
Our group from Saskatchewan 
arranged a tour of Malta’s 
mental institution: Mount 

Carmel Hospital.  Their Practice 
Development nurse, Sally Zammit 
RN, MH, provided us with a 2 hour 
limited tour of the institution and 
information.  Sally came to Malta 
from Yorkshire, England.  Here 
is a brief overview on what we 
learned about the facility and the 
services they provide for people 
who require mental health services 
in Malta.  
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Executive Director 
Report

Many activities have kept 
our Association busy 
over the winter months. 

Mental health has probably never 
been more prominent and in the 
public arena as it is at this time. 
The Canadian Mental Health 
commission has been busy with 
public awareness campaigns 
to raise awareness and reduce 
stigmatization. 

In Saskatchewan the report of Dr. 
Fern Stockdale Winter was released 
and should serve as a strategy for 
improvements in mental health 
care and services over the next 
decade.

Registered Psychiatric Nurses are 
the largest group of direct care 
providers in mental health in 
Western Canada. There are now five 
Degree programs available and a 
Master’s Program in Manitoba. With 
online education increasing there 
are now more ways for psychiatric 
nurses to advance their education. 

While all of this is very encouraging 
there is a reality that confronts us 
in Saskatchewan. Our membership 
is the oldest group of registered 
nurses in all of Canada, and in 
Saskatchewan in particular we are 
not graduating enough psychiatric 
nurses to meet the needs of the 
population. Our membership will 
decrease over the next decade 
if the education seats are not 
increased at the diploma level. 
We will continue to press for the 
importance of having qualified 
providers in mental health care as 
no patient would expect less than 
this.

With Federal funding, the 
Registered Psychiatric Nurse 
Regulators of Canada (RPNRC) has 
completed a project examining 
the mobility of Registered 
Psychiatric Nurses in Canada. 
While the final reports are 
pending, one outcome has been 
the development and adoption of 
entry level competencies for the 
profession of psychiatric nursing.  
Work is ongoing to ensure their 
incorporation into education 
programs and the ongoing 
assessment of education programs 
by refining national education 
approval standards.

The RPNAS will work to ensure 
widespread distribution and 
awareness of the competencies, 
promoting a “value added” 
approach to what RPNs offer to 
employers and the public.

Our annual meeting is fast 
approaching and the Association 
is in need of members willing to 
devote their time to serve as Council 
members or as President Elect. 

The RPNAS has been working with 
consultants and will be launching 
online registration renewal for 
the 2016 registration year as 
part of the major changes we 
are undergoing. Please see Mike 
Clory’s article in this newsletter for 
information. 
 
View the Entry Level Competencies 
at http://www.rpnas.com/elc 
 
Robert Allen, RPN 
Executive Director

Robert Allen, RPN

Registered 
Psychiatric Nurses 
are the largest 
group of direct 
care providers in 
mental health in 
Western Canada. 
There are now five 
Degree programs 
available and a 
Master’s Program 
in Manitoba. With 
online education 
increasing there are 
now more ways for 
psychiatric nurses 
to advance their 
education. 
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President’s 
Report

Martin Ward, President of Horatio and keynote speaker at 
the Horatio Celebration in Malta said:

“Creativity is the ability to think of new ideas and 
make new things. Creativity requires leadership, vision and 
determination. Poor leadership leads to frustrated practitioners 
and this results in limited care and patients suffer.  People 
who legislate our work know nothing about what we do. 
Practitioners cannot deliver the future if their administration 
is living in the past. It is like searching for a ruby under a 
mountain of rocks.  

Creativity is often buried so it cannot interfere with the status 
quo. Practitioners who have an idea of what they are doing 
are not promoted. Active talent management identifies future 
leaders and runs with them.  Politicians should follow the lead 
of the WHO (World Health Organization) and formulate plans 
to give people a chance to recover.

Mental health and substance abuse are one of the world’s five 
key non-communicable diseases. Mental health plans may be 
ambitious but still something must be done.  Resources are 
needed to do the job.  

People without experience do not have the data to comment 
as to what is needed.  The flower that grows in adversity is the 
most beautiful of all.  Stand up and be responsible.”

Special thanks to Shirley Bedford for paraphrasing the speech.  

Marion Palidwor, RPN
President

Marion Palidwor, RPN

Creativity is the 
ability to think of 
new ideas and 
make new things. 
Creativity requires 
leadership, vision 
and determination. 
Poor leadership 
leads to frustrated 
practitioners and 
this results in 
limited care and 
patients suffer. 
People who 
legislate our work 
know nothing about 
what we do.
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REGISTRAR’S 
Report

Since the last newsletter there 
have been some changes. In 
December, RPNAS Council 
approved the Registered 
Psychiatric Nurse Regulators 
of Canada (RPNRC) “Registered 
Psychiatric Nurse Entry-Level 
Competencies” document for 
use in Saskatchewan.  This 
document standardizes the 
competencies expected of new 
RPN’s across Canada as they 
enter the profession.  This should 
help employers match the skill 
sets of these new nurses with 
positions that they have in their 
organizations.  

With our new Competency 
document and 829 questions in 
our exam bank Pam Watt and I, 
along with our colleagues from 
Alberta, Manitoba and British 
Columbia spent 3 days in Ottawa 
matching these questions to our 
new competencies and designing 
a new exam blueprint.  This 
will insure that in the future 
we will have confidence that 
our new members will be will 
be able to meet the regulatory 
requirements about public safety 
and competency.

Please congratulate the 
Saskatchewan Polytechnic’s 
Psychiatric Nursing class of 
2014 when you see them for 

passing their RPN exams and 
welcome them to the profession 
of psychiatric nursing. It is 
indeed encouraging to see the 
enthusiasm these young people 
bring to the places where they 
work. 

This is a reminder to members 
to register for the RPNRC World 
Congress. The conference is 
being held in Banff Alberta, 
May 19th-23rd.  The planning 
committee has worked hard 
and by all indications they 
have done an excellent job It 
is a great opportunity to fulfill 
your continuing professional 
development (CPD) credits 
requirements while networking 
with RPN’s from across Canada 
and throughout the world. There 
is funding available through the 
Special Education Fund. 

In closing, I would like to extend 
an invitation to all members 
to attend our Annual General 
Meeting and Education Day being 
held at Temple Garden Mineral 
Spa on June 5th. Remember, this 
also counts towards your CPD 
and it will be a lot of fun as well.

Candace Alston, RPN
Registrar

Candace Alston RPN

With our new 
Competency 
document and 829 
questions in our 
exam bank Pam Watt 
and I along with 
our colleagues from 
Alberta Manitoba 
and British Columbia 
spent 3 days in 
Ottawa matching 
these questions to our 
new competencies 
and designing a new 
exam blueprint.  
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S
cientists from the Canadian 
Centre for Addiction and Mental 
Health (CAMH) have discovered 
rare genetic changes that 

may be responsible for the onset 
of schizophrenia. Several of these 
same genetic lesions had previously 
been found to have causal links to 
autism spectrum disorder (ASD). 
This discovery gives new support 
to the notion that multiple rare 
genetic changes may contribute 
to schizophrenia and other brain 
disorders.

This discovery also suggests 
that clinical DNA (genome-wide 
microarray) testing may be useful 
in demystifying one of the most 
complex and stigmatized human 
diseases. The study is published 
in the current issue of Human 
Molecular Genetics, and was funded 
by the Canadian Institutes of Health 
Research (CIHR).

In the first study of its kind, 
scientists at CAMH and The Centre 
for Applied Genomics (TCAG) at The 
Hospital for Sick Children analyzed 
the DNA of 459 Canadian adults 
with schizophrenia to detect rare 
genetic changes of potential clinical 
significance.

“We found a significant number 
of large rare changes in the 
chromosome structure that we then 
reported back to the patients and 
their families,” said Dr. Anne Bassett, 
Director of CAMH’s Clinical Genetics 
Research Program and Canada 
Research Chair in Schizophrenia 
Genetics and Genomic Disorders at 
the University of Toronto. “In total, 

we expect that up to eight per cent 
of schizophrenia may be caused in 
part by such genetic changes - this 
translates to roughly one in every 
13 people with the illness.” These 
include several new discoveries for 
schizophrenia, including lesions on 
chromosome 2.

“Moving forward, we will be able to 
study common pathways affected 
by these different genetic changes 
and examine how they affect brain 
development -the more we know 
about where the illness comes 
from, the more possibilities there 

will be for the development of new 
treatments.”

“CIHR is pleased to support 
researchers whose work aims 
at demystifying the causes of 
schizophrenia,” said Dr. Anthony 
Phillips, Scientific Director of the 
CIHR Institute of Neurosciences, 
Mental Health and Addiction. “We 
hope Canadians who live with 
schizophrenia will eventually benefit 
from these important findings.”

