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President’s Report

I have thoroughly enjoyed the past two years and I cannot believe it has disappeared so
quickly. As of October 1, 2009 Margot Walsh will take on the role as your President. Margot has
spent the past six years working along side Laura Ellsworth and the rest of the national
committee team preparing and putting off a conference, which I am sure those who attended will
never forget!
Congratulations and thank you to each person who gave up many, many hours to
ensure N&LORNA and our province was well represented. Your hard work certainly paid off.

I am pleased to note on behalf of the executive the goals set by your executive for the
2007-2009 term have been met:
Improved communication of the newsletter via e-mail to all members.
Improve provincial website coverage to include the newsletter
Continue to archive all N&LORNA historical hard copy material
Continue to scan all N&LORNA documents on to a memory stick
Increase membership
Publish N&LORNA Rules and Regulations on the provincial website.
Assist with the preparation of the 2009 National ORNAC Conference!!!!

Newsletters are being sent electronically, if you are not receiving your newsletter please let
Janice Roche know – jroche@healthwest.nf.ca.

The N&LORNA Newsletter is now available on the N&LORNA website, to view the newsletter
from the website you must sign onto the ORNAC site www.ornac.ca and click N&LORNA.

N&LORNA historical material: newsletters, executive minutes, AGM minutes etc. are archived at
ARNNL House.

All N&LORNA historical documents have been scanned. Future documents will be copied to the
N&LORNA memory stick for reference and easy access as necessary.

Our membership has slightly increased, this may have been related to the National Conference.
It is important that N&LORNA members continually support and advocate N&LORNA with their
peers/co-workers.

N&LORNA Rules and Regulations can be found on the N&LORNA website. Over the next 6
months the Rules and Regulations will be reviewed and updates as necessary.

The National Conference was phenomenal. Words cannot express how proud I was to be an
N&LORNA member. This was a first national conference for NL and will likely be the last.
ORNAC will no longer be accepting applications from different provinces to host the national; in
the future the site will be selected through the ORNAC Board on a rotational basis.

N&LORNA was represented at the Annual ARNNL meeting in Corner Brook June 26 28, 2009 by Trudy Bradbury. Trudy will include a report from that meeting in this newsletter.

As an ORNAC Board Member I set on the ORNAC Standards Committee. The new
standards were available at the CSA booth during the National Conference and can now be
purchased through the CSA site on line www.csa.ca. A decision was made to convert the
standards back into the older method without modules. This will allow for updates every two
years, as oppose to a module being updated each year. There have been many concerns from
ORNAC members as to whether or not they have the most updated set of standards.
There have been enquires from N&LORNA members related to the standards; some members
questioned as to which areas have been updated. The standards committee has spent a great
deal of time reviewing all the material and have made changes throughout the whole book; you
will find some major changes in the Anesthesia and Equipment sections. I have put forward to
the Standard’s Committee a suggestion made by an N&LORNA member to include a guide in
revised standards in the future, noting areas of significant change. This will be discussed further
at the next standards meeting.

ORNAC Awards/Scholarship deadlines:

January 15, 2008 …………………… ...J&J ORNAC Bursary
March 15, 2008 .…………………… ….The Cardinal Health Research Grant
January 15, 2009 …………………… ...Isabelle Adams Award
January 15, 2009 ……………………. ..Lorna Flower Award
January 15, 2009 ……………………. ..Muriel Shewchuk Leadership Award
No deadline ………………………….. . Solumed Award
No deadline ……………………. …….. ORNAC/J&J/Drake Thompson Award
For more information on these awards visit the ORNAC Website www.ornac.ca.

N&LORNA Annual Scholarship/Award Deadline:
June 30, 2010

N&LORNA members may nominate a person who has retired and has made a significant
contribution to the provincial association. This member may receive Honourary Life
Membership. The person will not be pay a membership fee, hold office or be eligible to vote.
(see R&R manual on ORNAC site for more information)

Conference Schedule dates:

Provincial (31st) – Gander 2010
Provincial (32nd) – Corner Brook 2011
Atlantic – Charlottetown, PEI 2012
Atlantic – St. John, NB 2014
Atlantic – Halifax, NS 2016
Atlantic – NL 2018
National – Regina, SK 2011

Thank you to the past executive, you have been by rock and together we have made a
great team. To the new executive members I welcome you; together we will continue to make
N&LORNA grow! I thank each member for your support, without you N&LORNA would not exist;
there is great strength in numbers!!

Over the next few weeks N&LORNA will be looking for nominations for the position of
President-elect. Nominations can be sent to Margot Walsh mwalsh@nl.rogers.com. The person
nominated must be an active member for at least two years preceding the time of nomination,
and be nominated and seconded by an active member. If there is only one person nominated
they will win by acclaimation, if two or more are nominated a mail in ballot will be completed.
Members will be further informed following the September executive Meeting.

Congratulations to our new executive for 2009-2011:

President …………………. Margot Walsh
President-Elect …………... To be decided
Past President …………….Corenia Price
VP Education …………….. Joanne Peddle
VP Public Relations ………Janice Roche
Secretary / Treasurer ……..Michelle Battcock

Thanks to Trudy Bradbury and Jennifer Long for your hard work and commitment to N&LORNA
over the past two years.
REMINDER:
Please remember the newsletter belongs to each and every one of you. If you have something
you’d like to share, such as a new procedure or something that has happened at your site that
may help educate other members or provide a better quality of care to our patients, please
share it through the newsletter. It is very difficult to publish a newsletter without articles, it is
important you play your part in providing liaison reports and other information to help make your
newsletter a great success. Please send any articles and liaison reports to Janice Roche your
VP-Public Relations jroche@healthwest.nf.ca.

Once again congratulations and thank you to each and every person who helped make the
national conference a success!!

Sincerely,

Corenia Price RN CPN(c)
President N&LORNA
^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^

VP PUBLIC RELATIONS REPORT
Hello fellow N&LORNA members. I hope September finds everyone in good humor and good health. I
wish to congratulate the National Conference Planning Committee for a superb job in June, it was
absolutely fantastic, makes you proud to be a Newfoundlander.
I am happy to be back for another term, although submissions for the Newsletter are down, perhaps when
people get back into their routines after the summer , things will get back to normal. Perhaps at your next
chapter meeting your group can collectively prepare a report for the Newsletter, any news would be
appreciated.
I wish to welcome our new executive, and hope their term is rewarding. On the same note , I wish to
thank both Corenia and Trudy for their hard work they put into N&LORNA , although Corenia will be in
the capacity of Past President for the next term.
On that note I say so long til next time .
Janice Roche

VP PR

Hello to all N&LORNA members,
I hope you all had a great summer. Our national ORNAC Conference has come and gone, and
what a great event it was. Thank you to the co-chairs Laura Ellsworth and Margot Walsh. Thank
you to our various committee and subcommittee members. It was truly an exciting, fun and
educational experience for all who attended. There was a total of 807 delegates and 329
exhibitors registered.

