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Gordon Self   |   Vice President, Mission, Ethics and Spirituality

Gordon has served as Vice President, Mission, Ethics and 
Spirituality for Covenant Health (formerly the Caritas 
Health Group) since 2002, providing executive leadership 
for clinical and organizational ethics, mission integration, 
diversity and spiritual care at Covenant.  He was co-facilitator 
of the Covenant Health Leadership Program, helping develop 
leaders in values-based decision-making and moral reflection. 
He is a member of the Core Team commissioned by the 
Catholic Health Association of Canada Board to develop the 

new edition of the Health Ethics Guide. A former chaplain at St. Boniface General 
Hospital in Winnipeg, Gordon pursued a fellowship in mission and ethics with Trinity 
Health in Michigan and is currently working on his Doctor of Ministry degree with a 
focus on organizational decision-making and discernment.

Researcher Profiles

Introduction

In support of the Mission Integration Strategy, a doctoral level research study 
involving key leaders in Covenant Health took place between June 4th and 
September 4th, 2009.  The purpose of the study was to seek input in developing and 
evaluating a discernment tool to support leaders with making major organizational 
decisions, congruent with Covenant Health’s mission and values.  Based on 
utilization-focused program evaluation theory  and using a mixed qualitative and 
quantitative methodology, a prototype mission discernment tool was developed 
through structured interviews and then further refined through a subsequent 
on-line survey.  The Covenant Health Mission Discernment Tool © 2009 is the 
outcome of this applied research.

Ethical approval for the research study was granted by both the Health Research 
Ethics Board (HREB) of the University of Alberta and the Research Ethics 
Committee of St. Stephen’s College, with Administrative Approval by the Covenant 
Health Research Centre.  Public presentations of the doctoral research are scheduled 
in 2010 at both national and local venues.  

Response Rate

Participation in the research study was entirely voluntary.  Structured interviews 
were taped and coded for thematic data.  On-line survey data further refined the 
prototype tool.  All responses obtained in both the interviews and on-line surveys 
were kept strictly confidential with no identifying comments reported.  The 
information obtained was used for quality improvement purposes only towards 
finalizing the Mission Discernment tool for Covenant Health.  

A total of 51 key leaders were targeted for participation in the research study given 

their typical role in major organizational 
decision-making, including: Senior 
Leadership Team; Executive Directors; 
Mission, Ethics and Community 
Engagement Board Committee; 
Risk Management and Legal; Patient 
Relations; Quality and Patient Safety 
and other select Covenant Health Board 
members, Managers and Directors. 

Structured Interviews 
(qualitative input) 

Total # Respondents: 35 / 51

Overall Response Rate: 68.6%

Total Recorded Data: 37 hours, 

   20 minutes

Senior Leadership Team: 86.6% 

Board/Board 

Committee Members:   40% 

Executive Directors: 81.8%

Targeted Others:  60% 

Combined SLT/ED: 84.6%

Male/Female:  43%/57%

Zoomerang On-line Survey 
(quantitative input)
 
Total #Respondents: 17/51

Overall Response Rate: 33.3%

1 Utilization-focused program evaluation 

theorizes that judgments about program 

effectiveness, utility, and relevance is 

determined best by intended primary users 

of the tool, for specific, intended uses.  See 

Michael Quinn Patton, Utilization-Focused 

Evaluation. 3d ed. (Thousand Oaks, CA: 

Sage Publications, 1997). 

“Mission Discernment: A Preventative Ethics Strategy for 
Leaders in Catholic Health Care Organizations” - Gordon Self
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Coded Data by Themes

All interviews were reviewed and coded for thematic data.  A total of 77 
distinct and overlapping themes were voiced by participants during the structured 
interviews.  Of these, 10 themes were ranked the highest, suggesting consensus and 
data saturation being reached.  Together they provide insight into our Covenant 
Health culture about barriers and opportunities in making consistently good 
decisions, in alignment with our mission and values. 

The final Mission Discernment tool integrated these primary themes in the 
triggers and personal reflection questions, discernment pathway, application and 
facilitation steps, and documentation template.  In this way, the Covenant Health 
Mission Discernment Tool © 2009 reflects the practical needs and shared interest 
of our leaders to support them with major decision-making.

 
Top 10 themes: 

1. The need to own and manage power differentials, and conflicts of interest 
that can impair our freedom to raise or hear issues critical to good decision-
making. 

2. Decision-making that is grounded in our mission and values can give us 
more confidence in making difficult choices (and to live with the tough 
decisions without the moral residue).

3. The urgency to make decisions given constant time restraints within a culture 
of expediency can result in poor decisions if we don’t carve out sufficient 
time when it is absolutely required.

4. Discernment compels us to make a conscious decision, even if it is a decision 
to do nothing (versus backing away from the facts once we have intentionally 
named something).

5. There is a need to bring proportionate energy in communicating the 
rationale for decisions (versus under-communicating/down-playing or over-
communicating/spinning the message).

6. There is value in having a transparent, shared methodology that leaders can 
all use in major decision-making to help defend and be held accountable to 
one another for the decision.

7. A discernment tool will help us to be explicit about naming our values, 
as well as being more intentional in driving decision-making through our 
mission and values.

8. Discernment can help us make consistently balanced decisions, ensuring 
we are not missing key steps, or giving disproportionate weight to irrelevant 
factors or undue influences.

9. Discernment helps us to be clear as to what the real question is before the 
group, and who is ultimately accountable for the decision.

10. Discernment is beneficial to leadership formation in general, helping to 
instill a discerning organizational culture that can positively impact how 
everyday decisions are made.

Launch of the Covenant 
Health Mission Discernment 
Tool © 2009  

The Covenant Health Mission 
Discernment tool was launched in early 
October to leaders within Covenant 
Health with ongoing education 
opportunities provided through the office 
of Mission, Ethics and Spirituality. 

 
To assist leaders with budget 

challenges and difficult choices facing the 
organization, a “soft launch” of the tool 
occurred in early September 2009 as part 
of a leadership tool kit of resources. Even 
if leaders do not do a formal discernment 
at this time, the reflection questions 
in the Mission Discernment Tool can 
provide informal support to our leaders 
in this deficit reduction process.  This 
was reinforced by many respondents 
participating in the structured interviews, 
who commented on the value of having 
such a tool given the looming budget 
challenges they anticipated facing. 

Summary

The Covenant Health Mission 
Discernment Tool © 2009 was developed 
based on the input of the primary intended 
users of the tool.  Whereas discernment 
tools are widely used in Catholic health 
care in the US, this represents a possible 
first for Canada, and certainly a first for 
Covenant Health as one year old newly 
consolidated organization.  

