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As we celebrate Nursing Week across the country I would like to express my  

gratitude for the exceptional care provided by nursing teams throughout  

Saskatoon Health Region!   

 

Recently, role clarity (and the lack of it) for RNs and LPNs has been in the media in 

Saskatchewan.  I want to let you know that in SHR we value the unique role of LPNs, 

RNs, RN(NP)s,  RPNs and our unregulated care providers, CCAs, Unit assists, and many 

others who make up the nursing team.   We believe there is a role for every nursing 

provider in our region.  SHR has high functioning collaborative nursing teams with RNs, 

RPNs and LPNs working well together, focused on providing safe patient care.  In    

areas where there are questions related to role clarity, the Nursing Practice and      

Education team has been reaching out to our regulatory bodies to help us work 

through these concerns. 

 

We recognize LPNs, RNs and RPNs have different scopes of practice, they are not    

interchangeable.  

In SK there are 3 different professional associations/ regulatory bodies who regulate 

the practice of the 3 types of licensed nurses in our province.  SK Registered Nurses 

Association (SRNA) regulates RNs and RN(NP)s,  Registered Psychiatric Nurses Associa-

tion of SK (RPNAS) regulates the practice of RPNs and the SK Association of Licensed 

Practical Nurses (SALPN) regulates the practice of LPNs.  Each association has been 

granted the right of self-regulation by the ministry.  The 3 nursing professional associa-

tions have recently agreed to continue discussions on a collaborate Decision Making 

Framework.  This framework is important because it focuses on the needs of the       

patients, the scope and skills of the nurse, and the context of care and related        

resources.  Implementing this framework will have a significant impact on how         

patients are assigned to nurses and how nurses collaborate for safe patient care.   

There is some overlap between the RN and LPN role.  This framework will attempt to 

determine which patients are most appropriate to be cared for each type of nurse.  

You can find a link to the draft framework here.  

 

Did you know that it is the role of the Regulatory body (SRNA, SALPN, RPNAS) to deter-

mine the scope of practice (both basic competencies and added competencies) 

and the role of the manager/employer to determine if a skill beyond basic education 

(added competency) is required in each different clinical area?                                 

Just because a Regulatory body indicates that a RN, RPN or LPN can do a variety of 

added competencies, it does not mean that all of those competencies should be 

performed in every care setting.  It is up to the manager to determine what added 

competencies are required to meet the needs of the patients. (continued on Page 2) 

Happy Nursing Week !  Submitted by  

Gaylene Molnar, Director of Nursing Practice and Education 

http://srna.org/images/stories/Nursing_Practice/Resources/Three_Factor_Framework_DRAFT.pdf.
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If a manager determines that an added competency is required, a request is made to the Regional 

Nursing Practice Committee (RNPC) for approval.  The RNPC is made up of point of care RNs, LPNs, 

Clinical Nurse Educators, Nursing Professional Practice Leads and clinical managers representing 

acute, urban, rural, and community settings.  More information can be found here. 

Did you know that SHR has Nursing Professional Practice Leads who can answer your questions and 

help you work through role clarity concerns in your clinical area?   

For Urban and Acute sites contact:   

Margot Hawke at Margot.Hawke@saskatoonhealthregion.ca or 306-655-1601, OR 

Jo-Anne Guillemin at Jo-Anne.Guillemin@saskatoonhealthregion.ca or 306-655-1846 

 

For Rural and Long Term Care sites contact: 

Lana Prystai at Lana.prystai@saskatoonhealthregion.ca or 306-560-7048 

 

Did you know that right now in SHR we have teams of point of care nurses, LPNs and RNs supported by 

CNEs, Nursing practice Leads and managers to work through these role clarity issues and update the 

policies that guide nursing practice?  

The RNPC struck four working groups over the last year, focused on developing new regional policy to 

support added competencies beyond foundational education, for nursing team members.  Chaired 

by NP&E clinical leaders, the working groups will update and establish common policy across all sec-

tors, urban and rural.  