Due to time constraints, our AGM was held for the election of new executive members only.
Sixty-eight voting members were in attendance. Michelle Babcock has accepted the position of
Secretary-Treasurer, and Joanne Peddle has accepted the position of VP Education. Janice Roche
has agreed to continue as VP Public Relations. Congratulations to you all. The position of
President- Elect has not been filled at this time. Our executive will provide more details in the
near future. At present , N&LORNA HAVE 103 members: Ninety-five active and eight associate.

ARNNL held their 55th AGM from June 22-24 in Corner Brook. There were 130 members in
attendance. ARNNL has aligned with the council of the Ontario University Nursing Program. This
partnership will provide online Pharmacotherapeutics in PHC course for NP’s from May-December.
For more information, please see the ARNNL website.

Starting in the fall of 2009, members will be able to register for the ARNNL Tuesday
teleconference education sessions. You must complete an online registration form.

ARNNL has established a continuing competency program (CPP). This will be in effect on April 1,
2010. There are ARNNL CPP documents available online at the present time for your review. Each
registered nurse will be expected to complete a self assessment of his or her level of competence.
The competency based assessment form will be included with your yearly ARNNL registration
renewal form. For more information you may contact Bev McIsaac at bmcisaac@arnnl.ca.

PNEC is a new group formed for the Perioperative Nurse Educators of Canada. Please see
pnec@ornac.ca for more details.

The Cardiac RNFA speciality at the HSC presently has one RN currently enrolled in the program
and two more RN’s waiting to begin their program.

Iam enclosing some literature regarding the H1N1 virus. On June 11, 2009 the World Health
Organization upgraded the H1N1 status to level 6. This means the world is in the early stages of
a global pandemic.

As health care professionals , we understand what a frightening scenario this can entail. We must
continue to protect our patients, our families and ourselves from this viral outbreak. Monitor any
symptoms such as fever, chills, loss of appetite, headache, cough, sore throat , vomiting or
diarrhea. Notify you family doctor and workplace if any symptoms occur.

As of September 8.2009, there have been 106 confirmed cases in Newfoundland and Labrador.
Three of these cases were hospitalized.

Eastern Health has built a pandemic supply warehouse which contains large quantities of masks,
gloves, gowns, ventilators, and various other medical supplies. Health care professionals across
our province should now be fitted or in the process of being fitted with proper masks for their
protection.

I am enclosing some general information and frequently asked questions regarding the H1N1
virus from the Public Health Agency of Canada website.(www.phac-aspc.gc.ca)
I believe it should answer many questions you may have.

Other websites you will find beneficial are www.fightflu.ca and info@who.int.

In closing I would like to thank our executive and members for their support over the last two
years. I have enjoyed the experience of VP Education very much. I know Joanne will be a
phenomenal representative for the position of VP Education.

Sincerely yours,
Jennifer Long
VP EDUCATION

Note To Members
This site was actually updated September 16th . I have taken the liberty to post the updated
information . Thanks Janice
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H1N1 Flu Virus in Canada
Q1. Does the Government of Canada expect to see more cases of H1N1 Flu Virus in
Canada? Or a Second Wave of Illness?
We fully expect that new cases will continue to be identified. Although some cases have been
severe, including some deaths, most of the cases continue to be mild. We continue to work with
our international partners to learn more about this virus and to prepare for additional waves of
illness and/or changes to the nature of the virus.
Q2. I understand Canada has experienced deaths related to the H1N1 virus. Does this
mean the virus has grown in strength?
There is no evidence to suggest that the virus has become stronger.
It is important to realize that different strains of influenza result in about 4,000 Canadian deaths
a year. We must take all influenza – not just the current strain – seriously, and take measures to
protect ourselves
Q3. How many people in Canada have died from H1N1 Flu Virus?
Reports of H1N1 Flu Virus Deaths in Canada
Q4. Why are only the number of deaths reported and not the numbers of cases of
illness?
At first, it was important to understand how the virus was spreading, and what kind of illness it
was causing. This is why we did individual testing to laboratory-confirm cases of H1N1 Flu Virus.
We know now that the virus has spread to all provinces and territories and is spreading like
regular seasonal flu.

How to protect yourself and others
Q1. What can I do to protect myself from infection?
The Public Health Agency advises Canadians to:

Wash hands thoroughly with soap and warm water, or use hand sanitizer
Cough and sneeze in your arm or sleeve
Keep doing what you normally do, but stay home if sick
Check www.fightflu.ca
for more information
Check www.voyage.gc.ca
for travel notices and advisories
Talk to a health professional if you experience severe flu-like symptoms
Q2. Should pregnant women take special precautions to protect themselves, such as avoiding

crowds?
It's important that people continue their daily lives during the pandemic. PHAC doesn't
recommend that pregnant women avoid going to work, or community social events if they are
healthy. In other crowded situations that cannot be avoided, extra precautions should be taken
such as frequent handwashing, to avoid picking up the virus. Pregnant women might consider
carrying hand sanitizer for the same purpose.
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Treatment and Prevention Measures
Q1. Are there drugs that can treat H1N1 Flu Virus?
Yes. Early research indicates that there are two prescription antiviral drugs, oseltamivir (Tamiflu)
and zanamivir (Relenza) that are effective in treating the H1N1 Flu Virus.
Q2. What are PHAC's recommendations for the use of antivirals?
PHAC's recommendation is that antivirals be used to treat H1N1 Flu Virus when the illness is
moderate to severe and the patient is at a great risk for complications. PHAC is not
recommending that antivirals be given for a mild disease or on a preventive basis at this time.
The reasons for this are:
We do not have sufficient information to suggest that this influenza virus requires the use
of antivirals. Most patients in Canada are recovering well on their own.
There is a risk that the virus could be resistant to antiviral treatment if antivirals are
overused to treat mild illness.
The antiviral stockpile is a finite resource. We want to be sure not to run out before they
are really needed.
Q3. How are antiviral medications made available if needed?
Antiviral medications are prescription drugs. They may be obtained from a pharmacy with a
regular prescription.
There is a national stockpile of antiviral medication, and some provinces and territories also have
their own stockpiles. Every province and territory has access to the national stockpile and
antivirals have been distributed on a per-capita basis.
Q4. What is the difference between an antiviral and a vaccine?
Antivirals are drugs used for the prevention and early treatment of influenza. If taken shortly
after getting sick (within 48 hours), they can reduce influenza symptoms, shorten the length of
illness and potentially reduce the serious complications of influenza.
Antivirals work by reducing the ability of the virus to reproduce but do not provide immunity
against the virus. The H1N1 Flu Virus can be treated with two different antivirals, oseltamivir
(Tamiflu) and zanamivir (Relenza).

