
Safety Committees, assist and advise staff on the completion of audits related to Releasing Time to 
Care as well as support and sustain change as a result of the RTC process. 
 
CNS’s and Clinical Nurse Educators have been working together to improve quality care through 
standards of care for medically stable patients awaiting discharge and a policy on medical close 
observation admission and transfer’s at SPH. The CNS’s work within a multidisciplinary framework that 
includes Physical Therapists, Occupational Therapists, Speech Language Pathologists, Physicians, 
Social Workers, CPAS, as well as others. 
 
We are currently investigating the feasibility of structured interventions that will: improve smoother 
discharges, reduce length of stay and readmission rates as well as improve the cognitive & functional 
status of our elderly patients. These targeted interventions will improve our overall quality of care on 
the medical units. The CNS’s role was first implemented in GM approximately 2-3 years ago. This role is 
quickly being recognized as a valuable addition to the team. Both Donna and Kim are very excited 
about the future of improved quality patient care in GM. 

A Closer Look at the Clinical Nurse Specialists in General Medicine   
Continued from page 1 

 



Sunrise Clinical Manager (SCM) is the electronic health record the provincial government has se-
lected for use in hospitals across the province.  The patient-centered electronic system will enable 
more effective communication between authorized care providers and allow timely access to pa-
tient information.  With SCM, an authorized clinician is provided instant access to lab results done 
within the SHR hospital labs.  The clinician can also access medical imaging reports as soon as they 
are transcribed.  If that isn’t enough, SCM also provides access to transcribed clinical documents im-
mediately upon completion of transcription.  The types of documents available for viewing include: 
history and physicals, discharge summaries, consultations, operative reports, clinic reports, and post 
anaesthetic notes.  
 
However, SCM is much more then a health record as it provides the ability to maintain a depart-
ment’s status board and practitioner’s patient list.  Below is an example of a patient list.  You will note 
the clinician is able to see that there are a number of new results posted in SCM to review and one 
patient also has a new document that has been transcribed.  The clinician is able to review the re-
sults and documents by simply clicking on the flag. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Over the last few months, the e-Health team has been working with physicians, residents and staff to 
further implement SCM.  A pilot project is underway with CTU residents and physicians at RUH.  The 
CTU residents and CTU Attending began using SCM-generated patient lists in their daily work.  They 
can customize the patient lists to meet their specific needs based on which patients they are follow-
ing and what patient information is most valuable to them.  Their patient list is automatically updated 
as patients are admitted and discharged from the units.  
 

Continued on page 7 

Sunrise Clinical Manager (SCM) is on the move in the Saskatoon Health Region!  
Submitted by:  Helen Sabadash ,RN, Marlene Strenger ,RN & Kathy Bue, RN, Clinical Nurse Educators, 
Clinical Transformation and e-Health  
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Sunrise Clinical Manager (SCM) is on the move in the Saskatoon Health Region! 
Continued from page 6 

The CTU resident’s project also includes a mobile cart with a laptop that they can take on rounds pro-
viding them with point-of-care or bedside access to electronic infor-
mation.  The pilot will be completed in 2 months and the evaluation 
will help inform future roll-out and devices. 
 
In addition to Medicine, the Renal Lab and Alvin Buckwold Child De-
velopment Program (ABCDP) have also recently gone live with SCM.  
The Renal Lab is now able to access lab results directly through the 
SCM patient list, reducing the frequency of phone calls to Chemistry 
and Hematology…something which pleases both areas.  The Renal 
Lab is able to access results directly from individual clinic lists which 
are generated through SCM each day.  The results are available di-
rectly from the patient list as they become available, reducing the 
time previously spent waiting for faxes or making phone contact, pro-
viding additional clinician time and reducing frustration. 
 
ABCDP has used SCM for scheduling, but now has the added func-
tionality of being able to access results and SHR transcribed docu-
ments for their clients directly from their patient lists, something that is 

currently more difficult as charts are housed at RUH.  Training is just being completed, so as a team, 
they will choose how to incorporate SCM, and what it provides, into their processes as we move for-
ward with integrating information so that it is available to practitioners across the care continuum. .   
 