 

Unregulated Care Provider (UCP) Working Group   Members include unregulated care providers in  

Continuing Care Assistant (CCA) positions, as well as LPN’s, RN managers and clinical nurse educators.  

Nursing Professional Practice Lead Lana Prystai is chairing the group.  The work includes a review in all 

sectors of current practice and utilization of UCPs and the development of policy to direct delegation 

and assignment to UCPs, with reference to guidelines from SALPN, SRNA, and RPNAS.  The group will 

recommend care settings appropriate for delegation of tasks to UCPs, and the education requirements 

for specific tasks. 

LPN working group   This is a group of Licensed Practical Nurses (LPNs) and Registered Nurses (RNs)    

representing all sectors, chaired by Core Clinical Nurse Educator, Teresa Pidduck.  The group is working 

in collaboration with SALPN to draft a new SHR LPN Additional Competencies policy.  This work includes 

a review of the additional competencies currently practiced by LPNs in all sectors of SHR.   

RPN Working Group This is the newest of the working groups, with Registered Psychiatric Nurses (RPN) 

and Registered Nurses (RNs) members from community, acute care and long term care, chaired by 

Nursing Professional Practice Lead, Margot Hawke.  In collaboration with RPNAS, the group will be re-

viewing the current practice of RPN added competencies in all sectors and creating a regional SHR 

RPN Specialty Practices policy.  The group had its first meeting in March, and is consolidating member-

ship and beginning data collection. 

RN Specialty Practices (RNSP) Working Group   Members included RNs in a variety of roles from all sec-

tors, chaired by Margot Hawke, Nursing Professional Practice Lead.  They have completed their work 

with the publication of the SHR RNSP policy, replacing the previous (urban acute) Special Nursing Pro-

cedures policy.   

 

If you have any questions about this information please contact any of the Nursing Practice Leads listed 

above or Gaylene Molnar, Director Nursing Practice & Education at 

gaylene.molnar@saskatoonhealthregion.ca or 306-655-2174.  

http://infonet.sktnhr.ca/nursingaffairs/Pages/Committees.aspx
mailto:Margot.Hawke@saskatoonhealthregion.ca
mailto:Jo-Anne.Guillemin@saskatoonhealthregion.ca
mailto:Lana.prystai@saskatoonhealthregion.ca
mailto:gaylene.molnar@saskatoonhealthregion.ca
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What is a SMART Pump? 

        SMART stands for Safer Medication Administration thRough  Technology.  Think of these new pumps 

as your very own drug computer right at the bedside.  A standardized drug library has been devel-

oped provincially and will be stored in each IV pump helping health care providers to utilize stand-

ardized drug concentrations and infusion limits to minimize the risk of medication errors to patients.   

 

Why do we want to have SMART pumps in the province? 

        IV infusions are frequent contributors to medication errors and 90% of patients  receive medications 

via an IV route.  The Institute for Safe Medication Practices (ISMP) estimates that 2/3 of preventable 

deaths are due to infusion therapy and attributable to    

manual programming errors when using infusion pumps. 

 

When will this change occur? 

        3S Health’s agreement with Hospira is that the entire  

        province will be utilizing SMART pumps by  

        December 31, 2016. RQHR was the first to  

        implement the new pump in March 2016.  

        SHR will be one of the last areas to implement  

        in October, 2016. 

 

When will training occur? 

        Training will begin in September.  

        The training plans are in the early stages,  

         so stay tuned for more details.  

 

We have changed out equipment before – what is the difference with the Hospira 360™ pump? 

        The new Hospira 360™ IV pumps will look virtually the same and the tubing for these new pumps is 

unchanged.  The biggest difference is that all providers will now be using a specific drug library   

within the pump that will support a standardized, universal concentration of medications as well as 

provide hard and soft limits to guide dosing administration. 

 

What are soft and hard drug limits? 