A vaccine is any preparation intended to produce immunity to a disease by stimulating the
production of antibodies. Vaccines are the primary means to prevent illness and death from
influenza. They stimulate the production of antibodies against the flu virus components included
in the vaccine, providing immunity against the virus.
In order to provide the best protection, a vaccine must be tailored to fight off specific strains of
influenza.
Q5. I got my flu shot this year. Will it protect me against H1N1 Flu Virus ?
It is unlikely that the seasonal flu shot will provide protection against H1N1 Flu Virus . The flu
shot will protect against the seasonal flu. A new pandemic vaccine will be available to all
Canadians who need and want to receive it.
Q6. Should Canadians take any extra measures like wearing surgical masks to avoid
catching H1N1 Flu Virus?
Canadians should continue to take normal precautions to protect themselves as they would from
a regular flu. While we are investigating to learn more about how this virus spreads, our best
advice is for Canadians to wash their hands frequently, cover coughs and sneezes, and stay
home when ill.
The Public Health Agency of Canada does not recommend that members of the general public
wear surgical masks to protect against contracting H1N1 Flu Virus . Evidence shows that this is
not effective in preventing transmission of influenza in the general public. People often use
masks incorrectly, or contaminate themselves when putting masks on and taking them off, which
could actually increase the risk of infection.
The exception is people who are ill with H1N1 Flu Virus or people who are exhibiting flu-like
symptoms. In order to protect those in close contact, like doctors, nurses, and caregivers at
home, these people may be asked to wear a face mask.
Q7. What protection will the Government of Canada offer to healthcare workers to
protect against H1N1 Flu Virus?
As per normal infection control practices, healthcare workers will need to practice frequent hand
washing. When in close contact with affected patients, healthcare workers will use added
safeguards such as wearing masks and eye protection.
For more information on protective measures for healthcare workers, visit the Health
Professionals section.

Schools, Daycares and Postsecondary Institutions
Q1. What actions does PHAC recommend schools, daycares and postsecondary
institutions take to address H1N1 flu virus?
The H1N1 flu virus can spread easily among young people, PHAC has developed guidelines for
daycares and K-12 schools as well as postsecondary institutions and board schools to help
reduce the risk of transmission within school settings.
These guidelines make recommendations on how to teach students and staff about proper
handwashing and covering coughs and sneezes, as well as increased measures in isolating the ill,
disinfecting common surfaces, and reporting outbreaks to local public health authorities.
Q2. What are PHAC’s recommendations regarding school closures?

The Public Health Agency of Canada continues to recommend against the widespread proactive
closure of schools. This measure may not be effective in preventing transmission, and the
benefits of keeping schools open currently outweighs the risk of transmission in these settings.
This recommendation will continue to be reviewed based on the situation in Canada.
Q3. Under what circumstances should schools close?
PHAC does not recommend widespread proactive school closures, but in certain circumstances,
the reactive closure of some schools might be necessary. This would be a local decision in
accordance with provincial/territorial legislation. One situation where school closure might be
considered is if the number of school absenteeism and/or staff shortages impacts the safety of
school operations.
Q4. What considerations have been made for students living in dorms?
PHAC recommends that post-secondary institutions and boarding schools consider isolating ill
students in a separate section of dorms. Also, all students should be provided with information
on how to care for themselves if they have the flu and how to seek medical attention, and
consideration should be given to providing support for students who do not have a support
network in the area (i.e. students from out of province/territory). This may include providing inroom meals and care.
Top of Page

H1N1 Flu Virus Vaccine
Q1. How much vaccine is the government ordering?
The government intends to purchase 50.4 million doses of H1N1 vaccine on behalf of the
provinces, territories and federal populations.
The Government of Canada has a longstanding contract with GlaxoSmithKline to maintain
vaccine production capacity in Canada in order to meet Canada’s pandemic vaccine needs
promptly and effectively.
Q2. How will the government pay for the vaccine?
Although the delivery of immunization is a provincial and territorial responsibility, given the
exceptional circumstances of a pandemic, the Government of Canada intends to cover 60 per
cent of this purchase on a one-time basis.
This investment reflects the seriousness of the situation and our commitment to showing
leadership, along with the provinces and territories, on this issue. This investment will be made
through a newly allocated federal fund for the H1N1 vaccine purchase.
Q3. How did the government decide on the amount of vaccine to order?
While we would aim to vaccinate 100 per cent of the population, from observing seasonal flu
shot campaigns, we know that even in provinces with free universal access vaccination
programs, usually less than 50 per cent of the population will choose to be immunized.
Ordering 50.4 million doses of pandemic vaccine amounts to ordering 50 per cent more than we
would expect to use for a normal seasonal vaccination campaign.
The Government of Canada is confident that 50.4 million vaccine doses will be sufficient to meet
the needs of every Canadian likely to need and want protection

Q4. What if we end up needing more than 50 million doses of vaccine? Will the
government be able to buy more and who will pay for it?
Through our contract with GSK we have the opportunity to place further orders at a later date if
we feel that there is a requirement for more vaccine to meet the needs of the Canadian people.
The cost sharing of additional purchases would be negotiated at the time.
Q5. Will the vaccine be free for all Canadians, even those in provinces and territories
that do no provide free seasonal influenza vaccine programs?
Decision on vaccine delivery and the administration of flu clinics is a provincial / territorial
responsibility. The Government of Canada intends to pay 60 per cent of the cost of the vaccine
purchase. Each province and territory will have to assess their capacity to deliver immunization
clinics, and will have to make decisions around cost based on a number of logistical and ethical
criteria.