The next few months will continue to be busy as further implementation of SCM takes place.  The fol-
lowing areas will use SCM to generate patient lists and access information electronically, many while 
they are conducting patient rounds: 
 
• Physicians, Residents, Nursing Coordinators, Nurse Practitioners and Clinical Nurse Specialists on  

Physical Medicines and Rehabilitation at City Hospital  
• CardioSciences, including Unit 6000 and Coronary Care Unit, 
• ICU at RUH and SPH 
• Parkridge Center physicians. 
• Radiologists 
• Clinical Coordinators have expressed interest 
• Healthy & Home at WestWinds 
 
In the fall of 2012, SHR will make further improvements to the existing    
system by up-grading SCM from 5.0 to 5.5.  Following this up-grade, the 
work of developing the electronic health record will continue through 
further roll-out of SCM to both in and outpatient units. In the near future 
once the up-grade is in place, work will begin on the use of electronic 
documentation and order entry.  
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Medication Safety—Continued from page 3 
Submitted by Janice Walker, RN, Kaizen Specialist, Kaizen Promotion Office 
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ABBREVATION Policy 
 
Abbreviations cause a significant risk of misinterpretation by other healthcare providers. The Institute 
for Safe Medication Practice (ISMP) Canada’s has established a list of error-prone abbreviations, sym-
bols and dose designations.  The completion of an SHR medication order audit revealed much 
strength in our current system.  The use of standard order sets is one example as they greatly reduce 
the potential for the inappropriate abbreviations IU or U to be 
used.  There were some opportunities for improvement as the au-
dit demonstrated.  For example it was noted that drug names are 
often abbreviated and that the use of greater-than and less-than 
signs is common practice. 
 
The SHR Medication Use Quality Committee initiated the  
Abbreviations Policy and the work continued through the Inter-
professional Practice committee. The new policy contains a do-
not-use list. The most commonly identified dangerous abbrevia-
tions have also been added to the letter head on all Physician / 
Prescriber Order sheets.  This list allows Practitioners and staff to 
easily reference the most common do-not-use abbreviations. 
 

Posters on Nursing Units and in the   
Abbreviation Policy. 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

What does that mean for me? 
 

Familiarize yourself with the two new Regional SHR policies : Allergy and Abbreviation 
If you identify a chart which does not have an Allergy / Intolerance record or a client without a 

visual cue when they have an allergy – it is your responsibility to ensure safe, patient care and 
compliance with the Allergy / Intolerance policy and procedure  

Prescriber (physician) order sheets will have allergy section removed and a do-not-use abbrevia-
tion banner imbedded at the top 

Abbreviations shall not be used on consent forms, for medication names, to describe proce-
dures or as a final diagnosis. 
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SHR High Acuity Program 
Submitted by:  Kathy Perrin, RN, Clinical Nurse Educator – SPH 5th Medicine and  
Margot Hawke, RN, Manager – Nursing Affairs 

The SHR High Acuity Nursing Course was launched on-line in early April, as a voluntary self-study 
program for RNs who wish to improve their understanding of high acuity care in adult medical/surgical 
areas.  
 
Information on how to register for the program is posted on the SHR Infonet under Nursing Affairs.  To 
date there are more than 50 RNs registered and working their way through the 13 program modules. 
 

Background 
The High Acuity Nursing Curriculum Project was started in 2007, with a pilot in 2009/2010, funded in part 
by the Ministry of Health and the St. Paul’s Hospital Foundation.  Donna Strilaeff, RN, along with the 
steering committee, developed the original curriculum and Deb Billy, RN, facilitated the pilot with eight 
RN students from the three Saskatoon Hospitals. 

• The purpose of the project was to address the care of 
changing and complex patients in adult Medical-
Surgical areas. 

• The project goals were to foster learning, build a more 
skilled and confident care environment, with 
improved patient outcomes and staff satisfaction. 

 
The pilot program was a self-study/classroom based course.  
RNs in the pilot program found that it gave them more 
confidence working in an observation unit, improved their 
assessment skills and generally increased their ability to see 
the whole patient. 
 
 
2012 Program 
Building on our experience from the original project & pilot, Nursing Affairs in partnership with Pearson 
Publisher, Nurse One and the SHR Library has developed this new, more sustainable, on-line self-study 
program.  Kathy Perrin, RN, has been the project lead in 2011/12, updating the content and 
overseeing the development and roll out of the format for e-learning.   