Transplanting a tool into the 
organization from elsewhere will not 
generate the same sense of shared 
ownership, therefore it was important 
that broad stakeholder feedback was 
sought in both designing and evaluating 
the tool.  While this has been achieved, 
the real test will be its value in supporting 
our Covenant Health leaders with major 
decision-making on a go forward basis.  
The current deficit reduction issues may 
well provide that opportunity.Links of interest: 

http://www.covenanthealth.ca/about-us/missiondiscernment.html
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Stuart Cleary 
is a speech-lan-
guage patholo-
gist and assis-
tant professor 
in the Depart-
ment of Speech 
Pathology and 
Audiology at 
the University 
of Alberta. He 

is an adjunct assistant professor in the Di-
vision of Neurology and he participates in 
the ALS clinic at the University of Alber-
ta. Stuart is a Board Recognized Specialist 
in Swallowing and Swallowing Disorders. 
His primary area of clinical and research 
interest is in the coordination of swallow-
ing, coughing, secretion management and 
respiration in adults with ALS and other 
neurological disorders.

Researcher Profiles

This research was supported by 
Covenant Health: Research Trust Fund 
(Project #CHG-894) and was approved 
by Health Research Ethics Board: Panel 
B, University of Alberta

Background

Lung volume recruitment (LVR) 
is a manual insufflation and cough 
augmentation technique used to help 
patients with Amyotrophic Lateral 
Sclerosis (ALS) clear secretions. Although 
clinicians report positive results of LVR 
in terms of increasing lung volumes 
and improving cough effectiveness, 
limited disease-specific research data are 
available to support its use [1] and LVR 
has become a standard practice in several 
ALS clinics in Canada. No studies 
have included assessments of patient-
based outcomes or described, in either 
quantitative or qualitative terms, the 
impact of this intervention on patients 
lives. Descriptive research is needed to 
explore the opinions and attitudes of 
patients toward LVR to compliment and 
expand existing evidence for this new 
technique.  

Objectives

The purpose of this study was to 
examine the perspectives of patients 

on the impact of LVR therapy on 
respiratory function and well-being 
utilizing a multi-item self-report 
questionnaire and a semi-structured 
interview.

Methods

10 patients (8 with ALS and 2 
with other Motor Neurone Diseases 
(MNDs) who had been doing LVR 
therapy for a mean of seven months 
(SD= 5.3 months) were asked to 
complete a 14-item, five-point Likert 
scale questionnaire related airway 
protection and respiratory status and 
to participate in a semi-structured 
interview about their experiences with 
LVR. The ALSFRS-R and the SWAL-
QOL were also used to characterize 
their overall functional status and 
quality of life as it relates to swallowing 
and airway protection. Interviews 
were recorded and transcribed, then 
analyzed using QSR Nvivo7 software, 
while following an interpretive 
description approach.

Results

The majority of questionnaire 
respondents (n = 10) agreed that LVR 
helped them to clear thick and thin 

secretions from their throat (77.8%). A 
large percentage of respondents (55.6%) 
felt that LVR helped them to keep their 
airway clear, to feel less anxious about 
their breathing, and to manage excess 
secretions. Five of the respondents 
indicated a positive change in cough 
strength after LVR, while 4 of the 
respondents indicated a positive change 
in voice quality after LVR. Interview 
participants generally described their 
experiences with LVR in positive terms 
such as “good” or “excellent”. Most 
participants described improvements 
in secretion clearance and increased 
cough strength from doing LVR. Several 
participants reported the experience of 
feeling more in control of their respiratory 
health status and more capable of coping 
with emergent episodes of respiratory 
infection.  Several interviewees also noted 
that LVR impacted their well-being by 
reducing their level of frustration related 
to their respiratory health status. The 
vast majority of interview participants 
agreed that LVR was worth their time 
and energy.

Perspectives of Patients with ALS on the Impact of Lung 
Volume Recruitment Therapy on their Health and Quality 
of Life - Stuart Cleary , M.S., R-SLP; Scott Kendall, BA; Sonya Wheeler , RRT; 

Sanjay Kalra, MD, FRCP(C); & Wendy Johnston, MD, FRCP(C)
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Qualitative Findings – 
Summarized by theme 

Positive experiences with LVR
“It’s good, feels good. It expands my 

lungs, and feels good to fill them up again.” 
Participant 4

“I liked when I did it.” Participant 3
“The breathing seems better. I have more 

air to breathe with, and [I] find it easier to 
talk.” Participant 11
Reported improvements in secretion 
clearance and cough strength

“My husband said I coughed like a cat. 
Now when I cough there’s a little bit of sound 
behind [it].”  “I think my throat is clearer. You 
know, my throat feels clearer, before I think it 
was plugged up, a little bit.” Participant 2 

“Sure, then I can cough real good. You 
know you get in a deep breath, and expand the 
lungs out, and then when I do take in a deep 

breath, then I’ve got a good force.” Participant 4
Reduced some frustrations and 
anxieties surrounding health status

“Well, I think it probably does, it takes some 
of the stress off, you know, the fact that I’m not 
knowing just how this [ALS] is going to effect 
the upper body.” Participant 7 

“I am doing something to help myself. That 
is always a boost to my morale.” Participant 10
Worthwhile use of time and energy

“I have it right here and I use it constantly. 
I feel this is just as important as taking a pill 
that you have to take everyday.” Participant 2

“I think so, probably. Well, it doesn’t take 
any time to do.” Participant 6“Long term, 
anything preventative is worth its weight in 
gold.”“It fits in the same as my daily stretches 
and mouth exercises. It’s like an exercise for the 

The Effects of Manual Insufflation Therapy on the Speech and Voice of Individuals  with ALS 
- Stuart Cleary , M.S., R-SLP; Scott Kendall, BA; Sonya Wheeler , RRT; Sanjay Kalra, MD, FRCP(C); & Wendy Johnston, MD, 

FRCP(C)

This research was supported by the 
Covenant Health: Research Trust Fund 
(Project #CHG-894) and was approved 
by Health Research Ethics Board: Panel 
B, University of Alberta

Background

Over the past few years a simple and 
inexpensive treatment approach, lung 
volume recruitment (LVR), has been 
used to improve coughing and airway 
clearance of patients with ALS and 
other neuromuscular diseases. LVR is a 
manual breath stacking technique that 
involves the use of a resuscitator bag that 
has been retrofitted with a one-way-flow-
valve and mouthpiece. Patients and/or 
their caregivers are taught to manually 
compress the resuscitator bag in a series 
of breath-stacking manoeuvres until the 
patient is maximally insufflated. Once 
patients reach maximum insufflation 
capacity, they are able to cough with 
sufficient force to clear their lungs and 
airways of mucous and other secretions. 
In ALS clinics where the LVR technique 
is frequently used, many patients have 
reported more normal voice quality and 

improved speech immediately after LVR 
treatment sessions. 

