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Research update
Mary-Ann Clarkes
Covenant Health Research Centre

Recap: We are very fortunate at Covenant
Health to have a diverse group of
researchers who pursue their interests
across a wide-breadth of focus topic
areas. The articles submitted for this issue
of Covenant Health Research reflect this
diversity and interest.

abdominal aortic aneurysms (rAAA) on
page 10, and Vimarsha Swami analyses
the validity of a 3D MRI technique in
subsequent articles on page 11.
Dr. Manca talks about the CPCSSN
research project on page 19, in the
“Research Teams” section.

Denise Steele recounts her journey
developing a research project by
accessing the REST team for assistance
on page 5. REST consulted with Denise
and provided their expertise in areas of
methodology, databases and statistics.
You may want to make note that REST is
accessible by any researcher at COV and
Alberta Health Services (AHS). You can
find information on REST at:
www.albertahealthservices.ca/6000.asp

New to this issue of Covenant Health
Research is “Knowledge Translation in
iRSM”. The Institute of Reconstructive
Sciences in Medicine (iRSM) has agreed
to share their research with you on a
regular basis, and have submitted two
articles along with an introduction by
Dr. Mark Redmond, Executive Director.
iRSM clinicians are active researchers
and figure prominently in the Covenant
Health research landscape.

From Villa Caritas, Leslie Pisani discusses
the lack of an effective elder abuse
screening tool for use in practice, and her
team plans to pursue development and
validation of such a tool on page 7. Leslie
and her team have been strong advocates
in the area of elder abuse, and they have
previously provided articles and even
presented at past Research Days (most
recently, you may remember Dr. Lawless
and his popular Doc in a Hat poem from
last year’s research day and publication).

Other research articles include a feature
on privacy by Marjorie Mellor, Director
of Privacy, an article on electronic
tools by Sharna Polard, Librarian in
“Librarian’s Corner”.

And also from Villa Caritas, Dr. Lori
Harper discusses her PRN study, which
was supported with funding from the
Covenant Health Research Trust Fund
(CHRTF). Although a relatively small
grant, it is useful for seed funding to
develop research, and for other smaller
projects such as this one, important to
inform future policy and practice.
Another study funded by CHRTF can
be found under “Research Illustrated”
on page 18, Additionally, and to help
researchers source and apply for grants
successfully, the CHRC grant writer,
Peter Tian, has provided an article on
“Where is the Money?”, on page 25.
Dr. Sean Bagshaw discusses cardiac
complications associated with ruptured

Update: If you haven’t had an
opportunity to interact with the CHRC
of late, you may not be aware that we
have a new administrative assistant on
our team. Colleen Jordan joined us in
February 2013. She is responsible for
facilitating the operational/administrative
review process, and helping researchers
navigate the system in general. You
can reach Colleen at 780.735.2274 or via
email at research@covenanthealth.ca for
questions or assistance.
You’ll be happy to know that further
progress has been made in terms of
harmonizing ethics reviews in the
province. In March, representatives
from the Alberta departments of Health,
Enterprise and Advanced Education,
announced an initiative to create a single
provincial ethics board in place of the
two boards currently being utilized at
the University of Alberta and University
of Calgary. For more information on
this, visit www.aihealthsolutions.ca/
news/2013-03-22.php

The CHRC is in the process of developing
a new website to support our researchers.
To those of you who completed our
stakeholder survey, we’ve heard you
loud and clear, and thank you for your
contribution. We will update you on our
progress, and provide you with notice
and direction around some of the tools.
For those of you who tweet, you can find
us at CHRC @CHRCCovenantCA.
Finally, if you are interested in submitting
an article, news or photos, advertising your
research event or just talking research,
please send your items to Peter Tian at
researchprojects@covenanthealth.ca

CHRC’s new
administrative assistant

Colleen Jordan recently joined the
Covenant Health Research Centre (CHRC)
as an administrative assistant to Mary-Ann
Clarkes (Manger, CHRC).
Prior to joining CHRC team, Colleen
worked for five years at the Workers
Compensation Board – Alberta at Millard
Health as a Managers Secretary. She came
to Covenant Health as temporary coverage
as an Executive Assistant in iRSM.
Over the past two years, in addition
to working full time, Colleen has been
pursuing her Design Studies Diploma
at Grant MacEwan University as well as
completing her Visual Design certificate
at NAIT.
Email: Colleen.Jordan@covenanthealth.ca
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Research Day 2013
Bridging research evidence into practice and policy – Knowledge translation
Mary-Ann Clarkes, Manager, CHRC

This year’s annual Research Day held
on Thursday, Feb. 7 at the Grey Nuns
Community Hospital, marked the eighth
such event to be sponsored through
the Covenant Health Research Centre
(CHRC). Previous Research Days focused
on presenting and discussing research
generally within a particular topic area.
This event, informed through previous
participant evaluations and an advisory
committee, focused on presenting research
through a knowledge translation (KT)
lens. Part workshop and part forum, the
audience participated and learned about
KT and how to apply it within their own
research areas.
Linda Revell, Senior Vice-President,
Operations, and Chief Operating Officer
for Covenant Health, provided the
opening reflection and welcome. Linda
read a poem by Jostein Gaarder entitled To
Bow or Not to Bow that analogized the value
of rewarding questions that open us to our
future. She asked several questions that
framed our KT journey as an organization.
Furthermore, she challenged participants

to expand their knowledge and use their
collective talents to improve the health
system through best thinking and best
evidence.
The morning’s presentations included
esteemed speakers who outlined and
demonstrated theory and practice of KT.
Topics included the who, what, where,
when and why of KT. Lunch allowed for
poster presentations and networking
with partners and peers. The afternoon
included several presentations from
Covenant Health researchers focused
on the application of KT within their
particular contexts, including tips
and pitfalls. A discussion panel and
participant’s forum entitled Pulling it all
together: Bridging research evidence into
practice and policy rounded out the day.
Participants included Covenant Health
staff and individuals from some of our
partner organizations, including Alberta
Health Services, the University of Alberta,
the University of Lethbridge, MacEwan
University and Norquest College.

This chart shows the participants’ answers
to the Research Day evaluation:

What is
knowledge
translation?

At the Canadian Institute of Health
CHRC’s new
Research, knowledge
translation
administrative assistant
(KT) is defined as a dynamic and
iterative process that includes
synthesis, dissemination, exchange
and ethically-sound application of
knowledge to improve the health of
Canadians, provide more effective
health services and products, and
strengthen the health care system.
This process takes place within a
complex system of interactions
between researchers and
knowledge users, which may vary
in intensity, complexity and level
of engagement, depending on
the nature of the research and the
findings, as well as the needs of the
particular knowledge user.
For more information, visit:
www.cihr-irsc.gc.ca/e/29418.html
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Some comments from the event evaluation
on the benefits of attending, included:

“

“It reinforces the importance of
collecting clinical data and report
findings to improve clinical practice.”

“Good variety of information and
broad enough that it can have
something for anyone.”

“I appreciated the opportunity to
learn more about KT projects locally
and meet individuals involved in these
practices.”

“I learned a number of research
strategies applicable to my setting.
It afforded me an opportunity to
network with someone who is doing
research in an area of particular
interest to me.”

“This was a great opportunity for me
to not only learn about knowledge
translation, but also what kinds of
research are going on in Covenant
Health and meet some of the players.
I am relatively new to the organization
so being able to put names to faces
and talk with more staff was very good
for me.”

Thank you to the members of this year’s Research Day 2013 Advisory:
Susan Slaughter, Eleanor Whyte, Peter Tian, Micheline LeBrun and Mary-Ann Clarkes.

Research Day 2013 presentations:
Introduction to knowledge translation (KT) - Susan Slaughter, RN, PhD
Gathering all of the evidence – Systematic reviews - Alex Clark, RN, PhD
Facilitating knowledge translation into practice - Lisa Cranley, RN, PhD
Knowledge to action in healthcare: Ready, set, go! - Sarah Bowen, PhD
Value and return on research investment - Lisa Cranley, RN, PhD
Value and return on research investment - Philip Jacobs DPhil, CMA
Applied KT experience: research in Palliative and End of Life Care Institute (PEOLCI) - Konrad Fassbender, PhD and Ann Syme, RN, PhD
Applied KT experience: research in the Institute for Reconstructive Sciences in Medicine (iRSM) - Bill Hodgetts, PhD
Applied KT experience: research in outpatient pulmonary rehabilitation - Michael Stickland, PhD

Poster presentations and abstracts:
The beginnings of Behavioural Supports Alberta (BSA): A provincial initiative (poster and abstract) - Suzette Bremault-Phillips, Jasneet Parmar,
Sandra Woodhead-Lyons, Steven Friesen, Jennifer Lee
The “provincialization” of the Covenant Health decision making capacity (DMC) model” (poster and abstract) - Jasnett Parmar;
Suzette Bremault-Phillips
Is epidural analgesia in labour associated with respiratory distress in term and near-term neonates? A case-control study (abstract) - Manoj
Kumar; Zainab Ijaz; Heather Rylance; Sue Chandra; Ambikaipakan Senthilselvan
Trauma, Dissociation, and the journey to soul healing (abstract) - Karin Stewart
Building community (abstract) - Dianne Johnson
Fostering and enhancing positive peer-to-peer relationships in nursing, Covenant Health St. Mary’s Hospital (abstract) - Lynn Kelndorfer
Does perception of speech handicap correlate with speech intelligibility in patients with oral cancer over time (abstract) - Gabriela
Constantinescu, Jana Rieger, Marcy Winget, Catherine Paulsen, Irene Loewen, Hadi Seikaly