        Hard and soft limits are established as part of the drug library build to ensure that the providers are 

safely delivering medications to the patient.  Soft limits are guides to prompt the user that the keyed 

in dosage is more than normally recommended and requires a confirmation to proceed.  Hard limits 

are set to keep the user from programming a dose that is felt to be unsafe.  It CANNOT be overrid-

den. Both hard and soft limits have been established through a detailed research of other organiza-

tions using drug libraries, the VIHA (Vancouver Island Health Authority) parenteral manual and      

Lexicomp to name a few.  

 

What are Clinical Care Areas (CCA’s)? 

       Within each Hospira 360™ IV pump, there are a number of libraries that have been built to facilitate 

ease of finding the right medication and concentrations as well as minimize the need to scroll 

through endless drug names.  In the training sessions, it will become clear what clinical care areas 

will be routinely used for your areas.  Some examples of clinical care areas include oncology, critical 

care, medicine, surgery, hemodialysis, emergency etc.  If you are a unit with combined medicine 

and surgery patients, a decision will be made as to the most appropriate library for you to use.  It will 

be important to use your selected library as the pumps also have a number of reporting features 

which will help guide future changes to the drug libraries 

 Smart Pump Implementation coming this Fall  
                         submitted by Carey Redekopp-Kroeger, RN, CNE  
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Pharmacy is not usually able to determine or label Pharmacy prepared IV medications in mini-bags with 

the EXACT total volume.  Commercial IV mini-bags contain overfill in order to ensure that the bag will 

contain the labeled volume until the expiry date.  The amount of overfill in each bag varies by manufac-

turer, size of bag (100mL, 250mL or 500mL), solution and proximity of expiry date.  For this reason Pharma-

cy will change the labeling of mini-bag products to more clearly identify those which contain overfill 

and where the entire contents must be infused to ensure the full dose is received.  Sample label: 

 

 

 

Please contact Pharmacy if there are ongoing concerns or questions about this issue. 

International Pressure Ulcer Prevalence Survey (IPUP)  

- submitted by Patsy MacLean  RN, Equipment and Product Standardisation Nurse 

Pressure ulcers (PU): 

·    are a significant concern in all healthcare settings 

·     impact on the length of hospital stay 

·     cause physical, psychological and financial distress to clients and their families 

The total cost of hospitalization for a patient with a facility acquired pressure ulcer (FAPU) can be as 

high as $90,000. 

A PU prevalence survey identifies clients at risk for, or who have already developed a PU and the pres-

sure management strategies that are being utilized. This information can be used to develop educa-

tion and improvement processes which result in recognizing a client's PU risk earlier and implementing 

interventions before skin integrity is compromised. 

Since SHR first participated in IPUP in 2012, a reduction in the prevalence of FAPU at all three urban 

acute care sites has been observed. In 2012 one unit recorded a prevalence of 14%; by 2015 that had 

decreased to 4.2%. 

The next IPUP will take place February 23 - 24, 2016. Please consider having your unit/facility take part. 

Education and support to complete the survey will be provided.  

For more information email patricia.maclean@saskatoonhealthregion.ca or phone (306) 655-1656. 

Bag Contains Overfill 

INFUSE ENTIRE CONTENTS 

Additional labeling regarding  overfill in Pharmacy prepared products  

-submitted by Teresa Pidduck, RN, CNE, Nursing Practice and Education    

mailto:patricia.maclean@saskatoonhealthregion.ca
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COCHLEAR IMPLANTS AND CAUTERY in the OR  
 -submitted by Lynne Cushway, RN, CNE - Operating Room, RUH 

When a patient who has a cochlear implant is going for surgery,  please keep in mind that if the sur-

gery is on the head or neck area special arrangements may need to be made in the OR.  When pre-

paring a patient on the unit for surgery, please make a note on the preoperative checklist if the pa-

tient has a cochlear implant.  This will alert anesthesia, surgeons, and nursing staff in the Operating 

Room to this fact so they can decide if equipment needs to be altered for the case.    