Objectives

The purpose of this study was to assess 
the short-term effects of LVR on voice 
quality and to evaluate claims that LVR 
improves respiratory support for speech 
and “increases speaking volume. “ [1].

Methods

Eight patients with ALS previously 
trained in LVR were recruited to this 
pilot study. The research design was a 
one-group, pre-post test design (i.e., 
OXOO). Sustained phonation and 
connected speech samples were collected 
before and 30 minutes after a typical 
LVR treatment session. High-fidelity 
audio recordings were made with a 
MircoTrack 24/94 professional digital 
recorder (i.e., sampling rate of 44.1KHz 
with 16-bit resolution) and WAV files 
were analyzed using a KayPENTAX 
Sona-Speech II software package. A 
standard assessment of voice production 
(i.e., mean fundamental frequency, 

Manual Insufflation / Cough 
Augmentation Device-
(Summarized by theme 

1. Bach JR.  Chest. 1993;104(5):1553-1562.

2. McHorney C, Bricker D, Kramer A 
et al Dysphagia 2000;15:115-121

next part for my life.” Participant 10

Discussion / Conclusions

A strong clinical and theoretical 
rationale exists for using patient –based 
outcomes measures in the end-of life airway 
management of individuals with ALS.The 
results of his study suggest that, in general, 
patients with ALS view participation in 
LVR therapy as beneficial, and find it 
helpful for maintaining their respiratory 
health and improving their ability to cope 
with an encumbered airway. This pilot 
study indicates that a therapeutic effect is 
present, the research protocol is feasible and 
that future research is warranted to further 
establish the efficacy of this new clinical 
approach.    
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jitter, shimmer and mean decibel level) 
maximum sustained phonation and 
mean number of syllables per breath 
group was conducted. Changes in 
pre-post treatment were examined and 
comparisons to age-matched normative 
data were made. Inter-rater reliability 
judgments were performed on 30% of 
the overall sample.  

Results

No changes were noted in overall 
pitch and loudness levels across the 
experimental conditions; however, a large 
effect was observed in post treatment 
jitter scores (i.e., a cycle-to-cycle measure 
of pitch variation that is considered 
the primary acoustical correlate of the 
perception of voice quality). Jitter scores 
improved from a mean baseline of 1.33% 
to 7.14 % (as compared to norms of 21-
27%). Maximum sustained phonation 
improved from a mean baseline of 13.03 
seconds to 18.63 seconds (as compared 
to norms of 24.6 seconds). The average 
number of syllables per breath group 

produced while reading a standard 
passage improved from a mean of 11.73 
syllables per breath group to 14.48 
syllables per breath group (as compared 
to norms of 18.2 syllables). Overall inter-
rater reliability was 88%. 

Discussion/Conclusions 

Preliminary findings of the effects of 

LVR on the acoustic and aerodynamic 
properties of speech and voice are positive. 
LVR may offer a short-term improvement 
in voice quality and respiratory support for 
speech.  However, further investigation of 
this therapeutic effect in a more controlled 
research experiment is necessary.

1. McKim D, LeBlanc C, 
Walker et al. (2007). The 
Rehabilitation Centre 
Ottawa, Respiratory Care 
Protocols: [cited 2007 Oct 
24] Available from: http://
www.irrd.ca/education/
presentation.asp?refname=e2r1

Dr. Salvalag-
gio is a fam-
ily physician 
with an inter-
est in the care 
of marginal-
ized groups.  
In addition 
to her regular 
family prac-

tice, she has provided outreach pri-
mary care services once a week at the 
Streetworks needle exchange program 
in downtown Edmonton’s Boyle Street 
Community Services.  She is an assis-
tant professor in the University of Al-
berta Department of Family Medicine 
and recently completed a Masters de-
gree from the School of Public Health 
under the supervision of Cam Wild.

Researcher Profiles Patient-Provider Rapport in the Health Care of People Who 
Inject Drugs - Ginetta Salvalaggio, MSc, MD, CCFP; Cam Wild, PhD

Background

Despite their poorer health status, 
injection drug users (IDUs) underuse 
health care services and face multiple 
structural and interpersonal obstacles 
when seeking and receiving health care.  
Relatively little is known about how the 
relationship between IDU patients and 
their health care providers influences 
IDU health care.

Objectives

(1) To explore how provider-patient 
rapport relates to IDUs’ experiences of 
health care and subsequent care-seeking 
behavior; (2) To explore mechanisms 
by which rapport is developed between 
users and their health care providers; (3) 
To describe and compare formal health 
care services to informal, peer-based 

points of health care in Edmonton’s 
injection drug using community; (4) 
To test the hypothesis that rapport with 
(perceived autonomy supportiveness of) a 
primary health care provider is positively 
associated with service utilization among 
IDUs.

Design 

The objectives were approached with 
mixed methods, including preliminary 
focus group interviews, examination of 
cross-sectional rapport and utilization 
data, and follow-up individual qualitative 
interviews.  Semi-structured qualitative 
interviews were conducted, transcribed, 
and analyzed using paraphrasing and 
coding techniques.  Self-reported 
sociodemographic, IDU behavior, 
rapport, health status, and health care 
utilization data were also collected 
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on a larger sample.  Provincial health 
numbers from consenting participants 
were then used to extract retrospective 
administrative data from regional health 
facilities.  Univariate descriptive statistics, 
bivariate correlations, and multivariate 
regressions were calculated to examine the 
association between rapport (perceived 
autonomy supportiveness, derived from 
Self-Determination Theory) and each of 
patient satisfaction with care, disclosure 
of drug use, and emergency department 
(ED) presentation. 

Findings 

9 Edmonton-area IDUs and 7 of their 
primary care providers took part in focus 
group sessions.  91 IDUs participated 
in the quantitative phase, and 8 of 
these completed a follow-up qualitative 
interview.  

Both IDU and provider participants 
felt that rapport is influenced by the 
priority of drugs and addiction, drug use 
disclosure, provider expertise, patient-
centered care, and discrimination.  
Consistency of physician assessment 
matters a great deal; a lack of standards 
in the medical profession when dealing 
with controlled prescription requests 
contributes to the adoption of complex 

negotiation strategies by IDUs.  In the 
context of IDU, the definition of rapport 
itself may need to be expanded beyond 
concepts such as autonomy supportiveness 
and patient-centered care to include the 
IDU’s comfort in disclosing his drug use 
to his physician.  

Good rapport favourably influences 
patient compliance, timing of care 
(decreased EMS activation and 
night shift presentations to ED), and 
criminal activity.  Perceived autonomy 
supportiveness of a regular physician 
predicts IDU satisfaction with care 
(ΔF=25.4, p<.01).  

Conclusion 

IDU-provider rapport has several 
unique determinants and positively 
influences health outcomes.