Presentations, abstracts and links to resources are available for access at:
www.caritas.ab.ca/Home/Research/ForResearchers/RD2013Resource.htm

continued on next page
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Snapshots from Research Day 2013
1. Dianne Johnson presents her experience on community building at the poster session.
2. Irene Loewen presented new knowledge on speech intelligibility among oral cancer patients.
3. Mary-Ann Clarkes, the organizer and facilitator.
4. Dr. Bill Hodgetts showed knowledge translation in iRSM.
5. Lynn Kelndolfer presented her research on peer relationships during the poster session.
6. Dr. Susan Slaughter gave an overview of knowledge translation.
7. A panel of experts shared insights about knowledge translation.
8. Dr. Michael Stickland shared knowledge translation in pulmonary rehabilitation.
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Is trimming central catheters associated with thrombosis?
An REST-supported analysis of Covenant Health data
Denise Steele, Parenteral Nurse Clinician, Misericordia Community Hospital

The parenteral therapy (PT) team at
the Misericordia Community Hospital
places peripherally inserted central
catheters (PICC) for patients who require
intravenous therapy lasting a week or
more. The team follows every patient for
complications and successful outcomes.
These outcomes are recorded in an excel
database. The database is used to inform
the nurses if the practices and products
that are being used result in positive or
poor outcomes.

one had outcome data. Late in 2011,
the perception of the PT team was that
trimming PICC tips contributed to the
development of thrombosis and decided
to stop cutting PICC tips. The team hoped
to see a reduction in catheter-related
thrombosis.
With just counting the incidence of
thrombosis, it was determined that in 2011
the symptomatic thrombosis rate was over
five per cent; and in 2012, the thrombosis
rate was under one per cent. The team
wanted to confirm that the practice change
related to trimming PICC tips really was
the cause of the difference. The only way
to do this was to use the information

The information could not be shared
with other central line insertion teams or
published because we couldn’t prove the
relationship between trimming PICC tips
and the development of thrombosis.
Then, the most fortunate event occurred.
While working on another project with
the AHS Health Technology Assessment
and Innovation (HTAI) department, the
department project manager introduced
me to Shirley Leew and Peter Faris with
the AHS Research Excellence Support
Team (REST). Although the purpose of the
introduction was to discuss one project,
we ended up discussing how to revise
the PT team database so that information
could be reviewed for statistical
significance. Shirley then sent me
the link to request REST support.
The online form was easy to
complete and could be submitted
electronically. Shirley responded
within days to say that REST
would support this research.

In early 2010, a new type of PICC product
became available that could be used by
the CT scanning department to powerinject contrast for their diagnostic tests.
Responding to the demand for
this product, the PT team began
using these power-injectable
PICCs for patients who might
require a CT scan. By 2011,
almost half of the patients
who required a PICC would
potentially need a CT scan as
well. After about six months
As part of their support, REST
of using this PICC product,
team member Laurie Kennedy
the team noticed that there
revised our database for 2013,
appeared to be an increased rate
so that any information that
of catheter-related thrombosis.
is collected now can be easily
We wondered why. The powerinputted into the Statistical
injectable PICC product is
Package for the Social Sciences
A peripherally-inserted central catheter. This study compared the
different than our previous
(SPSS) and analyzed for
outcomes of inserting an untrimmed catheter from a trimmed one.
product in that it is slightly
significance. She took the data
stiffer material, cut at the tip end
we have collected for the last two
from our database. We had worked
and thicker where the catheter enters the
years (over 1,000 lines) and converted it
with a researcher before, so asked her to
vein (reverse taper). At about the same
into the proper format for analysis. This is
take a look at our data. Unfortunately,
time, pediatric PICC teams in the United
a huge amount of work. Both Shirley and
even though we had this information,
States published research and discussion
Laurie have advised me how to maintain
the researcher told us that it was almost
papers questioning the impact of cutting/
and organize data; how to keep control
impossible to use it in its current format
trimming central venous catheter tips on
of what is entered into the database; and
and we should revise the database so
patient outcomes. IV experts on internet
to keep track of data-entry questions
that we can extract information easily.
chat groups also began theorizing that
and decisions that were made. They also
Oh no! We didn’t know how to revise it.
the reverse taper may be contributing
introduced me to a data dictionary. Who
We also didn’t know anyone who could.
to thrombosis risk. Unfortunately, no
knew that one was needed?

continued on next page
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Shirley has helped me navigate through
the human ethics approval process.
She patiently advises me of what the
next steps are and how to accomplish
them. She knows that the team is made
up of nurses who are unfamiliar with
some of the research approval process
and terminology. She is always helpful,
supports the team goal and is never
condescending.
Once ethics approval is in place, the PT
team will review the data to ensure it is
complete, and then REST will analyze
it. Working together, the results will be
written into a report. If the results confirm
a relationship exists between trimming
PICC tips and the development of
catheter-related thrombosis, we will seek
to publish the report.

As IV therapy specialist nurses, we are
busy working with patients who need our
expertise. We strive to give evidence-based
care that will contribute to good outcomes.
When we see increased complication
rates occur, we examine our products and
practices and seek to understand what
the contributing factors are. Thankfully,
Shirley and the REST team will be there,
helping us determine if our intuition about
trimming PICC tips is correct. Without
their help, we certainly would not have
the time or research expertise to answer
our practice question. After all, answers
to these practice-based questions become
new evidence.

Denise Steele, RN, BScN, VA-BC
BIO

Denise Steele, RN, BScN, VA-BC is the Parenteral
Nurse Clinician for the Misericordia Community
Hospital. She is part of the parenteral team which
performs approximately 600 PICC insertions per
year. Denise and her team are currently involved
in a study to evaluate the merits/demerits of
cutting the tips of central catheters (Does cutting
the PICC tip result in increased rates of upper
extremity catheter-related thrombosis).
Email: Denise.Steele@covenanthealth.ca

Rate our
newsletter

Please help us rate the new Covenant Health
Research publication format and improve to better
serve your research communication requirements
by taking our survey.

Go to: www.surveymonkey.com/s/ResearchIssue20
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Screening for elder abuse among Villa Caritas clients
Leslie Pisani, MSW, RSW, Social Worker, Villa Caritas

Disturbing images of elder abuse
appear on our television sets through
federally-funded awareness campaigns
that have us peeking into the lives of
older adults abused by their families.
Services to provide help are available
through various federal, provincial and
local support telephone lines. Children,
grandchildren and other relatives
threaten, steal from and physically harm
older adults in their families at rates,
depending on the study, from two to
25 per cent per cent. Older adults who
require hospitalization have often been
abused by their family. Unless someone
sees the abuse and steps forward to help,
many older adults will suffer in silence.
Often what is required is someone to ask
about potential abuse before the person
will confide their painful secret.
Screens for elder abuse have taken many
forms over the years. Some screens are
designed for professionals to answer
after they have interviewed a client. The
questions will allow the professional to
consider if the common risk factors of
abuse are present. While this approach
is subjective, it is especially useful in
situations where the older adult may not
be able or willing to respond to direct

questioning. Other screens are directed
towards the family caregivers of older
adults. People will admit to situations
that are abusive when directly asked
in a non-threatening manner. The final
type of screen asks questions of older
adults about abuse. This approach has
been found to uncover the most abuse.
However, despite its ability to uncover
abuse, very few opportunities exist for
older adults to be screened.
Attempts to provide opportunities for
older adults to expose their abuse have
been increasing. A national initiative
to encourage a Canadian screen, called
Elder Abuse Suspicion Index (EASI), to
be used by family physicians and other
health professionals may see older adults
at some clinics routinely asked about
abuse. Even if the individual is not ready
to reveal abuse, he or she knows that
it is a safe place to mention concerns
on another visit. Older adults have
repeatedly said that they do not mind
being asked about abuse, especially as
they are aware that if the questions do
not apply to them, they know that these
questions may help someone else.
The problem with screens directed to
older adults is that many are not tested
on people with dementia or psychiatric
conditions. Unfortunately, these most
vulnerable people are most at risk for
abuse. Covenant Health serves this
population many of its facilities. In
Edmonton, Villa Caritas has data to show
that elder abuse is definitely a problem
for the older adults admitted to its acute
care geriatric psychiatry units. Education
for employees and the use of a tool to
consider elder abuse in each admission
has resulted in increased awareness
and the ability to intervene in elder
abuse. The addition of a screen directed
at the older adults themselves or their
caregivers would likely help identify
more abuse.
The search for the most appropriate
screen to be used by Villa Caritas resulted
in an article published in the Journal of

Elder Abuse and Neglect in June 2012.
Dr. Kevin Lawless and I plan to facilitate
the trial of a screen in the future. The
unique hospital population provides
an opportunity for learning from the
introduction of a screen for patients and
their families.
Intervention to stop abusive situations
for older adults cannot begin until
we become sensitive to the possibility
of abuse, hence the television ads.
Asking questions in screens for
professionals, family caregivers and
older adults themselves will increase the
opportunities to help. Be prepared to be
asked about abuse if you work with, care
for, or are an older adult yourself.
For more details on screening for elder
abuse, read the publication:
Pisani L, D., Walsh C, A. Screening for
elder abuse in hospitalized older adults
with dementia. J Elder Abuse Negl. 2012
2012;24(3):195-215.
www.ncbi.nlm.nih.gov/
pubmed?term=Pisani%2C%20
Leslie%5BAuthor%5D

