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•	 The	 first	 Canadian	
Certification in Gas-
troenterology Nurs-
ing wil l  occur in 
Spring 2004 .

•	 Our	 goal	 is	 to	 have	
every Canadian Gas-
troenterology Nurse 
become certified in 
the next 5 years .

•	 Why	is	Gastroenter-
ology Nursing Spe-
cialty so special?

What is so special about 
Gastroenterology  
Nursing?
•	 The	 advanced	 practice	

setting .
•	 The	diverse	patient	popu-

lation .
•	 The	type	of	patients,	some	

very stable and independent; 
others critically ill and depend-
ent on the Gastroenterology 
Nurse’s expertise and skill .

•	 Patient	 teaching	 about	 disease	
processes,	 lifestyle	management,	
medications .

•	 Assisting	 physicians	with	 proce-
dures,	 some	very	 invasive,	 thera-
peutic and quite technical .

•	 Fascinating	 technology	 always	
evolving .

•	 The	nursing	colleagues	committed	
to high standards .

•	 Physicians	 value	 expertise	 of	 the	
Gastroenterology Nurses and work 
alongside with them .

•	 Professional	 growth	 is	 provided	
through our association by means 
of	 educational	 opportunities	 to	
keep abreast .

In conclusion remind yourselves how 
fortunate	you	are	to	have	love	and	pas-
sion	for	your	special	Nursing	Specialty.	
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ENDOSCOPIC ULTRASOUND
By Sandy Saioud RN

What is Endoscopic 
UltrasoUnd?

Endoscopic Ultrasound (EUS) is a 
procedure that combines the versatil-
ity	 and	 resolution	 of	 high	 frequency	
ultrasound	imaging	with	the	access	of	
endoscopy	to	obtain	images	and	infor-
mation about the gastrointestinal tract 
and the surrounding tissue and organs . 
Endoscopy	refers	to	the	procedure	of	
inserting a long flexible tube via the 
mouth or the rectum to visualize the 
gastrointestinal tract whereas ultra-
sound	 uses	 high-frequency	 acoustic	
waves within the GI lumen to produce 
detailed	ultrasound	images	of	the	gut	
wall,	and	the	ability	to	examine	deep	
structures behind superficial tissues 
that once would have been impossible 
to	see.	This	not	only	makes	diagnoses	
more	 accurate	 and	 reliable,	 it	makes	
possible diagnoses that once might 
have been missed altogether . By visual-
izing	from	within	the	tubular	organs,	
endoscopic ultrasound systems can 
penetrate deeper areas with higher 
frequency	 ultrasonic	 waves	 than	 is	
possible with extra corporeal ultra-
sonography .

Endoscopic ultrasound was first 
introduced	in	1984.	This	technology	
is widely used in Europe and in the 
United	 States	 for	 numerous	 applica-
tions . EUS utilizes an endoscope with 
an ultrasound transducer or probe 
at	its	tip.	This	scope	is	referred	to	as	
an echoendoscope . By inserting the 
echoendoscope into the upper or the 
lower	digestive	 tract,	one	can	obtain	
high	quality	ultrasound	images	of	the	
organs inside the body . It is like sitting 
in a room and being able to see what is 
behind	the	wall	of	that	room.	Because	
of	 the	 proximity	 of	 the	 ultrasound	
transducer	to	the	organ(s)	of	interest,	
the	 images	 obtained	 are	 frequently	
more accurate and more detailed 
than the ones obtained in traditional 
ultrasound .

When imaging the gastrointestinal 
wall	with	endosonography,	it	presents	
in a typical five echo-layer structure 
which	is	differentiated	by	an	echo-rich	
or an echo-poor layer . Echo-rich may 
also	 be	 referred	 to	 as	 hyperechoic,	
likewise	echo-poor	may	also	be	referred	
to	as	hypoechoic.	The	first	layer	closest	
to	the	transducer	is	an	echo-rich	layer,	
which	refers	to	the	border	echo.	The	
second	 layer	 is	 an	 echo-poor	 layer,	
which corresponds to the Mucosa . 
The	third	layer	is	echo-rich	and	corre-
sponds	to	the	Submucosa.	The	fourth	
layer is echo-poor and corresponds 
to	 the	Muscularis	 Propria.	The	 fifth	
layer is echo-rich and corresponds to 
the	 Serosa	 and	 Subserosa,	 or	 it	 is	 a	
border	 echo	with	 surrounding	 fat	 in	
the esophagus and rectum . EUS uses 
two	 basic	 instrument	 designs,	 both	
of	which	 use	 an	 ultrasound	 probe/
transducer	at	the	end	of	an	endoscope.	
The	Radial	 imaging	 echoendoscope	
produces	 a	 cross-sectional	 image,	
which	is	used	for	diagnostic	purposes	
to	assess	the	anatomy	of	the	GI	tract	
wall	and	surrounding	structures.	This	
application is widely used in tumor 
staging.	The	Curvilinear	Array	(CLA)	
echoendoscope uses Doppler and pulse 
Doppler ultrasound and produces a 
longitudinal	image,	which	is	used	for	
therapeutic	applications,	namely	ultra-
sound	guided	fine-needle	aspiration,	or	
biopsy	of	lymph	nodes	and	masses.

Until	 the	mid	 80’s,	most	 diag-
nostic	ultrasound	devices	were	of	the	
extracorporeal	 type,	 which	 literally	
means	 outside	 the	 body.	 Typically,	
these	probes	contact	the	skin	directly,	
after	an	acoustically	conductive	gel	has	
been	 applied.	Unfortunately,	 ultra-
sound cannot be transmitted through 
the	gases	and	bones	 inside	the	body,	
and	the	ultrasound	frequency	required	
to penetrate to the deeper organs is too 
low with extracorporeal ultrasound to 
enable accurate visualization .

In	 the	past	 18	 years,	 endoscopic	
ultrasound	(EUS)	endoluminal,	blind	
rectal,	 esophageal	 and	mini	 probes	
have	found	their	way	into	the	market.	
These	 devices	 differ	 in	 that	 they	 are	
introduced into the body rather than 
being	placed	on	it.	Today,	EUS	is	well	
established as the single best technique 
for	 the	 local	 staging	 of	 esophageal,	
gastric,	 rectal	 and	pancreatic	disease.	
Yet	 only	 two	 decades	 ago,	 accurate	
detection	of	 pancreatic	 tumors	 at	 an	
early stage was impossible . EUS is 
now regarded as a critical diagnostic 
tool and essential in deciding which 
patients	would	 benefit	 from	 surgical	
versus non-surgical treatments .

Ultrasound probes were developed 
to observe and diagnose extremely 
deep	 areas	 beyond	 the	 range	 of	 an	
ordinary endoscope . Designed to pass 
through	the	 instrument	channel	of	a	
conventional	 endoscope,	 ultrasonic	
probes	feature	an	insertion	tube	with	
a very narrow diameter . With the de-
velopment	of	ultrasonic	mini-probes,	
EUS	is	becoming	more	popular,	more	
efficient	 and	more	 economical	 than	
ever . Mini-probes are becoming more 
common	in	that	it	offers	the	user	the	
ability	to	perform	a	EUS	procedure	at	
the	time	of	endoscopy.	A	mini-probe	
can be passed down the instrument 
channel	of	any	regular	endoscope	and	
the user can get high quality ultra-
sound	 images	of	 the	GI	 tract.	Mini-
probes are used widely in intraductal 
ultrasonography	for	pan	creaticobiliary	
lesions	and	also	for	endobronchial	ul-
trasound applications .

advantagEs of 
Endoscopic UltrasoUnd:
•	 Most	sensitive	and	accurate	meth-

od in staging GI cancers .
•	 Gives	user	minimally	 invasive	ac-

cess	to	perform	therapy	within	the	
GI tract .
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•	 Least	 expensive	modality	 to	 as-
sess both malignant and benign 
disease .

•	 Few	complications

clinical applications/
indications for 
Endoscopic 
Ultrasonography:
*Current:
•	 Detection	and	Staging	of	esopha-

geal,	gastric,	pancreatic,	and	colo-
rectal cancer

•	 Detection	of	bile	duct	stones
•	 Mediastinal	 lymph	 node	 assess-

ment	for	lung	cancer
•	 Evaluation	of	benign,	potentially	

pre-cancerous,	GI	disease	e.g.	Bar-
rett’s	esophagus,	chronic	pancrea-
titis,	and	sub-mucosal	tumors.

•	 Confirm	diagnosis	via	EUS	guided	
Fine	Needle	Aspiration	(FNA)

•	 EUS-Guided	Celiac	Plexus	Block	
(for	chronic	pancreatitis)

•		 EUS-Guided	Celiac	Plexus	Neu-
rolysis	(for	Pancreatic	CA)	

*Future:
•	 EUS-Guided	 Pseudocyst	Drain-

age
•	 EUS-Guided	therapy
•	 Fine	Needle	 Injection	 (FNI	 for	

directed	Anti-Tumor	therapy)

scanning tEchniqUEs:
For	EUS	and	ultrasound	studies,	a	

special	condition	is	required;	that	is,	a	
sonolucent material must be between 
the	scanner	and	the	target	lesion,	and	
usually de-aerated water is employed .

Three	kinds	of	scanning	techniques	
are used in EUS and ultrasound probe 
studies.	One	 is	 the	 balloon-contact	
method,	which	is	performed	by	filling	
a small balloon which is applied at the 
tip	 of	 the	 echoendoscope	with	 de- 
aerated water and contacting the bal-
loon against the gastrointestinal wall 
to	examine	the	esophagus,	pancreati-
cobiliary system or the gastric pylorus . 
This	method	can	be	used	even	when	
some air bubbles still  remain .

The	inflated	balloon	is	usually	less	
than 3 cm in diameter .

Another	 technique	used	 for	 gas-
trointestinal lesions is the water filling 
method in which de-aerated water is 
infused	into	the	gastrointestinal	tract	
through	 the	 instrumental	 channel	of	
the echoendoscope until the wall is 
extended and the scanner and target 
lesions	 are	 covered	 by	 water.	 This	
method	enables	evaluation	of	surface	
layer	 of	 the	 gastrointestinal	 tract	 in-
cluding	 the	 stomach.	This	 technique	
is	also	used	for	ultrasound	mini-probe	
studies,	 for	 example,	 of	 the	 papilla	
of	 Vater,	 because	most	 ultrasound	
probes do not have a balloon attached 
except	 for	 a	 special	 type	 of	 balloon	
mini-probe . When this method is used 
for	examining	esophageal	lesions,	it	is	
necessary to remove all the air in the 
stomach	before	infusing	the	water	into	
the esophagus to avoid air reflux .

The	third	method	is	a	combination	
for	the	balloon-contact	and	water-fill-
ing methods and is the recommended 
technique	for	all	lesions	and	organs.

prEparation for EUs 
procEdUrE:
•	 Nothing	 to	 eat	 or	 drink	 for	 6	

hours prior to procedure except 
for	medications

•	 If	a	rectal	EUS	is	to	be	performed,	
bowel preparation with laxatives 
and/or	enemas	will	be	required

•	 Complete	 instructions	 should	be	
provided to the patient

•	 Complete	 medical	 history	 ob-
tained

•	 If	taking	any	type	of	blood	thinner,	
such	as	Coumadin,	patient	should	
stop taking this medication several 
days	before	the	procedure.

•	 Sedation	will	be	administered	for	
the	 procedure,	 so	 a	 driver	 is	 re-
quired to take the patient home

EqUipmEnt:
Endoscope and all other items 

used in an endoscopy procedure along 
with	the	following	additional	items:
Radial	Scanning	Echoendoscope
Curvilinear Array Echoendoscope
Radial	and	Linear	balloons
Aspiration	Needle	Kit:	Reusable	or	dis-
posable,	22-gauge	and	larger	19	gauge
Cytology supplies

prE-procEdUrE:
•	 Good	 assessment	 should	 be	 ob-

tained
•	 Baseline	data	should	be	obtained-	

Blood	Pressure,	 heart-rate,	 oxy-
genation,	Respiration,	pain	status	
and anxiety level

•	 Intravenous	access
•	 Patient	 teaching	 related	 to	 the	

procedure
•	 Upper	EUS:	Similar	to	upper	GI	

endoscopy,	 except	 the	 patient	
should be aware that multiple 
scopes might be passed .