Although a variety of references are available to the on-line learner, the primary 
reference text is High Acuity Nursing, 5th Ed. (2010).  The online modules provide 
case study applications and immediate feedback for learners.  The program’s 13 
modules fall in the following categories: 

The Older Adult High Acuity Patient 
Cardiovascular Modules 
Respiratory Modules 
Fluid & Electrolytes 
Shock States 

The rewards for learners are improved skill and confidence in caring for high acuity patients.  The 
completion certificate for each module can be used as evidence for SRNA Continuing Competence 
and the content is also suitable for preparation for writing the Canadian Nurses Association (CNA) 
Medical- Surgical Certification Exam. 

For more information about the program, go to the Nursing Affairs webpage on the SHR Infonet, or talk 
to a Nursing Affairs Clinical Nurse Educator. 

Kathy Perrin, CNE, 5th Med, SPH 

L to R 
Sash Yole-Merasty, Donna Strilaeff, Jillian Popplewell, 
Chris Reavme, Linda Hoult, Rose Starosta, Deb Billy 
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My name is Rachelle Nieman, and on April 21, 2012, I hosted my 
1st fundraiser with proceeds going towards postpartum depres-
sion (PPD) support programs and maternal mental health ser-
vices. 

Back in 2009, about 6 weeks after I gave birth to my beautiful 
daughter, I discovered that I was not feeling myself. After 
speaking to my doctor, and visiting him, he diagnosed me as 
having PPD. I was prescribed low-dose antidepressants, and 
wanted to seek some therapy, and I discovered that through 
the Saskatoon Health Region, that they have a PPD support 
group. 

This really was a low time in my life. I remember feeling like I did-
n’t want to sleep or eat, and having days where I would have 
several crying episodes. This was all happening while I was still 
breastfeeding my daughter, and trying hard to get through it 
and back to ‘normal.’ I will say that experiences definitely contributed to my PPD episode, however, I 
realize it also involves much more, such as hormone levels, and how my body changed in a matter of 
my 6 hours of labour, compared to the long 9 months of my pregnant body changing slowly. 

Through the help of my doctor, my family and friends, especially my mom and twin sister, and speaking 
to nurses on the phone, as well as talking to other women in the support group, I started to feel better. 
Today, my gorgeous, healthy daughter is 3 years old and thriving, and I am happy, healthy, and busy, 
as I look forward to my future and what it will bring to me. 

My hope is for other local women to not be afraid or ashamed about PPD, and I hope that my story 
can help them. PPD is a natural thing that happens to mothers, and the negatives should not be the 
only parts that are sensationalized. In the U.S., many celebrities have spoken up about their journeys 
with PPD, but in Canada, we need to do more and speak out more. 

I look forward to continuing to fundraise and plan more events for PPD support in Saskatoon. Remem-
ber: Happy moms make happy babies and happy homes. 

 

Post Partum Support Program 
Submitted by Helen Irwin, RN, Clinical Coordinator, Healthy and Home,  
West Winds Primary Health Centre 
 
The Postpartum Depression Support Program offers support to women and families who are experienc-
ing challenges with postpartum adjustment or postpartum depression.  This support might include at-
tendance at a weekly support group which is facilitated by a Maternal Child Nurse from Healthy and 
Home and by a Mental Health Nurse from Mental Health and Addictions Services and Saskatoon Com-
munity Clinic.  The Healthy and Home nurse also offers telephone support and referrals to other ser-
vices, depending on the client's needs 
 
For more information about the Saskatoon Postpartum Depression Support Program, please contact 
221-6806. 

Reflection on My Postpartum Depression Event 
Submitted by Rachelle Nieman 
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At present Sliding scale insulin is primarily used in the acute care setting.  Sliding scale is a “reactive” 
approach to managing blood glucose i.e. insulin is given to treat glucose levels that have already 
occurred.  Typically, the patient does not receive insulin until the blood sugar is greater than 10 mmol/
L.   Sliding scale insulin results in highly variable blood glucose levels with a tendency to hyperglycemia.  
Also, despite poor blood glucose control, insulin doses are seldom adjusted during a hospitalization 
when sliding scale is used.  Often there is no consideration paid to the patient’s prehospital insulin 
regimen and control.  In other words, Sliding Scale insulin is risk factor for hyper and hypoglycemia! 
 
      According to the 2008 Clinical Practice Guidelines recommendations: 

1. A rapidly growing body of literature supports targeted glycemic control in hospital setting with 
potential for improved mortality, morbidity and healthcare economic outcomes i.e. reduced 
length of stay. 