Leslie Pisani and Dr. Kevin Lawless
Bios

Leslie Pisani, MSW, RSW, is a Social
Worker at Villa Caritas. Together with
Drs. Kevin Lawless and Christine Walsh,
she has promoted awareness of elder
abuse issues in the geriatric psychiatry
population at provincial, national and
international conferences.
Email: Leslie.Pisani@covenanthealth.ca

7

Covenant Health Research
Issue 20

PRN Administration in a geriatric psychiatric hospital:
Preliminary findings from a nursing perspective
Authors: Lori Harper, Chris North, Heather Williams and Brendan Bachowich
Contributor: Lori Harper, PhD, R.Psych. Clinical Psychologist, Villa Caritas

Introduction
The primary purpose of administering
psychotropic medications is to change
a client’s mental state and they are
often prescribed and administered in
mental health settings (Baker, Keady,
Harman, Kay, Jones & Jolley, 2010;
Curtis & Capp, 2003). Pro re nata (PRN)
or “as required’ medication is often
commonly used in addition to routinely
prescribed medication and is commonly
used to manage the behavioural and
psychological (BPSD) symptoms of
dementia (Baker, Lovell, Harris &
Campbell, 2007; Haw, Stubbs & Yarson,
2008). However, concerns have been
expressed about the use of antipsychotics
with older adults, particularly those
who have a dementia (Ballard, Hanney,
Theodoulou, et al. 2009; Douglas &
Smeeth, 2009; Gill, Bronskill, Normand, et
al., 2007).
Administering PRN medication is largely
an autonomous nursing role and it is an
area of practice that has been criticized
(Mullen 2009, Thapa et al., 2003). There is
a growing concern that PRN medications
are used more often as a first-line
treatment rather than the recommended
last resort (Usher & Luck 2004, Srivastava,
2009). Interestingly, very little is known
about the decision-making process that
nurses go through when deciding to
administer PRN medication. There is
some literature available that examines
this process in adult inpatient settings
(Baker, Lovell & Harris, 2007; Usher,
Baker & Holmes, 2009) and postoperative
cancer patients (Giulio & Crow, 1997).
Baker et al. found that nurses’ decisions
to administer “as needed” medications
was influenced by safety, knowledge of
the patient and levels of patient distress.
They also found that, in their sample,
nurses used PRN medications as a first
line rather than last resort due to limited

8

continued on next page

skills, fewer years of clinical experience,
time pressure, and low or inadequate
staffing levels. It would be important
to understand this decision-making
process in a geriatric psychiatric hospital
because, as mentioned previously, PRN
medication is often used to manage
BSPD. The aim of this investigation is two
fold: 1) to get a better understanding of
the decision-making process that nurses
use when deciding to administer PRN
medication and 2) to understand nursing
knowledge pertaining to alternatives to
chemical restraint.

Method
Participants
Nurses from two distinct acute inpatient
geriatric psychiatry programs at Villa
Caritas were asked to complete a 27 item
questionnaire. The Mood and Thought
Disorders Treatment Program (MTDTP)
provides assessment and treatment for
patients with acute psychiatric illnesses
requiring urgent stabilization. The
Organic Disorders Treatment Program
(ODTP) provides assessment and
treatment for patients who have organic
disorders and who are demonstrating
moderate to severe behavioural
dysfunctions.
A total of 28 questionnaires were
distributed and 20 completed
questionnaires were returned with a
response rate of 71 per cent. Eight (n=8/15,
53 per cent) nurses from the MTDTP and
12 (n=12/13, 92 per cent) nurses from
the ODTP completed the questionnaire.
Of the 20 nurses, the majority (n =
16/20, 80 per cent) were females. Nine
participants were registered nurses,
eight were registered psychiatric nurses,
two were licensed practical nurses, and
one participant did not respond to this
question. For total years of nursing
experience, five nurses had 21 to 30 years,

three nurses had 11 to 20 years, nine
nurses had one to 10 years, two
nurses had less than one year, and
one nurse chose not to respond.

Data collection
Nurses were given an overview
of the research during unit
staff meetings and information
pamphlets were left on the unit.
Informed consent was obtained
from participating nurses who were
allotted time during their shift to
compete the questionnaires or they
completed them on their own time.
The questionnaire consisted of 27
items. The questions were designed
to: 1) understand factors that
influence decisions to administer a
PRN, 2) determine if there is a best
practice policy, 3) identify what, if
any, alternatives were tried first,
and 4) if familiarity of the patient
had any influence. Finally, nurses
were asked to give additional
comments regarding the use of PRN
medications.

Data analysis
Qualitative data was coded by three
independent reviewers. Themes
were identified and categorized.
Questionnaire results from the two
inpatient programs were analyzed
separately and outcomes were
compared to identify similarities and
differences in practices.
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familiarity of the patient influenced PRN
administration.
We also wanted to know if a nonchemical intervention was used before
the administration of a PRN medication.
The majority of the nurses in the
MTDTP indicated that a non-chemical
intervention was tried first “all the time”
or “frequently”’ for verbal aggression and
agitation. There was more variability in
responses of the nurses in the ODTP with
approximately 20 per cent indicating that
they “sometimes” used a non-chemical
intervention first. More variability was
seen on both units with regard to the
use of a non-chemical intervention for
physical aggression. Approximately 70
per cent of nurses in the ODTP said that
they used non-chemical interventions
“all the time” or “frequently” while
approximately 55 per cent of nurses in the
MTDTP endorsed this.

Results
Due to space restraints, a selection of
results will be discussed. We first wanted
to identify the factors that influenced
decision making with regard to verbal
aggression, physical aggression and
agitation. For nurses on both units, verbal
and physical aggression, and safety of
the patient, co-patients and staff were the
biggest factors, with investigating and
identifying the cause of the aggression
the next. For agitation, factors were
investigating the cause followed by
safety issues on both units. In most cases,

We wanted to investigate what types of
interventions were being used before
a PRN was administered. There was
tremendous variability within both
units. The most common interventions
ranged from communicating, redirecting,
ignoring and removing the patient in the
MTDTP. These findings were quite similar
for the nurses in the ODTP, however,
restraint was identified by 50 per cent of
the nurses as an intervention for physical
aggression. There was also tremendous
variability in the nurses’ responses to
where they learned about new drugs
and potential drug interactions. Finally,
we asked the nurses what their opinions
were regarding PRN use on the units. The
responses would suggest that it is a rather
contentious issue. Several nurses thought
that PRN medication was overused and
that “talk therapies” should be used more.

Summary and conclusions
In summary, the key decision-making
factors that influence a nurse’s decision
to administer PRN medication are safety
of patients and staff, to determine if

there are environmental or physical
reasons contributing to decision
making, and to try and use PRN as
a last resort. Results would suggest
that nurses try other interventions
before giving a PRN. However, the
interventions vary greatly within
and between units. In fact, variability
was the theme for answers to the
questions discussed above. What
is clear from this research is that a
best-practice policy is lacking. The
development of a policy would be
very helpful in establishing a protocol
to follow when administering
PRN medications. Education
sessions to inform nurses of various
psychotherapeutic interventions may
provide nurses with more techniques
to draw from when dealing with
aggressive or agitated patients. The
difficulty with this is that the research
literature with regard to interventions
is fraught with shortcomings due to
inclusion criteria and methodological
issues. Management and staff at Villa
Caritas are implementing and trialing
several interventions in hope of
developing a best practice policy.
This research was supported by
Covenant Health research grant #
1277. Portions of this research were
presented at the 65th annual meeting
of the Gerontological Society of
America Conference, San Diego
California, Nov. 14-18, 2012.
Lori Harper
Bio

Lori Harper is a clinical psychologist who
works at the Villa Caritas. She provides
psychological services to the patients at
Villa Caritas, teaches at MacEwan University
and has other Covenant Health research
projects on the go.
Email: Lori.Harper@covenanthealth.ca
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Elevated cardiac troponin in the early postoperative period
and mortality following ruptured abdominal aortic aneurysm:
a retrospective population-based cohort study
Authors: Ilana Kopolovic, Kimberley Simmonds, Shelley Duggan, Mark Ewanchuk,
Daniel E Stollery and Sean M Bagshaw
Contributor: Sean Bagshaw, MD, MSc, Critical Care Medicine, University of Alberta

Sean Bagshaw
Bio

Introduction
Cardiac complications are potentially life-threatening following emergency repair
of ruptured abdominal aortic aneurysms (rAAA). Our objectives were to describe
the incidence, risk factors, cardiac outcomes and mortality associated with elevated
cardiac-specific troponin (cTnI) following repair of rAAA. We hypothesized that early
post-operative cTnI elevation (>0.15 mcg/L) in rAAA patients would identify a high-risk
subgroup for cardiovascular complications and adverse outcomes.

Methods
This was a retrospective population-based cohort study of all referrals for emergency
repair of rAAA in central and northern Alberta, from Jan.1, 2002 to Dec. 31,2009.
Demographic, clinical, physiologic and laboratory data were extracted, along with
cardiac-specific investigations and events in the 72 hours following rAAA repair.