•	 Lower	EUS:	 patient	may	not	be	
sedated,	full	feeling	due	to	balloon	
and water

•	 Medication:	Same	medications	as	
used in endoscopy procedures but 
maybe a higher dosage or top-up 
due	to	the	length	of	the	EUS	pro-
cedure .

•	 Explanation	 of	 Fine	Needle	As-
piration (method used to obtain 
tissue	of	tumors,	cysts,	and	lymph	
nodes)

•	 Obtain	informed	consent

intra-procEdUrE:
•	 Prepare	 equipment	 for	 use	 and	

ensure	proper	functioning
•	 Apply	balloon	 to	echoendoscope	

and fill with de-aerated water until 
all	air	bubbles	are	removed	from	
the balloon

•	 Talk	 to	 the	 patient-	 introduce	
yourself,	find	out	if	they	have	any	
questions,	explain	what	you’re	go-
ing	to	do	before	you	do	it

•	 Apply	monitoring	devices
•	 Spray	the	patient’s	throat	with	local	

freezing
•	 Position	in	left	lateral	position
•	 Give	sedation
•	 Assist	physician	as	required
•	 Requires	1	RN	for	monitoring	the	

patient and 1 to assist the physi-
cian

•	 Assistant	 should	only assist the 
physician
Physician	 almost	 always	 perform	

a	Radial	EUS	first	to	look	for	abnor-
malities .



Page Four The Guiding Light, March 2003

If	the	user	detects	abnormal	anato-
my	during	Radial	scanning	EUS,	then	
Curvilinear	Array	EUS	is	performed.

Always be prepared during a CLA 
EUS	procedure	 to	do	a	Fine	Needle	
Aspiration	(FNA).

Monitoring nurse may be asked 
to hold the scope in place during an 
(FNA)	procedure.

FNA Procedure: A small lumen 
catheter with an aspiration needle is 
placed through the instrument channel 
of	the	ultrasound	scope	and	suction	is	
applied by using syringe or wall suc-
tion . Using the ultrasound guidance 
of	the	echoendoscope	to	visualize	the	
cyst	or	 tumor,	 the	needle	 is	 inserted	
into the tumor or cyst and advanced 
back	and	forth	by	the	physician	to	get	
a	good	tissue	or	fluid	sample.	The	as-
piration	needle	is	then	withdrawn	from	

the scope with suction still present 
and then the fluid or tissue sample 
is	 aspirated	onto	 the	 slides,	prepared	
according to instructions and sent to 
the	 lab	 for	analysis.	FNA	needle	 sets	
are available in disposable and reus-
able.	With	 the	disposable	needle	 set,	
everything	is	discarded	after	use.	With	
the	reusable	needle	set,	the	coil	sheath-
ing	and	handle	is	reusable	(following	
manufacturer’s	guidelines	on	reproc-
essing) but the needle inserts are single 
use	and	comes	in	a	package	of	5.

post-procEdUrE:
•	 Monitor	 vital	 signs	 and	 oxygen	

saturation
•	 Assess	level	of	consciousness
•	 Observe	for	possible	signs	of	com-

plications	-	bleeding,	pancreatitis,	
aspiration,	perforation

•	 Report	any	abnormal	findings	to	
physician

dischargE instrUctions:
•	 Patient	should	not	drive	or	operate	

any	machinery	for	the	rest	of	the	
day	if	sedation	was	given

•	 Ensure	 the	 patient	 understands	
that	 he/she	 should	 notify	 the	
	physician	 if	 they	 experience	 any	
bleeding,	 fever/chills,	 persistent	
abdominal	pain,	or	nausea/vomit-
ing .

•	 Provide	written	discharge	instruc-
tions	with	phone	number	to	call	if	
complications occur .

BiBliography:
Yasuda	Kenjiro.	The	Handbook	 of	 Endoscopic	

Ultrasonography	in	Digestive	Tract.
First	Edition:	2:	22-25,	29-32.
Endoscopic Ultrasonography- 2002 .

The disappearance of India Ink
Commercially available India Ink 

has been used by endoscopists to mark 
or	 “tattoo”	 lesions	 for	 subsequent	
surgery	or	endoscopy.	The	ink	has	to	
be diluted and sterilized by autoclave 
in	 order	 to	 reduce	 the	 possibility	 of	
inflammation	and	microabscess	forma-
tion within the gut wall .

A new purified and sterilized prepa-
ration	of	carbon	black	has	been	devel-
oped . It is sterile and pre-diluted and 
has	no	 clinical	 side	 effects.	 It	 should	
replace commercial India Ink which 
contains shellac-phenol and ammonia .

The	new	product	is	called	SPOT	
and	can	be	obtained	from	Instrumed	
Surgical.	 It	 costs	 $320.00	 for	 10	
 syringes . It comes in a suspension 
containing highly purified very fine 
carbon	particles.	The	composition	of	
SPOT	 is	 water,	 glycerol,	 polysorb-
ate,	 BenzyI,	 Alcohol,	 simethicone,	
high	 purity	 carbon	 black.	 For	more	
	information	 on	 this	 product	 call	 
1-800-667-5653

dirEctions for UsE:
•	 A	25	gauge	 sclerotherapy	needle	

with	 a	needle	 length	of	4mm	or	
less is recommended .

•	 The	 SPOT	 syringe	 should	 be	
shaken	vigorously	 for	15-20	sec-
onds	prior	to	loading	the	injection	
catheter .

•	 With	 the	 needle	 retracted	 insert	
the catheter through the biopsy 
channel	of	the	endoscope.

•	 Insert	 the	 needle	 tangentially	
into	the	submucosal	space	of	the	
 colon .

•	 Inject	0.5-0.75	ml	into	each	injec-
tion site .

•	 A	minimum	of	four	marker	injec-
tions is recommended one in each 
of	the	four	quadrants	of	the	colon	
around	the	area	of	the	lesion.

•	 Maximum	 recommended	dose	 is	
8ml per patient .

storagE:
Store the product at room temperature .

Product	has	a	shelf	life	of	two	years.

Store syringes in the canister pro-
vided with the syringe tips pointed 
upwards .

rEfErEncEs articlEs:
The	Disappearance	of	India	Ink.	Fiedler	LM,	Waye	

JD,	Harpaz	N.	Henry	D,	Janowitz	Division	of	
Gastroenterology	and	Division	of	Pathology,	
Mount	Sinai	Medical	Center,	New	York,	NY

Idiopathic inflammatory bowel disease associated 
with colonic tattooing with India Ink preparation-
case	report	and	review	of	literature.	Gopal	DV,	
Morava-Protzner,	I,	Miller	HA,	Hemphill	DJ.	
Gastrointest	Endo	1999;49:636-9

Inflammatory	 bowel	 disease	 after	 India	 Ink	
tattooing:	 too	much	of	 a	 good	 thing.	 Shatz	
BA,	Weinstock	LB,	Thyssen	EP.	Gastrointest	
Endo	2000;51:253

India	 Ink	 colonic	 tattoo:	 blots	 on	 the	 record	
(editorial) Lightdale CJ . Gastrointest Endosc 
1991;99-100

Submitted by: 
Michèle Paquette CGRN
Education Chair Director

REMINDER: YOUR CSGNA MEMBERSHIP NEEDS RENEWAL BEFORE  
JUNE 1st, 2003. THE MEMBERSHIP YEAR IS JUNE TO JUNE.
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Home Parenteral Nutrition Patients: 
Their life is on the “line”!

Clare Meecham, R.N., BScN
TPN Nurse

St. Michael’s Hospital

introdUction
It	is	a	fact:	we	all	need	to	eat	to	live.	

Nutrition	is	the	process	of	consuming,	
absorbing and using nutrients needed 
by	the	body	for	growth,	development	
and	maintenance	of	life.	Nutrients	are	
the	 chemical	 substances	 in	 food	 that	
nourish the body . Macronutrients are 
the	 proteins,	 fats,	 carbohydrates	 and	
some minerals that we need daily in 
large	quantities.	Micronutrients,	vita-
mins and trace elements are required 
in smaller quantities but they help to 
catalyze	 the	 utilization	 of	macronu-
trients .1

It	is	generally	accepted	that	a	func-
tional gastrointestinal tract should be 
used	as	the	route	for	nutritional	sup-
port wherever possible .2	 If	 required,	
nutritional	 supplements	 are	 offered	
to	patients	orally	as	the	first	approach,	
however,	 if	 there	 is	 an	 impediment,	
that	 is,	 swallowing	 difficulty	 or	 the	
nutritional	 requirement	 far	 exceeds	
that which can be managed by mouth 
then consideration must be given to 
enteral	feeding	methods.

If	indeed	the	gut	is	not	able	to	be	
used	or	 there	 is	 not	 sufficient	bowel	
length	to	allow	for	adequate	absorption	
then parenteral nutrition (PN) may be 
the	only	option	for	some	patients.	The	
word	“parenteral”	is	derived	from	the	
Greek words “para” meaning – op-
posite and “enteron” meaning – the 
intestine.	 In	 this	 case,	 nutrition	 is	
given not via the intestine but via the 
venous	system.	Technological	advances	
and	refinement	of	delivery	systems	has	
certainly made PN an almost routine 
aspect	of	patient	care	in	hospitals	and	
home settings nowadays . Yet the idea 
of	 a	 treatment	modality	 becoming	
“routine” does not mean that we as 
nurses should let down our guard . 

Parenteral nutrition is not completely 
devoid	 of	 risks.	One	 area	where	 the	
nurse can excel is in the care and 
maintenance	of	vascular	access	devices	
(VAD)	through	which	the	PN	is	given.	
It	is	all	well	and	good	for	the	medical	
team to determine that a patient is in 
need	of	PN	but	the	question	is	what	
kind	of	vascular	access	device	is	needed.	
This	 article	will	 address	 some	of	 the	
issues in and around the longterm 
parenteral nutrition client and vascular 
access .

Who nEEds pn?
Patients may require PN tem-

porarily	 or	 indefinitely	 for	 a	 host	 of	
different	reasons.	Some	patients	have	
an	intact	gut	but	suffer	malabsorption	
problems . Some individuals have a 
condition known as short gut meaning 
they	have	less	than	three	feet	of	small	
bowel . A trauma or an ischemic event 
can	mean	significant	segments	of	bowel	
be removed . Certain motility disor-
ders,	 pseudo-obstruction	 can	 leave	
the gut paralyzed either temporarily 
of	 permanently.	 Tumours	 can	 cause	
intestinal	 obstructions	 and	 interfere	
with a persons ability to maintain 
their nutritional intake . A patient may 
present malnourished pre operatively 
which	may	 force	 a	 postponement	 in	
surgery until such time as the client is 
deemed able to withstand the interven-
tion.	Intractable	diarrhea,	pancreatitis,	
cystic	fibrosis,	enterocutaneous	fistula	
are also situations in which PN may 
also	be	offered.

thE vascUlar accEss 
challEngE

Patients	are	often	admitted	to	hos-
pital with complicated medical histories 
suffering	from	multiple	diseases	(e.g.	
Peripheral	 vascular	 disease,	 diabetes,	

congestive	heart	 failure,	 emphysema,	
chronic obstructive pulmonary disease 
and	use	of	steroid	drugs)	which	con-
tribute to a compromised venous ac-
cess .3 It is essential then that clinicians 
have	an	understanding	of	the	principles	
and practice associated with the use 
of	vascular	access	devices.4	Once	it	 is	
established that a patient requires PN 
it	 is	most	often	initiated	in	the	acute	
care	 facility.	When	 a	 patient	 is	 ready	
for	 discharge	 to	 home	 and	 the	 only	
issue	is	the	continuation	of	PN	in	the	
home	setting,	arrangements	can	then	
be made with the community nursing 
agencies .