Several of the genes and pathways 
discovered in this study of 
schizophrenia have also been 
identified to be important in causing 
ASD. This includes the large rare 
changes in chromosome structure of 
potential clinical significance.  “We 
have seen the success clinical 
microarray testing has had in making 
sense of ASD for families, and we 
think the same could be true for 
schizophrenia,” added Dr. Stephen 
Scherer, Director of TCAG and the 
University of Toronto’s McLaughlin 
Centre.

The Centre for Addiction and 
Mental Health (CAMH) is Canada’s 
largest mental health and addiction 
teaching hospital, as well as one of 
the world’s leading research centres 
in its field. CAMH combines clinical 
care, research, education, policy 
development and health promotion 
to help transform the lives of people 
affected by mental health and 
addiction issues.

Special thank you to CJPNR.ORG for 
providing this article.  
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KEY FACTS

•	 People with severe mental 
disorders on average tend to 
die earlier than the general 
population. This is referred 
to as premature mortality. 
There is a 10-25 year life 
expectancy reduction in 
patients with severe mental 
disorders.

•	 The vast majority of these 
deaths are due to chronic 
physical medical conditions 
such as cardiovascular, 
respiratory and infectious 
diseases, diabetes and 
hypertension. Suicide is 
another important cause of 
death.  

•	 Mortality rates among people 
with schizophrenia is 2 to 2.5 
times higher than the general 
population.  

•	 People with bipolar mood 
disorders have high mortality 
rates ranging from 35% 
higher to twice as high as the 
general population.  

•	 There is a 1.8 times higher 
risk of dying associated with 
depression. People with 
severe mental illness do not 
receive the same quality of 
physical health care as the 
general population.

World Health Organization Information Sheet

Premature death among people 
with severe mental disorders
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•	 The majority of deaths of 
patients with severe mental 
illness that are due to physical 
medical conditions are 
preventable with more attentive 
checks for physical illness, side 
effects of medicines and suicidal 
tendencies.   

•	 Interventions exist to promote 
the mental and physical health 
of individuals with severe 
mental disorders.  There is a 
need for increasing access to 
quality care for patients with 
severe mental disorders, and 
to improve the diagnosis and 
treatment of coexisting physical 
conditions. The integration of 
mental and physical health care 
could facilitate this.  

OVERVIEW

The life span of people with 
severe mental disorders is shorter 
compared to the general population 
1.

Cardiovascular disease, which 
includes coronary heart disease, 
atherosclerosis, hypertension and 
stroke, is one of the leading causes 
of death among people with severe 
mental disorders. People with 
severe mental disorders also have 
higher than expected rates of Type 
II diabetes, respiratory diseases, and 
infections such as HIV, hepatitis and 
tuberculosis.

1 The severe mental disorders 
to which this information sheet 
refers are psychosis, bipolar mood 
disorder and moderate-severe 
depression.

The medical conditions experienced 
by this group are associated with 
preventable risk factors, such as 
smoking, physical inactivity, obesity, 
and side effects of psychiatric 
medication.   

People with severe mental disorders 

are also more likely to receive 
lower quality health and social 
care than the general population. 
One of the central issues around 
healthcare access for people with a 
severe mental disorder is the stigma 
and discrimination associated 
with mental illness. Strategies to 
improve health and life expectancy 
must focus not only on modifying 
individual risk factors but also on 
improving access to quality health 
care and eliminating the stigma 
associated with severe mental 
disorders.   

Factors contributing to premature 
death Chronic physical conditions

People with severe mental disorders 
have a higher prevalence of many 
chronic diseases and are at a 
higher risk for premature death 
associated with these diseases than 
the general population.  The excess 
mortality among this group largely 
related to cardiovascular, respiratory 
and metabolic diseases.  Metabolic 
disease is a collective term referring 
to diabetes, hypertension and 
weight gain.

The prevalence of diabetes in 
people with schizophrenia is 2-3 
times higher than the general 
population. This is in part due to 
lifestyle and health risk factors, but 
it is also partly due to unmonitored 
antipsychotic treatment, 
which can lead to weight 
gain.  Significant weight gain is 
one of the main reasons patients 
do not want to take prescription 
medication.  Weight gain in this 
population also poses a significant 
risk of lipid abnormalities and 
cardiovascular complications.

INFECTIOUS DISEASES  

People with severe mental disorders 
also have higher rates of infectious 
diseases such as HIV and hepatitis. 
Studies have indicated that evere 

mental disorders are often at a 
socioeconomic disadvantage and 
have a greater prevalence of risky 
behaviours such as intravenous 
substance abuse and risky sexual 
practices.  

Patients with schizophrenia have 
been found to be at higher risk 
for tuberculosis than the general 
population due to factors such as 
a history of substance abuse, poor 
nutrition, homelessness, or previous 
time spent in an institution or 
prison.
 
SUICIDE  

Severe mental disorders are 
associated with elevated suicide 
rates.  For example, the mortality 
rate due to suicide is estimated 
to be over 12 times greater 
among people with schizophrenia 
compared to the general 
population.  A history of suicide 
attempts, depression, not taking 
medications as prescribed, and drug 
and alcohol misuse are risk factors 
for suicide among patients with 
schizophrenia and bipolar disorder.   

LIFESTYLE AND HEALTH RISK 
BEHAVIOURS

Behaviours leading to poor 
self-care, such as tobacco use and 
lack of exercise are associated 
with depression, schizophrenia 
and bipolar disorder and can 
lead to chronic illnesses such 
as coronary heart disease and 
Type 2 diabetes.  Patients with 
schizophrenia are more likely to 
smoke. The prevalence of smoking 
among them is about three times 
more than that in the general 
population.

Once chronic illness has 
developed, the severe mental 
disorders  associated with poor 
self-care can lead to worse health 
outcomes and higher mortality rates.
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Symptoms of the mental disorders themselves 
can cause barriers to seeking care, as 
well as difficulty with  following medical 
advice.  Barriers to include: the attitudes of 
health-care workers, disregard for physical 
health concerns by caregivers, and a lack 
of communication between health-care 
professionals providing physical and mental 
health care. Social and economic consequences 
of severe mental disorders include increased 
risk of poverty, unemployment, social isolation 
and social stigma. These factors can increase 
psychological stress and unhealthy behaviours 
(such as smoking), which in turn increase the 
risk of chronic illness.

Physical activity can have a protective 
effect  against the effects of severe depression 
and psychological stress on cardiovascular 
disease.

OTHER SERVICE-RELATED FACTORS

There is some evidence that people with a 
severe mental disorder do not receive the same 
levels of care and treatment for their physical 
health as the general population. In the majority 
of cases, people with mental disorders are often 
at a disadvantage as compared with the general 
population due to unemployment, living in 
institutions, isolation and exclusion, as well as 
socioeconomic status – all risk factors that can 
prevent recovery as well as lead to poor health 
and premature mortality.

KEY ACTIONS

Actions that can be taken to improve  both the 
physical and mental health of people with severe 
mental disorders:  

1) Create protocols for both the physical and 
mental health needs of patients with severe 
mental disorders in the following areas: 
prevention, identification, assessment and 
treatment.

2) Improve access to general health services 
through the integration of physical and mental 
health services.

3) Work to overcome the stigma often associated 
mental illness and end discrimination that 
sufferers often endure.

WHO RESPONSE

WHO advises its Member States on 
developing and implementing effective 
policies, strategies and plans to improve 
the health, both physical and mental, of 
people living with severe mental disorders.  

The WHO Comprehensive Mental Health 
Action Plan,  endorsed by the World Health 
Assembly in 2013, outlines the need to 
improve access to and quality of care for 
people with severe mental disorders, with 
the specific inclusion of general physical 
health care.  The Action Plan promotes 
integrated health-care delivery that 
promotes mental health alongside physical 
health at all levels of care.  

The mental health GAP Action Programme 
(mhGAP) aims at scaling up services 
for mental, neurological and substance 
use disorders for countries, particularly 
low- and middle-income countries. The 
Programme refers to the importance of 
monitoring the  physical health of people 
with mental illness.

WHO Quality Rights Project aims to 
improve the quality of care and human 
rights conditions in mental health and 
social care facilities and to empower 
organizations to advocate for the health of 
people with mental disorders.  The WHO 
Quality Rights toolkit includes a standard 
framework for ensuring that mental health 
facilities are equipped with adequate 
services for general and reproductive 
health.

Special thank you to CJPNR.org for the article  
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T
he theme for the festival was 
“Creativity in Care” and the 
number of presentations offered 

reflected that theme but also the 
diversity of those presentations 
reflected what psychiatric nurses 
do best…thinking on their feet 
and willing to move to new ideas 
and expansion of roles in the care 
of a vulnerable population that 
are neglected because of fear and 
stigma. It was very impressive 
to have the President of Malta 
speak to the participants at the 
opening of the Festival. Another 
very impressive aspect was the 
positive regard and respect paid 

to psychiatric nursing, not as a 
second cousin to other nursing 
professionals but regard and respect 
for their own particular skill base 
and the value-added to the overall 
health of a person, group or society.