Results
In total, 55 per cent of patients (n = 77/141) had elevated cTnI, of which 12 per cent
(n = 9) had ST segment elevation, 23 per cent (n = 18) had ST segment depression, five
per cent (n = 4) had other ECG changes, and 61 per cent (n = 47) had no diagnostic ECG
changes. Those with positive cTnI were more likely to have coronary artery disease
(45.5 per cent versus 23.4 per cent, P = 0.01) and higher Acute Physiology and Chronic
Health Evaluation (APACHE) II scores (24.9 vs. 21.4, n = 0.016). cTnI positive patients
were more likely to receive vasoactive support (58.4 per cent versus 14.1 per cent, P <
0.001), had longer intensive care unit (ICU) lengths of stay (eight (three to 11) versus
four (two to nine) days, P = 0.02) and higher adjusted in-hospital mortality (40.3 per cent
versus 14.1 per cent; OR 4.23; 95 per cent CI, 1.47 to 12.1; P = 0.007).

Conclusions
Elevated cTnI early after rAAA repair is an independent predictor for post-operative
complications and death.of the triad.
For more details: Kopolovic I, Simmonds K, Duggan S, Ewanchuk M, Stollery
DE, Bagshaw SM. Elevated cardiac troponin in the early post-operative period
and mortality following ruptured abdominal aortic aneurysm: A retrospective
population-based cohort study. Critical Care. 2012 Aug 7;16(4):R147.
For more information: www.ncbi.nlm.nih.gov/pubmed/22871065

Dr. Bagshaw is an Associate Professor in
the Division of Critical Care Medicine at
the University of Alberta in Edmonton,
Alberta, Canada. He is supported by
a Canada Research Chair in Critical
Care Nephrology and an Independent
Investigator Award from the Alberta
Innovates – Health Solutions. His
research interests are broad and focus
not only on the clinical, epidemiological
and translational issues related to acute
kidney injury and the application of
extracorporeal blood purification in
critically ill patients, but also health
outcomes and services delivery in critical
care medicine.
Email: bagshaw@ualberta.ca
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Pediatric ACL attachment localization on routine clinical
MRI for 3D virtual arthroscopy: reliability analysis
Authors: Vimarsha Swami, June Cheng-Baron, Catherine Hui, Richard Thompson, Jacob Jaremko
Contributor: Vimarsha Swami and Jacob Jaremko, MD, PhD, Faculty of Medicine and Surgery, University of Alberta

Objective
Precise, anatomic placement of anterior cruciate ligament (ACL) grafts at femoral and
tibial attachment centres during arthroscopic reconstruction can be challenging. We
developed a novel technique to localize ACL attachments on preoperative MRI, and from
these produce 3D reconstructions to visualize attachment sites in an interactive patientspecific “virtual arthroscopy” environment. We tested whether ACL attachments can
be reliably localized from routine MRIs in patients with torn and intact ACLs for this
application.

Vimarsha Swami
Bio

Methods and Materials
Thirtyseven pediatric knees (10-17 years) with ACL tears and 37 intact-ACL controls were
examined. Two blinded observers identified ACL attachments on routine clinical 1.5-Tesla
MRI. From the resulting 3D reconstruction, the location of the center of each ligament
attachment site and its area were calculated and reliability assessed.

Results
Inter-observer variation of the centres of ACL attachments for intact versus torn ACL
was (mean±SD): 1.7±0.9 versus 1.8±1.1 millimeters at femoral attachments, 1.4±0.9 versus
1.7±1.0 millimeters at tibial attachments, with p>0.05 and 99.9 per cent power to detect a
1.5 millimeters difference. The 95 per cent confidence interval was ≤4 millimeters. ACL
attachment areas were less reliably localized.

Conclusions
ACL attachment centers were localized with high and similar reliability on routine
clinical MRI whether the ACL was intact or torn, with variability averaging <2 millimeters
between two observers. Remnant tissue at attachments allows reliable assessment of torn
ligaments. Reliable MRI localization of ACL attachment centers for 3D virtual arthroscopy
has potential to assist with precise tunnel placement in anatomic single-bundle ACL
reconstruction, and further clinical testing is warranted.

Vimarsha Swami is a second year
medical student at the University
of Alberta Faculty of Medicine and
Dentistry. Before commencing his
medical studies, he completed a
Bachelor of Science in Anatomy and
Cell Biology at McGill University.
His current research interests are
in musculoskeletal imaging of the
spine and lower extremity, under the
guidance of Dr. Jacob Jaremko from
the Department of Radiology and
Diagnostic Imaging.
Email: vimarsha.swami@ualberta.ca

3D virtual arthroscopic view created from knee MRI reconstruction,
as would be seen through the medial portal during arthroscopy. ACL
attachment footprints (red) and attachment centres (green) are shown.
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Referral criteria for assessment and treatment
in an ambulatory dysphagia clinic
Authors: Diana R. Mager, PhD. RD, Klara Lorinczi, RD, Alice Lee, RD, Vanessa Denheyer, RD, Amanda Pickard, RD
Contributor: Diana R. Mager, PhD, RD, Clinical Nutrition, University of Alberta

Why?
“Dysphagia” is a medical term that
refers to difficulty swallowing during the
ingestion of food, liquids or medications
(1). If left untreated, dysphagia can lead
to adverse health outcomes, such as
aspiration pneumonia, malnutrition and
dehydration, increased length of hospital
stay, and a fivefold increased risk of death
(2,3). In the past decade alone, referrals
for dysphagia testing have increased by
20 per cent a year across the life cycle with
40-50 per cent of referred clientele being
diagnosed with dysphagia (4,5,6). This
has led to dramatic increases in wait times
for outpatient dysphagia services and
demonstrates the need for accurate referral
criteria for this vulnerable population (4,5).
Given the demand for our services, was
the Dysphagia Team at the Grey Nuns
Community Hospital seeing appropriate
patients and those who could most benefit
from our expertise?

How?
Our team consisted of two nutrition
students of the University of Alberta (now
RDs), two registered dietitians working at
the Grey Nuns Community Hospital and
the lead investigator, a registered dietitian
and associate professor of nutrition in
the department of Agriculture, Food and
Nutrition Science at the University of
Alberta. Together, we developed a process
for a retrospective chart review (n=99 of
125 charts screened).

What?
Patients were broken down into two
existing groups, urgent and routine
referrals. The medical histories of the
patients did not differ between patients
with urgent or routine referrals (p>0.05)
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(Figures 1 and 2). The mean time from
referral to the clinic visit was 107 days.
Those with routine visits waited an
average of 153 days while urgent referrals
waited an average of 64 days. The most
frequent reasons for referral included
issues directly related to eating and
swallowing 28 per cent and referral due
to illness, surgery and or pain 17 per cent,
gastroesophageal reflux disease (GERD)
5 per cent. The diagnosis of dysphagia
was very high, at 84 per cent for the
routine and 80 per cent of the urgent cases.
Overall, 80 per cent received nutrition/
lifestyle counselling for dysphagia and
upper gastrointestinal symptomology
management. Nutrition/lifestyle
counseling related to GERD alone was
provided to 20 per cent of the patients see
in the clinic.

So what?
• There is a need for appropriate
screening and referral – Wait times in
our clinics exceeded six weeks for
urgent referrals and three months for
lower priority referrals. Times that
point to the need to evaluate the use
of scarce clinical resources.
• Symptoms of GERD may be
overlooked while patients wait for
their clinic appointment – Over 80 per
cent of our clients had dysphagia (with
some patients also having symptoms
of GERD 17 per cent). This suggests
that some patients might benefit from
investigation or initiation of treatment
for GERD while waiting for their clinic
appointment.

Now what?
• The Ambulatory Dysphagia Clinic at
the Grey Nuns Community Hospital
continues to use the referral form,
as it has been proven to capture
appropriate patients. Presentations of
the research have been given to
the RDs and Dysphagia Team at the
Grey Nuns Community Hospital, to
undergraduate dietetic trainees at the
University of Alberta and at national
conferences. This research highlights
the need to provide referring health
care professions with further education
in dysphagia screening and
assessment.

Figure 1
Comparative incidence of respiratory, neurological, gastrointestinal and Covenant
other disease
in
Health Research
patients with urgent referrals for dysphagia diagnosis and treatment. (n=46)
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Figure 1. Comparative incidence of
respiratory, neurological, gastrointestinal and
other disease in patients with urgent referrals
for dysphagia diagnosis and treatment. (n=46)

Figure 2
Comparative incidence of respiratory, neurological, gastrointestinal and other disease in
patients with routine referrals for dysphagia diagnosis and treatment. (n=53)

Figure 2. Comparative incidence of
respiratory, neurological, gastrointestinal and
other disease in patients with routine referrals
for dysphagia diagnosis and treatment. (n=53)

Figure 2
Comparative incidence of respiratory, neurological, gastrointestinal and other disease in
patients with routine referrals for dysphagia diagnosis and treatment. (n=53)

For more details: Lorinczi K, Denheyer V, Pickard A, Lee A, Mager DR. Referral criteria for assessment and treatment in an
ambulatory dysphagia clinic. Can J Diet Pract Res. 2012 Winter;73(4):189-94.
Follow this link for more information:
www.ncbi.nlm.nih.gov/pubmed/?term=Referral+Criteria+for+Assessment+and+Treatment+In+an+Ambulatory+Dysphagia+Clinic