There	 are	 a	 variety	 of	 vascular	
access	 devices	 that	 can	 be	 used	 for	
longterm	PN.	Successful	venous	access	
begins with choosing the appropriate 
device . Most PN solutions are hyper-
osmolar and must be administered into 
the central vascular system .5 Central 
venous access is defined by the location 
of	the	catheter	tip	rather	than	the	site	of	
insertion .6 Central line tip termination 
within	the	distal	 superior	vena	cava/	
proximal	right	atrium	offers	increased	
hemodilution	of	the	infusate	and	less	
trauma to the vessel wall thereby re-
ducing	the	incidence	of	catheter	related	
complication .7

The	manufacture	 of	 vascular	 ac-
cess	devices	is	an	industry	unto	itself.	
	Research	 and	development	 into	 bio-
materials	has	 focused	on	 less	 throm-
bogenic products which may prove less 
likely	to	serve	as	a	nidus	for	microbial	
colonization .8 Each vascular access de-
vice has its own pros and cons . In the 
acute care setting percutaneous triple 
lumen	central	 lines	are	often	used	to	
accommodate	for	multiple	intravenous	
needs . Incompatible drugs can be 
safely	administered	via	the	separate	and	
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distinct	lumens.	But	this	type	of	line	is	
not	suitable	for	the	home	setting.

One	of	the	recommended	central	
lines	for	discharge	to	home	is	the	tun-
neled catheter (e .g . Hickman) . Upon 
insertion	a	portion	of	 the	catheter	 is	
tunneled into the subcutaneous tissue 
allowing	a	“cuff’,	several	centimeters	
from	 the	 exit	 site	 to	 grow	 into	 the	
surrounding	tissue.	The	cuff	prevents	
both microbial migration and cath-
eter	 dislodgement.	 The	 peripherally	
inserted central catheter (PICC) is 
placed in an arm vein and threaded 
into the central venous system . It is 
more	difficult	for	a	patient	to	care	for	
this	type	of	line	themselves	since	one	
really needs both hands to be able to 
reach	the	hub	for	accessing	and	deac-
cessing . A subcutaneous port (e .g . 
Port-a-cath) could be considered an 
option,	however,	 it	 is	really	 intended	
for	intermittent	delivery	of	intravenous	
therapy	and	not	very	practical	for	eve-
ryday usage . All the longterm central 
lines	 come	with	 the	option	of	 single	
or	double	lumen.	Certainly	if	a	patient	
has	a	need	for	additional	medications	
to be delivered intravenously or blood 
needs to be obtained via this route on a 
regular basis then a dual lumen central 
line may be selected .

Increasingly central lines are in-
serted	 by	 interventional	 radiologists,	
but some hospitals now have specially 
trained nurses who are able to insert 
PICCs at the patients bedside .

No	matter	which	type	of	catheter	
is	used	the	complication	of	long	term	
venous access remains the same and 
is always a challenge . Catheter sepsis 
is a constant threat to a clients well 

being . Strict adherence to handwash-
ing and aseptic technique remains the 
cornerstone	of	prevention	of	catheter	
related	infection.9 Intravascular device 
related	bloodstream	infection	is	largely	
preventable .10	Dennis	Maki,	 one	 of	
the	 foremost	 authorities	 on	 central	
venous	 access	 devices	 and	 infection,	
says that “vascular access devices must 
be	thought	of	in	fundamental	terms	as	
a direct conduit between the external 
world	with	its	myriad	of	microorgan-
isms	and	 the	bloodstream	of	 the	pa-
tient”.	Therefore,	 treat	 these	devices	
with respect and make them last . It is 
problematic	for	the	home	PN	patient	
to have central lines removed and re-
inserted	and	puts	them	at	risk	of	losing	
available	access	in	the	future.	Patients	
are encouraged to be very protective 
of	their	“life	lines”.

Catheter occlusion is another 
complication that can occur at any 
time.	If	resistance	is	felt	when	trying	
to flush the line it is better not to be 
too	forceful	for	fear	of	blowing	a	hole	
or	fracturing	the	line	itself.	It	 is	very	
often	the	case	that	a	blood	clot	forms	
just	 inside	 the	 tip	 of	 the	 catheter.	 If	
blood	is	the	suspected	culprit,	prevent-
ing	adequate	flow,	then	a	thrombolytic	
agent	(e.g.	Alteplase	Tpa)	may	be	in-
stilled and allowed to dwell in order to 
dissolve	the	clot.	If	successful,	patency	
is	restored	and	use	of	the	line	may	be	
resumed.	Regular	maintenance	of	the	
central line involves flushing the line 
with	 normal	 saline	 and/or	 hepalean	
upon	completion	of	an	infusion	or	for	
daily	maintenance	 and	 if	 performed	
correctly helps to prevent blood clots 
at	the	tip	of	the	line.

Air embolism is always a risk to 
patients with central lines and special 
care must be taken to ensure all tub-
ing	connections/caps	are	secured	with	
a luerlock device . An air embolism is 
potentially deadly . Air can create an “air 
lock”	if	allowed	to	float	to	the	pulmo-
nary	outflow	tract,	blocking	blood	flow	
to	the	heart	resulting	in	death.	If	air	is	
thought to have entered the heart via 
a	disconnected	or	broken	central	line,	
the nurse or the patient should clamp 
the	line	immediately,	position	the	pa-
tient	lying	on	their	left	side	which	will	
allow the air bubble to float to the apex 
of	the	right	ventricle	where	it	will	do	no	
harm and slowly be absorbed .11

Infection	can	occur	at	the	exit	site	
of	the	catheter	and	even	creep	up	the	
outside	 of	 the	 line	 creating	what	 is	
called	a	tunnel	infection	for	a	Hickman	
or	a	pocket	infection	for	a	Port-a-cath.	
Such	 infections	 are	 difficult	 to	 treat	
and	more	often	than	not	result	in	the	
removal	 of	 the	 line.	 A	 bloodstream	
infection	 can	 be	 caused	 by	 careless-
ness at the hub by contaminating the 
end	 of	 a	 tubing	 or	 syringe	 cannula.	
However,	some	patients	even	though	
they are well trained and appreciate 
the	 seriousness	 of	 proper	 technique	
are	 still	 susceptible	 to	 infection	 just	
by	 the	 very	 nature	 of	 their	medical	
condition.	Recurring	catheter	related	
bloodstream	 infection	 is	 an	 ongoing	
therapeutic challenge in the home PN 
patient	population.	Recently,	a	novel	
antimicrobial	agent	called	Taurolidine	
(Rx)	has	been	found	to	be	effective	as	
a	lock	technique	in	the	prevention	of	
infection.12
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“THE GUIDING LIGHT”
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C.S.G.N.A. DISCLAIMER
The	Canadian	Society	of	Gastroenterology	Nurses	

and	Associates	is	proud	to	present	The	Guiding	Light	
newsletter	as	an	educational	tool	for	use	in	develop-
ing/promoting	 your	 own	 	policies	 and	 procedures	
and protocols .

The	Canadian	Society	of	Gastroenterology	Nurses	
and	Associates	does	not	assume	any	responsibility	for	
the	practices	or	recommendations	of	any	individual,	or	
for	the	practices	and	policies	of	any	Gastroenterology	
Unit or endoscopy unit .
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MOVING? 
LET US KNOW!

Remember to send in your 
change of address!

CHANGE oF NAME ADDRESS/NAME
Name: ____________________________________________________________

New	Address: ______________________________________________________

City: ____________________________ Province: ________________________

Postal	Code: ______________________ Phone: __________________________

Fax: ________________________ E-Mail:_______________________________  

If	a	central	line	is	ever	under	sus-
picion	as	the	source	of	 infection,	the	
recommendation is to stop the PN 
for	 at	 least	 forty	 eight	 hours,	 obtain	
blood cultures both peripherally and 
(retrograde)	via	the	central	line.	Treat	
with broad spectrum antibiotics via the 
suspected	 line.	Once	 culture	 results	
are obtained fine tune the antibiotics 
according to the sensitivities . So long 
as the antibiotic treatment is adminis-
tered	through	the	offending	line	there	
is	the	possibility	of	salvaging	it	which	
is	meaningful	to	the	patient	and	avoids	
unnecessary line removals and reinser-
tions . An antibiotic lock or dwell is also 
a good idea to maximize the interac-
tion	of	the	drug	on	the	inner	surface	
of	the	central	line	making	it	more	likely	
that it will be saved .

Thrombosis	 is	 another	 serious	
concern	for	the	patient	dependent	of	
PN since it can render a vein in es-
sence	unusable.	The	hallmarks	of	acute	
thrombosis	are	the	onset	of	pain	and	
swelling	usually	in	the	arm	or	base	of	
the neck on the side the central line is 
placed . Less rapid occlusion is associ-
ated with noticeable collateral vessel 
formation	 on	 the	 chest	 wall.13	One	
option	for	treatment	consists	of	admit-
ting	the	patient	to	an	ICU	bed	for	close	
monitoring	following	the	administra-
tion	of	Alteplase	Tpa	via	a	new	catheter	
placed	right	at	the	thrombus	formation	
site.	Dribbling	Alteplase	Tpa	directly	
on	the	clot	may	only	prevent	the	fur-
ther	growth	of	a	clot	but	may	not	be	
able to reduce to any great extent what 
has already become a well established 
thrombus.	In	this	case,	angioplasty	may	
be	attempted	or	even	the	placement	of	

an expandable stent .14	If	there	comes	a	
time when the approach to the central 
veins	 is	not	feasible	due	to	occlusion	
and	the	superior	vena	cava	is	also	af-
fected	then	the	only	other	option	is	to	
place what is called a translumbar line 
with	its	tip	in	the	inferior	vena	cava.

conclUsion
As you can see vascular access is 

a	 very	 grave	matter	 for	 the	 patient	
receiving	PN.	The	 interventional	 ra-
diologists when placing the line need 
to know that the appropriate vascular 
access device has been chosen by the 
clinician	who	orders	 it.	The	number	
of	 lumens	 is	 usually	minimized,	 the	
exit site is placed where the patient 
can	readily	care	for	the	catheter.	Con-
sideration should also be given to the 
clients	preference	with	relation	to	the	
side	of	the	body,	making	allowances	for	
clothes	for	example	where	a	bra	might	
interfere	with	the	exit	site.

The	objective	of	PN	for	the	patient	
on longterm therapy is to achieve and 
maintain a desirable body composition 
and	a	capacity	for	physical	and	mental	
work . Many Home PN patients are 
participating	in	life	fully	and	appreciate	
the	advances	in	medicine	that	have	af-
forded	them	the	opportunity	to	resume	
their	activities	with	their	families	and	
friends.	 The	 nurse	 can	 play	 a	 great	
role	 in	 ensuring	 the	 safe	 delivery	 of	
this treatment without interruption 
due to mechanical or septic problems . 
The	nurse	by	being	a	patient	advocate,	
communicator,	 teacher	and	caregiver	
can	make	a	real	difference	in	the	suc-
cessful	treatment	for	this	special	patient	
population .
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GI Certification and Competency: 
What it means to You!

Submitted by Kathy Van Veen RN, MN

During a week in November 
2002,	 nine	 gastroenterology	 nurses	
from	 across	 the	 country	 gathered	
together	 at	CNA	House	 in	Ottawa	
to define and develop competencies 
for	 gastroenterology	 nursing.	These	
competencies	will	be	the	guidelines	for	
developing	exam	questions	for	the	GI	
Certification	program.	The	individuals	
involved	 included	Cindy	Hamilton,	
Maria	 Cirocco,	 Terry	 LeDressay,	
Debbie	 Taggart,	 Anna	Tsang,	Cin-
dy	 James,	 Nancy	 Kilfoil,	 Michele	 
Paquette	 and	myself.	Why	we	were	
there,	what	we	needed	to	accomplish	
and	how	this	will	affect	you	and	your	
nursing	 practice	 is	 the	 basis	 of	 this	
 article .