In some cases, monopolar cautery cannot be used.  Bipolar cautery must be used instead, and it 

must be kept at least 1 cm from the electrodes of the implant in order to prevent damage to either 

the implant, or the cochlea or neural tissue surrounding the implant. 

Subsequent checks are also done in the OR prior to taking the patient into the theatre.  With these 

checks in place we can avoid any issues, and keep the surgery safe for the patient. 

 

 
 

LiveWell Pediatric Diabetes Clinic  

LIBGUIDE  
 

This guide was created by the SHR Medical Library and LiveWell Pediatric Diabetes 

Clinic to provide patients, families, caregivers, teachers, and friends of children    

living with diabetes with key documents, forms & reliable health information,              

including: 

 Management tools 

 Contact and appointment information 

 Recipes and nutritional guides 

 Books and web resources 

 Local programming and events 

 Tax forms for medical expenses 

 Consent forms, travel letters, and questionnaires 

    And MORE! 

To access the guide visit: 
http://libguides.saskatoonhealthregion.ca/pediatricdiabetes 

http://libguides.saskatoonhealthregion.ca/pediatricdiabetes
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Changes to the Adult Admission Nursing Form 
- submitted by Christine Hanna, RN, CNE, Nursing Practice and Education 

 

Did you know... that when you ask a 
patient who we should call in an emergency or if health decisions need to be 

made for them, it is important that the person named is the legal Nearest Relative 
or named in a signed Advanced Care Directive (ACD) or  

Proxy document ? 

This section to list Contacts i.e. family spokes person, first to call, someone to sit with the pa-

tient, if needed, or their ride home. 

Next it is important to ask each patient if they have an Advanced Care Directive (ACD)/

Living Will or Proxy document.  This will become a normal part of what we do and will help 

raise awareness.  Many people have the documents at home but don’t think to bring them 

in unless reminded.  If wanted, offer the ACD pamphlets from your unit, for more infor-

Third, list the Proxy or Substitute Decision Maker  if indicated in the ACD etc.  If there are 

more than one, refer to the document in the chart. 

Lastly, if there is no appointed Proxy there may need to be a discussion about 

the Nearest Relative i.e. they are separated from their spouse but they want 

their brother to make health decisions— they will need to get that legally writ-

ten.  Proxy documents are available on the  SPH Foundation Website under Pa-

tient and Family Services then Ethics 

Changes to Form  #101500  
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Skin tears are a result of trauma to the skin from 

shearing, friction or blunt trauma. The elderly are at 

most risk due to the fragility and thinning of the ag-

ing skin and impaired circulation. Falls, transfers, 

bumping into objects, wheelchair injuries and in-

correct removal of adhesives are all common con-

tributing factors.  

When skin tears occur, it is important to assess the 

wound, clean the wound, and apply an appropri-

ate dressing. The principles of moist wound healing 

used to manage other wounds should also be 

used when treating skin tears.  

1) Gently cleanse the area with normal saline to 

remove any debris or clots  

2) If the skin flap is viable, reposition the flap into 

place utilizing a moistened applicator  

3) Assess the degree of tissue loss and skin or flap 

color using the STAR Classification System or the 

Payne-Martin Classification system  

4) Apply the most appropriate dressing according 

to the skin tear category. The recommendation is 

to use absorbent clear acrylic dressings (eg. Te-

gaderm Absorbent®) or silicone based mesh or 

foam products (eg. Mepitel® , Mepilex XT®) for 

Category I-III skin tears with low to moderate exu-

date. If bleeding is a concern, calcium alginates 

may be used. Note; if alginates are used the 

wound must be reassessed in 24 hours.  

5) If tape is required for securement of the dressing, 

choose a tape that will secure the dressing, be 

gentle and have some moisture resistance. Eg. 

Medipore ®, Micropore ® or a silicone tape.  

6) Use a marker to draw an arrow on the dressing 

in the direction it is to be removed. Eg. The direc-

tion the skin flap is laying if present.  