 Interview Excerpts 

“I don’t have to put up with your biases, I 
don’t have to put up with the attitude, I don’t 
have to put up with the you know the sideways 
looks and when the doctor comes and they’re 
outside the curtain and they’re talking and you 
can hear, you overhear what they’re saying and 
you know, this is another one, you’re not treated 
as an equal as a human being. You’re treated as a 
drug addict, somewhat less than. You know I’m 
a person.” 

“That’s what I find the most frustrating. The 
system isn’t set up to take care of these people while 
they’re in hospital and deal with the big picture. 
I’m sure she wasn’t getting enough pain medicine 
or enough drugs in hospital and she just said, 
“Screw you guys, I feel better, I’ve got other needs.” 
and we’re not addressing those other needs.”  

“It’s being open at all times. Rather than, 
“Here’s your 15 minutes where we’re going to 
work on developing our rapport”. It’s like you’ ll 
run into them on the back step and they’re telling 
you about their little problem. You spend 30 
seconds on your way home right? That is also 
recognizing their reality and dealing.  This is 
when they realize—this is when they want to talk 
about an issue.”  

“Well part of addiction is the addict not 
always but most will do whatever they have to 
do to feed their habit. And if that means lying 
to a health profession to get them to give you a 
prescription they’ ll do it. And the doctor has got 
to make a decision as to whether or not this is 
a legitimate request or if it’s just a drug seeking 
addict. Well, how are you going to fix that?” 

Dr. Harris 
Lari is a PGY-
V resident in 
Ps yc h i a t r y. 
He complet-
ed his MD 
in 1995 and 
MBA in 2001 
from Karachi, 
Pakistan and 

worked as a Family Physician for 5 
years prior to moving to Canada. He is 
interested in Emergency Psychiatry and 
currently completing MSc. in Psychia-
try from University of Alberta with re-
search thesis involving Psychiatric pre-
sentations in Emergency Departments.

Researcher Profiles

Compliance and Outcome of Patients after Psychiatric 
Assessment and Discharge from Emergency Department - 
H. Lari, I. Colman, M. Bullard, P. Tibbo

Aims

To determine compliance and 
outcome of patients seen and discharged 
after psychiatric assessment from 
Emergency Department (ED) in 
Edmonton, Alberta.

Method

All patients with psychiatric 
complaint who presented at three ED’s 
(GNH, UAH, RAH) in Edmonton, 
Alberta, Canada were identified via ED 
Information System (EDIS). All charts 

were reviewed and clinical data was 
obtained. Patients, who were assessed by 
Psychiatry and discharged home, were 
contacted via telephone to determine if 
they complied with the discharge advice 
and if they need any repeat visit(s) to the 
ED. 

Results

A total of 1420 patients were identified 
during April and May 2008. A total of 
786 patients were included in the study. 
53% were male. Mean age was 37 years 
(SD 13). 42% presented voluntarily. 

Psychiatry was consulted for 55% of 
patients. The presenting complaint was 
“Suicidal Ideation” in 29% and “Bizarre 
Behavior” in 15%. Primary diagnoses for 
those seen by Psychiatry were psychotic 
disorder (27%), depressive disorder 
(21%) and substance use disorder SUD 
(16%). Out of those seen by Psychiatry, 
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Grey Nuns Stroke Centre is testing a medication derived from 
vampire bat saliva in the treatment of acute stroke - PI: Dr. Brian Buck

and by the risk of inducing intracerebral 
haemorrhage.  It is estimated that 
alteplase is currently used in only 2% to 
3% of acute stroke subjects because of 
these limitations.

  The thrombolytic agent desmoteplase 
is a serine protease produced by 
recombinant biotechnology in CHO-
cells (Chinese Hamster Ovary cells).  Its 
naturally occurring counterpart is found 
in the saliva of the bat Desmodusrotundus.  
Desmoteplase is a highly fibrin-specific 
plasminogen activator and non-neurotoxic 
thrombolytic agent, that acts through 
direct activation of plasminogen into 
plasmin.  In its activated state plasmin 
converts fibrin into soluble products and 
thereby dissolves the occluding blood clot 
and restores blood flow to the affected 
brain area.  In animal models desmoteplase 
has been demonstrated to be more potent 
and to produce a faster lysis of thrombi 

than alteplase.  Compared to alteplase, 
desmoteplase has a prolonged half-life, 
is insensitive to ß-amyloid activation (a 
property that may confer a reduced risk of 
intraparenchymal bleeding in the elderly 
population), has markedly higher fibrin 
specificity and does not cause blood brain 
barrier damage.  These properties indicate 
the potential for a better clinical efficacy 
and a lower risk of bleeding and support 
the clinical investigation of desmoteplase 
in a time-window extending up to 9 hours 
after symptom onset.

The Stroke Team at the Grey Nuns  
Community Hospital is participating 
in a prospective, randomised, double-
blind, placebo-controlled, multinational, 
multi-centre, parallel-group study of 
desmoteplase (DIAS 4 Trial).  The study 
will investigate one dose of desmoteplase 
versus placebo given as a single intravenous 
bolus.  Eligible subjects will receive 
treatment within 4.5 to 9 hours after the 
onset of stroke symptoms. The primary 
objective of this study is to evaluate the 
efficacy of desmoteplase versus placebo 
in terms of favorable outcome 90 days 
following after the onset of the ischemic 
stroke.  Conducting this study at the Grey 
Nuns requires the collaborative efforts of 
multiple disciplines including Radiology, 
Laboratory Medicine and the Emergency 
room staff.

More information about stroke and 
the province wide efforts to prevent and 
treat strokes can be found on the website 
for the Alberta Provincial Stroke Strategy 
(http://www.strokestrategy.ab.ca/).  

Stroke is the third leading cause of 
mortality and the major cause of long-
term disability in the developed world.  
Ischemic strokes account for about 85% 
of all acute strokes and are caused by 
embolic clots that occlude brain vessels 
and stop the flow of blood thereby 
resulting in infarction.  

Acute management of ischemic 
stroke is directed at restoring cerebral 
perfusion in the ischemic area using 
clot busting drugs (thrombolytics).   
The Grey Nuns Stroke Centre is one 
of the sites in the Edmonton where 
stroke patients are evaluated and treated 
acutely with thrombolytic drugs.  The 
only currently approved thrombolytic 
intervention for acute ischemic stroke 
is alteplase (recombinant plasminogen 
activator rtPA).  The use of alteplase is 
limited by the need to be administered 
within 4.5 hours after symptom onset 

57% were admitted. 52% of discharged 
patients complied with discharge 
recommendation(s). 6% of discharged 
patients were admitted within 1 month 
post-discharge, 6% were admitted within 
3 month post-discharge and another 
24% returned to ED within 3 months. 
67% of patients who did not follow-up 
with discharge recommendation had no 
further presentation within three months 
versus 59% of those who did comply..