Certification is	 the	validation	of	
knowledge	and	skills.	It	is	a	periodic,	
voluntary process through which indi-
viduals can meet established national 
standards.	The	purpose	of	the	Canadian	
Nurses Association Certification Pro-
gram is to promote excellence in nurs-
ing	care	through	the	establishment	of	
such	standards.	Specifically,	the	advent	
of	this	program	allows	the	opportunity	
for	gastroenterology	nurses	to	identify	
and confirm their competence within 
their	 specialty.	 Currently,	 there	 are	
11 specialty certification programs in 
Canada with gastroenterology nursing 
as	one	of	the	latest	additions!	Through	
the	dedication	and	hard	work	of	 the	
CSGNA	Executive, the recognition 
of	GI	Nursing	in	Canada	as	a	specialty	
area has been accomplished .

Competency in the dictionary is 
defined	 as	 “capable,	 sufficient,	 and	
adequate	 to	 do	 the	 job”	 (Oxford,	
2003).	In	nursing,	competency	can	be	
defined	as	job-related	knowledge	and	
skills	 that	 are	 required	 for	 perform-
ance at the level defined by members 
of	that	specialty.	A	specifically	defined	
list	 of	 competencies	 in	 a	 specialty	
area,	provide	the	foundation	for	exam	
development.	The	exam	should	focus	

on	common	clinical	situations,	a	core	
knowledge	of	the	specialty,	observable	
behaviours and specific actions per-
formed.	What	a	good	list	of	competen-
cies	does	is	provide	clear	statements	of	
what is considered to be important to 
the	performance	in	that	specialty	(Alien	
&	Nagy,	1995).

The	task	of	the	group	in	Ottawa	
was	to	identify	those	competencies	spe-
cific	to	gastroenterology	nursing,	once	
they are defined these competencies 
will	then	be	used	as	a	basis	for	exam	
development.	It	was	clear	from	the	on-
set,	we	would	need	to	expand	beyond	
diagnostic procedures and encompass 
everything	 from	nutritional	 support	
to	liver	disease.	This	group	came	with	
a	variety	of	experiences	and	extensive	
expertise	from	many	different	clinical	
areas	and	settings.	Consequently,	this	
provided us with lively discussion and 
challenged the group to come to a con-
sensus on what should be included in 
the gastroenterology (GI) competen-
cies.	The	work	included	developing	a	
framework	for	GI	nursing,	and	outlin-
ing	categories	within	that	framework.	
Across	Canada,	six	CSGNA	chapters,	
approximately	 40	 people,	 are	 cur-
rently	reviewing	this	initial	draft.	Our	
group	will	be	convening	again	in	a	few	
months	 via	 teleconference	 to	 final-
ize	 these	 competencies.	Once	 this	 is	
complete,	another	group	of	GI	Nurses	
will	meet	in	Ottawa	to	formulate	and	
finalize the exam questions .

What does all this mean to you? 
Historically,	graduation	from	a	nursing	
program	and	the	successful	passing	of	
licensure exams presumed competency 
of	nurses	through	their	careers.	Nurs-
ing	professions	have	recently	acknowl-
edged that this is no longer realistic in 
today’s	 practice	 settings,	 particularly,	
with the rapid ongoing changes in 
health care technology and the explo-
sion	of	nursing	know	ledge	worldwide	
(Cook,	1999).	Continued	competence,	

are the current buzzwords within nurs-
ing	professional	associations	across	the	
country.	There	is	an	expectation	that	
nurses demonstrate how they maintain 
their know ledge and skill levels within 
their	area	of	practice.

The	 exciting	 news	 is	 that	 the	
advent	of	GI	Certification	allows	gas-
troenterology nurses the opportunity 
to	 effectively	 demonstrate	 continued	
competence.	Successful	completion	of	
the exam validates your qualifications 
on	a	nationally	recognized	level,	and	
demonstrates a commitment to ongo-
ing	nursing	excellence.	Furthermore,	
it	 is	a	great	opportunity	 for	personal	
growth	 and	 satisfaction,	 and	may	be	
recognized within local Collective 
Agreements with a monetary increase 
in	hourly	wage.	If	you	are	 interested	
in	a	baccalaureate	degree	 in	nursing,	
certification can provide credit towards 
your	 degree,	 as	well	 as,	 provide	 you	
with greater career advancement and 
opportunities .

Certification,	along	with	participa-
tion in your local CSGNA chapter and 
attendance	at	national	conferences	all	
contribute to maintaining continued 
competence	 in	 your	 profession!	 I	
strongly	encourage	each	of	you	to	con-
sider certification and to get the word 
out to your colleagues regarding the 
current work being done on certifica-
tion.	It	is	an	exciting	time	for	CSGNA	
as we continue to move Gastroenterol-
ogy	Nursing	into	the	future!
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ThE ScOpE Of TORONTO: TOp TO BOTTOM
Holiday inn SElECT – ToronTo airporT

ToronTo – SEpT. 18-20, 2003

LAST cALL fOR ABSTRAcTS 2003
The	CSGNA	is	hosting	 its	 annual	

conference,	in	Toronto,	September	19th	
AND	20th,	2003.	Hundreds	of	gastro-
enterology	nurses	and	GI	associates	from	
across Canada will be  exploring the many 
facets	of	nursing	practice	 that	make	 a	
difference	to	the	health	outcomes	of	the	
patients	we	care	 for	 in	our	endoscopy	
and/or	GI		departments.

Abstracts	 are	 invited	 for	 but	 not	
limited	to	the	following	themes:
•	 Development	of	orientation	tools	

for	endoscopy	departments
•	 Creative	 strategies	 for	 evaluating	

and implementing innovations to 
nursing practice

•	 Occupational	Health	issues	in	en-
doscopy units

•	 Creative	teaching	strategies	–	 for	
patients	and	staff

•	 Amalgamating	 units	 from	differ-
ent	hospitals	 –	 successful	 change	
strategies

•	 Developing	a	care	philosophy	for	
gastroenterology units

•		 Staffing	 competencies	 –	 how	do	
you	develop,	implement	and	evalu-
ate in high tech environments

•	 Staffing	Mix	 –	 the	whys	 of	 your	
units

•	 Technology	and	caring	–	is	this	a	
paradox

•	 Evaluation	process
•	 Ethical	 issues	 and	 strategies	 that	

result	in	a	win/win	scenario
•	 Research	related	to	practices,	and	

economic considerations
•	 Barriers	to	staff	development
•		 Inventory	management
•	 New	Procedures

Basically,	this	is	an	opportunity	for	
you to share with colleagues what you 
do	well	 and/or	what	 provides	 chal-
lenges in your practice .

Submission:
Abstracts must include identifica-

tion	of	 area(s)	of	 focus	 (background	
information);	 a	 description	 of	 the	
problem;	discussion	of	planning,	 im-
plementation,	 evaluation;	 how	 your	
issue promoted health care outcomes 
or	 professional	 development	 in	 your	
area .

Cover Sheet
Please complete a cover sheet and 

submit	with	your	abstract.	The	cover	
sheet	must	include	title	of	the	abstract,	
names	of	all	presenters/authors,	cre-
dentials,	and	place	of	employment/ac-
ademic	affiliation.	Please	indicate	main	
contact’s	 name,	 telephone	 number,	
email	address	and	fax	number.	Please	
note:	this	information	will	be	used	in	
the	conference	program	should	your	
abstract be selected .

Format
Your typed abstract should not 

exceed one standard letter size sheet 
of	paper,	double-spaced,	with	one	inch	
margins	and	standard	12	font.

The	 title,	 authors,	 objective,	
	description,	 and	 conclusion	 should	
appear	on	 the	 abstract.	This	 abstract	
will	be	included	as	part	of	the	course	
syllabus .

Please	 fax	 or	 email	 your	 cover	
sheet	and	abstract	in	Microsoft	Word	
or	Word	Perfect	format.

Other Information
All	 authors	 are	 responsible	 for	

any expenses incurred in preparing 
and presenting their poster (including 
registration and travel expenses) .

Selection Process
A blind review and selection will 

be	made	by	the	Abstract	Review	Sub-
committee	of	the	Conference	Planning	
Committee . Selection criteria include 
relevance	to	conference,	clarity,	impact	
on gastroenterology nurses and associ-
ates	practitioners,	or	impact	on	patient	
outcomes .

Selected abstracts will be devel-
oped	into	poster	format	by	the	authors.	
Posters will be displayed in a prominent 
location	at	the	conference.	A	one	hour	
period	will	be	designated	 for	at	 least	
one author to discuss the poster and 
answer questions that delegates may 
have .

Notifications
All abstracts will be acknowledged 

upon receipt . Selection will be com-
pleted	 and	 acknowledged	 by	 Friday,	
May	2,	2003.	Successful	authors	must	
indicate their intent to participate by 
Friday,	June	6,	2003	to	be	included	in	
the	conference	syllabus.

Submit	abstracts	to:
CSGNA

ANNUAL CONFERENCE
The Scope of Toronto:

Top to bottom
c/o	Maria	Cirocco,

St . Michael’s Hospital
30	Bond	Street,	16-132
Toronto,	ON	M5B	1W8

Phone:	416-864-6060	ext	2965
Fax:	416-864-5449

Email:	ciroccom@smh.toronto.on.ca

Deadline	for	submission:	 March 31, 2003



Page Ten The Guiding Light, March 2003

We Have So Much to Give
Have you ever considered how val-

uable a learning centre GI Units can be?
In Saskatchewan the Nursing 

Programs are encountering tremen-
dous challenges in providing practical 
experiences	for	their	students.	Finding	
Medical/Surgical	 areas	 that	 are	 not	
under crisis management (high patient 
acuity,	low	staffing	levels,	low	morale)	
is	 difficult.	 The	massive	 transition	
from	inpatient	to	outpatient	clinics	has	
increased dramatically leaving what is 
perceived	by	 the	Schools	of	Nursing	
fewer	places	for	students	to	gain	practi-
cal experience .

The	GI	 setting	 is	 rich	 in	 culture	
and expertise . In a GI setting a student 
is able to practice technical skills such 
as	intravenous	placement	and	therapy,	
medication	 administration,	 enema	
administration,	 tube	 placement,	 and	
vital sign monitoring . More experience 
includes	the	nursing	processes,	such	as,	
admission	 assessment,	 preprocedure	
teaching,	 intraprocedure	 participa-
tion and post procedure monitoring 
and discharging . Students will gain 
first	hand	knowledge	and	practice	of	
infection	control,	being	able	to	practice	
universal precautions in a day to day 
real	life	scenario.	One	of	the	greatest	

attributes	 a	GI	 setting	 can	offer	 our	
future	 nurses	 is	 the	 beauty	 of	 team-
work.	The	culture	of	GI	Units	is	one	
very rich in teamwork showing the 
benefits	 of	 people	working	 together.	
Nurses,	 physicians,	 LPN’s,	 technical	
aides,	service	aides,	and	housekeepers	
work together on a daily basis making 
these	Units	function	like	a	fine	tuned	
automobile (which requires a great 
team	of	mechanics).	By	working	side-
by-side	with	 the	 nurse,	 students	 are	
able	to	benefit	from	the	collaborative	
methods	 and	 contributions	 of	 other	
members	of	the	team.

In	 our	Unit	 in	Regina	we	 have	
become	one	of	the	popular	spots	for	
nursing students . It did not come easy . 
We have advertised ourselves at great 
lengths	to	prove	we	have	much	to	offer.	
Mentoring	students	has	become	part	of	
our everyday lives in our Unit . We view 
this as a win-win situation . Not only do 
the	students	benefit	from	their	experi-
ence,	so	do	the	staff.	Nurses	in	particu-
lar are given a chance to make a positive 
impact	on	our	future	nurses.	They	are	
able to show them how rewarding 
clinical practice can be under a hectic 
and challenging pace . Students are 
helpful,	in	our	units	we	function	most	

often	at	a	very	hectic	pace,	students	can	
help	in	relieving	some	of	that	pressure,	
by	monitoring	vital	signs,	IV	therapy	
and portering . Mentoring students can 
bring	enrichment	to	nurses,	allowing	
them to showboat their expertise and 
maintain	high	standards	of	care.	There	
is	also	the	beauty	of	being	surrounded	
by	the	energy	and	exuberance	of	youth,	
it becomes contagious .

We	are	fortunate	to	have	students	
come through our area on a regular 
basis . We accept students at all levels 
of	their	training.	To	date	the	feedback	
has	only	been	positive.	That	feedback	
has	identified	us	as	a	hot	spot	for	nurs-
ing students .