Vaccine Sequencing
Q6. What is vaccine sequencing?
While there will be enough H1N1 flu virus vaccine for all Canadians who need and want
protection, not everyone can be immunized at the same time. Vaccine sequencing refers to the
Government of Canada advice to provinces and territories on which groups and populations will
benefit most from vaccination so that the timing and location of immunization clinics can be
targeted appropriately.
Q7. What are the GoC recommendations on who should get the vaccine first?
Keeping in mind that we have ordered enough vaccine for every Canadian that needs and wants
to be immunized, our basic approach is to ensure those that need it most get it first.
Those who will benefit most from immunization and those who care for them include:
People under 65 with chronic health conditions
Pregnant women
Children 6 months to less than 5 years of age
People living in remote and isolated settings or communities
Health care workers involved in pandemic response or the delivery of essential
health care services
Household contacts and care providers of persons at high risk who cannot be
immunized or may not respond to vaccines
Populations otherwise identified as high risk
Others who would benefit from immunization include:
Children 5 to 18 years of age
First responders
Poultry and swine workers
Adults 19 to 64 years of age
Adults 65 and older
The groups in each of the two categories are not listed in priority sequence. Provinces and
territories are expected to use the guidance for planning purposes and will interpret it based on
local circumstances and realities.
Recognizing that many Aboriginal populations are younger; may be more socio-economically
disadvantaged compared to Canadians as a whole; have higher numbers of pregnant women;
have higher rates of diagnosed and possibly un-diagnosed chronic disease; and may live in
remote and isolated communities, all efforts will be made to enable those Aboriginal people who

would benefit most from immunization, wherever they reside, to have access to H1N1 vaccine as
soon as possible.
Q8. What is the rationale for the primary groups?
People under 65 with chronic conditions: This group is at higher risk of complications. When
evaluating the Canadian situation, it was observed that immunizing this group early would have
the biggest impact on minimizing severe illness and death, even more so than those groups with
a higher rate of infection, like school children.
Pregnant women: Pregnant women are at highest risk for severe disease if they do contract
the virus. Additionally maternal immunization while pregnant may help to protect the infant after
birth.
Children six months to less than five years of age: This group captures all pre-school age
children who have a higher risk of severe disease than other children. Healthy children between
six and 23 months of age are at particular risk of severe disease and hospitalization and are the
primary focus of this target group. Healthy children aged two and less than five years of age are
at higher risk of severe disease and hospitalization than older children.
Persons residing in remote and isolated settings or communities: People living in remote
and isolated communities have limited access to medical care, so it is important to take all
available measures to prevent illness. Immunizing these whole communities also creates the
potential for developing mass immunity, which means once a significant proportion of the
population is immunized, their immunity will protect the rest of the community. Additionally,
given the high concentration of persons with chronic conditions in some remote Aboriginal
Communities, priority immunization in these communities will help to lessen the risk of severe
disease and deaths.
Health care workers involved in pandemic response or the delivery of essential health
care services: Society has a responsibility to protect health care workers that will be exposed
to the H1N1 virus in the course of their daily work. This also helps prevent the virus spreading
to vulnerable patients. Protecting health care workers involved in the delivery of essential health
services, from hospitals to laboratories, to pharmacies to those involved in vaccine production,
helps protect essential health infrastructure.
Household contacts and care providers of persons at high risk who cannot be
immunized or may not respond to vaccines: Some high-risk groups, like children under six
months and those with weakened immune systems, cannot be immunized, so those around them
should be immunized to reduce the risk of spreading the virus to these groups.
Populations otherwise identified as high risk: As the delivery of vaccines is a
provincial/territorial responsibility, jurisdictions may identify other groups as priority recipients
for the vaccine based on local conditions and disease spread.
Q9. What is the rationale for the other groups?
Children 5 to 18 years of age: Flu outbreaks are most common in school aged children.
Although they are not at a high risk of severe disease or death, immunizing school age children
could contribute to reducing the spread of the virus to other more vulnerable groups.
First responders: Police and firefighters often respond to medical emergencies alongside
healthcare workers and should also be offered protection as their jobs expose them to a risk of
transmission.

Poultry and swine workers: Immunizing this group can help to protect against re-assortment
of the flu virus -- this can occur when people with the H1N1 flu mix with sick animals, which
could lead to co-infection with both human and animal flu viruses. This could result in changes in
the H1N1 flu virus that could make it more difficult to prevent and/or treat.
Adults 19 to 64 years of age: As compared to adults over 65, this group has an increased
rate of infection and a higher risk of severe outcomes.
Adults 65 and older: Immunization is one of the most effective ways to protect all members of
our communities. Although healthy adults 65 and older are less likely to contract the virus, by
encouraging all age groups to be immunized, we can reduce the chance of exposing vulnerable
populations to the virus.
Q10. Are Aboriginal people included in the primary targets list?
Our basic approach is to ensure those that will benefit from the vaccine most, get it first. At risk
Aboriginal people are captured in the priority groups outlined in the guidance. For example, we
recognize that many Aboriginal populations are younger compared to Canadians as a whole and
as such, have higher numbers of pregnant women, have higher rates of diagnosed and possibly
un-diagnosed chronic disease, and may live in remote and isolated communities. All efforts will
be made to enable those Aboriginal people who would benefit most from immunization, wherever
they reside, to have access to the H1N1 vaccine as soon as it becomes available.
Q11. What other groups were considered but not selected and why?
Critical Infrastructure Workers: As disease in Canada continues to be relatively mild, there is
no evidence that H1N1 flu virus will cause significant societal disruption to merit immunizing
critical infrastructure workers on a priority basis.
Correctional facilities: The most at-risk groups within correctional facilities (i.e. those with
underlying medical conditions) will be immunized as part of the priority groups.
Olympics workers, volunteers and athletes: In Canada we have enough vaccine to
immunize everyone who needs and wants protection a prior to the Olympics. Given the relative
mildness of the virus in Canada, there is not enough evidence to show that it is necessary to
immunize this group early.
Household contacts and caregivers of individual with chronic conditions: This group was
considered but is too large to target effectively. The majority of this group will be covered off by
the priority groups listed above.
Obese individuals: There is currently not enough evidence to suggest that this group should
be immunized on a priority basis. Evidence will continue to be evaluated.
Q12. Are these recommendations consistent with those in other countries?
Our recommendations take account of WHO recommendations as well as those of other
countries. These recommendations reflect Canada’s needs and realities and the fortunate
situation we have of knowing we will have enough vaccine available for every Canadian that
needs and wants to be immunized.