Of particular interest and choice 
was attending presentations 
entitled “Is there a place for the 
psychiatric nurse in Malta’s primary 
schools”; “Prevention of suicidal 
behaviors in schools” and Mental 
Health promotion in the school 
environment.” In advocating for the 
people of Saskatchewan psychiatric 
nurses have long espoused 
prevention and early intervention 

Kto12: not just reactive responses 
to bullying, shootings, etc.

Each workshop of concurrent 
sessions offered as many as fifteen 
presentations. With a current focus 
on Post-Traumatic Stress Disorder 
and trauma-based practice, a 
presentation by Liam MacGasbhan 
of Ireland focused on coping with 
emotions generated by reminders 
and flashbacks of trauma. This 
workshop inspired some of us to 
fund ourselves for training by Anna 
B. Baranowsky, C. Psych, CEO of the 
Traumatology Institute (Canada) 
Training and Development Inc. It is 
most unfortunate that support for 

HIGHLIGHTS from 
the 3rd Horatio 

European 
Festival in 
Psychiatric 

Nursing

10 RPNews Spring 2015



these types of educational events 
is not forthcoming from Health 
Authorities in light of government 
freezes - even if the education will 
have an ultimate positive effect for 
“Patient and Family First”.

Too many of us the mention of 
“outcomes” can feel somewhat 
intimidating because financial/ 
time/work pressures in health 
environments focus on “Get ‘em 
better and get ‘em out.” It would 
be a personal opinion that mental 
health issues often require “booster 
shots” to help people through life’s 
rough spots.

Hendrik J Loubser of South Africa 
presented ‘The Delta”, a new 
routine nursing measure for acute 
psychiatric patient outcomes and 
Colin Martin, UK spoke to

MOSES: The Multi-Dimensional 
Organisational Self-Esteem Scale. 
This is an application of a new 
measure to mental health. I will be 
doing further research on this to 
see if it is feasible in community 
mental health nursing assessments. 
In a current work situation 
the community mental health 
nurses do some rehabilitation 
work with long-term/difficult 
diagnosis, however counselling and 
therapeutic skills are a necessity in 
other areas of practice.

A very different workshop was 
called “Voices-led Therapy: Creative 
Ways of working with Intrusive 
voices.” Presented by Trevor 
Eyles, Denmark. He proposes that 
voices meet special needs of the 
patient even if those voices can 
be destructive to a patient. He 
contends that a patient can allow 
a therapist to communicate with 
the patient’s voices. This is a 
novel approach which bears some 
investigating. How many of us have 
been successful in telling patients 
to ignore voices and the distress 

they cause?

It is always refreshing to find out 
how others do things. Pierre Galea, 
Malta addressed the role of the 
Community Psychiatric nurse in 
Malta. In the ten days that a group 
of us were in Malta I only saw two 
people who I would recognize as 
out-patients with serious mental 
health issues. Angie Craig will 
be doing a write-up on the Malta 
Mental Hospital and the tour 
was eye-opening. One factor that 
was especially interesting was 
that newly admitted patients are 
drug-screened and if the test results 
indicate more than marijuana they 
are sent to a different unit for 
intensive treatment. Voluntary or 
involuntary?

Psychiatric nursing is seen by 
some as lacking in research 
papers, clinical publications, etc. 
Lawrie Elliot, UK, editor of articles 
submitted to “Journal of Psychiatric 
and Mental Health Nursing” gave 
an excellent presentation on “Being 
creative: writing for publication.” 
Wiley Publications takes one from 
writing for publication to the impact 
factors. Excellent for those of us 
who have a panic attack at the 
thought of writing a paper.

Another study focused on how 
patients see the role of nurses - it 
seems a common complaint that 
the work of nurses is more focused 
on the amount of paperwork 
required to the detriment of direct 
patient interaction and care. Sound 
familiar? Further, that patients 
feel that there should be focus on 
life outside the hospital right at 
the start of hospitalization rather 
than at the end that nurses should 
be available to focus on recovery 
orientation for patients and teach 
interventions for learning to cope at 
home. We have discharge planning 
positions however these positions 

tend to focus on getting social 
services, getting accommodation, 
etc. That focus is certainly good 
but what about the in-between - 
learning how to hem a pair of pants 
so that a person can go to work. 
Simple example - maybe or maybe 
not I Last but not least was the 
presentation by Barbara Lowe, ED of 
Alberta Psychiatric Nurses College 
and Laura Panteluk, ED of the 
Manitoba College on the federally 
funded and newly developed “Entry 
to Practice Competencies”; enabling 
the mobility and assessment of 
Canadian and internationally 
educated registered psychiatric 
nurses. This was a project of the 
Registered Psychiatric Nurses of 
Canada and these two people 
should be lauded for their leading 
roles.

Just a snarky comment that 
registered psychiatric nurses are 
recognized federal - provincially 
the light still has to shine on the 
value-added that psychiatric nurses 
bring to this province. We are not 
little rns’ but big RPNs.

The above material is the personal 
opinion of writer and shows just 
a small snapshot of the kind of 
recognition of psychiatric nursing 
shown around the world. It was an 
expensive adventure and maybe 
some of us will get our visa bills 
paid off before the next Horatio 
Celebration.

Respectfully submitted, Shirley 
Bedford
Proud to be a Psychiatric Nurse, 
partnering with people.
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T
hose of us lucky enough to be able to attend the 
third Horation European Festival of Psychiatric 
Nursing in Malta in November 2014 definitely 
were able to immerse ourselves in the cuture of 

the Maltese people, as well as take in the many diverse 
ideas presented throughout the four day conference. The 
theme this year was “Creativity in Care” and there are 
many ideas that were presented that were really quite 
creative.  As a result of a council decision, each of those 
that attended the conference were to write up a paper 
to assist our members in understanding the diversity of 
ideas and perhaps provide the ability to utilize some of 
the ideas here at home to better care for our clients. 

The impressive part of the conference was that on Day 
one the audience was greeted by the President of Malta, 
Marie-Louise Coleiro Preca. Her address included this 
quote, “I hold your profession in high esteem and I 
admire the dedication you show to those you care for. 
I have witnessed this during my visits to our mental 
health institutions, and I know that the care and support 
you give result from an unprecedented commitment to 
the people you serve.” 

We also enjoyed an address from the President of 
Horatio-European Psychiatric Nurses, Des Kavangh. Mr. 
Kavangh stated, “As Psychiatric Mental Health Nurses 

HORATIO CONFERENCE-MALTA
Marion Palidwor, RPN
President, RPNAS
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we are privileged to work with 
mental health problems and in many 
cases accompany them on much of 
life’s journey. While resources for 
health services are never enough in 
responding to the needs of society, 
resources for mental health are 
always under pressure and regularly 
cut back at times of recession. In 
such challenging times we as a 
profession are constantly challenged 
to justify our value to society and 
the mental health service.” These 
words echo the sentiment, we as 
Psychiatric Nurses in Canada, feel at 
times. That we always need to justify 
what we do and what the value 
added is to what we do. 

Lastly we were addressed by the 
President of the Maltese Association 
of Psychiatric Nurses, Kevin Gafa. 
Mr. Gafa states that one of the 
main reasons for existing as an 
association was to “attract as many 
individuals as possible to pursue a 
career in Psychiatric Nursing.” He 
goes on to say “Our work in this area 
resulted in a significant and constant 
increase of qualified Maltese 
Psychiatric Nurses employed 
within the National Mental 
Health Services. This is one 
of our greatest achievements 
as for the first time in local 
history the number of qualified 
Psychiatric Nurses working 
within mental health services 
has exceeded the number of 
nurses without a specialized 
qualification.” The issue of 
having enough qualified 
nurses to care for our 
mental health population 
also is being addressed 
by our Association, the 
difference being the 
Government of Malta 
has seen fit to provide 
sufficient Psychiatric 
Nursing seats for 

I hold your profession 
in high esteem and I 
admire the dedication 
you show to those 
you care for. I have 
witnessed this during 
my visits to our mental 
health institutions, and I 
know that the care and 
support you give result 
from an unprecedented 
commitment to the 
people you serve.

this to happen, our Saskatchewan 
Government has not. The Psychiatric 
Nursing program has still only been 
awarded the thirty seats since the 
program began in 2010.

Key Note Speaker for November 
6, 2014 (morning) was Mr. Martin 
Ward. He spoke on “Is Europe 
being creative in its Mental Health 
Developments?” It is difficult to 
understand how to use creativity 
in the work of institutions, 
governments, research or political 
strategy, how does it apply? There 
are some innovative research and 
policy initiatives being undertaken 
on a pan-European basis, by both 
small working groups as well as 
large institutions, such as World 
Health Organization and European 
Union Commission. Mr. Ward’s final 
statement is “Is being creative the 
right way to develop the future of 
European mental health, or should 
we be more conservative”?  