We have so much to give and it is 
our responsibility to help retain our 
students.	The	GI	 setting	 provides	 a	
new	and	unique	environment,	allowing	
students	to	experience	all	facets	of	the	
nursing	process.	If	your	area	is	student-
less,	perhaps	you	should	be	contacting	
the	 nursing	 faculty	 and	 show	 them	
what	you	have	to	offer.	Students	will	
have	 delightful,	memorable	 experi-
ences,	as	will	you.

Lorie McGeough
President CSGNA

Future National Conferences
2003	Toronto,	Ontario
2004	Calgary,	Alberta

QUESTION: “CJD SCREENING” AN INFECTIOUS CONTROL DEPARTMENT 
WOULD LIKE TO KNOW IF ANYONE  IS DOING ANY KIND OF SCREENING 

FOR CJD IN THEIR DEPARTMENTS? 
Could you kindly return your answers to our Practice Director Jean MacNab in Ottawa.
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Hospital Merger 
– an Ottawa perspective

In 1999 talks began to merge two 
teaching Hospitals and a community 
Hospital	in	Ottawa.	A	fourth	hospital,	
which	was	a	Community	Hospital,	was	
slated	to	close.	The	General	Hospital	
was	the	bilingual	teaching	hospital,	the	
Civic	 the	English	 teaching	Hospital,	
and	the	Riverside	was	the	community	
Hospital	to	be	merged.	The	Salvation	
Army Grace Hospital was slated to 
close .

The	Riverside	closed	as	an	Inpa-
tient hospital and reopened in 2000 
with	 only	Outpatient	 facilities.	 The	
change in care delivery had a big 
impact	 on	 the	 Riverside	 Hospital	
staff.	The	staff	at	the	Grace	were	also	
affected	 as	 their	 hospital	 closed	 and	
the nurses and clerks were bumped 
into new positions and work areas . 
Bumping,	although	common	practice	
in today’s work environment has long 
lasting	effects.	Friendships	and	work-
ing	 relationships	 that	have	 lasted	 for	
years are suddenly gone leaving the 
nurse	with	 a	 deep	 sense	 of	 loss	 and	
insecurity	about	the	future.

The	 Riverside	 now	 has	 an	 ef-
ficiently	 run	 Endoscopy	 unit	 with	
two	 rooms	 running	most	 days.	The	
Therapeutic	procedures	have	moved	to	
the teaching Hospitals . Although the 
working	environment	 is	new	 for	 this	
staff,	they	work	very	well	together	as	
a	team.	The	next	big	challenge	for	this	
team	is	the	movement	of	the	unit	from	
their present location to a new location 
in	the	hospital	and	the	addition	of	one	
more	room.	This	transition	should	oc-
cur	in	the	Fall	of	2003.

The	General	 and	 the	Civic	 En-
doscopy units remain much the same 
since	the	merger	in	terms	of	the	types	
of	cases	done.	The	acuity	has	definitely	
increased	over	the	last	two	years.	The	
age	and	the	overall	health	status	of	our	

patient’s have changed . We are also 
doing more challenging techniques 
on	 these	 outpatients.	 Five	 years	 ago	
we would never have done a PEG or 
inserted	a	stent	on	an	Outpatient.	This	
now	happens	on	a	frequent	basis.

With the merger now into its third 
year and accreditation around the 
corner we are looking at a Standard 
approach	to	care.	On	the	surface,	this	
sounds	quite	straightforward.	In	terms	
of	procedures	we	are	all	doing	similar	
tests.	However,	from	admission	to	dis-
charge	the	approach	is	quite	different	
but the outcome the same . Culturally 
these	3	Units	are	very	different.	The	
culture does not have to change in 
order to standardize .

I	 think	 it	 best	 to	 start	 off	 small	
and	build	a	sense	of	accomplishment	
among	 the	players.	To	date	we	have	
done	the	following:

Our	first	major	project	we	worked	
on	was	a	flow	sheet	for	the	Physicians	
to	use.	The	Physicians	had	three	dif-
ferent	charts	to	work	with	and	wanted	
one sheet with pictures on it that 
they	could	work	from.	We	combined	
standing	orders	from	one	unit	with	a	
history	form	from	another	unit.	This	
has taken 10 months to complete but 
it is now done .

The	second	project	the	nurses	did	
was to compare and revise the Patient 
Handouts we have in all three units . 
We	 now	 have	 a	 simplified	 version.	
Once	it	is	translated	and	available	in	a	
bilingual	format	that	project	will	also	
be completed .

The	Policies	 and	Procedures	 are	
next.	 To	 date	we	 have	 2	Corporate	
policies	 completed.	 The	 first	 policy	
is	 about	 giving	 conscious	 sedation	 if	
the	patient	does	not	have	a	ride,	and	
the second is how to deal with rooms 
running late .

Purchases and supplies are a very 
costly	part	of	running	an	Endoscopy	
unit . We are presently reviewing all 
the supplies we use with the intent to 
standardize all available supplies with 
the best product at the best price . We 
are currently doing a trial with a new 
forcep	at	all	three	sites	simultaneously.	
The	advantage	to	this	is	the	feedback	
can all be evaluated in the same time 
frame,	which	makes	the	decision	mak-
ing easier .

The	biggest	challenge	we	will	face	
this	year	is	the	implementation	of	the	
New	Model	of	Nursing	Care.	This	new	
model	will	be	the	basis	from	which	care	
is	administered	at	the	Ottawa	Hospi-
tal.	 The	model	 combines	 the	many	
types	of	Care	Delivery	we	had.	Some	
of	these	models	are	primary	nursing,	
case	management,	 team	nursing	 and	
the	Friesian	approach.

Our	3	units	are	in	the	unique	posi-
tion to grow in this changing environ-
ment . Since the merger the nurses have 
become better acquainted not only 
through our local CSGNA evening 
sessions but also with working together 
on	projects,	floating	between	units	and	
giving each other inservices . We can 
learn	so	much	from	each	other.

As we move into 2003 we must 
keep	 reminding	 ourselves	 of	 our	 ac-
complishments	instead	of	being	over-
whelmed with what we still have to 
do . Mergers are not easy and we are 
constantly being reminded that some-
thing	else	has	changed.	At	the	end	of	
the	day	we	need	only	to	keep	our	focus	
on what we do best and that is to look 
after	our	patients	in	the	best	possible	
way.	There	is	no	absolute	right	way	to	
do this .

Jean Macnab – Manager Corporate 
Endoscopy Ottawa Hospital.
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Quebec City Conference
I	 attended	 a	 nursing	 conference	

in	Quebec	City	Nov.	22-24th,	2002.	
They	had	 a	great	 response	with	103	
registrants	out	of	110	membership.	I	
spoke to them about Certification and 
gave out surveys on the same . I have 
received	 37	 responses	 to	 date.	 The	
results	are	as	follows:

•	 22	 wish	 to	 write	 the	 exam	 in	
2004 .

•	 3	will	 write	 in	 2005,	 and	 12	 at	
other times .

About	joining	CSGNA:	
•	 27	said	yes.	
•	 10	said	no.

Examination	in	French:	
•	 27	said	yes.	
•	 3	said	either	French	or	English.	
•	 7	did	not	respond.

About assisting with exam develop-
ment:
•	 24	people	said	yes.
•	 13	said	no.
•	 7	people	said	they	were	not	inter-

ested	 in	Certification.	5	of	 the	7	
listed their reason as being their 
impending retirement .

I	felt	that	I	was	well	received	and	I	
was invited to sit with Judy Ann Boyer 
for	 lunch	 and	 she	 is	 quite	 receptive	
to Certification . She encourages her 
membership	to	support	our	quest	for	
Certification.	 The	 group	 is	 having	
problems finding executive positions 
as	6	people	on	the	executive	expressed	
a	desire	not	to	run	again,	and	of	those	
6	people	3	of	them	have	been	in	their	
current	positions	 for	10	 to	12	years.	
They	have	offered	to	do	an	extra	pre-
ceptor	year	to	coach	new	recruits.	They	

also	suggested	that	if	no	one	offers	to	
run	for	the	positions,	there	is	a	good	
chance	that	the	association	will	fold.

There	was	 nomination	 from	 the	
floor	 for	 a	 vice	 president	 after	 these	
statements . He had never served on 
the executive .

Francine	 Paradis,	 a	 representa-
tive	 from	Boston	Scientific,	 said	 that	
her company would be interested in 
supplying	 translation	at	our	Toronto	
conference.	We	 asked	 for	 a	 show	of	
hands	 for	 those	 who	would	 be	 in-
terested	with	this	 idea,	a	show	of	30	
hands responded . I was approached by 
a current executive member who has 
served	for	10	years,	he	is	considering	
running	for	our	executive!!!	Interest-
ing n’est-ce pas??

Submitted by Vice President,
Nancy Campbell
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MESSAGE FRoM THE 
PRESIDENT

I would like to extend my sincere 
gratitude to all that participated in the 
competency	 development.	This	 is	 so	
exciting . We are so close to achieving 
our	goal	of	certification.	All	the	years	of	
hard work is coming to harvest . Next 
step	is	the	item	writing,	ladies	and	gen-
tlemen,	get	your	computers	ready.

This	year	our	celebration	for	Na-
tional GI Days will highlight Certifica-
tion.	It	will	be	very	important	for	us	to	
advertise our specialty . By promoting 
our	 specialty	we	will	 hopefully	 gain	
recognition	within	our	Health	Regions	
and sites . Job security can be discussed 
and challenged . Perhaps monetary 
benefits can be discussed with each 
individual	employer.	There	are	benefits	
to be had; certification is the first step 
towards them .

The	CSGNA	will	 be	meeting	 in	
April	 for	our	face	to	face	meeting.	If	
anyone has any issues or ideas please 
submit	 them	 to	 your	Director	 for	
presentation in April . We welcome all 
feedback	and	ideas.

Take	care	and	have	a	great	year.

Lorie McGeough

PRESIDENT ELECT REPoRT
The	Bylaw	committee	have	been	

busy revising bylaws and writing new 
ones .

These	 will	 be	 reviewed	 by	 the	
Board	at	our	Face	to	Face	meeting	in	
April .

They	will	then	be	submitted	to	you	
the	membership	for	your	vote	at	our	
national	conference	in	Sept.	2003.

I will be attending the SGNA con-
ference	in	Atlanta,	Georgia	in	May.

I	 am	 looking	 forward	 to	 our	
	national	 conference	 in	 September	 in	
Toronto.

Yours in CSGNA,  
Nancy Campbell.

REPoRT FRoM EDUCATIoN 
DIRECToR

Time	 is	 just	 going	 too	 fast	 and	
we are already two months in the year 

2003.	The	Education	Committee	has	
been	busy	responding	to	the	needs	of	
our members . We have sold 8 orienta-
tion manuals and responded to many 
requests	from	the	members	seeking	for	
Standards	of	care;	teaching	pamphlets,	
Position Statements and guidelines . 
The	manual	for	Cleaning	and	Dinsin-
fecting	of	scopes	 is	finalized	and	will	
be	ready	for	distribution	in	April.	You	
will	be	able	to	find	the	information	on	
our website to order the manual and 
in our Guiding Light .

The	Chapter	revision	packages	will	
be mailed to the Chapter Presidents in 
April.	We	hope	this	will	be	helpful	to	
you	and	if	there	is	anything	you	wish	
to be included in the package to make 
your	life	easier	please	do	not	hesitate	
to let us know .

Just a reminder that there are schol-
arships	available	for	the	annual	confer-
ence and the deadline is May 1 .

Certification update
As you are aware the year 2004 

will	see	the	administration	of	the	first	
Certification examination in Gastroen-
terology Nursing in Canada .

The	development	 of	 the	Certifi-
cation	Examination	 is	 funded	by	 the	
Canadian Nurses Association and 
CSGNA,	and	the	whole	project	is	man-
aged by Assessment Strategies Inc .