Timing
Q13. When will the vaccine be ready in Canada?
We remain on target to have a safe and effective vaccine available in November 2009.

However, we remain adaptive to the situation at hand. At present, we are seeing relatively mild
illness, which indicates we have time for a complete Health Canada vaccine approval process.
We expect the vaccine could be available as early as mid October should this be necessary
Q14. What steps are being taken to ensure timely and equitable access to vaccines to
Canadians living in rural and remote communities?
Provinces and territories are responsible for the delivery and administration of vaccines in their
territories. The Government of Canada is working with and supporting the provinces, territories
and Aboriginal communities to meet the needs of people living in remote and isolated areas.
Health Canada has well established mechanisms for the distribution of vaccines, in remote and
isolated First Nations communities. These vary within the regions and are dependent on
agreements with the provinces. Health Canada is working closely with the provinces and First
Nations to plan for the prompt delivery and administration of the vaccine to remote and isolated
communities.
We are working to address the H1N1-related concerns raised by Canadians living in remote,
isolated, First Nations and Inuit communities. We have struck a Task Group to address these
challenges. Members of this task group include the provinces, territories, Health Canada, the
Public Health Agency, and First Nations and the Inuit. Task Group recommendations will be
incorporated into Canada’s roll-out of H1N1 vaccine.
Q15. Is the government fast-tracking approval of the vaccine?
Canada has a highly flexible regulatory plan on pandemic vaccine approval that can be swiftly
adjusted to meet public health needs.
Canada's Pandemic Influenza Plan incorporates a balance between the need for speed in getting
a vaccine to Canadians with gathering as much information as we can on vaccine safety and
effectiveness.
Thanks to the advance regulatory planning that has been central to our Plan, Health Canada will
be in a position to speedily approve both adjuvanted and non-adjuvanted vaccine.
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Safety
Q16. How do we know the vaccine will be safe?
The Government of Canada employs the most advanced science available in the world to help
ensure the safety and effectiveness of vaccines used in Canada. We will evaluate closely the
results of clinical trials conducted in Canada and abroad.
As is the case with other countries, our regulators will be asked to authorize the use of the H1N1
vaccine before full clinical trial results are available.
Aggressive monitoring of potential adverse events and other safety measures will be
implemented to ensure the public’s safety.
Q17. How can we be sure there won't be adverse reactions to the vaccine?
Public safety is paramount: we will strike the right balance between the need to have an H1N1
vaccine available quickly, and the imperative to ensure that vaccine is safe and effective.

There are always potential health risks associated any time large populations receive
vaccinations.
Aggressive monitoring of potential adverse events and other safety measures will be
implemented to ensure the public’s safety.
Q18. Will the H1N1 vaccine contain mercury? If so, won't this pose a risk?
As a multi-dose vaccine, the H1N1 influenza vaccine will contain a mercury-based preservative
called thimerosal to prevent contamination of the vaccine by serious infectious agents from the
growth of bacteria. Thimerosal also has a stabilizing effect on the vaccine, ensuring its
effectiveness.
The seasonal flu vaccine and most hepatitis B vaccines are also multi-dose vaccines and
thimerosal is added during the manufacturing process to maintain sterility of the vaccine.
There is no safety reason to avoid using vaccines containing thimerosal. The best available
scientific evidence to date shows no link between thimerosal-containing vaccines and any
adverse health condition, including neurodevelopmental disorders like autism.
The National Advisory Committee on Immunization (NACI) has reviewed the safety of thimerosal
and concluded that: “There is no legitimate safety reason to avoid the use of thimerosalcontaining products for children or older individuals, including pregnant women.”
International bodies, such as the World Health Organization and the U.S. Food and Drug
Administration, share this opinion.

Adjuvanted vaccine
Q19. What is the difference between and adjuvanted and non-adjuvanted vaccine?
An adjuvant is a substance that is added to a vaccine in order to boost the individual’s response.
It also means that less of the virus or “antigen” is needed to make a dose of the vaccine.
Unadjuvanted vaccine has no “booster” element, and more antigen is needed to create this kind
of vaccine.
Q20. Why has Canada ordered a vaccine with an adjuvant for the general population,
rather than one that does not have an adjuvant?
The WHO has recommended that countries use dose-sparing vaccines whenever possible. By
developing an adjuvanted vaccine, we use less of the virus material (antigen), allowing us to
immunize more people in a timely manner. The use of an adjuvant may also provide crossprotection against virus drift. Virus drift are changes in the antigen of flu viruses which are
common.
Q21. When was the last time Canada used an adjuvant in a vaccine?
Adjuvants are not new. They have been used for several decades to boost immune response to
vaccines. Many of the commonly used vaccines in Canada contain an adjuvant. However, they
have not previously been approved for use with influenza vaccines in Canada.
Q22. Does an adjuvanted vaccine pose a risk to pregnant women?
All evidence suggests that adjuvanted vaccines are just as safe as unadjuvanted vaccines;
however there is no safety data for the use of adjuvanted vaccine in pregnant women. The
WHO’s Strategic Advisory Group of Experts (SAGE) recommended in July that pregnant women