Diana Mager
Bio
Diana Mager, PhD, RD, is
an Associate Professor of
Clinical Nutrition in the
Department of Agriculture,
Food and Nutritional
Science/Pediatrics. As a
clinician Dr Mager was
involved in the care of
pediatric and elderly
patients with Dysphagia
and more recently has
extended this expertise in
joint research opportunities with Klara Lorinczi RD at
the Grey Nun’s Dysphagia Clinic.
Email: mager@ualberta.ca

Klara Lorinczi, RN
Bio

Klara Lorinczi, RN,
is a member of the
interdisciplinary Dysphagia
Team in the Outpatient
Clinic at the Grey Nun’s
Community Hospital. Klara
states that “Understanding
of the functional aspects
of swallowing and
management of dysphagia
is also critical to Unit 52
Geriatric and Stroke Rehabilitation where I spend most
of my professional time”. Both investigators look forward
to participating in future collaborative research related to
dysphagia management.
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Knowledge Translation in iRSM
Mark Redmond, PhD, Executive Director
Institute for Reconstructive Sciences in Medicine

For twenty years, the Institute of Reconstructive Sciences in Medicine
(iRSM) has delivered innovations in the treatment of its patients who
have lost function of and/or experienced severe disfigurement of the face,
head, and neck due to cancer, trauma or congenital abnormalities.
Recognized as a global leader, iRSM’s work reaches beyond the clinic
to laboratories and lecture rooms developing innovations and highly
qualified personnel.
Investment in training and development in the principles and practice of
clinical and translational investigation is critical to the growth of iRSM
as an institute. In this edition of Covenant Health Research, we feature
studies led by two iRSM staff members, who completed a Master of
Science at the University of Alberta, with research projects focused on
aspects of their clinical work.

Dr. Mark Redmond is the Executive Director of the
Institute for Reconstructive Sciences in Medicine
(iRSM). He has over 20 years experience as an
executive and strategic leader, covering roles the
private sector and in the academic field. He has
a long history in scientific innovation, funding,
and translation of research into sustainable and
commercially successful enterprises.
Email:Mark.Redmond@covenanthealth.ca

Comparison of tooth loss between intensity-modulated and
conventional radiotherapy in head and neck cancer patients
Authors: Richelle Chuka (Beesley), Jana Rieger, Sharon Compton, Matthew Parliament, Hadi Seikaly, and Johan Wolfaardt
Contributor: Richelle Chuka (Beesley), MSc, and Johan Wolfaardt, BDS, MDent (Prosthodontics), PhD, Institute of Reconstructive Sciences in Medicine

Objective

Background
Over the past 20 years, advanced
radiotherapy (RT) technologies such
as intensity modulated radiotherapy
(IMRT) have been implemented in the
management of head and neck cancer
(HNC). The principal advantage of IMRT
is the delivery of non-uniform beam
intensities to deliver higher treatment
volumes to the tumour while minimizing
the dose to salivary and functional tissues.
Preserving salivary tissue and function can
potentially minimize salivary changes and
prevent the loss of saliva. The side effects
from RT, such as xerostomia, radiationrelated caries and problems with oral
functions, are often life-long.

14

continued on next page

Presently, preventive dental care is
implemented to preserve the dentition and
only high-risk or unsalvageable teeth are
removed prior to the initiation of RT. With
the increase in the number of younger
subjects being diagnosed with HNC,
particularly due to the growing influence
of human papillomavirus and the reality
that more people are keeping their teeth
for longer, there is the potential for more
teeth to be at risk for radiation-related
changes years after RT. The ability to
deliver lower radiation doses to non-target
tissues potentially help protect and reduce
the treatment side effects that contribute to
oral and dental complications.

Advanced radiotherapy (RT), such
as intensity-modulated radiotherapy
(IMRT), has become more common in
the management of head and neck cancer
(HNC). IMRT includes focused target
volume coverage to the tumour, while
sparing vital functional tissues in hopes
to protect salivary function. However,
the long-term effects on dentition after
IMRT are not well established. The
primary objective of this study was to:
(1) understand the status of the dentition
by comparing tooth loss after IMRT and
conventional RT in HNC patients and (2)
determine the relationship between the
subject demographic information and
tooth loss after RT.

Covenant Health Research
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Methods

Conclusion

A retrospective chart review was
conducted on individuals who received
IMRT or conventional RT (+/- surgery,
+/- chemotherapy) for oropharyngeal,
oral cavity and nasopharyngeal cancer
between 2000 and 2010 at the Institute
for Reconstructive Sciences in Medicine
(iRSM). Tooth loss, the primary outcome
measure, was assessed using intraoral
photographs, radiographs and clinical
records. The influence of patient
demographics on tooth loss was assessed
as well.

No statistically significant differences in
tooth loss between RT groups were found
two years after RT; however, trends in
the data suggest that tooth loss increased
each year after RT up two years after
treatment. The early findings of this study
need to be viewed with caution as longterm data beyond three to five years, as
well as a larger sample size, are needed to
further understand the dental effects after
advanced RT.

Results
Eighty-six patients were eligible for
review at baseline; 44 received IMRT and
42 received conventional RT. Twentyfour had data collected up to two years
after RT. After adjusting for the baseline
number of teeth, no significant differences
were found between groups up to two
years after RT using repeated measures
analysis of covariance RM-ANCOVA (p
.079). The site of disease was significantly
different between groups.

Financial disclosure of authors:
Funding was provided by Covenant
Health, Edmonton.
Presented at the International College
of Prosthodontists Conference, Hawaii,
September 2011, and International
Dental Hygiene Research Conference,
Maryland, October 2011.
For more details: Richelle Chuka
(Beesley), Jana Rieger, Sharon Compton,
Matthew Parliament, Hadi Seikaly, and
Johan Wolfaardt. Comparison of tooth
loss between intensity-modulated and
conventional radiotherapy in head and
neck cancer patients. J Otolaryngol
Head Neck Surg 2012;41(6):389-395.
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Richelle Chuka (Beesley) is a graduate of
the University of Alberta dental hygiene and
Masters in Medical Science (MSc) program.
Richelle is currently a registered dental hygienist
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care, research and teaching, and is presently
focusing her research and clinical interests on
oral outcomes in patients treated for cancers
involving the head and neck.
Email: Richelle.Chuka@albertahealthservices.ca
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Professor, Division of Otolaryngology-Head
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of Alberta. His clinical and research interests
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development of the research program at iRSM.

This photo shows failed dentition requiring extractions after radiation treatment.

Email:
Johan.Wolfaardt@albertahealthservices.ca
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Evaluation of the accuracy of cone beam computerized tomography (CBCT):
Medical imaging technology in head and neck reconstruction
Authors: Heather Logan, Johan Wolfaardt, Pierre Boulanger, Bill Hodgetts and Hadi Seikaly
Contributor: Heather Logan and Mark Redmond, Institute for Reconstructive Sciences in Medicine (iSRM)

Background
With the introduction, development
and commercialization of cone beam
computerized tomography (CBCT)
technologies in the field of head and
neck reconstruction, clinicians now have
increased access to the technology. Given
the growth of this new user group, there
is an increasing concern regarding proper
use, understanding, quality and patient
safety.
The study had two specific objectives:
(1) to assess possible thermal distortion
effects during CBCT warming period and
effect on sensitivity and precision, and
(2) to determine differences in accuracy
between computerized tomography (CT)
scanning and CBCT scanning at different
warming stages.

Methods
Computer assisted design (CAD) was
used to produce an acrylic resin/barium
sulfate model with dimensions and

contours of a standardized mandible.
Three different machine warming times
were selected ranging from zero (cold),
one hour and four hours and scanning
sequences were repeated over six days.
Scanning slice thicknesses were: CBCT
- 0.2 mm slice thickness and CT - 1 mm
slice thickness. A control model was CT
scanned at five random intervals, at 1
mm slice thickness and CBCT scanned
at specialized intervals, at 0.2 mm slice
thickness. The scan data was converted
and imported into a software program
where a digital registration procedure was
used to compare the average deviations of
the scanned models to the control.

Results and Discussion
In terms of its first objective, evaluating
the accuracy of CBCT at three machine
warming stages, the study showed
no statistically significant differences

Figure 1. iRSM-designed acrylic resin/barium sulfate model with
dimensions and contours of a standardized mandible. Models
ensure consistency in target and placement within the scanner.
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among the periods. Clinicians can be
confident of high accuracy (within 0.007
mm) independent of CBCT warming stage.
In terms of the second objective, there
was a statistically significant difference in
average deviation between CT scanning
with 1 mm slice thickness and CBCT
scanning with 0.2 mm slice thickness.
CT scanning with 1 mm slice thickness
resulted in an average deviation from
the control of 0.056 mm, and was shown
to be less accurate than CBCT scanning
with 0.2 mm slice thickness with an
average deviation from the control of 0.007
mm. Although there was a statistically
significant difference between CBCT at 0.2
mm slice thickness and CT at 1 mm slice
thickness, it appeared that there was no
clinical significance to the result.

Figure 2. Error bar graph showing the absolute average deviation
measurements (in mm) for CBCT (0.2 mm slice thickness) scanning
cold, one hour and four hour and CT scanning (1 mm slice
thickness).
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Conclusion
The study revealed important findings
that contribute to the growing body of
knowledge and technical understanding
in the area of CBCT and medical imaging
technology. Within the context of the
equipment used in this study, clinicians
may be confident in scanning accuracy and
not be concerned with clinical outcomes
being affected by equipment warming or
slice thickness.