2. For hospitalized patients treated with insulin, a proactive approach that may include basal, 
prandial and correction-dose insulin, along with pattern management, is preferred over the 
“sliding scale” reactive approach using only short or rapid acting insulin. 

 
Introducing BBIT – Basal Bolus Insulin Therapy – a safe and effective way to replace insulin, replicating 
what the body does naturally.  When treated with basal bolus insulin therapy, studies suggest that more 
patients met diabetes targets, and had a shorter stay in hospital.  The goal of BASAL insulin is to replace 
the background insulin the body makes naturally with basal long acting insulin (typically NPH, N, 
glargine, or detemir once or twice daily).  Basal doses are still given if the patient is NPO, but may need 
reduction.  The goal of BOLUS insulin is to replace natural mealtime (PRANDIAL) insulin with short acting 
insulin to cover carbohydrate intake (typically Toronto, R , aspart, apidra or lispro before meals).  The 
goal of CORRECTION dose is small adjustments given at meals as needed to bring blood glucose down 
to target (typically Toronto, R, aspart, apidra, or lispro before meals).  BOLUS and CORRECTION doses 
should be combined so that patients receive only one injection before the meal.  Preset scales are set 
for correction doses based on the patient’s insulin requirements.  The target blood glucose range in 
hospital is 5- 11 mmol/L.  The insulin dose is not static – it may need to be titrated q2-3 days based on 
the amount of correction doses required.  . 
 
If a patient is hypoglycemic, proper treatment is with 15—16 gm of fast acting carbohydrate i.e. 4 
glucose tablets or 3 tsps of sugar dissolved in water. 
 
Since November 2011, a Regional Insulin Task Force Committee has been working to develop new 
subcutaneous insulin orders that follow these recommendations.  It will include guidelines for orders 
and hypoglycemia protocol.  A new blood glucose documentation record is being developed to help 
see a pattern in the patient’s blood glucose and assist with management. 
 
Beginning in the fall, there will be a pilot implementation and education sessions available to help us 
learn this new way of managing insulin and acute care.  Remember, this way of managing Insulin is 
what many of our patients are already doing on a daily basis. 
 
Want to learn more… go to www. BBIT.ca  

 
 
 
 

Improving Diabetes Care in Acute Care 
Submitted by: Loretta MacDonald, RN Diabetes Nurse Clinician, Insulin Task Force Committee member 
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3200’s Improvement Pathway 
Submitted by:  Kate Fast, Manager, Releasing Time to Care 

Since 2009, 3200, Orthopedics, Saskatoon City 
Hospital, has been working to transform the post-
operative care experience for patients receiving 
total hip or knee replacements. To help achieve 
this goal, they implemented hip and knee care 
pathways. These pathways standardize and 
streamline care, thereby supporting the Sas-
katchewan Surgical Initiative (SKSI) goals of 
sooner, safer and smarter care.  
 
One of the unique elements of the hip and knee 
pathways is the ability to follow up with patients 
after discharge. A Registered Nurse or Advanced 
Practice Physiotherapist from the Multidisciplinary 
Clinic (MDC) phone each patient 48 to 72 hours 
after they go home. Patients following the path-
ways are typically discharged within 3 to 5 days so 
the phone call, in effect, extends acute care from 
the hospital into the home. This post-discharge 
connection with patients is believed to improve 
patient safety and rehabilitation compliance. This 
outreach is recognized as leading practice and is 
recommended by Accreditation Canada. The 11 
questions the MDC staff ask are set out using a 
response algorithm to ensure that the follow up 
process is standardized. 
 
Data from these calls is collated and the results 
are shared with surgical leadership, managers 
and staff. The results from November, 2010 
showed that patients had three areas of con-
cerns: post-discharge pain control, wound care 
and constipation. When the nursing leadership 
team on 3200 heard these concerns, they de-
cided to use the RTC modules and processes to 
improve patient care in these areas. This work was 
lead by Dean Nahachewsky, MON at that time, 
Leanne Busby, CNE, Blake Karst, CC and the 
many front line nurses on 3200 who made these 
changes.  
 
This fall, the Releasing Time to Care ™ (RTC) team 
on 3200 used the Patient Observations module as 
the vehicle for improving pain care.  