should receive non-adjuvanted vaccine where possible, but that an adjuvanted vaccine could be
used if necessary.
Q23. Is the Government ordering non-adjuvanted vaccine? Who will it be
recommended for and why?
The Government of Canada plans to purchase a small quantity of non-adjuvanted H1N1 vaccine
(approx. 1.2 million doses) as part of its total order of 50.4 M doses.
The purchase of a small quantity of non-adjuvanted vaccine is a precautionary measure for
pregnant women as no clinical data of the safety of adjuvanted vaccine in this group is available.
In these cases, should a non-adjuvanted vaccine prove to be effective, it may be the preferred
option. The WHO has indicated that it has no special concerns about the safety of adjuvanted
H1N1 vaccines in general. The WHO has also strongly recommended that pregnant women be
immunized against the H1N1 flu virus, even if no non-adjuvanted vaccine is available.
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Use of Tamiflu for children under the age of one
Q1. Why does the government think that Tamiflu is safe for children under 1 now?
Health Canada has reviewed the available safety data with respect to the use of Tamiflu in
children under 1 year old. As there are no other products available for this age group, and in the
context of the current H1N1 pandemic, Health Canada has concluded that the known and
potential benefits of Tamiflu outweigh the known and potential risks for children under 1 year.
Treatment decisions remain with a physician, who would consider prescribing Tamiflu after
weighing the potential risks and benefits to any individual patient.
We know that Tamiflu thus far is effective in treating the vast majority of people who have H1N1,
making their symptoms less severe and the illness lasting fewer days. We now have some
evidence that there seems to be less risk in using Tamiflu in young children. By providing
guidance to doctors to prescribe Tamiflu for young children, we are filling in a gap in terms of
treatment availability, dosing information, and we have the opportunity to monitor its effects on
children under 1 and increase our body of knowledge on this drug.
Q2. If I have a child that has been diagnosed with H1N1, should I try to get Tamiflu to
try to prevent my other children from catching it?
Public health experts have weighed the risks and benefits in providing recommendations on the
use of antivirals to prevent infection. After rigorous research and analysis, their conclusion is that
the widespread use of antivirals in the community for prevention is not recommended. The use
of antivirals for prevention is recommended only under a limited number of circumstances where
the potential benefits outweigh the potential risks. However, these recommendations are not
written in stone and decisions have to be made on a case by case basis by the physician
involved.
Q3. Why wasn't Tamiflu originally recommended for children under 1?
There were some safety concerns identified previously from the use of Tamiflu in animal studies.
At that time, there was no data available to see the effect of Tamiflu use in infants.
Q4. What studies have been done on the safety?

At this point, there are no formal completed studies to show the safety or effectiveness of
Tamiflu in the treatment or prevention of influenza in infants (refer to Question 49).
Q5. If there are no studies done, then how can you assure me that it is safe?
Recently, limited data has become available on the use of Tamiflu in infants (not from formal
studies but from physicians using Tamiflu in infants in other countries). An analysis of this data
suggests that Tamiflu may be used in emergency situations for the treatment or prevention of
influenza infection with the new pandemic virus in infants, if the physician considers that the
benefits of using Tamiflu are more than the unknown risks associated with its use.
Q6. How long would my child have to take it? Do they really need it? Should they be
taking it if their symptoms are mild?
It is very important to use the medicine for as long as your doctor has prescribed it. If you
observe any unwanted effects from the use of Tamiflu, talk to your doctor and follow his or her
advice to continue or stop taking the drug. If drugs like Tamiflu are stopped before completing
the course, there is a danger of developing resistance to the virus, which means that the drug
would not work to treat or prevent the infection in the future.
Based on the available data, it is suggested that Tamiflu should be used in a dose as prescribed
by your physician. For treatment of influenza infection with the new pandemic virus, Tamiflu
should be used twice daily for 5 days. For prevention of infection, it should be used once daily for
at least 10 days but your doctor may suggest to use Tamiflu for 14 days.
Q7. What are the treatment recommendations for this age group, for example if
another child in daycare has H1N1 would it be recommended for prevention for all the
children in daycare or is it just for treatment of those who are sick?
Public health officials across Canada have agreed that treatment is recommended only for those
who are ill, unless they are living in a residential facility.
Q8. What would an "adverse reaction" look like? What do I do if my child has one?
The most common unwanted effects are nausea, vomiting, pain in the stomach and headache.
People infected with the influenza virus, particularly children and adolescents may also develop
seizures, confusion, delirium, hallucinations, agitation, anxiety or other abnormal behaviour early
during their illness. These events may occur shortly after beginning TAMIFLU or may occur when
flu is not treated. These events are uncommon but may result in self-injury to the patient,
sometimes fatal. You should watch for unusual behaviour and contact your doctor immediately if
such behaviour develops.
Parents and health care professionals are encouraged to report serious adverse reactions to
Health Canada's Canada Vigilance Program. For more information on what type of adverse
reactions to report and how to report them, Health Canada has developed the following
Guidelines to Reporting Adverse Reactions to Antiviral Drugs During an Influenza Pandemic

.
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Government of Canada Actions
Q1. What is the Government of Canada doing to protect Canadians from the virus here
in Canada?

Our primary goal is to protect the health of Canadians and their families. At this time, the most
effective way to do this is to slow the spread of the disease.
A number of steps are involved in doing this:
Heightened Surveillance will continue and frontline health care workers are actively
looking for and reporting positive cases.
Health care workers have been provided with detailed advice on how to manage suspect
and/or confirmed cases.
Provincial and territorial laboratories are working cooperatively with Canada's National
Microbiology Lab in Winnipeg
If needed, antiviral medications from Canada's stockpile would be used to treat active
severe illness.
Communications to Canadians will continue through the Citizen Readiness Campaign to
ensure they are well-informed as to how best protect themselves and their families. Additional
outreach will take place if needed.
Q2. What actions is Canada taking to address pandemic alert level to Phase 6?
Canada is a global leader in pandemic planning and we continue to implement our overall
pandemic plan for the health sector (Canadian Pandemic Influenza Plan).
Our advanced level of readiness is also due to close cooperation with provinces and territories
and health professionals across the country.
With the escalation to Pandemic Phase 6, federal actions will be actively continued under the
Canadian Pandemic Influenza Plan for the Health Sector, including:
Ensuring that the National Antiviral Stockpile can be mobilized quickly so Canadians can
receive the treatment they need;
Reviewing the science and working with the vaccine manufacturer, GlaxoSmith Kline, to
begin the process of developing and testing a pandemic vaccine in accordance our standing
contract; and ongoing involvement in vaccine development, testing and production;
Managing the National Emergency Stockpile System (NESS) which contains hospital
supplies, equipment and other pharmaceuticals (including a stockpile of antiviral medication);
Assessing implementation of community-based strategies aimed at mitigating potential
impact on the healthcare system and society as whole;
Working with national professional organizations and non-government organizations to
optimize and monitor essential health-related resources such as: medical supplies, antivirals,
vaccines, sanitizers and antibiotics; health care worker availability, hospital
occupancy/availability, and use of alternative health facilities.
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H1N1 in First Nation and Inuit Communities
The Government of Canada is committed to protecting the health and well-being of individuals
living in on reserve First Nation and remote, isolated and Inuit communities and we are working
diligently with our partners to manage the outbreak of respiratory illness.
We recognize the many challenges faced by individuals living in on reserve First Nation and
remote and isolated communities and continue to coordinate our efforts with all orders of
government and First Nation and Inuit leadership to address these challenges.
Saskatchewan Premier Brad Wall, in his remarks following the conclusion of the Council of
Federations held in Regina in early August acknowledged the Government of Canada’s leadership
on the H1N1 file, saying, "I think every single provincial government is taking action to deal with