We have completed the initial step 
in	 the	development	of	 a	 certification	
exam	and	that	is	the	preparation	of	a	
set	of	competencies	i.e.	skills,	abilities	
and knowledge required to practice 
gastroenterology Nursing in Canada . 
This	process	brought	together	nurses	
from	 different	 provinces	 in	Canada	
for	 a	 period	 of	 5	 intense	 days.	This	
document is now being reviewed by 
gasto	enterology	nurses	across	Canada,	
working	 in	different	 clinical	 settings,	
that are regarding the appropriateness 
and	relevance	of	the	draft	competen-
cies.	The	Presidents	of	different	local	
Chapters were approached by C N A 
and	were	asked	to	recruit	5-6	nurses	
who were willing to provide their writ-
ten	 feedback	 and	 attend	 in	 the	 near	
future	 a	 2-3	 hour	meeting	 in	 their	
 local area .

What is left to do?
Next month the competency 

group	will	 review	 the	 feedback	 from	
your colleagues and a final document 
will be issued .

In April the blue print committee 
will	 be	 formed	 and	will	 develop	 the	
recipe	for	the	exam.

In May-June and June-July an-
other	group	of	nurses	will	attend	a	five	
day	session	at	CNA	for	item	writing	as	
well as on line session . So we will be 
recruiting more nurses to help us with 
the process .

In September the exam committee 
will spend 5 day session at C N A to 
finalize the exam .

In	the	Fall	the	exam	will	be	trans-
lated and reviewed by a committee .

In Spring 2004 the exam should 
be	ready	for	distribution.

Respectfully Submitted, 
Michele Paquette CGRN



Page Fourteen The Guiding Light, March 2003

REPoRT DIRECToR oF 
PRACTICE

During the past year I have an-
swered	many	queries	about	Infection	
Control	Practices	and	Staffing	levels	in	
Endoscopy.	These	questions	are	very	
welcome questions as they cause us 
to	reflect	on	our	practices.	The	most	
recent	question	I	received	was	on	NPO	
status.	The	question	was	“should	NPO	
status	be	a	requirement	if	the	patient	
is requiring conscious sedation” . In 
my own experience the patients are 
always	fasting	at	least	6	hours	prior	to	
a	Gastroscopy	or	Bronchoscopy.	The	
patients in our Unit having a Colon-
oscopy can drink fluids up to 2 hours 
before	the	procedure.	When	we	ask	the	
NPO	status	we	are	checking	if	it	is	2	
hours	before	the	test.	In	our	experience	
we have not experienced any vomiting 
with this practice . I would welcome any 
ideas	you	have	on	this	subject.

Jean Macnab

SYNoPSIS oF CSGNA 
NATIoNAL EXECUTIVE E-MAIL 
MEETING

December 9-12, 2002.
1.	 REVIEW	AND	ADOPTION	OF	

AGENDA:
 A motion was passed to adopt 

the	 agenda	 after	being	 reviewed.	
Michele/Edna.

2.	 REPORTS:
 Directors gave their reports and 

these are in the Guiding Light .
3.	 TREASURER	REPORT:
	 First	 payment	 to	 CNA	 for	 our	

exam	has	 been	 sent.	Conference	
expenses were not completely 
paid,	 as	 we	 are	 still	 waiting	 for	
money promised . Cost to set up 
visa payments on our website is 
$50.00	 -	 $100.00,	 and	 a	 4%	 for	
each transaction .

4.	 BYLAWS:
	 #6	 Board	 Financial	 Reimburse-

ment	Policy.	Add	#	7.	New	Board	
members will have their attendance 
at	the	Annual	Conference	paid	by	
CSGNA . Members will vote on 
new Bylaws prior to September 

Conference	in	Toronto.	In	future	
members will be using one ballot 
for	both	Nomination	and	Bylaw.	
This	will	be	finalized	at	the	April	
conference.

5.	 NOMINATIONS:
	 Positions	 opened	 for	 2003	 are,	

Secretary,	 Education,	 Treasurer,	
Practice,	Director	East,	and	Direc-
tor West .

6.	 NEWSLETTER:
	 Abstract	 from	Maria	Cirocco	 re-

garding poster presentation are 
in the Guiding Light . Articles are 
still	needed,	approach	all	chapter	
and	units	for	articles.	Scholarship	
criteria is also included in each is-
sue	of	the	Guiding	Light.

7.	 CERTIFICATION	UPDATE:
 Competencies have been devel-

oped,	 and	Michele	will	 give	 her	
report on this . Chapter packages 
have	 been	 completed.	 Teaching	
guide	 for	 Reprocessing	 Flexible	
Scopes	are	ready	for	distribution,	
at a cost yet to be determined .

8.	 PUBLIC	RELATIONS:
	 Deb	 Taggart	 has	 proposed	 the	

CSGNA,	website	be	updated,	and	
allow Webray .com to redesign the 
webpage.	A	motion	for	 this	pro-
posal	was	passed	Nala/Nancy.

9.	 PRACTICE:
 Jean is working on Position state-

ments	 on	Nurse	 Performed	 Sig-
miodoscopy,	 and	Guidelines	 for	
Assisting with Bronchoscopy .

10.	TORONTO	UPDATE:
 All Board members will be part 

of	the	prep	course.	The	Chapter/
Executive meeting will continue 
on	Thursday	night	@	1730,	with	a	
light	snack,	as	the	Toronto	group	
has	an	event	planned	for	that	night	
which includes a meal .

11.	THE	 QUEBEC	 CONNEC-
TION:

	 Nancy	 attended	 the	G.I.	 confer-
ence	in	Quebec	November	22-24,	
spoke	on	certification,	and	felt	 it	
was well received .

12.	EDMONTON	CHAPTER:
	 This	Chapter	will	be	collecting	the	

National	 fees,	 and	 forward	 them	

to	the	National	Treasurer.	Regina	
Chapter	 has	 been	 doing	 this	 for	
years,	and	it	works	well.

13.	WORLD	CONGRESS:
	 This	is	SIGNEA’S	only	conference.	

Cindy Hamilton is the Canadian 
representative . Both Lorie and 
Cindy will be attending this con-
ference.

14.	FACE	TO	FACE	 
CONFERENCE:

	 April	11-13,	2003.	Toronto

Respectfully Submitted,
Elaine Binger, CSGNA Secretary.

REPoRT FRoM THE DIRECToR, 
PUbLIC RELATIoNS

Since assuming this role in Sept . 
1,	have	been	focusing	on	the	Website.	
Working with Mary Carbonneau at 
WebRay,	 we	 have	 been	 looking	 at	
improvements to meet our members’ 
needs and to better promote Gastro-
enterology Nursing Practice . Members 
have	put	many	suggestions	forth	and	
all have been seriously considered . 
From	 the	 national	 executive	 email	
conference	 in	Dec.,	 the	decision	was	
made	 to	 update	 the	 look	 of	 the	 site	
promptly	but	to	assess	the	value/cost	
of	additions.	Some	of	your	suggestions	
have	 included:	 online	membership	
renewal,	 online	Guiding	Light,	 con-
tact	list	of	nursing	experts	for	specific	
areas	of	practice	(especially	therapeutic	
endoscopy),	 online	membership	 list,	
potential	certification	exam	questions,	
and case study examples with images 
to	name	only	a	few.	All	of	these	addi-
tions come at a price but need critical 
review	if	we	are	to	assist	our	members	
in	keeping	current	by	the	most	efficient	
means possible . I welcome your sug-
gestions	and	will	present	at	our	face	to	
face	meeting	in	April.

I believe we need to implement 
many	of	 these	 changes,	 acknowledg-
ing that we hope to have an expanding 
membership with Certification . We 
need to recognize our Certification is 
for	all	nurses	in	gastroenterology	prac-
tice	whether	medical,	 surgical,	 pedi-
atric,	 parenteral	 therapy	 or	 research	
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nurses.	 Some	of	us	need	 to	broaden	
our vision that GI nursing is only 
endoscopy.	Our	patient	care	will	only	
improve	 if	 we	 take	 a	more	 holistic	
view	of	our	practice.	“On	the	Road	to	
Certification” we hope to attract more 
members who will enhance and expand 
our	 thinking	 in	how	best	 to	care	 for	
our GI patients .

Sincerely,
Debbie Taggart

UPDATE FRoM YoUR 
TREASURER

The	financial	aspect	of	 the	New-
foundland	 conference	 is	 finally	 com-
pleted,	and	all	of	the	hard	work	of	the	
chapter	has	paid	off.	Last	years	profit	
was approximately $14000 .00 . Great 
work	 ladies.	The	national	conference	
is	the	main	fundraiser	for	the	National	
component	of	the	CSGNA	with	10%	
going to the hosting chapter . I would 
like to remind all chapters that the year 
end	reports	are	due.	If	you	do	not	have	
a	copy	of	this	form	please	let	me	know	
&	I	will	e-mail	or	send	it	to	you.	The	
financial statements have once again 
been submitted to our accountant at 
PricewaterhouseCoopers	LLP	for	our	
annual	review.	This	will	be	presented	
in our annual report . Any questions or 
concerns	please	contact	myself	or	any	
member	of	the	Executive.

Sincerely,
Edna Lang

NEwS FRoM YoUR 
MEMbERSHIP DIRECToR

I	would	like	to	welcome	all	of	our	
new	members	that	have	joined	in	the	
last	 few	months.	Our	membership	 is	
534	as	of	Feb	28	/	03.	As	everyone	
should be aware our membership runs 
from	June	to	June	of	each	year,	and	re-
newals will be sent out in April . Please 
fill out the application completely and 
please print so we can keep accurate 
records .

Sincerely,
Evelyn McMullen
Membership Director

CANADA CENTRE REPoRT
The	Greater	 Toronto	 Chapter:	

they hosted an education evening on 
ENDOSCOPIC	ULTRASOUND	on	
Feb	19th,	given	by	Dr.	Paul	Kortan,	a	
gastroenterologist with the St . Mikes’s 
group.	The	evening	was	sponsored	by	
Carsen	Group,	we	would	like	to	thank	
Carsen	for	their	continued	support	to	
our	 educational	 cause.	 The	 evening	
was	attended	by	70	members	and	was	
a great success .

Some	members	from	the	chapter	
are busy planning the upcoming na-
tional	conference	in	Toronto.

The	Ottawa	Chapter:	they	hosted	
an	evening	on	ENDOCINCH	–	En-
doscopic	Suturing	Device	in	February.	
The	evening	was	sponsored	by	BARD	
Canada.	The	session	was	followed	by	
a	dinner	at	Capone	Restaurant.

The	London	Chapter:	they	will	be	
hosting an education evening on March 
3rd,	2003	at	the	London	Health	Sci-
ences	Centre,	University	Campus.	The	
topic	is	“COLON	SCREENING”	by	
Dr.	J	McDonald.	Their	sponsor	will	be	
PENTAX	Precision.

The	Golden	Horseshoe	Chapter:	
is planning an Educational Day Event 
at	the	Inn	on	the	Twenty	in	Jordan	for	
June	6th,	2003,	from	0815	to	1545.	
Registration	Fee:	$65.00	for	member,	
and	 $75.00	 for	 non-members.	 Ap-
plications must be received by May 
10th,	2003.	The	topic	is	“TIPS”	and	
“ENDOCAPSULE”	 given	 by	 Dr.	
John	Rawlinson	and	Dr.	John	Marshall	
respectively . Dr . Seaton will be sharing 
his experience in the Cayman Islands . 
Other	 topics	will	 include,	 “SINGLE	
USE” . Several sponsors are involved 
with this event .

Good	job	everyone,	keep	up	with	
the good work and all the best .

Submitted by,
Belinda Tham,
Canada Centre Director

CANADA EAST REPoRT
I	am	not	sure	if	it	is	the	mountains	

of	snow	or	the	bitterly	cold	tempera-
tures that are keeping us indoors but 
things have been very quiet on the 
eastern	front.

The	NFLD	chapter	have	not	met	
since	the	fall	for	a	regular	meeting.	The	
conference	 planning	 committee	 did	
go out to dinner and reminisce about 
the	“FUN”	we	had	planning	the	2002	
conference	in	St.	John’s.

Plans	 are	 in	 the	 works	 for	 an	
upcoming inservice to be given by 
one	of	our	ENT	physicians	on	“ESO-
PHAGITIS	&	TREATMENT”.