7) If possible, do not disturb for 5 to 7 days to allow 

for the skin flap to re-adhere to underlying struc-

tures. However, the dressing should still be checked 

daily to ensure it is secure and to assess for signs of 

localized infection  

 

Assessment and Management of Skin Tears  
Submitted by Chrystal Grant, RN  - Supportive Care Projects Coordinator  Seniors' 

Health & Continuing Care  

8) When removing the dressing, use proper re-

moval technique. Remove dressing slowly at a 

45° angle to skin in the direction of hair growth 

(or skin flap if present) while supporting skin at 

the peel line  

It is no longer best practice to apply adhesive 

strips or use stitches to treat skin tears. Adhesive 

strips can cause more skin stripping and stitches 

can tear the already fragile skin. Hydrocolloids 

(eg. Duoderm ® Comfeel ®) and transparent 

dressings (eg Opsite®) are also not recom-

mended as they may cause skin stripping upon 

removal.  

Document the skin tear wound assessment and 

treatment on the Wound Care Record.  

And don’t forget about the tetanus shot!  

To learn more about skin tear causes, preven-

tion and treatment:  

 Best Practice Recommendations for Pre-

vention and Treatment of Skin tears 

(2008)  

 Skin Tear Dressing Selection Guide Poster  

 STAR Skin Tear Classification System  

 Optimizing Skin & Wound Manual – SHR 

Resource Guidelines  

 
Tips to prevent skin tears:  

 

Promote adequate hydration and nutrition  

  Minimize bathing; use ph balanced 

soapless products eg. Dove baby ®; 

showers with warm, not hot water; hypo-

allergenic moisturizers post bathing while 

skin is damp  

 Appropriate clothing – long sleeves for 

those at risk, shin guards  

 Avoid shearing and friction when turning, 

repositioning, and transferring.  

 Reduce environmental risk factors – pad-

ding edges of furniture or equipment, re-

moving clutter.  
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When localized infection becomes a systemic 

problem, this is called SEPSIS.  Recognition of 

sepsis isn’t always an easy task.  Sometimes it 

can masquerade as other things, and sometimes 

patients have more than one thing going wrong.  

Left untreated or left too late, sepsis results in sys-

temic hypoperfusion and can result in organ fail-

ure and death.   

 

One thing is certain…if a patient is septic, early 

recognition and quick response is imperative.  

Administration of IV antibiotics can be the very 

thing that’s needed.  At the very least, IV antibi-

otics can buy time for further assessment and 

investigation, giving the physician and the rest of 

the health care team time to decide if sepsis is in 

fact the problem. 

 

As part of the recent Safety Hoshin work, clinical 

improvement focused around the early recogni-

tion and response to patients presenting at risk of 

sepsis, severe sepsis, and septic shock. Under the 

capable co-leadership of Jenny Bartsch 

(previously Janet Harding) and Dr. Mark James, 

a multidisciplinary and interprofessional team of 

physicians, nurses, pharmacists, lab personnel, 

administrative leaders and a patient advisor 

started by closely looking at the care our pa-

tients experienced when at high risk of being 

septic.  The team then looked to the literature 

and adapted a screening tool for patients with 

suspected sepsis and a scripted SBAR (Situation, 

Background, Assessment, and Request) for nurs-

es to use which clearly communicates concerns 

about the patient along with a request for timely 

physician assessment.   

 

 

Sepsis : Improving Patient Outcomes  
Submitted by - Joy Gronsdahl RN(NP) Clinical Improvement - Sepsis 

Nurses are asked to initiate an evidence-based 

order set that includes a standard set of appropri-

ate lab tests for a patient at risk of sepsis, along 

with a request to the patient's physician to con-

sider starting an appropriate antibiotic.  The Adult 

Severe Sepsis/Septic Shock Management Order 

Set (most recent update December 2015) contin-

ues to be available to support initial dose antibi-

otic selection. 