Conclusion

This is the first report on the outcome 
& compliance of patients seen and 
discharged from Emergency Department 
after psychiatric assessment. The need 
for a comprehensive follow-up / post-
discharge mental health community care 
system has to be explored.

Wondering where to find out 
about Library Services to help 
with your research?  Check out 
the Covenant Health Libraries 

intranet website at.

http://www.intranet2.
cha.ab.ca/caritaslibraries/
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Debra Scharf has been a nurse in mental health for over 
25 years. She received her master’s degree from the Uni-
versity of Alberta in 2008. She has an Addiction Stud-
ies Certificate from the University of Alberta Faculty of 
Extension and additional training from the Mayo Clinic 
where she has received a certificate as a Tobacco Treatment 
Specialist. She has helped with the project development of 
the province wide tobacco education program to health 
professionals, Tobacco Reduction and Cessation Training 
(TRaC) and is part of the Alberta faculty for TEACH (A 

comprehensive course on smoking cessation)

Researcher Profiles

How Mental Health Nurses Perceive their Role with Respect to 
Patients’ Smoking Behaviors - Debra Scharf, RN, MN; Anne Sales, RN, PhD

Study

This was a qualitative study, 
which used an interpretive inquiry 
methodological approach. This study 
took place in the Capital Health 
Authority and Caritas Health Group 
of Edmonton, Alberta between January 
2008 and April 2008. Participants 
Registered Nurses (RN) and Registered 
Psychiatric Nurses (RPN) were 
recruited from the psychiatric units 
of the University of Alberta Hospital, 
Royal Alexandra Hospital, Grey Nuns 
Community Hospital, Misericordia 
Community Hospital and Alberta 
Hospital Edmonton.

Permission to recruit nurses was 
sought and granted from the Health 
Research Ethics Board of the University 
of Alberta as well as the regional 
approval process for the other two 
hospitals. Strategies to collect and 
analyze data were consistent with the 
guidelines suggested in Creswell (2007) 
for interpretive inquiry. Semi-structured 
interviews were used for data collections. 
Interviews were one hour and were 
conducted either at the work site of 
each participant or in the privacy of the 
participant’s home, depending on their 
preference. An explanation of the study 
and written consent was obtained from 
the participants before the interview.

In the past few years, Registered 
Psychiatric Nurses (RPNs) and Registered 
Nurses (RNs) who work in psychiatric 
settings have experienced changes with 
managing patients’ tobacco addiction. For 
decades, psychiatric units and hospitals 
were exempt from non-smoking policies. 
In 2006, the Capital Health Authority 
(CHA) of Edmonton, Alberta, closed 
all the smoking rooms in psychiatric 
units and banned outdoor smoking on 
their property. Smoking is a prominent 
behavior of psychiatric patients and the 
introduction of the policy initially met 
with resistance from staff at all levels. 
Those against the policy were fearful 
that it would increase patient aggression, 
and felt it violated patient rights. Staff 
beliefs and resistance to non-smoking 
policies in Edmonton reflected those of 
staff from psychiatric settings in several 
countries. Historically, some nurses 
accepted heavy smoking as needed by 
psychiatric patients and did not promote 
smoking cessation. Tobacco dependency 
issues tend to be ignored, delayed or 
discouraged by health care professionals 
in mental health care settings (Williams 
& Zeidonis, 2004). My research question 
was: how do mental health/ psychiatric 
nurses currently perceive their role with 
respect to psychiatric patients’ smoking 
behaviors?S: 
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Participants

RNs/RPNS who volunteered for the 
study were selected if they had worked 
a minimum of two years in psychiatry. 
Twelve nurses were invited to participate 
in the study. Seven were registered 
psychiatric nurses and five registered 
nurses. All were female and ranged 
from 25 - 69 years of age. Clinical 
psychiatric nursing experience ranged 
from 2 to 35 years. One participant was 
a nurse educator, another worked in 
an outpatient program attached to an 
inpatient unit, and the remaining were 
inpatient staff nurses. Three participants 
were current smokers. In addition 
to direct interviews, all participants 
were invited to participate in a focus 
group following the completion of 
the interviews. The intent of the focus 
group was to ensure accuracy of the 
interpretations of the data collected in 
the interviews and to help members 
recall additional information. 

Data Analysis

Interviews were audio-taped, 
transcribed and coded by hand. 
Interview questions were based on theory 
drawn from the literature review. They 
were open-ended and intended to explore 
the nursing setting, work role, and the 
participant’s experience with patients 
smoking. The following questions 
were used as a basic structure in each 
interview:

• current role with patients smoking

• frequency that patient smoking 
was addressed in daily practice

• whether the participant 
used cigarettes to modify 
patient behavior

• experience with providing 
smoking cessation interventions

• perception of the effects of 
patients smoking and smoking 
restrictions have on unit 
atmosphere and on relationships

Transcripts were coded according to 
topics and then analyzed. Topics were 
identified and organized according to 
clusters of meanings. A second analysis 
further reduced the categories and results 
were integrated into themes. To assess 
inter-rater reliability, a second reviewer 
then read interview transcripts, and 
identified themes. 

Findings

Nurses enjoyed the benefits of a 
smoke free work environment, but 
experienced ambivalent feelings with 
how it affected patients. While many 
supported the indoor ban, they felt 
the outdoor ban was not working. 
Smoking was taking place at doorway 
entrances, cigarette butts littered the 
property, and patients were spending 
a great deal of time outside smoking. 
Some nurses felt it was not the right 
time for patients to quit smoking and 
were uncomfortable denying patients 
the opportunity to smoke. Other nurses 
were happy with the bans and felt using 
Nicotine Replacement Therapy (NRT) 
was beneficial with helping patients cope 
with nicotine withdrawal symptoms 
when they had to go extended periods 
without smoking. Patients’ consumption 
of cigarettes was described to have 
decreased and they coughed less and 
slept better at night. 

Ultimately, nurses were the frontline 
staff responsible for enforcing the policy. 
They felt the smoking ban had increased 
their workload because they had to 
monitor patients for nicotine withdrawal 
symptoms, provide them with NRT, 
monitor and document the effects of the 
medication and then dealt with direct 
smoking behaviors. Patients without 
ground privileges sometimes smoked 
indoors so nurses had to monitor for 
non-compliance and control patients’ 
cigarettes and lighters.   

Nurses no longer used cigarettes as an 
incentive because they acknowledged it 
as an unethical practice; however, nurses 
in the study reported using smoking 

privileges as an incentive. They also 
commented on the inconsistency between 
health professionals’ and hospital and 
unit protocols to address helping patients 
deal with nicotine withdrawal symptoms 
and managing their smoking behaviors. 
For example not every physician ordered 
NRTs for patients who smoked, and 
gave orders to allow patients on close 
observation to go outside unsupervised. 
Between the inconsistency in practice and 
increased workload nurses felt frustrated 
in their role in relation to patients’ 
smoking behaviors.