Differences in CBCT and standard CT
Exposure to repeated doses of radiation associated with computerized
tomographic (CT) scanning is a concern to healthcare practioners. As an
alternative to full CT scanning, cone beam computerized tomography (CBCT)
exposes patients to significantly lower doses of radiation.
Advantages of CBCT:
• CBCT allows for increased
availability and access to
multi-planar imaging. This
allows for real-time analysis
and improved efficiency
within the clinic.

Scarfe WC, Farman AG, Sukovic P. Clinical
applications of cone beam computed tomography
in dental practice. J Can Dent Assoc 2006;72:75-80

1

For more details: Heather Logan,
Johan Wolfaardt, Pierre Boulanger, Bill
Hodgetts, and Hadi Seikaly. Evaluation
of cone beam computerized tomography
(CBCT): Medical imaging technology
in head and neck reconstruction. J
Otolaryngol Head Neck Surg 2013; 42
(25). doi:10.1186/1916-0216-42-25

• CBCT allows the user to select
the optimal field of view
(FOV) to limit the exposure to
the region of interest.
• CBCT scans can be done
at high speeds as scans can
generally be acquired in a
single rotation.

www.journalotohns.com/
content/42/1/25#

Heather Logan
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• CBCT scans have a reduced
radiation dose compared to
CT scans.
		 − CBCT average range: 36.9		 50.3 microsievert1
		 − Fan beam CT average
		 range: 1320-3324
		 microsievert (mandible),
		 1031-1420 microsievert
		(maxilla) 1

Heather Logan completed her Master of
Science in Rehabilitation Science with a
focus in Surgical Design and Simulation
in 2011 at the University of Alberta
and with support from the Institute for
Reconstructive Sciences in Medicine
(iRSM). The purpose of her thesis research
was to cover distinct areas of importance
in surgical design and simulation that
all contribute to the growing body of
knowledge and technical understanding of
virtual surgical planning in fibula free flap
mandibular reconstruction.
Email: Heather.Logan@covenanthealth.ca

iRSM and associated clinicians
investigated the two methods
to ensure equivalency of
imaging performance and
provide a safer tool for planning
and monitoring progress
for reconstructive medical
techniques.

The CBCT scanner
1

Scarfe WC, Farman AG, Sukovic P. Clinical applications of cone beam computed

tomography in dental practice. J Can Dent Assoc 2006;72:75-80
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Research Illustrated

This section features a layman’s summary of a research
funded by the Covenant Health Research Trust Fund
Finding common ground to achieve “good death”
Amy Tan, MD, MSc, CCFP and Donna Manca, MD, MClSc, CCFP, Family Medicine, University of Alberta

Eleven Canadian family physicians
were interviewed about experiences of
conflict during an end-of-life decisionmaking discussion with a dying patient’s
substitute decision-maker.
The physicians expressed a desire to
achieve a “good death” for the patient.
Achieving “good death” involved a
process where the physician took time
with the substitute decision-maker in
“finding common ground.” This required
building trust and rapport, understanding
one another and making informed
shared decisions. Potential barriers were
identified that may block any step of the
process.

Simplified Adaptation of a Framework in “Finding Common
Ground” to Achieve a “Good Death” for the Patient
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Step 4: Patient’s “Good Death”
Step 3: Making informed shared
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decisions

Step 2: Understanding one
another

Step 1: Building mutual trust
and support

Some potential barriers to this
process were:
• a physician’s own internal conflict
			 about a patient’s status.
• the family’s denial of a patient’s
			 condition and mismatched
			 expectations of what medicine can do.

Advance care planning involving patients
and their family or surrogate decisionmakers helps the family become aware of
what the patient’s end-of-life wishes are,
which can greatly facilitate the patient’s
good death.

• consulting ethics, palliative care or
			 pastoral care

Conclusion (from original article): Conflict
between physicians and substitute
decision-makers of dying patients can
occur for a multitude of reasons, and
can potentially contribute to a patient’s
“bad death” with ramifications for
everyone involved. A novel framework for
developing common ground is described
to help resolve these conflicts, and may
assist in achieving a good death. These
results may aid in educating physicians,
learners and the public on how to have
productive collaborative relationships
during end-of-life decision-making for
dying patients, and ultimately improve
their deaths.

• transferring the patient’s care to a
			 colleague

Summarized by: Peter Tian, MD, MPH, FPSOHNS & Amy Tan, MD, MSc, CCFP

• a lack of a prior relationship between
			 the physician and the patient/family.
Time was the ultimate barrier!

When barriers led to an
impasse in finding common
ground, several strategies
were used:
• seeking a second opinion from
			 members of a multidisciplinary
			 healthcare team
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Tan A, Manca D. Finding common ground to
achieve a “good death”: Family physicians
working with substitute decision-makers of
dying patients. A qualitative grounded theory
study. BMC Fam Pract. 2013;14(1):1-11.
www.biomedcentral.com/1471-2296/14/14
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Research Teams

This section features Research Teams in Alberta
The BETTER 2 program
Donna Manca, Carolina Aguilar and Nicolette Sopcak

Primary care is the ideal setting for chronic disease prevention
and screening (CDPS). The Building on Existing Tools to Improve
Chronic Disease Prevention and Screening in Primary Care Practice
(BETTER 2) program developed an evidenced-based approach to
CDPS that recently received funding to expand into the Northwest
Territories, Newfoundland and Labrador, and Nova Scotia, and
to deepen the impact of the approach in Alberta and Ontario.
The long-term goals are improved clinical outcomes, reduction in
the burden of chronic disease and improved sustainability of the
healthcare system.
Participating practices identify a healthcare professional from the
practice who then receives CDPS training and resources from the
BETTER 2 program and learns how to identify at-risk patients and

deliver a patient-level intervention. Through a process involving
shared decision-making, motivational interviewing, and the use
of the BETTER 2 toolkit, a unique, individualized “prevention
prescription,” is developed with the patient. This intervention is:
1) personalized, 2) addressed to multiple conditions, 3) integrated
with linkages to local, regional or national resources, and 4)
longitudinal, assessing patients over time.
The Reach, Effectiveness, Adoption, Implementation and
Maintenance (RE-AIM )framework will be used to evaluate the
program. For more information on this unique program and how
you can participate, please contact Carolina Aguilar at
carolina.aguilar@ualberta.ca

Transforming practice and primary care research networks:
the Canadian Primary Care Sentinel Surveillance Network (CPCSSN)
Donna Manca, Kim Dueksen, Jacqueline Torti and Brian Forst

The Canadian Primary Care Sentinel Surveillance Network
(CPCSSN) funded by the Public Health Agency of Canada brings
together 10 community-based primary care networks from across
the country, each using electronic medical records (EMRs) to
capture data on their patients at the point-of-care. The CPCSSN
project extracts and validates chronic disease health information,
and has established a central repository for the conduct of
primary care chronic disease surveillance and research.

		
		
		
		

In Alberta, there is potential to develop a province-wide network.
At present, two Alberta networks contribute data to the CPCSSN
project:

			 Primary care research networks can provide an evidence			 based approach that transforms practice through:

1. Southern Alberta – the Southern Alberta Primary Care
		Research Network (SAPCReN) directed by Neil Drummond
2. Northern Alberta – the Northern Alberta Primary Care
		 Research Network (NAPCReN) directed by Dr. Donna
		 Manca, clinical director of the Alberta Family Practice
		 Research Network (AFPRN)

sources of data include: a database of admissions and
discharge, provincial billing databases, community
health surveys, census data and the Canadian Insitute
for Health Information (CIHI) nationally.

– CPCSSN provides physicians with sensitive and specific
			 data about their practice.
• A transformative process

		
– Engagement, via a collaborative-participatory
			approach
		

– A planned-action approach that includes:
1. issue identification/clarification

		

2. solution building

		

3. implementation, evaluation and nurturing change

Two preconditions are required to transform practice:
• Good data
		 – Before CPCSSN, there was a lack of good data to inform
			 family physicians about their practices. Primary care

continued on next page
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Dr. Manca
Bio
Participating physicians are provided with audit and feedback,
and have the opportunity to obtain MainPro C credits. Physicians
get insight into the care gaps in their practice population that
are not always apparent when treating patients individually.
Physicians may also develop disease registries using the CPCSSN
data to identify their patients with chronic disease. The CPCSSN
can assist physicians to develop standard entry and data
discipline, which can improve practice through activities such as
identifying patients at risk (i.e., smokers).
A province-wide primary care network that links the two Alberta
primary care networks involved in CPCSSN would have the
preconditions required to transform primary care in Alberta.