A	small	group	from	our	chapter	is	
involved	with	revision	of	the	compe-
tencies	 from	CNA	for	 the	upcoming	
Certification exams . A meeting was 
planned	for	February	to	discuss	feed-
back on our initial assessment .

I would like to say congratula-
tions to Paulette Bassett and Bonnie 
Greydonas on their recent election 
as president and vice president to the 
NB/PEI	chapter.

Looking	forward	to	the	face	to	face	
Board meeting in April .

Submitted by,
Joan Rumsey.
Canada East Director

CSGNA 
DIRECToR CANADA wEST 
REPoRT

The	Specialty	of	Gastroenterology	
Nursing	is	fast	becoming	a	reality	as	we	
move towards C .N .A . Certification . 
How exciting to anticipate National 
recognition	for	the	work	that	we	do.	
Many	CSGNA	members	are,	have	and	
will be actively involved in this complex 
process.	 The	CSGNA	 has	 had	 this	
vision	 for	 about	 10	 years	 and	much	
ground breaking was done to get to 
this exciting point in our evolution . 
As	Director	Canada	West,	I	am	happy	
to	report	that	three	Chapters	from	the	
West have been assigned to critique the 
Competencies.	They	 are	Edmonton,	
Regina	and	Vancouver	Regional.	Meet-
ings	 including	several	members	 from	
each	of	 these	Chapters	 are	 currently	



Page Sixteen The Guiding Light, March 2003

taking	place.	Deadlines	are	being	met!	
Most G .I . Nurses that I speak with 
view	writing	the	exam	with	a	sense	of	
doom	and	dread!	I	would	project	that	
each	 of	 us	 knows	 far	more	 than	we	
ever	realized!	With	some	study,	review,	
networking	and	support,	I	feel	this	will	
be an attainable reality .

Nala Murray

CHAPTER REPoRTS:
Manitoba Chapter

Secretary	Janet	Shymanski,	reports	
that	 a	Chapter	Meeting	 held	 in	Oc-
tober	was	 sponsored	 by	AMT.	With	
a presentation called “New Possibili-
ties	in	Electrosurgery”.	That	meeting	
welcomed the New Chapter Executive 
and President; Jennette McCalla paid 
tribute to Sylvia Dolynchuk in recog-
nition	for	her	years	of	service	with	the	
Manitoba	Chapter	of	CSGNA.	Rob-
erta	Thompson	was	 also	 recognized	
for	 her	 past	 service	 as	 Secretary	 and	
was	presented	with	a	gift.	At	a	meeting	
held	at	Seven	Oaks	General	Hospital	
on	 January	 9,	 2003,	 20	members	
attended.	 Excellent	 turnout!	 They	
had an Educational session entitled 
“Medications	for	Procedural	Sedation”	
(Actions and Interactions) .

The	Chapter	is	busy	planning	their	
local	 Spring	Conference	 to	 be	 held	
May	3,	2003	at	the	Norwood	Hotel	
in Winnipeg .

Edmonton Chapter
On	 Saturday,	May	 03,	 the	 Ed-

monton Chapter will be hosting a 
Spring	 Conference	 called	 “Spring	
Into	Endo.”	Topics	to	include	a	com-
parison between Pediatric and Adult 
GERD,	Updated	versions	of	Colonic	
Stents,	and	a	GI	Research	Nurse	will	
be giving an update on What’s New . 
The	Chapter	would	like	to	recognize	
the	members	from	their	Chapter,	who	
are involved with the GI Competency 
Review,	they	are	Helga	McCallum,	Jan	
McNeil,	Marla	Wilson,	Tammy	Grund	
and	Shelley	Bible.	They	wish	to	pass	on	
CSGNA wide condolences to Cherry 
Weatherman,	 a	 long	 time	member	
whose spouse recently passed away .

Regina Chapter
President Shirley Malach reports 

that a dinner meeting was held in 
January to set the Chapters’ goals and 
objectives	 for	 the	 upcoming	 year,	 as	
well	as	to	review	the	events	of	the	past	
year.	The	meeting	was	well	 attended	
in	spite	of	the	very	cold	weather	and	
we accomplished a great deal . Chair-
persons and volunteers were chosen to 
co-ordinate upcoming events such as 
National	G.I.	Nurses	Day,	and	our	lo-
cal	Fall	Conference.	We	also	discussed	
scholarships	for	the	CSGNA	National	
Conference	and	ways	to	increase	our	
membership.	 The	 next	 meeting	 is	
scheduled	for	sometime	in	June	where	
we will start to work on the program 
for	our	local	fall	conference.
Calgary Chapter

President,	 Evelyn	Matthews	 re-
ports that a dinner meeting held on 
November	 14,	 2002	 and	was	 spon-
sored	 by	AMT.	Discussion	 centered	
around	the	2004	National	Conference	
which they are hosting . A venue was 
chosen	for	the	National	Event.

On	 January	 7,	 2003,	 a	 business	
meeting	 was	 held.	Deb	 Taggart,	 a	
member	 of	 the	Competency	Devel-
opment	Committee,	spoke	about	the	
Certification process and Examination 
development.	Topics	and	dates	for	fu-
ture education sessions were decided 
upon.	The	next	education	session	will	
be	on	February	20,	2003	with	Jenefer	
Pardy	 from	 Southmedic	 presenting	
“Capsule Endoscopy” .
Okanagan Chapter

Secretary,	 Jean	Tingstad	 reports	
that they attended a workshop on 
“Nursing	Care	 of	 Patients	 receiving	
Conscious Sedation” . Emphasis was 
on	 the	Nurses’	 role,	 responsibilities	
and Practice Standards . Endoscopy 
Services are expanding in Kelowna . 
The	Chapter	members	have	been	very	
involved	in	the	workplace,	sharing	their	
knowledge	and	skills	to	formally	orien-
tate	nurses	 new	 to	Endoscopy.	They	
are	looking	forward	to	the	Canadian,	
Gastroenterology	Certification.	Two	
nurses	will	soon	be	ready	to	re-certify	
and 2-3 nurses are anticipating their 
first Certification Exam .

Vancouver Island Chapter
Irene	Ohly	 has	 recruited	 a	 new	

Chapter	 Secretary,	 Shirley	McGee.	
Welcome	aboard,	Shirley.

The	Chapter	members	 have	 at-
tended	 sessions	 on	 the	Use	 of	End-
oloop and Endoclip by Dan London 
of	Olympus,	and	an	ERBE	Inservice.	
They	 had	 a	 four	 hour	 introduction	
to	 PDT	 as	 this	 service	will	 soon	 be	
available .

The	Endoscopy	Clinic	 at	 Royal	
Jubilee	Hospital	in	Victoria	has	been	
amalgamated	with	Respiratory,	Op-
thamology,	and	Colposcopy	clinics	at	
a	new	Out	Patient	Clinic.

Vancouver Regional Chapter
Official	handing	over	of	duties	to	

the new Chapter President; Adriana 
Martin has been delayed due to the 
Chapters’ involvement with the C .N .A . 
Certification	 process.	 The	Chapter	
plans	for	a	dinner	meeting	at	the	end	of	
February	sponsored	by	Carsen	Group.	
Adriana is keen and enthusiastic and 
has	plans	for	the	spring	Education	Day.	
She works at Lion’s Gate Hospital in 
North	Vancouver,	the	place	where	the	
Whistler	patients	go!

Respectfully submitted, 
Nala Murray 
CSGNA Director Canada West

NEwSLETTER EDIToR REPoRT
As	you	can	see	the	buzz	word	is,	

“Certification”.	This	is	only	the	begin-
ning,	so	if	you	have	not	been	infected	
as	yet,	 it	will	not	be	 long	before	 the	
bug comes your way . I do not think we 
can	be	beaten	so	I	suggest	you	join	the	
certification wagon . Study groups are 
the	order	of	the	day.	This	winter	being	
as	harsh	as	 it	 is,	a	Gastero	enterology	
Book	is	not	a	bad	read	curled	in	front	
of	a	nice	warm	fire,	with	a	mug	of	hot	
chocolate	and	your	pet,	 (if	 you	have	
such	critters),	at	your	side.	Get	in	the	
GI Cert Groove and pass it on…

Submitted, 
Kay Rhodes





Vancouver	Island	Chapter
President:	Irene	Ohly
642	Cairndale	Rd.
Victoria,	BC	V9C	3L3
(250)	727-4234	(B)
Email:	iohly@shaw.ca
Secretary:	Shirley	McGee
Treasurer:	Donna	Gramigna

Vancouver	Regional	Chapter
President:	Gail	Whitley
5520 Lackner Cr .
Richmond,	BC	V7E	6A3
(604)	274-7190	(H)
(604)	875-4155	(W)
(604)	875-5031	(Fax)
Email:	goldngun18@aol.com
Secretary:	Judy	Deslippe
Treasurer:	Nala	Murray

Okanagan	Chapter
President:	Karen	Parchomchuk
440	Grainger	Rd.
Kelowna,	BC	V1V	1C8
(604)	862-4427	(H)
(604)	862-4427	(B)
Email:	park2@mox.interiorhealth.ca
Secretary:	Jean	Tingstad
Treasurer:	Debb	Levine

Calgary Chapter
President:	Evelyn	Matthews
109 Strathearn Gardens SW
Calgary,	AB	T3H	2R1
(403)	246-8036	(H)
(403) 943-4922 (W)
(403)	291-1599	(Fax)
Email:	eamatths@shaw.ca
Secretary:	Jamie	Frew
Treasurer:	Doreen	Reid

Edmonton Chapter
President:	Shelley	Bible
10410	–	27	Ave.
Edmonton,	AB	T6J	4A5
(403)	430-7116	(B)
(403)	434-0263	(H)
Email:	sbible@shaw.ca
Secretary:	Tammy	Grund
Treasurer:	Patti	Ofner

Regina	Chapter
President:	Shirley	Malach
20 Brook Bay
Regina,	SK	S4N	1M6
(306)	761-0353	(H)
(306)	766-4441	(W)
Email:	granny@malach.com
Secretary:	Linda	Benoit
Treasurer:	Alison	MacDonald

Manitoba Chapter
President:	Jennette	McCalla
54 Sonnichsen Pl .
Winnipeg,	MB	R2Y	2H4
(204) 831-9955 (H)
(204)	837-8311	Ext.	2120	(B)
Email:	jennettemccalla@hotmail.ca
Secretary:	Janet	Shymanski
Treasurer:	Donna	Dunsford

South	Western	Ontario	Chapter
President:	Diane	Gray
265	Jos	Janisse
Windsor,	ON	N8Y	3A5
(519)	985-2632	(H)
(519)	254-5577	Ext.	52019	(B)
Email:	dg_rn_1949@yahoo.ca
Secretary:	Pamela		Hebert
Treasurer:	Joan	Staddon

London Area Chapter
President:	Marilyn	Plimmer
111	Golfdale	Pl.
London,	ON	N6C	5S3
(519)	663-3543	(W)
(519)	685-1544	(H)
Email:	plimmermal@netscape.net
Secretary:	Donna	Pratt
Treasurer:	Mary	Campbell

Greater	Toronto	Chapter
President:	Jean	Hoover
3220	Northview	Cr.	RR#1
Oshawa,	ON	L1H	7K5
(905)	655-4397	(H)
(905)	431-8178	(W)
Email:	mjhoover@nexusisp.com
Secretary:	Elaine	Burgis
Treasurer:	Jacqui	Ho

Golden Horseshoe Chapter
President:	Jennifer	Belbeck
105	–	6	Village	Green
Stoney	Creek,	ON	L8G	5B7
(905)	662-9075	(H)
(905)	574-7721	(B)
Email:	belbeck@hhsc.ca
Secretary:	Lynn	Duce
Treasurer:	Gale	Mitchell

Central	Ontario	Chapter
President:	Daniela	Abbruzzese
142 Wasaga Sands Dr .
Wasaga	Beach,	ON	L0L	2P0
(705)	728-9802	Ext.	6218	(W)
(705)	429-7341	(H)
Email:	abbruzzesed@rvh.on.ca
Secretary:	Janet	Young-Laurin
Treasurer:	Heidi	Furman