Key Note Speaker for November 
6, 2014 (afternoon) was Ms. Amy 
Camilleri Zahra. Amy spoke on 
how through creative inspiration 
she overcame losing her legs and 
some of her fingers to meningitis 
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as a young person. She is currently a psychology 
graduate and currently works at the National 
Commission Persons with Disability and is in charge 
of the promotion, protection and monitoring of the 
implementation of the United Nations Convention on 
the Rights of Persons with Disabilities.

Key Note Speaker for November 7, 2014 was Dr. 
Margaret Mangion. Her topic was “Creative thinking 
for mental healthcare.” Initially she discussed how 
creativity in mental healthcare can be looked at from 
different perspectives, namely: individual level, the 
group level, and the organizational level. She then 
talked about the practical aspect of creativity: creative 
thinking skills and how these skills can be learnt and 
implemented within mental health care. 

Key note Speaker for November 8, 2014 (morning) was 
Stephanie Kay Ventling. Her topic was “Creativity in 
Recovery.” Stephanie works as a peer support specialist 
at the Sanatorium Kilchberg, a leading psychiatric clinic 
on the outskirts of Zurich, Switzerland. She was involved 
as a peer in researching and running the peer-led 
anti-stigma intervention program “Coming out Proud” 
for service users in Europe. Stephanie states “We will see 

As caring 
professionals it is 
adamant that we 
understand the 
differences between 
vivid imagination and 
bright fantasy

that the fire of creativity is inherently connected 
to one’s ability to determine living creation and 
to make choices in our lives. By living our soul 
fire our excitement for life expands. Our sense 
of self expands. Identity and self-determination 
further ignite creative expression and hope. When 
emotional wounding and childhood trauma cut us 
off from our fire, we end up in the freezing cold of 
psychotic isolation.” She goes on to state “As caring 
professionals it is adamant that we understand the 
differences between vivid imagination and bright 
fantasy, between radiant desire and hot yearning. 
Asking people what makes them come alive rather 
than what they need enhances resourcefulness and 
revitalizes identity.”

Key Note Speaker for November 8, 2014 
(afternoon) was Anna Polibina. Her topic 
was “Using film to tell the stories of Russian 
sufferers of mental illness.” She is a graduate 
form the Humanitarian Literary Institute of 
Moscow in 2001. In the same she graduated her 
own mental health issues began. She suffered 
mental illnesses for over a decade. Despite her 
problems she managed to issue several dozen 
feature-and-poetic films.
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Key Note Speaker for November 9, 
2014 (morning) was Shirley Smoyak, 
a Psychiatric Nurse, Health Care 
Sociologist and Professor of Public 
Health. Her topic was “Creativity 
is the heart of psychiatric/mental 
health nursing.” Dr. Smoyak’s talk 
introduced us to key psychiatric 
Nurses, such as Florence 
Nightingale, Hildegard Peplau and 
Annie Altschul.  Dr. Smoyak states  
“psychiatric nurses daily create new 
situations and new possibilities by 
rearranging what already exists, or 
by disregarding the old so that the 
new can enter. We are the “creators” 
in the best sense of that word.”

Each day of the conference had 
many presenters in a time frame, 
as a participant in the conference 
we had to choose from many 
interesting topics, which to attend. 
At times the choice was difficult as 
there were many that I personally 
wanted to take in. Each session 
was an hour long with three 
presentations within that hour. 

Session One 
Illness Management and Recovery: 
What Helps? A descriptive Study

Presenter- Wilma van Langen, The 
Netherlands
Illness Management and 

Recovery (IMR) is a standardized 
curriculum-based group 
intervention developed to 
support clients with serious 
mental illness in their recovery 
and has been evaluated as 
evidence-based material. In her 
study, there were eight persons 
with lived experience that were 
interviewed. Two main themes 
were identified by the respondents 
as important to their recovery: 
1) learning goal setting skills 
and 2) sharing personal illness 
related experiences with peers. 
The respondents learned these 
skills by using the contents of 
the Illness Management and 
Recovery program and through 
peer support and personal 
experience. For respondents 
the important modules learned 
within the IMR that facilitated 
their recovery were: goal setting, 
psycho-education linked to 
personal experiences, peer support 
and modeling. Professionals 
should facilitate recovery by 
teaching goal setting skills, 
providing psycho-education liked 
to personal experiences, peer 
support and modeling.

Uncertainty in Illness and Personal 
Recovery
Presenter- Peter Wolfensberger, 
Switzerland

Feelings of uncertainty in illness 
are described as stressful and 
a burden, giving rise to fear 
and worry, unpredictability, 
ambiguity, inconsistency, 
vagueness, and loneliness, 
whereas facing uncertainty 
seems to be along a whole 
continuum from stress through 
reorientation and adjustment, 
acceptance, hope and even 
optimism(McCormick, 2002;Hansen 
et al., 2012). The aspects of hope, 
opportunity(meaning of life and 
goals) and regaining ones personal 
responsibility play an integral 
role in the concept of personal 
recovery, a process that describes 
the life experience of people 
with mental illness to accept 
and overcome the challenge 
of disability, integrating it into 
their lives(Slade 2009) Peter 
Wolfenberger, in preparation for 
his research, had an international 
panel of experts that discussed 
their own experiences in relation 
to uncertainties in illness among 
people living with mental illness. 
The findings of the panel strongly 
supported the hypothesis that 
uncertainties seem to be an 
integral part of the adaptation 
process. Peter Wolfenberger 
intends on following up this 
hypothesis with further research, 
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focusing on personal experiences 
of people living with mental 
illness to identify relevant aspects 
and issues of their adaptation to 
illness and recovery process.

Shared Decision Making and 
elderly in-patients with severe 
mental illness. Are patient’s needs 
integrated into nursing care plans?
Presenter- Hesther Tims, The 
Netherlands

Shared decision making is an 
evidence based practice in the care 
of patients with severe mental 
illness. Hesther questioned if nurses 
are using the shared decision 
making when determining patient 
care needs and integrating these 
needs into the nursing plan. In 
her study she found that unmet 
needs identified by patients were 
underutilized when setting goals 
in the nursing care plans. She 
went on to say that nurses are 
well positioned to support patients 
in clarifying their care needs and 
using the shared decision making 
to integrate these needs into care 

planning.  

Session TWO 
Promoting Recovery in Secure 
Forensic Mental Services
Presenter- Cindy Peternelj-Taylor

For persons under forensic 
purview, recovery is multifaceted 
and includes clinical recovery 
(symptom relief), functional 
recovery (life-skills) social recovery 
(social inclusion), personal recovery 
(satisfying life living with illness) 
and offender recovery (redefinition 
of self)

(Drennan & Alred, 2012) Hope, 
empowerment, self-determination 
and responsibility are considered 
the key principles of recovery. 
Actualizing these principles in 
practice is often compromised 
by one’s personal, social, and 
political animosity regarding crime, 
criminality and mental disorder. A 
study exploring nurse engagement 
with forensic patients, found that 
promoting recovery is possible even 

in secure forensic mental health 
settings. Forensic nurses can foster 
recovery through supporting hope, 
engaging in respectful dialogue, 
strengthening the working alliance, 
attending to personal strengths, 
bridging security and therapy, and 
supporting person responsibility ( 
Peternelj-Taylor, 2014).

Signs in Shackles: Qualitative 
research of the lived-experiences 
of patients that use the relapse 
prevention plan in the forensic 
psychiatry
Presenter- Jose Bom, The 
Netherlands

Why this study was carried out was 
because it was difficult for forensic 
mental health nurses to engage the 
patients in working with relapse 
prevention plans in clinical practice. 
The purpose was to establish 
clear understanding of the lived 
experiences by forensic psychiatric 
patients in the process of using the 
relapse prevention plans. The study 
included in-depth interviews with 
forensic patients. There were three 
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ways in which the respondents could 
use the relapse prevention plan. The 
first was to conform to the opinion 
of the forensic mental health nurse. 
The second, the respondent could 
decide to be open for discussion with 
the forensic mental health nurse. 
With this choice the respondents 
experienced the relapse prevention 
plan as a tool for self-management 
and recovery. Thirdly, some of the 
respondents that initially conformed 
to the view of the forensic mental 
health nurse, eventually started 
to take a more active role and 
experienced the relapse prevention 
plan as a helping tool. Following 
the outcome of the study, it was 
recommended that forensic mental 
health nurses be ware of aspects 
of the working relationship that 
promotes recovery as a result 
of the use of relapse prevention 
plans. More research is needed in 
order to determine how to use the 
intervention with relapse prevention 
plans more effectively, according to 
Jose Bom.

“Match and Deescalate” 
De-escalation habits in the 
Psychiatric Intensive Care Unit- 
Experiences and preliminary results 
from an Action Research Study
Presenter- Lene Lauge Berring, 
Denmark

An ongoing study concerned with 
investigating as to what extent 
coercive measures and violence can 
be reduced in mental health settings 
when staff use de-escalation. The 
objective is to identify, characterize 
and test deescalating methods 
that can redirect the patient 
towards a calmer personal space. 
Successful de-escalation might 
prevent violence, and if the patient 
experiences rapid help, the use of 
coercive measures might be reduced. 
This project was carried out on an 

acute admission ward. The unit has 
a long history of toughness and 
cultural routines, such as excessive 
behavioral control and using physical 
restraint. The researchers developed 
and implemented the principles of 
de-escalation on this admissions 
unit. Due to these interventions it 
was found that the use of restraints 
was reduced by 40% within a year 
2012 to 2013. 