Conclusion

Cigarette smoking continues to be 
a prominent behavior of psychiatric 
patients. Nurses in these settings 
practice traditional roles that included 
managing their patients’ smoking 
routines and tobacco supplies. With 
inadequate protocols and inconsistent 
practices among professionals, nurses 
are left feeling frustrated in their roles. 
Providing education and preparation in 
tobacco education would allow nurses 
to develop and support a consistent 
tobacco treatment protocol for patients. 
This ultimately may lead to better health 
outcomes within the psychiatric patient 
population.  

References available upon request.
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L to R: Kimberley Kuerksen; Brian 
Forst

Kimberley Duerksen obtained her 
MSc in Pharmacology at the Universi-
ty of Alberta in 2006.  She specialized 
in cancer chemotherapy drug delivery.  
Currently, she is the Research Coor-
dinator in the Department of Family 
Medicine at the University of Alberta.

Dr. Donna 
Manca is an 
academic fam-
ily physician 
who practices 
at the Grey 
Nuns Fam-
ily Medicine 
Centre.  She 
has been in 

active practice for more than 25 years 
and became acutely aware that fam-
ily physicians need answers to their 
questions to improve practice but they 
lacked resources.  Out of a desire to or-
ganize family medicine’s curiosity and 
improve practice she obtained a Mas-
ter’s in Clinical Science and became the 
Clinical Director of the Alberta Family 
Practice Research Network and the Di-
rector of Research in the Department 
of Family Medicine

Researcher Profiles The Canadian Primary Care Sentinel Surveillance Network:  
Canada’s first multi-disease electronic record surveillance 
system - by Donna Manca MD CCFP; Kim Duerksen MSc; and Brian Forst MSc

a pan-Canadian primary care sentinel 
surveillance network while respecting 
patient privacy; to extract and validate 
chronic disease health information.  We 
aim to establish a chronic disease data 
repository and conduct research using 
electronic medical records to obtain and 
validate data on five chronic diseases 
(hypertension, diabetes, COPD, depression 
and emphysema).

Methods

The project involved primary care 
research networks to recruit practices that 
use electronic medical records (EMRs).  
The project was designed to develop 
methods, standards, and policies to ensure 
patient and physician privacy, ethical 
recruitment, secure data collection and 
transfer, reliable validation, analysis, and 
reporting.  Establishing appropriate secure 
applications for de-identified data retrieval 
and transfer to a central repository for pan-
Canadian reporting has been a priority. 

Results

Phase I involved 7 primary care 
research networks (PCRNs) in Canada 
and Phase 2 now involves 9 primary care 
research networks.  Standard operating 
procedures have been developed and data 
on five chronic diseases has been extracted 
and is being validated.

Conclusion

We developed pan-Canadian strategies 
that enabled us to collect anonymized 
health information from EMR’s.  These 
strategies will help us to establish a 
longitudinal chronic disease data repository 
while protecting individual patients’ right 
to privacy and addressing the concerns of 
the custodians who protect their patients’ 
information.  

Background

Chronic diseases are increasing and 
significantly contributing to the burden 
of illness.  One in three Canadians have 
one or more chronic diseases and chronic 
disease care is consuming about 60% of 
Ontario’s health budget.  Of deaths that 
occur worldwide, 60% are due to chronic 
diseases such as cardiovascular, cancer, 
chronic lung disease and diabetes.

Currently information on chronic 
disease is based upon databases such as 
hospital discharge information, mortality 
data, disease specific registries, national 
population health surveys, provincial 
billing data and drug utilization data, all of 
which have significant limitations.  Family 
physicians are the major source of medical 
care for patients with chronic disease 
and multiple chronic health problems.  
Information on these patients is locked 
away in medical records that are not a 
readily available data source for research or 
surveillance.  It is clear that primary care 
practices provide a rich data source for 
chronic disease research and surveillance; 
however we need to develop and access 
that database.

Nine regional networks across Canada 
are collaborating on a national project to 
develop a sentinel network.  The Canadian 
Primary Care Sentinel Surveillance 
Network (CPCSSN) is Canada’s first 
muti-disease electronic record surveillance 
system.  This project involves primary care 
research networks (PCRNs) from Alberta, 
Ontario, Quebec, Newfoundland, Nova 
Scotia and Manitoba.  CPCSSN is funded 
by Public Health Agency of Canada 
(PHAC); through the College of Family 
Physicians of Canada. (http://www.cpcssn.
ca/cpcssn/home-e.asp)

Purpose

The purpose of this project is to develop 

For more information see:

Birtwhistle R, Keshavjee K, Lambert-Lanning 
A, Godwin M, Greiver M, Manca D, Lagacé 
C.  Building a pan-Canadian primary 
care sentinel surveillance network: initial 
development and moving forward.  J Am Board 
Fam Med. 2009 Jul-Aug;22(4):412-22.  
PMID: 19587256
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An International Multicentre Validation Study of a Pain 
Classification System for Cancer Patients - Robin L. Fainsinger M.D., 

Cheryl Nekolaichuk PhD., Peter Lawlor M.B., Neil Hagen, M.D., Michaela Berkowitz, 

M.D., Michael Fisch, M.D., Lyle Galloway, M.D., Gina Kaye, William Landman, 

M.D., Odette Spruyt, Donna Zhukovsky, Eduardo Bruera, M.D., John Hanson

Background

There is no universally accepted system 
to accurately predict the complexity of 
cancer pain management.  The Edmonton 
Classification System for Cancer Pain 
(ECS-CP) was developed from the original 
Edmonton Staging System for Cancer Pain 
(ESS) (1989) and the revised ESS (rESS) 
(2005). The study primary objective was to 
assess predictive validity of the Edmonton 
Classification System for Cancer Pain 
(ECS-CP) in a diverse international 
sample of advanced cancer patients. We 
hypothesized that patients with more 
problematic pain syndromes would require 
longer time to achieve stable pain control, 
more complicated analgesic regimens, and 
higher opioid doses than patients with less 
complex pain syndromes. 

Methods

1100 advanced cancer patients were 
recruited from 11 palliative care sites in 
Canada, USA, Ireland, Israel, Australia and 
New Zealand (100 per site).  Palliative care 
specialists completed the ECS-CP for each 
patient. Daily patient pain ratings, daily 
number of breakthrough pain doses, types 
of pain adjuvants and opioid consumption 
were recorded until study endpoint (i.e. 
stable pain control, discharge, death). 