They changed their inpatient pain assessment 
and patient education processes and have 
been working with staff to ensure that the pain 
medication protocols are understood and be-
ing followed. Nurses on 3200 encourage pa-
tients to have a goal of discontinuing all IV pain 
medications by post operative day 3. When the 
shift from IV to oral pain medication is achieved 
within three days, nurses can ensure that their 
patient’s pain management is stabilized prior to 
discharge. Patients routinely use a validated 
self-rating pain assessment and receive a stan-
dardized set of information about pain self-
management.  
 
The 3200 team used the Nursing Procedures 
module to improve patient teaching related to 
wound care. They reviewed and refreshed their 
knowledge regarding best practices for wound 
management and, where possible, worked to 
standardize dressings and patient teaching. 
 
The 3200 team used the Nursing Procedures 
module to improve patient teaching related to 
wound care. They reviewed and refreshed their 
knowledge regarding best practices for wound 
management and, where possible, worked to 
standardize dressings and patient teaching. 
 
The team has also worked to shift patient edu-
cation regarding bowel care in order to reduce 
the risk of post-discharge constipation. A bowel 
movement is not required by surgical patients 
prior to discharge, so it is understandable that 
this aspect of care was not always addressed. 
The staff now emphasize the importance of hy-
dration and talk to patients about what they 
need to do once they get home.  
 
Making this many improvements takes strong 
leadership, courage and commitment to the 
long haul: 3200 has all of these. They are com-
mitted to making the patient’s post-operative 
experience exceptional. Multiple process 
changes are at various stages of implementa-
tion and the roll out plans continue in 2012.  

Continued on page 13 
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3200’s Improvement Pathway — Continued from page 12 

Although their improvement work is not finished, 
the most recent data based, on 200 surveys, 
shows that the patient experience on 3200 and 
after discharge is improving. While 23% of pa-
tients called rated their pain as greater than 6 
out of 10 in November, 2010, only 14% of pa-
tients reported this level of pain in the Septem-
ber, 2011 data set. Twenty percent of patients 
had concerns about their wound care post-
discharge in November, 2010, while only 10% 
expressed a similar level of concern in the most 
recent data analyzed. Similar progress has 
been made with the patient concerns related 
to constipation.  
 
In November, 2010, 31% of patients contacted 
expressed concerns related to constipation. The 
most recent results from September, 2011, show 
that this has decreased to 17%.  
 
Leanne Busby, Clinical Nurse Educator, 3200 
feels that this kind of feedback is valuable. 
“Staff appreciate it. It makes them more ac-
countable. We are all about how to make 
[patient] stays better. They say what can we do 
to make it better?”  

According to Leanne, the feedback from pa-
tients was shared with staff, but it was the RTC 
process that allowed them to respond. “It was 
information given to us and discussed at staff 
meetings… but the Nursing Procedures mod-
ule was the perfect time to start really looking 
at this and making change.”  Very few acute 
care providers know what happens to patients 
after discharge, and this team has shown that 
patient feedback can be used to improve the 
patient experience. Their experience shows 
that collaboration between different disci-
plines and teams (MDC and RTC) can influ-
ence the quality of care for patients beyond 
their own boundaries. And their work proves 
that the processes and tools of RTC are being 
applied through multiple tests of change to 
address issues that are of provincial and re-
gional interest and are broad in scope, and of 
real value to patients. 3200 Orthopedics are 
an exceptional team of nurses leading 
change for improved patient care.   

Did You Know? 
 

Continuing Nursing Education (CNE) became Continuing Education and Development for Nurses (CEDN) on   
May 1, 2012. 
 
• What's in a name?  

In 1971, seeing a need for continuing education for nurses within Saskatchewan, Continuing Nursing 
Education was established in the then School of Nursing within the College of Medicine. Specialized programs 
were created to meet the needs of nurses already in the workplace.  

 
Over the years, health care has changed, as well as how it is delivered. As CEDN moves forward, we take with 
us a legacy of more than 40 years of valuable experience and build on this by embracing new opportunities 
and possibilities in programming and program delivery.  

 
Staying true to the old phrase, "say what you mean, mean what you say", after 40 years, our name will change 
to reflect the contributions of our program to date and will align well with our vision and mission statements 
going forward.  

 
• Mission Statement 

Continuing Education and Development for Nurses (CEDN) identifies, develops, coordinates, delivers, and 
evaluates education for nurses and other health care providers that work in Saskatchewan and beyond. Our 
programs promote lifelong learning, the maintenance of competencies and quality of care and are 
accessible to professionals throughout their careers. 
 