Session Three 
The Multi-dimensional 
Organizational Self-Esteem Scale 
(MOSES): Application of a new 
measure to mental health
Presenter- Colin Martin RN, United 
Kingdom

Self-esteem is a psychological 
concept fundamental to mental 
health and mental health nursing 
practice. There is and increasing 
interest in the relationship of 
self-esteem to the workplace. The 
Multi-dimensional Organizational 
Self-Esteem Scale (MOSES) was 
developed as the older measure, 
Organization-based Self-esteem 
(OBSE), was found to be limited. 
MOSES is comprised of four 
subscale domains- competence, 
worthiness, relationships and 
achievement. These domains 
were used to study work-related 
self-esteem. MOSES was found to 
be particularly sensitive to measures 
of anxiety, depression, stress and 
burn out.

The DELTA: Introducing a new 
routine nursing measure for acute 
psychiatric patient outcomes
Presenter- Hendrik J. Loubser, South 
Africa

The nurses caring for acutely 
ill psychiatric patients in South 

Africa lacked a routine measure 
to monitor patient outcomes. This 
research project started in 2006. 
The research was challenged with 
providing psychiatric nursing with a 
routine patient outcomes measure. 
The purpose was to provide a 
measure where the patient is 
central to the outcome goals, not 
the nursing process. The nurses 
must also find the measure useful. 
The research design used qualitative 
methods to develop an ordinal scale 
on mental functioning to collect 
patient data. Following that, a 
quantitative method was applied, 
where the scale data was subjected 
to Rasch analyses for its validation 
characteristics. The results revealed 
high levels of nursing utility and 
excellent levels of compliance. The 
scale can now qualify as a measure 
whereby patient outcomes data, 
collected routinely by nurses, be 
used to calculate change in patient 
outcomes and also the quality in 
nursing performance. 

The Organizational Culture and 
the extent of ambiguity and role 
conflict amongst the psychiatric 
nurses working in Cyprus Mental 
Health Services
Presenter- Maria Prodromou, Cyprus

“Organizational culture” refers 
to features of the workplace 
environment, the existence of 
whom facilitate and constitute the 
first step towards the furthering of 
professional nursing practice. In 
international literature it has been 
well documented that the desired 
organizational culture includes 
characteristics that positively 
influence the institution’s ability 
to manage its human resources 
to focus on patient service and 
have a strong impact on the 
performance of the organization. 
The purpose of this study was to 
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record the level of awareness, the 
measure of organizational culture, 
and the ambiguity as well as 
conflict of roles between nursing 
staff of the Cyprus Mental Health 
Services, and the highlighting of 
possible differences related to 
demographic characteristics of 
nurses, such as years of service, 
experience, gender, etc. Over a 
couple of months (January 2011 
to March 2011) questionnaires 
were used to gather data from 
241 mental health nurses, 54% 
male and 46% female. The 
results from this study was that 
mental health nurses in Cyprus, 
in regards to the Organizational 
Culture, show the culture of 
“innovation” as a prevailing need 
and a dominant desired culture 
of “support” comes in second. 
Following those cultures there are 
“stability” and “importance”. The 
average rating for conflict and 
confusion of roles, suggested that 
mental health nurses perceive the 
conflict of roles more frequently 
in relation to the ambiguity of 
roles as opposed to role conflict. 
The conclusion of the study was 
that this information could be 
a foundation for administrative 
measures aimed at improving the 
existing operation of the Mental 
Health Services.

Session four 
Intensive Care Nurses’ Approaches 
through Patient’ Sensorial Needs
Presenter- Yeter Sinem, Turkey

In this study nurses’ approaches are 
determined to respond to the needs 
of the patient. Data was collected 
by the researchers based on form 
case which was developed taking 
expert opinions. The form included 
six different sample cases with 
five basic senses and the sense of 

pain. Questions were asked about 
the client requirements and the 
approaches of nurses to meet these 
needs. The data was collected for 
a month in 2012 between May 
15 and June 15. The research was 
carried with 95 medical intensive 
care nurses who agreed to join the 
study. It was concluded that nurses 
generally determine sensorial needs 
but they have problems and need 
support about choosing appropriate 
approaches.

Attitudes of psychiatric nurses 
regarding the request for euthanasia 
on the basis of unbearable 
psychological suffering
Presenter- Liesbet Van Bos, Belgium

The aim of this study was to 
provide insight into attitudes of 
as well as the actions taken by 
psychiatric nurses when confronted 
with a euthanasia request from a 
patient. The study was conducted 
using a questionnaire, which was 
sent out to 11 psychiatric hospitals 
in Belgium. The study received a 
70% response rate. The study found 
that 53% of psychiatric nurses had 
been directly requested to assist 
with a euthanasia request from 
a patient and 69% of psychiatric 
nurses did so through a colleague. 
84% of nurses did not object to 
euthanasia in a psychiatrically 
ill population with unbearable 
mental suffering. Most participants 
acknowledged a lack of knowledge 
and skills to adequately address 
the euthanasia demand, 71% and 
99% of the nurses thought that 
the topic of euthanasia should 
be part of the formal training of 
nurses. In conclusion, the results 
highlighted a need for ethically 
sound and comprehensive provision 
of care. Psychiatric nurses have 
an important role in dealing with 
complex issues, such as requests 

for euthanasia. There is also a need 
for clear guidelines on the level of 
health care organizations. 
 

Topic Three - Multidisciplinary 
Team Members’ Attitudes Towards 
Substance Abuse: An Irish 
Perspective
Presenter- Aoife Petrani, Ireland

Substance abuse is a growing 
health problem in the world. 
Trends show an increase in the 
number of patients admitted to 
acute psychiatric facilities with 
drug disorders. This study measured 
the attitudes of members of the 
mental healthcare teams towards 
substance abuse, using the 
Substance Abuse Attitude Survey 
(SAAS). The study included the 
responses of 61multidiscinplinary 
team members’ attitudes regarding 
substance abuse. The survey found 
that the attitudes were suboptimal 
and that the medical profession 
has a suboptimal attitude with 
regard to “permissiveness”. The 
survey was distributed to 108 
members of a multidisciplinary 
team. 79% of respondents were in 
disagreement with the statement 
that a hospital is the best place to 
treat an alcohol or drug dependent 
person. 61% were in agreement 
that cannabis use leads to mental 
illness. The study suggests that 
suboptimal attitudes in regards to 
substance abuse may affect the 
therapeutic relationship between 
service users and providers. The 
research recommends that perhaps 
education with regards to substance 
abuse and the mentally ill would 
alter the attitudes of mental health 
professionals. More research is 
needed to identify if mental health 
professionals are knowledgeable 
about services available, with 
regards to substance abuse and 
mental illness in their community.
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BEYOND ADDICTION: 

THE YOGIC PATH TO RECOVERY
Created by: Sat Dharam Kaur, ND., and Jivan Joti Kaur Khalsa, PhD.

Presented by: Judy D. Negrey, RPN Alberta

3rd Horation European Festival of Psychiatric Nursing – Malta

November 2014

I attended this session at my first Horatio conference last 
November.  It was presented by a Canadian nurse from Alberta 
who uses this approach with clients in recovery from addiction.  
It was an interesting approach to take on a significant mental 
health issue with a wide range of clients; particularly in light of 
very limited resources available for the traditional residential 
addiction treatment programs available in most jurisdictions. 
This course, based on the teachings of Yogi Bhajan, is designed 
for individuals seeking to develop healthy habits and overcome 
addictive behaviour, for health professionals, yoga teachers 

who work with addiction, and for kundalini yoga teachers who teach a yoga based 
addiction recovery program.

The program consists of 16 modules that involve: hydrotherapy, sauna 
detox, lifestyle and dietary guidelines, nutritional supplementation, herbal 

supplementation, stress management, group support, breathing techniques, 
meditation and relaxation, self-reflection, naturopathic guidelines and 

kundalini yoga.  This program consists of 16 weeks either in person in a 
variety of formats, i.e. weekends, 9 day immersion, 16 week series and 
online. 

The program has been demonstrated to be effective 
for treating a variety of addictions and to build 
internal resources and skills developing 
mindfulness and self-reliance.  It can be 
used as a stand-alone program or as an 
adjunct to a more traditional based 
program and/or in conjunction with a 12 
step program.  

The reason I found this presentation 
so interesting is that it emphasized 

the integrated mind-body approach 
that is often not fully realized in some 

existing recovery models.  It also provided 
exercises and practices in mindfulness that 

19RPNews Spring 2015



supported ongoing development 
of awareness and stress 
management.  It is a holistic 
model that builds on individuals 
strengths and offers hope to 
individuals whose lives have been 
disrupted by addiction.