The BETTER team: (Left to right) Donna Manca, Carolina Aguilar and
Nicolette Sopcak
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Donna Patricia Manca, MD, MClSc, CCFP, MCLSC, FFCP. Dr. Donna
Manca has been a family doctor for over 25 years and practices
at the Grey Nuns Family Medicine Centre. She is the Director of
Research in Family Medicine at the University of Alberta, one of the
clinical directors in the Canadian Primary Care Sentinel Surveillance
Network (CPCSSN), and the chair of the CPCSSN Privacy and Ethics
Standing Committee. Her research expertise includes mixedmethods approaches including qualitative research methods.
Email: dpmanca@ualberta.ca

Northern Alberta Primary Care Research Network (NAPCReN)
team: (Left to right) Brian Forst, Donna Manca, Jacqueline Torti.
Inset: Kim Dueksen
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Librarian’s Corner
Electronic current awareness services
Sharna Polard, MLIS, Manager, Library Services, Covenant Health

Sharna Polard is the Manager, Library Services.
Prior to joining the Covenant Health team in
July 2012, she received her Masters of Library
and Information Science (MLIS) at the University
of Western Ontario in 2002, and then worked
for ten years at the Alberta Legislature Library.
She believes that the role of health librarianship
is a vital one in today’s world of information
overload. She is excited by opportunities that
new technologies offer for enabling library staff
to better connect clients to the information they
need, when they need it.
Email: Sharna.Polard@albertahealthservices.ca

Total Citations in Medline*

The electronic table of contents services
Struggling to keep up with new
(e-TOCs) enable you to easily find and
developments in your area of health
subscribe to RSS feeds of the latest table
research? We are in the “information age”
and increased opportunities
for communication afforded
Growth of Biomedical Literature
by the internet have only
25,000,000
increased the rate at which
20,000,000
new research is published
each year. The following
15,000,000
graph shows the explosive
growth that has occurred
10,000,000
in biomedical literature
since 1970.
5,000,000
Following your favourite
0
researchers, medical
1970
1975
1980
1985
1990
1995
2000
2011
journals and organizations
on Twitter (twitter.com)
*Pre-1995 figures are for Index Medicus. Source: National
*Pre-1995 figures are for Index Medicus
is a great way to keep up
Library of Medicine. Detailed Indexing Statistics: 1965-2011.
Retrieved
from:
on: National
Library of Medicine. Detailed Indexing Statistics: 1965-2011.
with hot news in your field, Based
Retrieved
from: http://www.nlm.nih.gov/bsd/index_stats_comp.html
www.nlm.nih.gov/bsd/index_stats_comp.html
but, if you want to monitor
the latest literature in a
more comprehensive manner, I would
of contents for your favourite journals or
recommend trying out the electronic table
arrange for an email to be automatically
of contents and subject alerts services
sent to you with the table of contents
available through our library databases.
every time a new issue is released.

Databases such as Medline, CINAHL and
EBM Reviews also have the functionality
to save a particular search strategy and
have the results emailed to you on a
weekly, monthly or quarterly basis so
you can keep up with new articles on
a particular topic, regardless of what
journal they are published in.
See the Library Services current
awareness page (www.compassionnet.
ca/1166.asp) on CompassionNet for
instructions on how to set up e-TOCs or
subject alerts, or contact library staff for
assistance:
Email:
covenantlibrary@covenanthealth.ca
Grey Nuns Health Sciences Library:
780.735.7300
Misericordia Weinlos Library:
780.735.2708
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Privacy Matters: Safeguarding health information
Marjorie Mellor, Director, Information and Privacy, Covenant Health

Alberta’s Health Information Act sets
out rules for the use and disclosure
of identifying health information for
research purposes. These rules serve
to guide researchers in ensuring they
use health information in accordance
with the Act and its principles. Prior
to commencing a research project
involving the use of Covenant Health
patient information or data, a researcher
is required to submit a proposal to an
ethics committee for review and then to
the Covenant Health Research Centre for
operational/administrative approval.
In its review, the ethics committee
will consider whether consent can
be reasonably obtained from study
participants before health information
can be disclosed to a research team and
if it should be required. The committee
will also consider whether a researcher’s
proposed safeguards to protect the
privacy of individuals participating in a
study are adequate and if public interest
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continued on next page

in the proposed research substantially
outweighs public interest in protecting
the individual’s privacy. These
considerations are all required by the
Health Information Act.
Once the ethics committee approval
process is complete and a request
for administrative approval has been
submitted to the Covenant Health
Research Centre, a researcher is well on
the way to obtaining access to patient
information that is vital to the study.
Whether information is being requested
from a health records department or
directly from individuals who have
agreed to participate in a study, strong
safeguards must be in place to protect
the confidentiality of the information.
Covenant Health’s administrative
approval process includes a review of the
researcher’s proposed safeguards by the
Information and Privacy department to
identify any additional conditions that

may be necessary to improve the security
and confidentiality of the information to
be disclosed to the researcher.
Depending on the study being
undertaken, a researcher’s proposal
should always identify safeguards
relating to:
• the recruitment of study participants,
• consent for the collection of
		 participants’ health information,
• de-identification of information,
• storage of paper data collection
		 forms and master participant lists,
• storage of electronic data,
• transmission of study data or
		records,
• retention of the study data/final
		results, and
• eventual destruction of the
		information.
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Computers provide a convenient method
for recording information, analyzing data
and storing both record-level raw data and
research results. Password protection is
often described in a research proposal as
the safeguard that is relied on to protect
individually identifying information
on a computer. Researchers need to be
aware that password protection alone is
not adequate to ensure that information
cannot be accessed by unauthorized
individuals. Alberta’s Information and
Privacy Commissioner has stated that
such passwords can be easily cracked or
bypassed and that they do not provide a
sufficient level of protection to meet the
requirements of the Health Information Act.
Instead, the Information and Privacy
Commissioner recommends a layered
defense to protect individually
identifying information stored on mobile
devices, including properly implemented
encryption. Covenant Health requires
researchers to meet this standard when
collecting patient information on the
hard drive of a computer.

Portable USB drives or similar external
storage devices are also a popular tool
for storing research data. These present
a high risk of loss and should also rely
on encryption to protect the confidential
health information and valuable research
data that they hold. A USB drive
protected by 256-bit AES hardware-based
encryption provides a level of security
acceptable to the Covenant Health
Information and Privacy department.
Following a complete review of a
researcher’s study proposal, Information
and Privacy recommends additional
safeguards to be implemented by a
researcher and these are outlined as
conditions in a schedule that is attached
to the research agreement required by
the Health Information Act.
With the final approval of the research
application by the Covenant Health
Research Centre and full execution
of the research agreement, including
acceptance of any conditions imposed
by the ethics committee and/or Covenant
Health, Covenant Health staff are

authorized to provide the researcher
with access to the patient information or
data that has been requested.
At Covenant Health, all research
applications are reviewed to ensure
that a researcher’s safeguards are
adequate to protect the confidentiality
of the information that will be collected.
Whether a researcher is using an
elaborate computer system, a tablet,
or just a pen and paper to collect
individually identifying research data,
strong safeguards must always be in
place to protect the integrity and the
confidentiality of the information.
For more information about
administrative, technical or physical
safeguards that may assist a researcher
and his or her study team members,
contact the Covenant Health Information
and Privacy office at:
privacy@covenanthealth.ca or
1.866.254.8181
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The ACRC and Covenant Health
Supporting quality research
Jon Hagan, Communications Officer, Ethics and Innovation Platforms, Alberta Innovates-Health Solutions

Regardless of whether you’re in an urban
or rural setting, Covenant Health is
encouraging all of its researchers, study
co-ordinators, service departments and
clinical staff involved in research to take
part in the Collaborative Institutional
Training Initiative CITI)- Canada training.
CITI-Canada offers basic courses in the
protection of human research subjects,
good clinical practice and responsible
conduct of research. In addition, it recently
included courses on transportation of
dangerous goods (TDG/IATA) and basic
social and behavioural research.
Covenant Health is one of the member
organizations of the Alberta Clinical
Research Consortium (ACRC) and actively
supports ACRC’s vision of high quality,
integrated and efficient clinical research
in Alberta. CITI-Canada training is one
of the training opportunities outlined in
the consortium’s third strategic priority
of establishing provincial standards and
opportunities for clinical research training.
“CITI-Canada training helps Covenant
Health researchers and their teams stay
up-to-date with good clinical practice
and the Canadian regulations, tri-council
policy and Health Canada guidelines,”
says Sheli Murphy, Covenant Health’s
Vice President Operations, Rural Services,
and executive lead for Professional
Practice and Research. “It is one of the
many ways that Covenant Health is
supporting quality research, enabling
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best practices in conducting studies, and
ensuring standardization and consistency
internally and with external partners.”
Both the ACRC and Covenant Health are
members of the Network of Networks
(N2), a national alliance of Canadian
research networks and organizations
working to enhance national clinical
research capability and capacity. By
virtue of the fees associated with this
membership, Covenant Health is able to
offer CITI-Canada training at no charge to
its research staff.
CITI-Canada represents the ultimate
program in flexibility, as you can complete
courses at your convenience (stopping and
starting at any time). Upon completion of
the courses, you can print a certificate for
your records. Being good clinical practice
(GCP) and Health Canada compliant, a
number of pharmaceutical companies and
clinical research associations have adopted
these courses as evidence of training, and
credits are available for most professional
associations. Please note, however, that
completion of CITI training does not
replace study-specific training.
To find more information on enrolling
in CITI-Canada, please visit the Alberta
Clinical Research Consortium at:
www.aihealthsolutions.ca/acrc/citicanada.php

!

The Alberta
Clinical
Research
Consortium

The Alberta Clinical Research
Consortium (ACRC) is the first
collaborative effort between
clinical researchers from academic
institutions, community-based
physicians, and representatives
from the healthcare system in
Alberta looking at reducing
barriers and streamlining
processes for conducting clinical
research. Participating agencies,
institutions and
organizations
CHRC’s new
include
Alberta Healthassistant
Services,
administrative
the College of Physicians and
Surgeons of Alberta, Covenant
Health, the University of Alberta,
the University of Calgary, and
Alberta Innovates – Health
Solutions, who is providing
a secretariat role (project
management and facilitation).
Email:
acrc@albertainnovates.ca
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Where is the money?
A framework for health research funding in Canada
from the researcher’s perspective
Peter George Tian, MD, MPH, Grant Writer, Covenant Health Research Centre

“Who’s going to fund my brilliant research project? Where’s
the money?” These are questions researchers often bump into.
The easiest way to answer these questions is for the researcher
to contact his institution’s research office. Another way is to
ask more seasoned colleagues. Still, when the answer is elusive,
Google search is the way to go.
Nason1 has attempted to map out the sources of health and
medical research funding in Canada. He designed a framework
that distinguished among three groups of funding: public sector,

private sector and international. He further subdivided each
group: public sector into provincial and federal funding, private
sector into charity and industry funding, international into
multinational projects and international funders.
This article introduces a framework based on a logical sequence
of three questions that researchers may ask.