Results

944/1100 patients had a pain syndrome 
(86%). In the univariate analysis, younger 
age, neuropathic pain, incident pain, 
psychological distress, addictive behavior, 
and initial pain intensity were significantly 
associated with longer time to achieve 
stable pain control. In the multivariate 
analysis, younger age, neuropathic pain, 
incident pain, psychological distress 
and pain intensity were independently 
associated with time to stable pain control. 
Patients with neuropathic pain, incident 
pain, psychological distress or higher pain 

intensity required more adjuvants and 
higher final opioid doses; while addictive 
behaviour required only higher final opioid 
doses. Cognitive deficit was associated with 
shorter time to stable pain control, lower 
final opiod doses and fewer pain adjuvants. 

Conclusion

The ECS-CP is a simple, yet 
comprehensive categorical classification 
system for meaningfully assessing cancer 
pain. While many factors have been 
proposed as prognostic for pain control, 
the ECS-CP is the first pain classification 
system to simultaneously integrate these 
factors within a cohesive framework. The 
items included in the ECS-CP represent 
only initial efforts to define a “standard 
core” of variables, and additional items such 
as analgesic tolerance, genetic variations and 
age would be worthy of further research. 
The ECS-CP and future modifications 
could play a significant future role in 
evaluating, treating and reporting research 
results in the assessment and management 
of cancer pain.
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graduated from 
the University of 
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the University of Alberta in Edmonton, 
Canada.  He continues to reside in Ed-
monton where he was Director of the 
Palliative Care Program at the Royal 
Alexandra Hospital from October 1994 
– April 2006. He is the Director of the 
Tertiary Palliative Care Unit at the Grey 
Nuns Hospital, Director of the Division 
of Palliative Care Medicine in the Dept 
of Oncology, and Clinical Director for 
the Alberta Health Services – Edmonton 
Regional Palliative Care Program. He is 
a Professor in the Division of Palliative 
Care Medicine, Department of Oncol-
ogy at the University of Alberta. He is 
active in education and research, and has 
published articles on a number of pallia-
tive care topics, with an interest in dehy-
dration, delirium, sedation at the end of 
life, and a classification system for cancer 
pain.  He has over 150 publications in 
journals and book chapters.

Researcher Profiles
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RPsych, is a reg-
istered psycholo-
gist with a special 
interest in psycho-
oncology and pal-
liative care. She is a 
psychologist on the 
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Aim

The ESAS is a widely used tool for self-
reporting of symptom intensity by PC 
patients. It consists of numerical rating 
scales (0=no symptom, 10=worst possible 
symptom) for nine common symptoms, 
with the option of adding a 10th. A 
recent prospective “think-aloud” study 
of 20 advanced cancer patients identified 
potential areas for improvement and the 
ESAS was revised accordingly (ESAS-r). 
The objectives of this study were to compare 
patients’ ratings and opinions of the ESAS 
and ESAS-r. 

Methods

English-speaking patients referred to PC 
programs (tertiary PC unit, hospice, acute 
care consultation service, outpatient clinic) 

in four cities were recruited using cross-
sectional sampling. Consenting patients 
completed the ESAS and ESAS-r, and were 
asked structured questions to elicit their 
opinions of these two versions. 

Results

As of February 2009, 114 patients, of a 
target sample of 160, had completed the 
study [male 50%, mean age 61.7 (SD 
12.2), lung cancer 27%, gastro-intestinal 
cancer 18%]. Mean ESAS scores 
ranged from 1.5 (SD 2.3, nausea) to 
4.5 (SD 3.4, appetite). The largest mean 
difference between the two versions was 
for appetite (M1-2=0.5). Most patients 
found both versions very easy or easy to 
understand (ESAS, 71%; ESAS-r, 80%), 
and complete (ESAS, 84%; ESAS-r, 
87%). More patients preferred the ESAS-r 

(40%) than the ESAS (13%); 47% had no 
preference. 

Conclusion: 

Preliminary data suggest that the ESAS-r 
may be easier to understand and complete 
than the ESAS. More patients prefer the 
ESAS-r than the ESAS. 

Dr. Sharon Watanabe 
graduated from McGill 
University in 1988.  After 
training in Internal Medi-
cine and Medical On-
cology at the University 

of Toronto, she completed a fellowship in 
Palliative Care Medicine at the University 
of Alberta.  She became a staff physician in 
the Tertiary Palliative Care Unit at the Grey 
Nuns Community Hospital, and later the 
Unit’s Director.  She is now Director of the 
Department of Symptom Control and Pal-
liative Care at the Cross Cancer Institute.

Researcher ProfilesA multi-centre validation study of two numerical rating 
scale versions of the Edmonton Symptom Assessment System 
(ESAS) in palliative care (PC) patients - Crystal Beaumont, Sharon 

Watanabe, Cheryl Nekolaichuk

Background

Sentinel lymph node biopsy (SLNB) 
is the standard at many institutions 
caring for melanoma patients. Patients 
with positive SLNB results are currently 
offered completion lymph node dissection 
(CLND) of the affected lymph node 
basin. This procedure entails considerable 
morbidity and is often applied to patients 
with shortened life expectancies. Combined 
with the fact that 80% of CLNDs yield 
no additional positive nodes and that no 
proof exists that CLND leads to survival 
improvement, it is apparent that criteria to 
limit this procedure to those most likely to 
harbor non SLN metastasis are necessary.    

Methods

A retrospective chart review of 349 cases 
of melanoma in a single institution from 
January 1999 to April 2007 that underwent 

sentinel lymph node biopsy at a single 
institution was done. Statistical analysis 
was used to compare two subgroups of 
patients: a positive CLND group and a 
negative CLND group. These two groups 
were compared with regards to multiple 
variables related to patient demographics, 
primary tumor characteristics, and SLN 
tumor burden. 

Results

Age and total size of SLN tumor 
deposit were the factors with the strongest 
correlation with non SLN positivity. By 
applying a risk score model that uses the 
cutoff values of age 55 years and SLN 
tumor deposit of 5 mm, it is possible to 
predict non SLN positivity in SLN-positive 

Dr. Ali Cadili graduated with an MD 
degree from the Univer-
sity of Saskatchewan in 
2004, and is currently 
a 4th year resident in 
General Surgery at the 
University of Alberta. 
Dr. Cadili completed a 

Master of Science in Experimental Sur-
gery at Dr Norman Kneteman’s labora-
tory at the University of Alberta.

Researcher ProfilesPrediction of Non Sentinel Lymph Node Metastasis in 
Malignant Melanoma - Ali Cadili, MD; Michael Smylie, MD FRCS(c); John 

Danyluk, MD, FRCS(c); Kelly Dabbs MD, FRCS(c)

melanoma patients. 