More information is available for 
those interested by accessing the 
websites www.beyondaddiction.ca 
and www.kundaliniyogatraining.com

I would like to take this opportunity 
to acknowledge RPNAS for 

providing financial assistance to be 
able to attend this conference.  

Respectfully submitted,
Sydney Bolt RPN 

RPNWear Limited Time Promotion!
On sale for a limited time – one of our most popular accessory items.  Show your 
RPN Pride with a strong, durable RPN labeled lanyard for work, home, or whatever 
you need.   Sale priced at only $7.00 including shipping.  We have a limited 
quantity!

Order at http://www.rpnas.com/order  Be sure to check out our other items.
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Mount Carmel
Malta, 2014

By Angie Craig, RPN

O
ur group from Saskatchewan arranged a tour of 
Malta’s mental institution: Mount Carmel Hospital.  
Their Practice Development nurse, Sally Zammit 

RN, MH, provided us with a 2 hour limited tour of the 
institution and information.  Sally came to Malta from 
Yorkshire, England.  Here is a brief overview on what we 
learned about the facility and the services they provide 
for people who require mental health services in Malta.

Mount Carmel Hospital is situated in a beautiful garden 
setting with fountains and wonderful architecture.  
The hospital opened its doors in 1861 and has a 
capacity for 460 patients.  The patient’s for years have 
called this institution Francune  (lunatic) hospital.  As 
was explained to us the care has been paternalistic, 
supervised and custodial.  Per Sally they are 10-15 years 
behind England as there is still the village mentality of 
the staff working there.

The goal of care has changed since the 1800’s which 
was to keep those who suffered from mental health 

problems away from society.  Today Multidisciplinary 
Teams within the institution provide support, treatment 
and reintegration in the community.  This is a locked 
door facility.

The wards are split male/female because in the Maltese 
culture boys/girls, women/men are separated except at 
meal and smoke break times.   The two main religions 
in Malta are Roman Catholic and Muslim.  

There is a YPU (Young Persons Unit) for ages 4 years to 
11 years old.  Currently the youngest patient is 7 years 
old.  There are 4 girls and 4 boys on this unit which is 
located in the old doctor’s house.  Another unit called the 
Asylum Seeking Unit is to prevent children from going 
to adult wards.  The Adolescent ward accepts 11-18 year 
olds.  The Drug Unit, Male and Female Forensic Units 
have seclusion rooms but no mechanical restraints.  Every 
unit/ward has a time out room which includes a bed and 
frame and two cut-outs (windows) to view the patient.  At 
one time “Ward 10” which included a ward for males and 
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one for females was specifically used 
as a punishment ward that was part 
of the culture for years.

There is a high incidence of 
Huntingdon Chorea’s (a dominantly 
inherited disorder) in Malta due to 
years of intermarriages.

The Mixed Adult Ward is for new 
clients or those coming back from 
leave.  On this unit the maximum 
stay is 8 weeks and then back to the 
community or to the Chronic Ward.  
The Mixed Admission Unit accepts 
alcohol and marijuana users but 
do not accept substance abusers.  
They try to motivate to detoxify.  
This unit has 18 males, 20 females.  
Ward rounds are once a week on all 
units.

For the past 8 years Mount Carmel 
has provided services for learning 
disabilities through their Learning 
Disabled Ward.  There is a Geriatric 
ward for patients with MH issues 
and 3 Geriatric wards (Ward 23) that 
are not Mental Health.

Rehabilitation Services Ward assists 
patients in the process of recovery 
to reach their goals, hopefully 
that of moving back to live in the 
community.

O.T., Painting, Pet Therapy, 
Bar-be-ques and planning for 
parties are a few of the activities 
provided for patients in Mount 
Carmel.  Years ago the patients 
worked the land but this is no 
longer.

Like many psychiatric units in 
Saskatchewan, Mount Carmel has the 
Revolving Door Syndrome.  In Malta 
it is illegal to sleep outside (on the 
street).  If found sleeping in the park 
or street the person will be picked 
up by police and a bed is provided at 
Mount Carmel where they are referred 
for resources.  A social worker from 
social services will be assigned to 
assist with the possibility of attaining 
government housing or other forms 
of housing such as assisted living 
arrangements similar to our approved 
homes.  This community has a large 
problem with bed blockers who are 
illegal immigrants.

The Eating Disorder Clinic is 
community based.  The Halfway 
House closed in the community 
but there are Day Client Services, 
Outreach and Crisis Services.  ECT 
is new as an outpatient service 
(voluntary and involuntary).  The 
Health Ministry views Community 

Services as positive.

There is an acute  care, mixed 
gender psychiatric unit at Mater 
Dei Hospital (General Hospital) that 
does not admit suicidal patients 
or anyone who requires constant 
supervision.  This is a short stay 15 
bed unit.

In the Fall of 2014, a new Mental 
Health Act based on the English 
model “patient centered” care was 
presented.  Malta Mental Health 
Services is continually working to 
switch from custodial to therapeutic 
care service.  The stigma of having 
a mental illness continues to be 
difficult to change but with ongoing 
education the Ministry of Health 
hopes educating the citizens of 
Malta will lessen the stigma on 
mental health issues.

Interesting to note is that the staff 
within the hospital is not keen 
on Community Services because 
the Union thinks services should 
be from the hospital.  The union 
is a very strong force within the 
institution!  All staff is unionized.

The training for nurses is 
specifically geared to care for 
persons with mental health issues 
and is a 3 to 4 year program at 
a Diploma or Degree level.  Staff 
members are encouraged to go to 
school as they can get a BSc. Free!  
Nurses are encouraged to pursue 
further education as all study leave 
is paid for.  Once you are registered 
as a nurse, it is for life!

Angie Craig, RPN
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O
n November 3, 2011 the 
Discipline Committee 
convened to consider 

charges that Joy Danley was guilty 
of professional incompetence.  In 
particular, it was alleged that 
Ms. Danley made a number of 
medication errors in the course of 
her employment at a nursing home 
in Regina, Saskatchewan.  

The hearing proceeded on the basis 
of an Agreed Statement of Facts in 
which Ms. Danley admitted to the 
charges, the underlying facts and 
admitted that she was guilty of 
professional misconduct.  Based on 
the Agreed Statement of Facts, the 
Discipline Committee accepted Ms. 
Danley’s plea and found that her 
conduct as alleged and as admitted, 
constituted professional misconduct.  

Counsel for the Professional 
Conduct Committee and Ms. Danley 
submitted a joint submission on 
penalty and the joint submission 
was accepted by the Discipline 
Committee.  The Discipline 
Committee ordered that Ms. Danley:

1. Successfully complete the 
Administration of Medication 
course (PHAR 264) at SIAST 
within 1 year and bear all costs 
associated with the course.

2. Continue with all appropriate 
medical treatment for depression 

Digest of Discipline Decision
and sleep apnea and for 2 
years following the date of the 
Order, ensure that her health 
professionals provide reports to 
the Registrar every 6 months 
with the reports focusing on 
Ms. Danley’s compliance with 
treatment recommendations 
and an opinion as to whether 
there is any risk of harm or 
potential harm to patients if Ms. 
Danley is providing direct care 
nursing.

3. Receive a reprimand.

4. Submit to the Registrar for 
2 years from the date of the 
Order and at 6 month intervals, 
performance appraisals from all 
nursing employers.

5. Provide a copy of the Discipline 
Committee decision to all 
nursing employers she may 
have for a period of 2 years 
from the date of the Order.  

A joint submission was not made 
regarding the amount of costs of 
the investigation and hearing that 
Ms. Danley should bear.  After 
hearing submissions, the Discipline 
Committee fixed the costs in the 
amount of $7,000.00 and ordered 
that Ms. Danley pay those costs on 
or before May 31, 2013.

Appeal to Council

Ms. Danley appealed the Discipline 
Committee’s decision regarding costs 
to the Council of the Association.  
After hearing submissions and by a 
decision dated July 4, 2012, Council 
dismissed Ms. Danley’s appeal and 
upheld the Order of the Discipline 
Committee regarding costs.  

Appeal to Court of Queen’s Bench

Ms. Danley appealed the decision of 
Council to the Court of Queen’s Bench.  
By a decision dated January 28, 2014, 
Madam Justice Krogan allowed Ms. 
Danley’s appeal and reduced the costs 
payable by Ms. Danley to $3,000.00 to 
be paid on or before June 1, 2014.  In 
reducing the costs ordered, Madam 
Justice Krogan considered Ms. Danley’s 
difficult financial circumstances, 
connection between her medical 
condition and the incompetence 
charges and Ms. Danley’s age and 
employment circumstances.  