The answers to these questions lead to two groups of funding: internal versus external funding.
(2) Is there funding from outside my institution?
Province-specific? Canada-wide? Foreign?

(1) Is there funding from
my institution?

INTERNAL FUNDING

(NO)

EXTERNAL FUNDING
(YES)

(YES)

Provincespecific
funding

Canada-wide
funding

Foreign
funding

(3) is the funding (whether internal or external) specific to my research area?

(YES)

Specific Health
Research Funding

(NO)

General Health
Research Funding

Framework of health research funding in Canada from the researcher’s perspective

continued on next page
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(1) Is there funding from my institution
(internal funding)?
This question logically takes precedence because internal
funding is most accessible and associated with a high chance of
successful applications.

(2) Is there external funding from outside
my institution (Alberta, Canada and other
countries)?
When internal funding is absent or inadequate, the next
logical step is to look for funding outside of the institution.
Theoretically, province-specific funding, in contrast to Canadawide (i.e., not province-specific), is associated with a better
chance of successful applications due to more favourable
competition. Similarly, Canadian funding, in contrast to foreign
funding, is associated with a better chance of success.

Canada-wide health research funding (external)
Canada-wide funding for general health research
Canadian Institutes of
Health Research (CIHR)

CIHR Operating Grant
Canadian Foundation for Innovation
Networks of Centres of Excellence of Canada

Canada-wide funding for specific health research
Canadian Institutes of
Health Research

CIHR Catalyst Grant: HIV/AIDS
Community-Based Research
Canada Cancer Society Innovation Grants
Alzheimer Society Research Program-Canada

Foreign health research funding (external)
Foreign funding for general health research
(eligibility includes Canadians)
National Institutes of Health (NIH)
American Nurses Foundation Nursing Research Grant

(3) Is the funding (whether internal or external)
specific to my research area (versus general)?
Once internal or external funding is identified, the next
consideration is the scope of the funding. Area-specific funding
probably carries more chances of success than funding for a
wide field of research.

Grand Challenges Explorations

Foreign funding for specific health research
(eligibility includes canadians)
NIH Innovative & Novel Approaches toward Inner Ear Regenerative Therapies
Batten Disease Support and Research Association Request for Proposal 2013
2013 Award in Pain

The tables below list examples of health research funding
opportunities organized using the above framework.
Peter Tian

Internal funding

Bio

For Covenant Health

Covenant Health Research Trust Fund

For the University of British
Columbia

Spring Start Up Funds

For the University of Alberta

Worldwide Universities Network

Province-specific health research funding (external)
Province-specific funding for general health research
Alberta

Alberta Innovates – Health Solutions

Quebec

Fondation de recherche en sciences infirmières
du Québec (FRESIQ)

Saskatchewan

Saskatchewan Health Research Foundation

Province-specific funding for specific health research
Alberta

Workers’ Compensation Board − Alberta

Ontario

Ontario Mental Health Foundation

British Columbia

BC Lung Association

Peter Tian, MD, MPH, grant
writer for the Covenant
Health Research Centre, is
responsible for identifying
grant opportunities,
developing research proposals
and producing applications
for grants. He has worked
with the Knowledge Utilization
Studies Program at the
University of Alberta and is
an Otolaryngologist in the
Philippines.
Email:
Peter.Tian@covenanthealth.ca

1 Nason E: Health and Medical Research in Canada – Observatory on Health Research Systems. Santa Monica, CA: RAND Corporation; 2008.
www.rand.org/content/dam/rand/pubs/documented_briefings/2008/RAND_DB532.pdf
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Listing of research approved from Jan. 1 to April 19, 2013
File #
1368

Study Title
Mastoid Obliteration – Impact on Quality of Life

PI
Ho, Allan

1369

Survey Development: Pharmacists' Adoption of Prescribing

Guirguis, Lisa

1391

Moving on – the next step in developing an International Classification System for Cancer Pain (Sequel 836)

Fainsinger, Robin

1394

Is epidural analgesia in labor associated with respiratory distress in late preterm infants? A retrospective cohort
study

Kumar, Manoj

1404

Long-term effects of common pregnancy complications on susceptibility to pediatric obesity/metabolic
syndrome and response to weight management interventions

Padwal, Raj

1407

Prevalence of Sarcopenia in a Geriatric Rehabilitation Assessment Unit

Mager, Diana

1409

Descriptive analysis of the neurodevelopmental outcome of infants exposed to infectious syphilis in utero

Robinson, Joan

1398

Educate Asthma: Emergency Department-directed interventions to improve outcomes after asthma
exacerbations (Clinical Trail Registration Number: NCT01079000)

Rowe, Brian

1406

Does the RAI-MDS 2.0 predict dental need among long-term care residents in Alberta

Compton, Sharon

1385

An Evaluation of Teaching Physical Assessment Skills to Pharmacists in Institutional Practice

Breault, Rene

1395

Breast basal-like carcinoma in association with tumoral stromal fibrosis, intratumoral lymphovascular invasion,
micro vessel density and patients follow-up

Silverman, Svetlana

1397

Hip MRI with and without arthrogram: is the needle necessary to diagnose labral tear?

Jaremko, Jacob

1396

Range of variation of the lateral iliac wall angle on radiographs of infants and young children-variation with age,
sex and presence of hip dysplasia

Jaremko, Jacob

1370

Secondary maxillary reconstruction with a digitally designed and prefabricated fibular free flap

Seikaly, Hadi

1378

3D digital planning and medical modeling: A new and improved method of mandibular reconstruction

Seikaly, Hadi

1400

Human Papillomavirus-Associated Oropharyngeal Squamous Cell Carcinoma and Anogenital Cancers in Men:
Epidemiologic Evaluation of Association

Seikaly, Hadi

1419

Functional Outcomes and Quality of Life (QOL) after Surgical Treatment of Oropharyngeal Carcinoma in
Relation to the Human Papilloma Virus (HPV) Status

Seikaly, Hadi

1425

Biomechanical optimization of implant design for bone conduction amplification

Wolfaardt, Johan

1423

Digital Study of Fibular Anatomy

Wolfaardt, Johan

1424

Analysis of the anatomy of maxillary sinus using 3D computed tomography

Wolfaardt, Johan

1427

Does cutting the Peripherally Inserted Central Catheter (PICC) to anticipated internal length result in a higher
complication rate of upper extremity catheter-related thrombosis than not cutting the PICC tip to patient
specific length?

Steele, Denise

Research
Notes

The Covenant Health Research Centre publishes
Research Notes, a monthly list of research funding
opportunities and research-related events. To
subscribe to research notes, email Peter Tian at:
researchprojects@covenanthealth.ca
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Covenant Health Research Centre
Covenant Health Research Centre (CHRC) is dedicated to integrating research into practice,
developing partnerships, facilitating inquiry and promoting innovation in alignment with Covenant
Health’s Mission, Vision, Values and strategic directions.
Since inaugural operations in 2003, CHRC has reviewed more than 800 research
studies, has secured operational/administrative approval for 650 studies and
approved 79 research grants representing over $266,000 in funding.

CHRC consults with, and assists, researchers by:
• facilitating operational/administrative approvals at Covenant Health
• offering a $5,000 research grant
• offering access to an in-house grant writer

SAVE
the

• developing multi-disciplinary teams
• developing Knowledge Transfer (KT) plans and offering opportunities
		 for KT at Covenant Health (i.e., Research Day, Covenant Health Research
		publication)
• identifying opportunities for research education

DATE

• consulting and sourcing information as required to develop research
		 projects, and
• advocating through pan-Alberta research groups.

CHRC’s strategic focus :
• vulnerable populations, including addictions and mental health services,
		 seniors care, as well as palliative and end-of-life care
• developing multi-disciplinary teams
• supporting new researchers
CHRC offers a research grant for up to $5,000 per study. Research studies at
Covenant Health requiring seed funding for start-up purposes, or approved studies
underway that require assistance with operational dollars are eligible. Further
information is available at:
www.caritas.ab.ca/Home/Research/ForResearchers/GrantRequests/default.htm

Covenant Health
Research Day
2014

Grey Nuns
Community Hospital
Feb. 6, 2014

Covenant Health Research Centre, Misericordia Community Hospital
R07-3 Cabrini Centre, 16940 87 Ave, Edmonton, AB T5R 4H5, Canada
www.caritas.ab.ca/Home/Research/default.htm
Mary-Ann Clarkes
Manager
780.735.9330
Mary-Ann.Clarkes@coveananthealth.ca

Colleen Jordan
Administrative Assistant
780.735.2274
Colleen.Jordan@covenanthealth.ca

Peter Tian, MD, MPH
Grant Writer
780.735.2431
Peter.Tian@covenanthealth.ca