Conclusion

The likelihood of non SLN metastasis 
in SLN-positive melanoma patients can 
be predicted from two criteria readily 
available: size of SLN tumor deposit and 
patient age.

Funded by CIHR PainNET. 

Full article published in the Journal of 
Surgery: 
Prediction of nonsentinel lymph node 
metastasis in malignant melanoma.  

Cadili A, Smylie M, Danyluk J, Dabbs K. J 
Surg Res. 2009 Jun 

15;154(2):324-9

References are available upon request.
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The Covenant Health Research Centre 
commits funds annually towards research 
in form of maximum applied $5,000.00 
research grants.  Any research project that has 
ethics approval thru the Human Research 
Ethics Board (HREB) and Covenant 
Health operational/administrative approval 
is eligible for review for grant monies.

To apply for this funding, submit a letter 
to research@covenanthealth.ca requesting 
funds and include: the amount requested 
for the project; a detailed budget; other 

sources of funding either received or applied 
for; and cite the benefit of the project 
to Covenant patients and/or Covenant 
research initiatives.

For further information, access the 
website at:

http://w w w.ca r ita s .ab.ca /Home/
Research/ForResearchers/GrantRequests/
default.htm

or call the CHRC office at 780.735.2274.

Covenant Health Research Trust FundOn June 17th, 2009, Alexander 
M. Clark, PhD, BA(Hons), RN 
presented a workshop entitled:

 “Developing Skills and 
Confidence in Appraising and 
Applying Findings from Meta-

Analysis in Health Care”.  

If you were unable to attend this 
workshop and are interested in 
having the notes, please contact 
the CHRC office at research@

covenanthealth.ca

For a current list of upcoming 
workshops and presentations, 

please go to:

http://www.caritas.ab.ca/Home/
Research/ForResearchers/

Workshops.htm

 Library Services

Wondering where to find out about Library Services to help 
with your research?  Check out the Covenant Health Libraries 
intranet website at

http://www.intranet2.cha.ab.ca/caritaslibraries/

for information on: staff and the information services that 
they provide; library locations and hours;  print and electronic 
collections and how to access them; and much, much more…

Glycemic index (GI) is one of the 
nutrition recommendations by the 
Canadian Diabetes Association to help 
individuals with diabetes make dietary 
changes [1]. This tool helps people choose 
carbohydrate containing foods according 
to how quickly or slowly the food causes a 
rise in blood glucose [2]. Although research 
has found that eating low-GI foods more 
often is beneficial in controlling diabetes 
[3, 4], people sometimes find it difficult to 
change and maintain new dietary habits.

Dr. Rhonda Bell, a professor in Human 
Nutrition and diabetes at University of 
Alberta, and her graduate student, Tomoe 
Watanabe, conducted a study to know 
what the factors affect people’s likelihood 
to eat low-GI foods. For her Master’s 

thesis, Ms. Watanabe developed and 
validated a questionnaire to assess people’s 
knowledge, attitudes and behaviours 
about consuming a low-GI diet. Using 
this questionnaire, they investigated the 
relationships between people’s personal 
characteristics (such as whether they had 
Type 1 or Type 2 diabetes, or whether 
they were a man or woman) and whether 
they intended to eat low-GI foods.  

Participants were recruited from 
the Regional Diabetes Program in the 
hospitals in Edmonton (the Grey Nuns 
Community Hospital, the Misericordia 
Community Hospital Health Service 
Centre, the University of Alberta Hospital 
and the Edmonton General Continuing 
Care Centre) and in St. Albert (the 

Sturgeon Health Service Centre), from 
diabetes events in Edmonton and Calgary, 
through newspaper and TV media 
advertisements in the Edmonton area, 
through the Alberta Diabetes Foundation, 
through the Nottingham Medical and 
Weight Management Clinic in Sherwood 
Park and through the Wetaskiwin 
Hospital in Wetaskiwin. Responses 
from 369 individuals with diabetes were 
analyzed. 

In this survey, people said that some of 
the positive effects of eating low-GI foods 
were that it would help their diabetes 
management and overall health. On the 
negative side, participants reported that 
some low-GI foods were tasteless and/or 
took a long time to prepare. People who 

Knowledge, Attitudes and Behaviours about Diet and Glycemic Index in Diabetes - By Tomoe 

Watanabe, MSc; Rhonda Bell, PhD, University of Alberta
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The Covenant Health Research Centre is pleased to organize a Brown Bag 
Lunchtime presentation of:

“The Introduction of Health Economics 
into a Healthcare Program”

*  *  *  *  *  *  *  *  *  *  *  *
 

This presentation will be of benefit to anyone who has an 
interest in program outcomes; particularly the economic impact 

component of a health program.

Wednesday, January 13th, 2010, 12:00 -13:30 hrs
Grey Nuns Community Hospital, 

Classroom #B-0651

There is no charge for this workshop.
To register contact Mary-Ann Clarkes at the Covenant Health Research Centre

735-2274 or email research@covenanthealth.ca 

Philip Jacobs, DPhil, CMA is a 
professor of health economics in the 
Faculty of Medicine at the University 
of Alberta.  His current research is in 
the areas of health care costing, mental 
health and social service economics, and 
the economics of vaccines.  He designed 
and supervised the In Your Pocket series 
of health economics data booklets for the 
Institute of Health Economics, and has 
prepared reports on policy issues for the 
Mental Health Commission of Canada, 
and the Public Health Agency of Canada. 
His work on program review includes 
studies of the Streetworks Needle 
Exchange Program, and the Caritas 
Breathe Easy rehabilitation program.

had these more positive beliefs intended 
more strongly to try eating low-GI foods. 
This study also found that women had 
more favourable attitude to eating low-GI 
foods than men. “Support” was another 
important factor when people change their 
behaviours. Participants who thought that 
they got support from family members or 
a spouse to change their eating habits had 
stronger intentions to eat low-GI foods. 
People treated with insulin or treated 
with a combination of insulin and oral 
anti-diabetic drugs felt less support from 
people important in their lives than those 
treated with oral drugs alone or lifestyle 
modification only. This may indicate that 
people who are treated with insulin feel 
that they need more support to achieve 
their dietary goals. 

It is becoming important to focus on 
behavioural changes as part of dietary 
education in diabetes management. This 
study provides important information 
that could be used in the future when 
developing dietary education programs. 
For example, an intervention program 
may wish to find ways to help people with 
diabetes to reduce negative thoughts and to 
increase positive beliefs about eating a low-
GI diet. As a result, they would feel more 
confident and be more likely to eat low-
GI foods. Research into the interaction 
between people’s characteristics and the 
way they use dietary management as part 
of their diabetes treatment is at an early 
stage. Understanding behavioural factors 
may help improve people’s abilities to 
meet the challenges of dietary changes as 
part of diabetes treatment.

References available upon request.