Full copies of the decisions of the 
Discipline Committee, Council 
and the Court of Queen’s Bench 
are available upon request to the 
Executive Director.
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O
ver the last year, RPNAS has been working hard to 
adapt its internal processes and office procedures 
to bring us into the digital age. We have been 

aggressively in collecting e-mail addresses from our 
members with the idea that soon a vast majority of our 
paper-based communications and renewal processes 
would be eliminated. 

I am pleased to announce that we are currently in 
late-stage development of an online portal for all of our 
members. Although we are the last of the nursing bodies 
in Saskatchewan to implement such a system, I can 
assure you that being last has its merits. 

Some of the great new features of this system includes:

Online Registration and Renewal 
 
No more paper!  You will be able to log in, complete your 
renewal, pay any dues and receive your new license all in 
a few short steps.  No more writing the same information 
year after year.  It will only take a few minutes!

Direct Billing 
 
Not only will you be able to renew your license online, 
we will direct bill major employers on your behalf.  If 
your employer is not on the direct bill list, we still give 
you the opportunity to print off an invoice to submit to 
your employer who can then remit payment to us on 
your behalf. 

CPD Tracking 
 
RPNAS requires a minimum of 10 continuing professional 
development hours submitted with your registration 
every year.  Previously, you had to record your credits 
throughout the year and then transfer it to the back of 
your registration form.  Now you will be able to log in and 
record your CPD credits as they happen. You can upload 
receipts, certificates and more which will aid you if you 
are randomly selected for audit.   

In mid-May, along with our Annual Report, we will be 
sending out more information about our online system 
including activation codes that will allow you to setup 
your online profile. It is important you complete the 
profile setup on our website as soon as possible after 
receiving the codes – this will make everything easier 
for you during the 2016 registration season.  The RPNAS 
staff will be available to answer questions you might 
have or any difficulties you encounter by phone or 
e-mail when we go live in May.

We are looking forward to this system - we hope you are 
too!  In the meantime if you have any questions as to 
how this will affect you, please don’t hesitate to email us 
at info@rpnas.com. 

March 1, 2015 
Mike Clory, Marketing Communications

Going Digital
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Patient and Family 
Centred Care Specialist
T

wo years ago, Tamara Quine visited a health care site in California with 
a patient- and family-centred care philosophy. Known as The Village, 
this recovery program helps those with mental illnesses become 

self-supporting members of their communities by giving them the help they 
need to become independent. It’s here that Quine saw the possibilities. 
 
“People with significant mental health concerns were taking charge of their 
own health care and making gains they never thought were achievable. They 
were directing their health care needs and as a result they were regaining 
their children, getting education, finding employment, establishing homes 
and weaning themselves completely from the health care system. This was a 
direct result of client-centred care.” 
 
Quine, a registered psychiatric nurse with 18 years of experience, is Regina 
Qu’Appelle Health Region’s (RQHR’s) first patient- and family-centred 
care specialist. In her new role, she will work with provincial and regional 
partners alongside patient and family representatives to embed patient- and 
family-centred care throughout the RQHR. Patient- and family-centred care 

impacts policies, programs, 
facility design and the 
day-to-day interaction of 
staff. It is known to lead to 
better health outcomes and 
greater patient and family 
satisfaction.
Her first order of business 
is to recruit patients and 
family members to take 
part in committees, advisory 
councils and continuous 
improvement projects (Lean). 
 
“We aim to shift our 
organization into one that’s 
client led,” said Quine. 
 
She accepted this position 
because she wants to be part 
of making health care better 
for the Health Region’s 
patients and their families. 
 
“Patient- and family-centred 
care is about putting patients 
first so that they are partners 
in their own care. This means 
giving them the information 
they need to make informed 
health care choices. It 
involves creating a system 
based on partnerships that 
include clients, families 
and care providers that not 
only empowers patients and 
families but respects their 
values and cultural beliefs.  
 
 “We want people to feel 
welcomed, respected and 
supported when they use our 
services,” said Quine.  
“I’m excited to build on the 
good work that has already 
take place as we make the 
RQHR truly patient- and 
family-centred.” 

Special thanks to RQHR for 
this article..  
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D
o you know someone that is a strong leader? Has an abundance of RPN pride? RPNAS has a great 
opportunity for you or someone you know to help our profession! RPNAS Council has a total of 5 
positions up for election with 2 year terms starting in June of 2015.   

 
- 4 x Member-at-Large positions 
This is a council member that participates in the discussion and helps to make decisions about the 
profession in the province.  If you are new to the profession and want to have your voice heard or 
would like to assist us in some of the difficult issues we face, this could be a great position for you.   
 
-  President-Elect 
Perhaps you or someone you know is more of a seasoned RPN ready to face issues RPNAS encounters 
head on.  A president-elect role provides you with 2 years to get prepared and familiar with council 
before becoming RPNAS’ president for another 2 years.  
 
Requirements:

•	 Active Practising

•	 Available to attend four council meetings (6 days)

•	 Available to attend the annual meeting. (1-2 days)

•	 Participation in Council Committees

•	 From time to time attend functions as  
a representative of RPNAS

CALL FOR NOMINATIONS TO
RPNAS  COUNCIL
RPNAS NEEDS YOU!

For nomination forms, please contact the RPNAS office by phoning 

306-586-4617,  emailing info@rpnas.com
or visit http://www.rpnas.com/call-for-nominations for 

a PDF you can complete then print.

The deadline for receipt of all nominations for RPNAS Council is  

April 6, 2015.  
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RESOLUTION TO THE ANNUAL MEETING 2015 

Date .......................................................................................................................  Submitted by ......................................................................................................................................................

Address ...............................................................................................................................................................................................................................................................................................................

Phone ....................................................................................................  Email Address .................................................................................................................................................................

Signature ..........................................................................................................................................................................................................................................................................................................

Whereas .............................................................................................................................................................................................................................................................................................................

Whereas .............................................................................................................................................................................................................................................................................................................

Therefore be it resolved that the RPNAS .................................................................................................................................................................................................................

........................................................................................................................................................................................................................................................................................................................................

Rationale ..........................................................................................................................................................................................................................................................................................................

........................................................................................................................................................................................................................................................................................................................................

Moved by ........................................................................................................................ Seconded by .........................................................................................................................................

Phone ...................................................................................................................................... Phone.........................................................................................................................................................

R
esolutions to the Annual Meeting 
can be submitted by Council, 
Branches, a group of practicing 

members or an individual practicing 
member.  Resolutions submitted 
from meetings must be accompanied 
by a motion of endorsement at the 
meeting.

The submission of resolutions to the 
Annual Meeting represents one of the 
most important avenues for direct 
input available to the membership.  
Resolutions provide the opportunity 
for the membership to give specific 
direction to the Council to act on a 
matter of significance.

The subject of a resolution must 
be within the jurisdiction of the 
RPNAS.  Resolutions can relate 
to psychiatric nursing practice, 
education, administration, research, 
the profession or the health care 

system.  A resolution can be declared 
out of order if there is conflict 
with the law, The Act, Bylaws and 
Regulations, standing rules of order, 
or if it concerns matters already 
under study.

To submit a resolution, please 
complete the form below.  Be sure 
to identify the issue and provide any 
background information.  Contact 
the Executive Director for advice 
regarding whether the resolution is 
within the objectives and jurisdiction 
of the RPNAS. 

The “whereas” for the resolution 
should provide a logical rationale 
for the requested action.  The “be it 
resolved” clause should be worded 
so that it can stand alone, without 
requiring the “whereas.”  This clause 
should state who is to take the action 
what the action is to be and to whom 

the action is directed.  Supporting 

data and rationale, including 

anticipated actions and costs, should 

be attached to the resolution and 

appropriate sections of The Act and 

Bylaws should be cited.  The name 

and phone number of the mover and 

seconder should be included at the 

bottom of the page.

The deadline for resolutions is April 

06, 2015.  Submit resolutions to: 

Chair, Legislative Committee, 2055 

Lorne Street, Regina, Saskatchewan, 

S4P 2M4.  You can also e-mail the 

resolution to info@rpnas.com

The annual meeting will be held on 

June 5, 2015 at the Temple Gardens 

Mineral Spa in Moose Jaw.  

More information is available at 

http://www.rpnas.com/agm2015

Call for Resolutions for the 2015 
Annual Meeting
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Why is Eileen Zaba the best Saskatchewan Union of 
Nurses Provincial President candidate?

Information about me.
I have been working as a nurse 
for over 32 years treating 
a variety of demographics 
including preK-12 students, 
offenders at the Regional 
Psychiatric Centre, patients 
in crisis that present at the 
emergency department, to 
working with seniors in the 
community and in long-term 
care  I have acute care and 
community experience.  In 2010 
I won the Muriel Jarvis Award 
for making a positive difference 
as a nurse, and I want a chance 
to continue to make a positive 
difference as your representative.  

I am nearing the completion of 
my Master’s Degree in Nursing, 
have a full-time position and two 
casual positions with Saskatoon 
Health Region.  I teach 4rth year 
nursing students at the U of S.   