Find out more about what CEDN offers at www.usask.ca/nursing/cedn/ 
Be A Lifelong LeaRNer!  
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New Falls Prevention Coordinator for Saskatoon Health Region 
Submitted by: Daphne Kemp, BSW 

One in three older adults over the 
age of 65 will fall this year and one 
in two over the age of 80. Falls oc-
cur because of multiple and often 
complex reasons. Falls are the 
cause of 57% of all injury-related 
hospitalizations, and more than 
three quarters of all in-hospital 
deaths are those admitted for an 

injury (National data- Safer Health Care Now!) 
There are many myths and engrained ideologies 
around falls and fall prevention that need to be 
revisited.  As our population in this region be-
comes older, falls will have increased financial 
implications for our health system if strategies are 
not continually implemented and sustained as 
well as the impact on the quality of life of older 
adults in our region.  
 
Daphne Kemp was hired in January 2012 as the 
Falls Prevention Coordinator for the Saskatoon 
Health Region within Seniors Health and Continu-
ing Care portfolio.  Daphne has a BSW from the 
University of Regina and brings years of frontline 
experience in all areas of the spectrum relating to 
falls and the impacts of falls; most recently at the 
Geriatric Re Enablement Unit at Parkridge since 
2008 as well as personal experience within her 
own family.  It was through these experiences wit-
nessing first hand the bio, social, environmental 
and financial impacts that falls create that she 
decided to take on this role. 
 
This position encompasses the continuum of care 
including acute, long term care and community 
in both urban and rural settings.  The goal of this 
position is to keep older adults as active and as 
independent for as long as possible through re-
ducing fall related injuries, through education and 
awareness of their personal fall risk factors.  Con-
sistency in falls strategies throughout the region 
and implementing standard work processes relat-
ing to falls prevention as well as partnership build-
ing will be imperative to preventing injurious falls.  
The focus of the role is to determine the most cur-
rent best practice models, increase communica-
tion/consistency across the continuum of care, 
increase awareness through education of staff, 

patients/clients/residents, families and the pub-
lic, standardized data collection and reporting. 
Standardization of processes will increase effi-
ciency and the quality of care we provide.  In-
creasing this awareness to all will create an envi-
ronment where falls prevention becomes every-
one’s responsibility and becomes a part of nor-
mal everyday practice. 
 
Within the Saskatoon Health Region, we are cur-
rently at various stages of implementation of our 
falls strategies.  In 2011 twenty nine long term 
care facilities had 100% success rate of imple-
menting falls prevention bundles through Safer 
Health Care Now which consisted of 13 strate-
gies outlined by the Ministry of Health.  Accredi-
tation Canada also highlighted fall prevention as 
a required organizational practice to implement 
and evaluate falls prevention into areas of SHR in 
2011.  The Ministry has continued its agenda to 
decrease falls in LTC.  There is much to be 
learned from the previous years’ work on falls.  
There is no one quick fix or solution but we can 
continue to learn and grow from our experi-
ences and share these throughout the region. 
 
There are many champions in falls preventions 
across SHR and there are many areas that are 
doing amazing things, yet we do not often hear 
about what is working well. 
 
There is a need to collaborate on and celebrate 
the successes and sustain the work that is cur-
rently in place.  Daphne and the falls prevention 
working group (consisting of leaders in the area 
of falls prevention) will determine what best 
practice strategies are being used regionally, 
provincially and federally that can be tested, 
evaluated and expanded throughout the region 
for increased consistency and proficiency.  Hav-
ing consistent tools, practices and education 
material and messages on falls prevention as 
people transition through our system will create 
increased quality and safety and improve conti-
nuity of care.  The move to standardization of 
falls prevention strategies will happen in the 
months and year ahead. 

Continued on page 15 
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New Falls Prevention Coordinator for SHR—continued from page 14 

Falls Prevention is everyone’s responsibility. A 
collaborative interdisciplinary team approach is 
necessary which includes everyone from the 
client/patient/ resident and family to house-
keeping, maintenance, dietary, therapies, care 
staff and nursing.  We need to engage and em-
power patients and families through education 
and awareness. A new brochure for patients 
and families has been developed in acute care 
in conjunction with the one previously devel-
oped for long term care.  A community guide is 
in the process of being developed as well as 
protocol and literature on Vitamin D.  Informa-
tion that can be displayed in various areas 
across the continuum is being developed and 
will be available in the fall of 2012. In addition, 
information on the promotion of hip protectors 
is being explored and the review and revision of 
the SHR restraint policy. 
 