what's happening today and prepare for what could be perhaps a little bit more serious in the fall
and of course we're needing the federal government to be engaged on the issue, as they are, to
make sure that we are doing everything possible to ensure the safety and the health of all
Canadians, and specifically those who may be more vulnerable..."
As the Honourable Leona Aglukkaq, Minister of Health, told her colleagues during a meeting of
the Standing Committee on Health held August 12, 2009, the Government of Canada has made a
concerted effort to share information and lessons learned with provincial and territorial
counterparts and this collaboration reflects an unprecedented level of cooperation. Experts and
decision-makers from all jurisdictions and from the entire spectrum of public health management
have come together to ensure an appropriate and timely response to the H1N1 outbreak.
Furthermore, from day one, the Government of Canada has been working with First Nations
leaders and provinces to ensure that communities have everything they need in a timely
manner, based on the best public health advice.
The Government of Canada is committed to maintaining and improving its strong working
relationship with the provinces and First Nations leadership to ensure all Canadians receive the
care they need, when they need it and that First Nations have the support they need to protect
their communities.
Q1. How is Health Canada managing H1N1 in on reserve First Nation communities?
Health Canada is working closely with the provinces, the Public Health Agency of Canada (PHAC),
Indian and Northern Affairs Canada, other federal departments and First Nation leadership to
support a comprehensive and coordinated response to H1N1 in on reserve First Nation
communities.
Access to care
Health Canada provides or supports the delivery of community-based health programs in on
reserve First Nation communities and nursing staff are following provincial clinical care guidelines
for respiratory illness.
Nursing services are available 24 hours a day at nursing stations staffed by qualified healthcare
professionals and additional medical staff are being sent to communities as needed. Staffing
levels are being closely monitored to ensure that adequate care is available at all times.
Provision of personal protective equipment (PPEs)
Health Canada has sent personal protective equipment for health care workers to First Nation
communities, and is in the process of obtaining additional supplies to meet the long term needs
of health care workers on reserve.
Health professionals at nursing stations in First Nation communities are following provincial
guidelines for the use of personal protective equipment.
Prepositioning of antivirals
Health Canada is pre-positioning supplies of antivirals in nursing stations and in remote and
isolated First Nation communities to be used for treatment if they are needed.
Epidemiological Research
Health Canada is concerned about the current situation in some reserves which we continue to
closely monitor. We are also doing epidemiology work to better understand the impact of the
H1N1 flu virus on this population. In the meantime, we are doing everything possible to ensure
First Nation people have access to quality health care.

On June 23, the Minister of Health announced that the Public Health Agency of Canada’s National
Microbiology Lab is partnering with intensive care units across the country in a study to
determine how and why severe illnesses affect some people after they become infected with the
H1N1 Influenza. The lessons learned from this study will help physicians, intensive care and
emergency care specialists prepare for the anticipated wave of pandemic H1N1 in the fall.
Support for developing and implementing pandemic plans
Health Canada provides support to on-reserve First Nations in the development, testing and
revision of community-level influenza pandemic plans, integrated wherever possible with
provincial efforts.
Q2. How do you ensure First Nation communities have the information they need about
H1N1?
In April 2009, the Government of Canada launched a public awareness campaign to inform
Canadians about the H1N1 flu virus. The campaign consisted of public health notices which were
placed in daily and weekly newspapers including print media reaching First Nation and Inuit
audiences.
Health Canada also sent the public health notices directly to First Nation and Inuit communities,
including Band Council Offices, Chiefs, Hamlets, Co-ops and Northern stores, Inuit organizations,
and to more than 1,400 Aboriginal Health Organizations including addiction programs,
community health representatives, healing lodges, health access centres, health education
programs, hospitals, and nursing stations.
Health Canada Regional Offices continue to provide their health care facilities with provincial
guidelines for elevated surveillance and reporting activities, and clinical care guidelines. They
continue to work closely with their provincial public health counterparts to ensure that on reserve
First Nation communities are obtaining accurate and timely information on the emerging
situation, just as other provincial citizens do.
Q3. How is Health Canada currently supporting First Nations and Inuit living in remote
and isolated communities?
Health Canada provides primary care services in on reserve First Nation communities in remote
and isolated areas where provincial services are not readily available. Nursing services are
available 24 hours a day at nursing stations staffed by qualified healthcare professionals.
Budget 2009 provided $305 million over two years to strengthen current health programs for
First Nations and Inuit. This included $135 million for the construction and renovation of health
services infrastructure in First Nations communities, including health clinics and nurses’
residences. These investments, along with others outlined in Canada’s Economic Action Plan,
reflects the importance this government places on improving the health and well-being of
Aboriginal peoples in Canada.
In this current situation, there is a concerted effort with First Nation partners and provinces to
help communities update and implement their pandemic plans.
Health Canada is working with provinces, territories, the Assembly of First Nations and other
stakeholders to adapt existing clinical care and public health guidelines to better respond to the
needs of remote and isolated communities.
Q4. How do you treat H1N1 in residents of fly-in First Nations communities?