Nurses on the front-line need a 
voice.
Health care in Saskatchewan 
is run with a “top down” 
management style. Health care 
literature speaks conclusively 
against this approach and 
instead supports development 
of policies, procedures, and 
programs that come from the 
front-line caregivers and are 

supported by management and 
policy.  This creates a system 
that is practical and includes 
context (acknowledging that 
every area of nursing and every 
environment where nursing 
care is provided, is special and 
unique).  This management 
style would give the front-line 
nurses of Saskatchewan a 
voice.  A health care system 
that operates in a “bottom up” 
style is transparent and builds 
cohesiveness with staff.   

Crippled by ineffective policies 
written without front-line 
context.
A “top down” management 
style encourages elitism 
without accountability.  As 
this progresses and the 
organization becomes top heavy, 
management disconnects from 
current issues and front-line staff 
and focuses on power building 
which often comes at the cost 
of conflict and does not identify 
the underlying problems and 
solutions.  I have personally 
experienced being fired for 
identifying and reporting 
appalling offenses such as child 
abuse, only to be offered my 
position again a year later in the 
same organization.  I struggle 
with ethical issues because of 

the number of patients I am 
responsible for while working 
in long-term care as a casual 
nurse.  I was assaulted twice 
over the last few months while 
providing care for patients in the 
community.

The LEAN model was designed 
to be implemented from the 
“bottom up”, not “top down” 
like the health care system is 
doing.  If front line nurses had 
a voice, emergency equipment 
would not have moved from the 
care station into a locked closet 
because it appears tidier.  

If you elect me, I will spend 
time with each local in the 
province, be accessible, 
approachable and transparent.  
I will make efforts to listen to 
and understand your concerns.  
I will empower you to use tools 
such as OH&S and ensure the 
union supports your voice, 
making positive changes 
by moving toward a more 
healthy work environment for 
nurses.  I believe in a “bottom 
up” management style.  I am 
running for the president of 
SUN and am a front-line nurse.  
It’s time we had a voice.

Submitted By Eileen Zaba

I 
AM NEARING THE COMPLETION OF MY MASTER’S 
DEGREE IN NURSING, HAVE A FULL-TIME POSITION AND 
TWO CASUAL POSITIONS WITH SASKATOON HEALTH 
REGION. I TEACH 4RTH YEAR NURSING STUDENTS AT 
THE U OF S.
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I
n early 2011, 
the Saskatoon 
Council on 

Aging, a non-profit 
organization 
providing community leadership in 
creating an Age-Friendly Saskatoon with 
an emphasis on Positive Aging for All, 
indentified that Saskatchewan lacked 
any strategic focus on our province`s 
aging population.  Simply the province 
and government were unprepared for the 
service and program needs of our retirees.

Preparing for the largest generation of 
older adults in history meant making 
communities more age-friendly for all. 
New approaches are required. Age-friendly 
Saskatoon Initiative is a multiyear, 
multiphase project aimed at establishing 
Saskatoon as an “age-friendly” community 
where older adults can lead healthy 
independent lives and are active and 
engaged members of the community. The 
first phases collected data from 500 older 
adults and a further 150 service providers 
used to develop over 200 actions for 
providing a roadmap for innovative and 
proactive policies, strategies and programs 
to ensure an optimal quality of life for 
all.  Framed by the 8 dimensions for an 
age-friendly city (transportation, housing, 
outdoor spaces, social participation, 
employment, communication and 
health)  developed by the World Health 
Organizations, The Age-friendly Saskatoon 
Initiative report presents a plan of action 
for community change that voices the 
values and vision of older adults, while 
recognizing that community changes 
requires community-wide engagement.

Current project focus is on 
implementation; a process involving 
collaboration and conversation with 
many community organizations with 
the goal of seeing them become agents 

of age-friendly 
change.  Notably a 
large player in this 
is the Saskatoon 
Health Region 

and many of the professional employee 
groups delivering health services. 
Their responsibility is understandable. 
Age-friendly Saskatoon Initiative identified 
a growing disconnect between the way 
the health care system is organised and 
developed, and the changing needs of an 
aging population. An age-friendly health 
system accommodates and responds 
to seniors’ physical and cognitive 
needs; promotes good health, is safe, 
and involves and supports all seniors, 
their families and caregivers to be full 
participants in care -- much of which is 
sadly absent in today`s health system 
experience. Moreover, our health system 
must move beyond the acute system to 
see the whole continuum of care such 
that aging in place assumes a larger 
system. An age-friendly community better 
leverages existing services, programs and 
infrastructure while enabling older adults 
to remain as independent as possible 
for as long as possible and living in 
age friendly communities that provide 
the programs and services necessary to 
support a good quality of life throughout 
the lifespan.

Though many ideas have been adopted, 
the size of the Age-friendly Saskatoon 
Initiative and the number of changes 
imagined means that implementation will 
progress over the next couple of years.  
The final work of the project is to create a 
robust comprehensive system to monitor 
and review progress.  If you are interested 
in contributing to the implementation 
process, please contact Cheryl@scoa.ca
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Psychiatric Nursing  
Degree Completion Program (BPN)
Dear RPN,

I am pleased to follow-up with you regarding the delivery of our new Bachelor of Psychiatric Nursing 
degree completion programs.

We are excited to have launched our Bachelor of Psychiatric Nursing (BPN) degree completion program 
for graduates of the Saskatchewan Polytechnic Psychiatric Nursing program of 2010 and beyond, as well 
as the BPN degree completion program for graduates of a psychiatric nursing program prior to 2010.

We are now accepting applications for our future intake into these two programs. 
 
Both degree options are offered on a part-time basis to assist you in advancing your education 
while you continue your employment. The programs consist of one or two courses per term over six 
terms or two years for the graduates of 2010 and beyond, two and one half years for the graduates 
prior to 2010. The courses are delivered using blended learning, with the courses offered through 
online and distance learning. For more information about the program, please go to the website at                           
http://gosiast.com/programs-and-courses/programs/Bachelor-of-Psychiatric-Nursing.aspx

The BPN degree completion program for graduates of 2010 and beyond has an annual intake of 15 
students; the BPN degree completion for graduates prior to 2010 has an annual intake of 10 students. 
Applications for both program are accepted on a continuous basis. As part of the application process, 
you need to complete the application form. Application forms may be submitted online or you may 
complete a paper application. In addition, a letter from the RPNAS or the association you are currently 
registered with is required indicating that you are actively practicing and a member in good standing. 
As well, you will need to obtain a letter of recommendation from your current employer. Applications 
are accepted on a first qualified, first admitted basis. This means that if you meet all the requirements, 
then your application will be considered on the basis of the date and time that you submitted your 
complete application. As such, it is in your best interests to ensure that these documents accompany 
your application form. 
 
A Frequently Asked Questions (FAQ) document is posted on the website. 
 
I encourage you to consider engaging in our new BPN degree completion programs. I am looking 
forward to you furthering your education as a registered psychiatric nurse and advancing your 
competencies within the profession.

Sincerely,

Sue Myers RPN, Adv.Psych Nrsg, BSW, Mv/Tech Ed
Program Head
Psychiatric Nursing and Bachelor of Psychiatric Nursing Programs
School of Nursing
Saskatchewan Polytechnic , Box 556
4635 Wascana Parkway, Regina, SK. S4P 3A3

Phone  306. 775.7354 
Fax 306. 798.8426
Email sue.myers@saskpolytech.ca 
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Join us for our 2015 Annual General Meeting and Education Day at the Temple Garden Mineral Spa in 
Moose Jaw on June 5th, 2015.   

For this one-day event we will have a variety of speakers for the education aspect of our conference 
in the morning followed by the president’s luncheon where we will present the RPN Award as well 
as LeFlar Award.  Finally, our Annual General Meeting, open to all members, will take place in the 
afternoon. 

Visit http://www.rpnas.com/agm2015 for more details and to register!  

Registered Psychiatric Nurse 
Entry-Level Competencies

The Registered Psychiatric Nurse Entry-Level 
Compentency document was approved for use in 
Saskatchewan effective December 6, 2014.   

This document will guide curriculum development in 
Saskatchewan and the assessment of international 
psychiatric nursing education programs. It is also 
expected to increase public and employer awareness 
of the practice expectations for entry-level RPNs, 
provide greater role clarity and demonstrate the 
value psychiatric nurses add to the workplace. 

This document replaces any previous documents 
used to describe entry-level competencies.

View the document at: http://www.rpnas.com/elc

PUBLICATIONS AGREEMENT NO. 40017796. 

RETURN UNDELIVERABLE CANADIAN ADDRESSES TO  
2055 Lorne Street 
Regina, Sask. S4P 2M4

Spring Vol. 29 No. 1

The Registered Psychiatric Nurses Association is the 
regulatory body for the province’s RPNs. RPNAS distributes 
this newsletter to each of its practicing, nonpracticing and 
student members via e-mail. RPNews is published twice a 
year. Please contact the office for submission deadlines. 

RPNAS 2015 Annual General Meeting
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