People who enter our health care system are 
sick, often frail and confused and often in a 
new environment.  In our move towards stan-
dard work, falls prevention needs to become 
part of normal practice with a focus on target-
ing the interventions.  Universal falls precautions 
and implementing individualized care plans 
that focus on reducing the risk factors and pro-
viding strategies for safer environments, will be 

 
 
 
 
 
 
 

beneficial to improve outcomes. In the months 
ahead, this exciting work will be initiated in 
acute care in partnership with Releasing Time to 
Care as well as those areas that have taken the 
initiative to move forward with these strategies 
already. 
 
Prevention and health promotion are 
necessary to reduce falls and injuries 
from falls.  Through regional and com-
munity partnerships, we are increasing 
awareness around falls and empower-
ing older adults to make the changes they re-
quire to stay at home and maintain their quality 
of life.  Programs such as Staying on Your Feet 
exist in our Health Region, new partnerships with 
Saskatoon Council on Aging and Luther Care 
Communities along with partnerships throughout 
our own region are the key to raising awareness 
of falls preventions. 
 
If you would like information on this exciting initia-
tive, please contact Daphne at 655-8664. 
 

  

 
It’s not a campaign. It’s not a project. Hand hygiene is the way of life that is and will continue to be 
expected of each of us in Saskatoon Health Region. 
 
This is the renewed emphasis on hand hygiene in Saskatoon Health Region. Why? We recognize that 
proper and consistent hand hygiene, especially at the point of care, is a sure-fire way of preventing 
the spread of most health-care acquired infections. 
 
Auditors are set to monitor the rates of compliance with hand hygiene on each unit. These rates will 
be published on the web site and in the units for everyone to see. We encourage you to make hand 
hygiene part of your care routine 100 per cent of the time! 

  

Falls Prevention needs to become 
part of normal practice with a 
focus on targeting the interventions 

Falls          
Prevention is 
everyone’s  
responsibility 
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Rapid Process Improvement Workshops on the Front-Line 
Submitted by: Tori Minakakis, RN and Chrystal Grant, RN, CORE CNE, Nursing Affairs 

Tori Minakakis, an RN on Unit 6000 (Cardiology) at RUH, has been involved with RTC (Releasing time to 
care) as well as the RPIW (Rapid Process Improvement Workshop).  In September 2011, she became 
involved with RTC, specifically WOW (well organized workplace).  
 
Then in April 2012, Tori, and two of her co-workers became involved in the 5S RPIW.  5S is an improve-
ment process of Sorting, Simplifying, Sweeping, Standardizing and Self-discipline to visually organize 
the workplace and minimize wastes of time.  So, some similarities to WOW, but with the RPIW, the 
team was relieved from their regular bedside duties for five subsequent days to do this improvement 
work.  One and a half days was theory and planning, and then the rest of the time was the imple-
mentation….or doing the work!!  Tori states that this approach gave the team dedicated time and 
focus to do the work from start to finish.  The team also had the support of the Kaizen Promotion     
Office (KOP) to facilitate the processes and provide the right the resources. “Things got done right 
away”, says Tori.  Color posters, job requests to maintenance and appropriate purchases, were done 
immediately.  Things came together quickly and efficiently. 
 
“The RPIW process has provided our team with more tools to execute and sustain the work that was 
initially done and continues to be done with RTC” says Tori.   
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
Find out more on what RPIWs are going on in the SHR, by checking out the     
Kaizen Promotion Office link 
 
 

Labels       Sorting     

Before 

After 

Communication tips for Calling Switchboard 
 

•   Be specific. The more information or details we have, the easier it will be to assist you. 
 

• Don’t use acronyms. People think its saves time to use acronyms but sometimes a similar acronym is used for 
two different areas, like PACU (Post Anesthesia Care Unit) and PAC (Pre-Assessment Clinic).  Time isn’t saved 
when you simply say ‘PAC’ and we have to figure out what you mean. 