 

As is crucial in any clinical improvement endeav-

or, measurement and analysis of the screening 

tool’s efficacy is being done.  Pharmacy identifies 

patients who begin new IV antibiotics, and chart 

audits are performed to determine if those antibi-

otics were started for suspicion of sepsis or for oth-

er reasons.  

 

Time metrics such as time sepsis criteria met, time 

orders received, and time first dose IV antibiotic 

given are collected.  Information is also collected 

in regards to lab values and when they were sent, 

specifically blood cultures and venous lactate.   

 

For patients in early sepsis, the goal is to deliver 

the first dose of IV antibiotic within 3 hours, and for 

severe sepsis, the window shortens to 1 hour. In 

the case of severe sepsis, fluid resuscitation is a 

must, and metrics are collected as to when this 

was done as well. Monthly reports are generated 

for discussion and action.  

 

The sepsis screening tool will eventually be intro-

duced to RUH and SCH as well as other areas 

within the health region.  Although the Safety 

Hoshin has ended, clinical improvement is contin-

uous, and essential in provision of excellent health 

care. SHR intends to apply what has been 

learned moving forward, making it easier for front

-line staff to provide excellent health care. 

Awareness of the significant impact of sepsis on 

our patients’ health leads to quick recognition of 

sepsis. The priority then becomes urgent admin-

istration of appropriate IV antibiotic, increasing 

our patients’ chances for recovery. 

The Sepsis package is now available on the SHR 

infonet under Safer Everyday >Resources: 
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Pediatric Code Navy” is the overhead page for 

mock pediatric code-blue situations.  These pedi-

atric resuscitation scenarios use high-fidelity simu-

lation in-situ-directly.  This initiative was started in 

January 2015 and involves initial response and BLS 

management by the ward medical and nursing 

team, including switch board paging and re-

sponse by of the Pediatric Code Team when war-

ranted.  

 

By using simulation in actual patient care environ-

ments, the multidisciplinary team is not only able 

to practice skills, and gain knowledge, but also 

able to ensure the system processes and equip-

ment involved in emergency situations functions 

optimally.  Technical support for these scenarios is 

provided by the Sim Lab staff from Health Scienc-

es Clinical Learning Resource Center (CLRC) at 

the University of Saskatchewan.    

 

The Pediatric Code Navy enables medicine, nurs-

ing, and respiratory therapy to respond to events 

as they would in any actual resuscitative circum-

stance and consult with any needed supports 

such as anesthesia, social work, phlebotomy and 

radiology. Scenarios are developed to focus on 

specific leaning objectives, such as airway man-

agement or recognition of cardiogenic shock.  

Facilitators assume confederate roles as parent, or 

ward medical or nursing staff. The confederate 

initiates the “call for help” and provides back-

ground and pertinent patient history.  The confed-

erate also guides participants to manikin specific 

features, such where actual IV access is possible 

on the manikin.  Mock charts with labs, MARs, in-

and-out sheets are also provided as additional 

sources of patient information.  

 

While high-fidelity simulation manikins have many 

true to life features, such as pulses, breath sounds, 

pupil response, becoming “sim savvy” prior to par-

ticipation in these scenarios is optimal.  Participant 

knowledge of where vascular access is possible, 

how to ensure fluid boluses drains in proper collec-

tion bags, or knowing that “Hal”, the school-age 

manikin responds to questions about his symptoms 

encourages realistic scenario evolution with mini-

mal guidance and interruptions from the  

facilitators.  

 

Pediatric Department Roles out “Pediatric Code Navy” 
  - submitted by Janlyn Rozdilsky, RN, CNE, PICU 

As education is the focus of these scenarios, other 

staff is permitted to observe and may be called up-

on for assistance.  All are reminded to respect confi-

dentiality of the learners and act professionally in 

maintaining a quiet, non-obstructive environment. 

Following the session, group debriefing is guided by 

one of the facilitators utilizing self-evaluation format.  