Ottawa	Chapter
President:	Monique	Travers
1641	Oxford	Cr.
Orleans,	ON	K4A	1V3
(613)	837-6576	(H)
(613)	737-8383	(B)
Secretary:	Jean	Macnab
Treasurer:	Michele	Paquette

New Brunswick and PEI
President:	Frances	Duguay
P.O.	Box	973
Bathurst,	NB	E2A	4H8
(506)	546-4907	(H)
(506)	545-2408	(B)
Email:	fduguay@health.nb.ca
Vice	President:	P.	Bassett
Secretary/Treasurer
Mary Eva Smearer

Nova Scotia Chapter
President:	Elizabeth	Hendsbee
7132	Ascot	Ave.
Halifax,	NS	B3L	2E9
(902)	473-4008	(B)
Email:	elizabeth.hendsbee@cdha.
nshealth .ca
Secretary:	Donna	Cook
Treasurer:	Theresa	McKinnon

Newfoundland	Chapter
President:	Ellen	Coady
19	Forde	Dr.
St.	John’s,	NFLD	A1A	4Y1
(709)	737-6431	(B)
(709)	576-4228	(H)
Email:	hcc.coel@hccsj.ca
Secretary:	Mabel	Chaytor
Treasurer:	June	Peckham

CSGNA CHAPTER EXECUTIVE LIST
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THE SCOPE OF TORONTO: 
TOP TO BOTTOM

Holiday inn ToronTo airporT
SEpT. 18 - 2, 2003

THE SCOPE OF TORONTO: 
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Holiday inn ToronTo airporT
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Contemplating mergers and aCquisitions.  
Here are a few to keep an eye on:

1. XEroX and WUrliTZEr
 (They’re going to make reproductive organs)

2. FairCHild ElECTroniCS and HonEyWEll CoMpUTErS.
 (The new company will be called Fairwell Honeychild)

3. polyGraM rECordS, WarnEr BroTHErS and KEEBlEr.
 (The new company will be called poly-Warner-Cracker)

4. W.r. GraCE Co., FUllEr BrUSH Co., Mary Kay CoSMETiCS, and HalE 
BUSinESS SySTEMS.

 (The new company will be called Hale, Mary, Fuller, Grace)

5. 3M and GoodyEar
 (The new company will be called MMM Good)

6. JoHn dEErE and aBiTiBi-priCE
 (The new company will be called Honey deere abi)

7. HonEyWEll, iMaSCo and HoME oil.
 (The new company will be called Honey im Home)

8. dEniSon MinES, allianCE and METal MininG.
 (The new company will be called Mine all Mine)

9. GrEy poUpon and doCKErS panTS.
 (The new company will be called poupon pants)

10. KnoTT’S BErry FarM and THE naTional orGaniZaTion For WoMEn.
 (The new company will be called Knott noW)

11. Zippo ManUFaCTUrinG, aUdi, doFaSCo and daKoTa MininG.
 (The new company will be called Zip audi do-da)

12. MoTorola and Enron.
 (The new company will be called Moron)

ADVERTISING
The	CSGNA	Newsletter	“The	Guiding	Light”	welcomes	requests	for	advertisements	pertaining	to	
employment.	A	nominal	fee	will	be	assessed	based	on	size.	For	more	information	contact	the	editor.

Kay Rhodes
kay.rhodes@swchsc.on.ca



CSGNA EDUCATION COMMITTEE 
POINT SCORING SYSTEM 

FOR AWARDING SCHOLARSHIPS
Each year as a member (cumulative points) 1 Point

Each year served on National Executive (cumulative points) 3 Points

Each	year	served	on	Annual	Conference	Planning	Committee	 3	Points
(cumulative points)

Each year served on Chapter Executive (cumulative points) 2 Points

Each	time	submitted	an	article	for	publication	in	“The	Guiding	Light”	 2	Points
not reports (cumulative points)

Can demonstrate actively recruited members 1 Point

Each	time	has	acted	as	speaker	at	a	CSGNA	conference	or	seminar	 2	Points
(cumulative points)

Each	time	served	on	an	ad	hoc	committee	of	the	CSGNA	(e.g.)	Bylaws	 2	Points
(cumulative points)

Outlines	geographical	location	and	travel	expenses	 1	Point

Actively	participates	in	Chaper	events	(E.G.)	fundraising	 1	Point

Each	year	as	a	member	on	the	planning	committee	for	a	regional	conference	 1	Point
(cumulative points)

CBGNA certification 1 Point

Types	format	 1	Point

REVISED	September	2002

M.	Paquette,	Education	Director



C/o EdUCaTion CHair: MiCHElE paQUETTE, 501 SMyTH road, oTTaWa, on. K1H 8l6

AppLIcATION fORM
fOR cSGNA ANNUAL SchOLARShIp AWARD

The annual national Conference award of $700.00 is to be used for travel and accommodation to the  
annual national Conference in Canada.

EXcEpTIONS:

1. applicant cannot have received ThIS award in the previous two years.
2. Current members of the Executive and Conference planning Committee are not eligible for this 

award.
3. Scholarships are available only to active members.

pLEASE SUBMIT ThE fOLLOWING WITh ThIS AppLIcATION:

1.	A	written	summary	of	how	this	scholarship	and	attendance	at	the	proposed	meeting	would	benefit	
you in your work.

2. a current Curriculum Vitae.
3. please specify your past involvement in the CSGna: e.g., acted as speaker at a meeting, actively 

recruited new members for CSGna, aided in the formation of a local Chapter, served on an ad Hoc 
Committee, and any newsletter articles submitted. describe your current involvement with your 
Chapter: e.g., fundraising or planning Chapter conferences.

4.	Outline	projected	financial	needs	to	attend	this	meeting.
5. Geographical location and related travel expenses will be taken into consideration by the Education 

Committee when scoring applications.
6. Copy of CSGna Membership Card.

AppLIcATION fORM AND SUBMISSIONS MUST BE REcEIVED BY ThE EDUcATION chAIR AT 
ThE ABOVE ADDRESS BY MAY 1 Of ThE cURRENT YEAR.

NAME: _______________________________________________________________________

cIRcLE ALL ThAT AppLY: RN BSN BAN MSN OThER ___________________________

hOME ADDRESS:_____________________________________________________________

cITY: ____________________________________________ pROV: ___________________

pOSTAL cODE: ___________________  hOME TELEphONE: ( ) ___________________

fAX: ( ) ___________________________  E-MAIL: __________________________________

hOSpITAL/EMpLOYER: _______________________________________________________

WORK ADDRESS: _______________________________

cITY: ____________________________________________ pROV: ___________________

pOSTAL cODE: ___________________  JOINED ThE cSGNA IN  ___________ (year).

SIGNATURE _____________________________________ DATE ___________________



CSGNA Membership runs from June to June of each year.
27 nicholson dr., lakeside, nova Scotia B3T 1B3

MEMBERShIp AppLIcATION
(CHECK onE)

 aCTiVE
 $40.00
open to nurses or other health care professionals engaged in full- or 
part-time gastroenterology and endoscopy procedure in supervisory, 
teaching, research, clinical or administrative capacities.

 aFFiliaTE
 $40.00
open to physicians active in gastroenterology/endoscopy, or persons 
engaged in any activities relevant to gastroenterology/endoscopy 
(includes commercial representatives on an individual basis).

 liFETiME
 MEMBErSHip
appointed by CSGna Executive.

fORMULE D’AppLIcATION
(CoCHEZ Un)

 aCTiVE
 40,00$
Ouvert	aux	infirmières	et	autres	membres	de	la	santé	engagés	à	plein	
ou	demi-temps	en	gastroentérologie	ou	procédure	endoscopique	
en	 temps	que	 superviseurs,	 engeignants,	 recherches	application	
clinique	ou	administrative.

 aFFiliÉE
 40,00$
Ouvert	aux	médecins,	actifs	en	gastroentérologie	endoscopique	ou	
personnes	engagés	en	activités	en	gastroentérologie/endoscopiques	
incluant	représentants	de	compagnies	sur	une	base	individuelle.

 MEMBrE 
 À ViE
appointed by CSGna Executive.

E-Mail:



PRESIDENT _______________________  NEwSLETTER EDIToR _____________  PRESIDENT ELECT _____________

LORIE McGEOUGH KAY RHODES NANCY CAMPBELL
G . I . Unit Sunnybrook & Women’s G .I . Unit
Pasqua	Hospital	 Health	Science	Centre	 713	Montfort	Hospital
4101	Dewdney	Avenue	 Medical	Endoscopy,	RMD606	 Ottawa,	Ontario
Regina,	Saskatchewan	 2075	Bayview	Avenue	 K1K	0T2
S4T	1A5	 Toronto,	Ontario	 M4N	3M5	 (613)	837-4743	(H)
(306)	766-2441	(W)	 (416)	480-4005	(W)	 (613)	746-4621	Ext.	2621	(W)
(306)	766-2762	(W)	 (416)	289-2328	(H)	 FAX:	(613)	748-4914
FAX:	(306)	766-2513	 FAX:	(416)	480-6762	 E-MAIL:	ancampbell@sprint.ca
E-MAIL:	lmcgeough@reginahealth.sk.ca	 E-MAIL:	kay.rhodes@swchsc.on.ca

SECRETARY _______________________  CANADA EAST DIRECToR ________  MEMbERSHIP DIRECToR _______

ELAINE BINGER JOAN RUMSEY EVELYN McMULLEN
113	Spragg	Circle	 49	Sudbury	Street	 5532	Northridge	Road
Markham,	Ontario	 St.	John’s,	Newfoundland	 Halifax,	Nova	Scotia
L3P	7N4	 A1E	2T9	 B3K	4B1
(905)	294-3378	(H)	 (709)	579-5377	(H)	 (902)	473-6151	(H)
(905)	472-7036	(W)	 (709)	777-5111	Ext.	5515	(W)	 (902)	473-4006	(W)
FAX:	(905)	472-7086	 E-MAIL:	joanerumsey@hotmail.com	 FAX:	(902)	473-4406
E-MAIL:	cbinger@sympatico.ca	 	 E-MAIL:	evelynmcmullen@hotmail.com

TREASURER _______________________  PRACTICE DIRECToR ____________  CANADA CENTRE DIRECToR ___

EDNA LANG JEAN MACNAB BELINDA THAM
27	Nicholson	Drive	 Director	Practice	 Toronto	East	General	Hospital
Lakeside,	Nova	Scotia	 3381	Greenland	Road	 825	Coxwell	Avenue
B3T	1B3	 RR#1	Dunrobin,	Ontario	 Toronto,	Ontario
(902)	876-2521	(H)	 K0A	1T0	 M4C	3E7
(902)	473-4006	(W)	 (613)	798-5555	Ext.	13179	(B)	 (416)	987-2808	(H)
FAX:	(902)	473-4406	 (613)	832-1808	(H)	 (416)	469-6603	(W)
E-MAIL:	ednalang@hotmail.com	 E-MAIL:	jmacnab@ottawahospital.on.ca	 E-MAIL:	btham@tegh.on.ca

EDUCATIoN DIRECToR ____________  CANADA wEST DIRECToR ________  PUbLIC RELATIoNS ____________

MICHELE PAQUETTE NALA MURRAY DEBBIE TAGGART
501	Smyth	Road	 4644	-	51	Street	 1800	–	26	Avenue	SW,	#102
Ottawa,	Ontario	 Delta,	British	Columbia	 Calgary,	Alberta
K1H	8L6 V4K	2V7	 T2T	1E1
(613)	737-8384	(W)	 (604)	682-2344	Local	62713	 (403)	209-0217	(H)
(613)	733-1552	(H)	 FAX:	(604)	806-8048	 (403)	943-5545	(W)
FAX:	(613)	737-8385	 E-MAIL:	nala_murray@telus.net	 or	(780)	450-7323	(W)
E-MAIL:	mpaquette@ottawahospital.on.ca	 	 E-MAIL:	dctaggart@shaw.ca

www .csgna .com

Page Twenty Four The Guiding Light, March 2003

CSGNA 2002-2003 Executive