 
• Please be patient.  If we aren’t answering the phone it’s because there is a trauma or code call and it takes 

priority.  We’re in the business of saving lives too. 
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New Glucose Meters for Saskatoon Health Region 
Submitted by: Carey Redekopp—Kroeger, RN, CORE CNE, Nursing Affairs 

  Coming to a Ward near You!!  Fall 2012  
                          Sneak Peak: Summer 2012  
 
Starring: Accu-Chek® Inform II system offering glucose results in                                                                   
5 seconds with sample size of only 0.6 μL  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Watch for the training schedule and implementation dates. 
Training will include presentation of the new system, hands on with the meter and Point of Care     
Certification. 

Transdermal Patches 
Submitted by Angela Butuk, Medication Safety Officer, Saskatoon Health Region 
 
In response to a preventable tragedy, the National Alert Network in co-operation with the Institute of 
Safe Medication Practices (ISMP) issued a warning about the proper disposal of FentaNYL patches.  
Please review this article http://www.ismp.org/nan/files/nan-20120425.pdf 
 
Transdermal patches can be dangerous if not removed and disposed of appropriately.  The      
Medication Use Quality Committee (MUQC) recommends that transdermal patches are removed 
and disposed of prior to a new patch being applied by sticking the glue side together and place 
the patch in a sharps container. 



Nursing Affairs 
Saskatoon Health Region 

Phone: 306-655-1825 
Fax: 306-655-6458 

 
InterD 5  Conference– Let’s Connect on 
patient care 
open to any health care professional with 
an interest in learning about the 
fundamentals of interprofessional           
collaboration. 
November 16 & 17, 2012 
TCU Place, Saskatoon, SK 
www.srna.org 
 
Continence Best Practices: 
Making a Difference 
September 7 & 8, 2012 
Winnipeg, MB 
http://www.cnca.ca/Conference/
brochure%20draft_04May12.pdf 
 
Pharmacology Update for Nurses 
Presented by Barb Bancroft, RN, MSN, PNP 
October 1, 2012 
0830-1600 hrs 
Travelodge Hotel, Saskatoon, SK 
http://www.nursinglinks.ca/
frameset_main.html 
Email registration@nursinglinks.ca 

  
Face-2-Face HIV & Hepatitis C Education 
Event 
September 8, 2012  0900-1600 hrs 
Prince Albert Exhibition—East Hall 
Prince Albert, SK 
For information please contact:   
Laurel Stang at 766-7625 or  
Susanne Nasewich at 766-6122 
skhivhcv@gmail.com 
http://www.usask.ca/nursing/cedn/ 
 
Arthritis Today and Beyond 
An update for Health Care Providers 
October 10-11, 2012 
Saskatoon Inn, SK 
www.usask.ca/nursing/cedn 
 
Implementing Best Practices for Pain    
Management in Saskatchewan 
November 8-9, 2012 
Sheraton Cavalier 
Saskatoon, SK 
www.usask.ca/nursing/cne 

Upcoming Learning Events 
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If you have comments or suggestions or would 
like to make a submission to the next edition of 
the Regional Nursing News, contact:             
chrystal.grant@saskatoonhealthregion.ca 
 

A Book worth Reading 
Thin Pink Lines: My Life as a Nurse & Beyond  
Written by Muriel A. Jarvis & Mary E. Vandergoot 
 
The inspiring story of a girl from Kenaston, Saskatchewan, who had a 
dream... And her dream changed a province. 

Muriel A. Jarvis has seen many changes in Saskatchewan since 
her birth on the Prairies in 1920: the Saskatoon City Hospital is now a gleaming 
structure of steel and glass with ten floors and a central transparent elevator, a 
transformation from the brick structure where she trained and worked as a young 
nurse in the 1940s. Health care too has changed a great deal since then; nursing 
has been transformed, and the status of women revolutionized.  
Mary E. Vandergoot is a registered doctoral psychologist with Mental Health and 
Addiction Services, Saskatoon Health Region. She lives in Saskatoon with her hus-
band, Robin. Thin Pink Lines is her second book. 

 
Available at: McNally Robinson, Chapters, Indigo, amazon.ca, yournickelsworth.com 
If you are interested in purchasing a book signed by Muriel and Mary, you can email 
mary.vandergoot@saskatoonhealthregion.ca or home email mvdgoot2@sasktel.net. 
You can pay cash 19.95 or write a cheque to Mary Vandergoot. 
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