 

While knowledge of emergency management and 

correct skill demonstration are an important, leader-

ship, roles, responsibilities, and team communication 

are equally important aspects of these learning ex-

ercises. To enhance focus on communication, some 

scenarios have had the medical team leader blind-

folded to enhance focus on role delineation, task 

assignment, and timely closed-loop-communication 

of assessments and therapies.   

 

Emergency response systems, such as call bells and 

switch board paging, are tested during the Code 

Navy.  Concerns, such as broken call bells, have 

been rectified. Other concerns, such noting signage 

for additional precaution, PPE adherence, and pa-

tient accessibility have been identified and chang-

es made to ensure “scene safety”.  Debriefing feed-

back has led to improvements to equipment availa-

bility and educational sessions reviewing the man-

agement of the conditions presented in the mock 

codes.  

 

While the mock codes are limited 15 to 20 minutes 

and debriefing to 20 minutes, the busy winter sea-

son has resulted in limitations as to when and where 

they can be accommodated while maintaining pa-

tient safety.  Families and patients in any adjoining 

areas are briefed prior to the mock as to what will 

be happening and debriefed following to address 

any concerns that might have arisen.  

Pediatric mock-codes have 

positive impact on 

knowledge and skill of those 

providing care to pediatric   

patients and have helped 

identify areas for improve-

ment in patient care systems. 

Staff has come to expect 

these calls-to-action as a 

way of continuous improve-

ment practice.  



Nursing Practice & 

Education 

Saskatoon Health Region 

Phone: 306-655-2837 

Fax: 306-655-6458 

CNA Biennial Convention 

Driving the shift to Primary Health Care 

June 20-22, 2016 

St. John, New Brunswick 

https://www.cna-aiic.ca/en/events/2016-

cna-biennial-convention 

 

Canadian Association of Neonatal Nurses 

August 14-17, 2016 

Vancouver, BC 

http://www.healthynewbornnetwork.org/

event/9th-council-international-neonatal-

nurses-conference/ 

 

 

Implementing Best Practices for Pain 

Management in Sask. Conference 

Nov. 3 & 4, 2016 

Ramada Plaza, Regina Saskatchewan 

http://www.usask.ca/nursing/cedn/

docs/2016PainConferenceSavetheDate.

pdf 

Upcoming Learning Events  

Regional Nursing News  

Editorial Board  

Margot Hawke, RN   

-Nursing P & E 

Jonathan Melville , RN 

- Nursing P&E 

Cindy Gutek, LPN     

- Wadena Hospital 

Janlyn Rozdilsky, RN  

- PICU-RUH 

Helen Sabadash, RN 

-Nursing P & E 
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Regional Nursing News 

Infection Prevention & Control 

May 15-18, 2016 

Niagara Falls, Ontario 

http://www.ipac-canada.org/

conf_registration.php 

 

CANAC Conference 

May 19-21, 2016 

Halifax, NS 

http://canac.org/annual-conference/ 

 

Canadian Association of Enterostomal  

Therapy 

June 4-8, 2016 

Montreal, Que. 

https://caet.ca/caet-national-conference-

2016/ 

 

Beyond the Basics: Integration at the bed-

side — Canadian Association of Med-Surg. 

Nurses 

June 10, 2016 

University of Saskatchewan 

https://ccdeconference.usask.ca/

index.aspx?cid=201 

 
 

Answer a short online survey to win a fun thumb drive as pictured: 

 

 

 

 

 

 

 
To access the survey go to:  

https://www.surveymonkey.com/r/56LDSPV  

or scan the QRcode with your phone: 
Entry deadline: May 16, 2016 

Nursing Week Contest 

https://www.cna-aiic.ca/en/events/2016-cna-biennial-convention
https://www.cna-aiic.ca/en/events/2016-cna-biennial-convention
http://www.healthynewbornnetwork.org/event/9th-council-international-neonatal-nurses-conference/
http://www.healthynewbornnetwork.org/event/9th-council-international-neonatal-nurses-conference/
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