In fly-in First Nations communities, if a person falls ill, that person would be assessed at the local
nursing station, and if treatment is required, it would be provided according to provincial
treatment guidelines. Individuals exhibiting signs of serious illness are transported to nearby
hospitals.
Q5. What should I do if I think I have H1N1?
For further information on the H1N1 flu virus (human swine flu), contact your local nursing
station or community health centre or check the Public Health Agency of Canada’s website
www.fightflu.ca
Q6. Are First Nation communities included in the Government of Canada’s pandemic
planning process?
The Canadian Pandemic Influenza Plan for the Health Sector provides a framework that guides
planning in all jurisdictions, including on reserve First Nation communities. The information
pertaining to influenza pandemic planning considerations in on reserve First Nation communities
can be found in Annex B (link to Annex B: http://www.phac-aspc.gc.ca/cpip-pclcpi/ann-beng.php ) of the Canadian Pandemic Influenza Plan.
Q7. Will H1N1 vaccines be available to First Nation and Inuit communities?
On reserve First Nation and Inuit communities will have access to vaccines, once available. As
outlined in the Canadian Pandemic Influenza Plan for the Health Sector, the federal government
has made a commitment to secure enough pandemic vaccines for every person in Canada who
wants and needs to be inoculated, including First Nations and Inuit.
Health Canada will participate, in collaboration with the provinces, in the distribution,
administration, and reporting of adverse reactions using existing arrangements for on reserve
First Nation communities.
Q8. How is Health Canada addressing the incidence of H1N1 in First Nation
communities?
Health Canada is closely monitoring the H1N1 situation in on reserve First Nation communities.
A Task Group has been established specifically to review national guidelines for the H1N1
response and adapt them, as required, to better reflect the circumstances in remote and isolated
communities. Members of this task group represent the provinces, territories, Health Canada,
the Public Health Agency, Indian and Northern Affairs Canada and First Nations and Inuit.
Health Canada, in collaboration with the Public Health Agency of Canada, is also doing
epidemiological work to better understand the impact of H1N1 on First Nations. In the
meantime, we are doing everything possible to ensure First Nations people have access to
quality health care.
Q9. Do First Nation communities have the equipment they need to manage H1N1
cases?
Health Canada, in collaboration with the Public Health Agency of Canada, provinces and First
Nation leadership is sharing up-to-date information to the communities about pandemic influenza
prevention and infection control.
Efforts have been made to minimize the risk of the H1N1 virus in on-reserve First Nations by
providing educational materials and public messaging regarding risks and risk avoidance,
universal hygiene behaviours (such as hand washing and respiratory hygiene) and information
on self-care, self-monitoring and self-isolation.

In addition, Health Canada has sent personal protective equipment to on reserve First Nation
communities, including remote and isolated communities, and is in the process of obtaining
additional supplies to meet the longer-term pandemic related needs of health care workers
providing health care services in on reserve First Nation communities.
In collaboration with the provinces antiviral drugs have been pre-positioned in many locations to
ensure rapid access and Health Canada continues to assess the needs of each community to
determine additional resources required.
Regional offices continue to work closely with their provincial public health counterparts to
ensure that on reserve First Nation communities are obtaining accurate and timely information
on the emerging situation, just as other provincial citizens do.
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H1N1 Aboriginal Populations
Q1. Who is responsible for Aboriginal public health on-reserve and off-reserve?
Public health is an area of shared responsibility, including all levels of government and
jurisdictions, and involving non-governmental organizations, other stakeholders, communities
and national Aboriginal organizations.
In the federal government, the Public Health Agency delivers national public health leadership
through the Chief Public Health Officer; national management of the emergency supply stockpile;
and overseeing contracts for antiviral and vaccine production.
The First Nations and Inuit Health Branch (FNIHB) of Health Canada pays for, and in some cases,
delivers a range of programs and services on reserves including health promotion and illness
prevention. These also include health services; support to develop, test, and revise pandemic
plans; antiviral and vaccine distribution and administration; and Personal Protective Equipment
stockpile for community health care workers
For all residents outside reserve communities, including First Nations, Métis and Inuit, the
provinces and territories are directly responsible for providing health care and public health
programs and services.
Q2. How are federal public health officials communicating with First Nations, Inuit and
Métis about the H1N1 outbreak?
We want to ensure that First Nations, Inuit and Métis have access to accurate, timely information
to help make informed decisions to protect their health and the health of their families.
The Government of Canada is working closely with the provinces and territories, First Nations
and Inuit leadership and other Aboriginal organizations to ensure a comprehensive and
coordinated response to public health emergencies.
We are working with First Nations, Inuit and other partners to manage the current outbreak and
support the completion of pandemic plans for communities. We keep the lines of
communication open to ensure that concerns specific to First Nations, Métis and Inuit are heard
throughout the planning and the response to the H1N1 outbreak.
For example, the Public Health Agency regularly conducts meetings with eleven (11) national
Aboriginal organizations to deliver updates on H1N1 and to listen to concerns. These

organizations include the Assembly of First Nations, Inuit Tapiriit Kanatami, Metis National
Council, Native Women’s Association of Canada, and the Congress of Aboriginal Peoples.
Q3. How is the Government of Canada informing First Nations, Métis and Inuit in
Canada?
Our goal is to make sure that First Nations, Métis and Inuit have access to accurate, timely
information to help make informed decisions to protect their health. We are doing this in a
variety of ways such as tailoring culturally-relevant information and making it available through a
variety of ways.
For example, PHAC collaborated with First Nations and Inuit Health Branch, the Assembly of First
Nations and Inuit Tapiriit Kanatami to develop culturally-appropriate posters on influenza
prevention for use in community health centres and other public venues.
We have sent public notices and posters to Band council offices, Chiefs, Hamlets, Co-ops,
Northern stores, Friendship Centres and Inuit organizations. We have also sent information to
1,400 Aboriginal health-related organizations (addiction programs, community health
representatives, healing lodges, health access centres, education programs, nursing stations)
For those with Internet access, the Fight Flu website (Fightflu.ca) has a special First Nations,
Métis and Inuit section established to provide information. There is also a section with similar
information related to Remote and Isolated Communities.
Our communications efforts over the next months will include:
Print ads appearing in Aboriginal weeklies, biweeklies and monthlies
Radio advertisement ‘calls to action’ being translated in select languages and dialects,
placed with Aboriginal community radio stations
H1N1 instruction and information materials being created
Delivery to individuals via Canada Post Northern Mail Service
Information kits recommended to all Aboriginal media and leadership leading-up to
vaccine deployment
Engaging Aboriginal advertising agency to identify:
Web sites on which to place banner ads; and
Popular FN/I/M-themed social media pages (Facebook pages, blogs, business and
youth sites) to be provided info
Q4. What is PHAC doing to understand the needs and concerns of the First Nations
population?
We have been working with the AFN and others to find ways of learning of on-reserve First
Nations’ attitudes and awareness of H1N1. Through a confidential telephone survey, people will
be asked how much they know about H1N1 and what they plan to do to protect themselves and
their families. Based on what we learn, we will make adjustments if we need to on how we
deliver information and how we say it. What people tell us will go into a report and we will make
it available to the public.
Q5. Who looks after the H1N1 outbreaks in remote or isolated communities?
The Government of Canada is working closely with the provinces and territories, First Nations
and Inuit leadership and other organizations to ensure a comprehensive and coordinated
response to public health emergencies.
In preparation for the Fall flu season, we have formed a Task Group to identify any limitations to
national guidelines and issues related to the H1N1 response for remote and isolated

communities. Membership includes provinces and territories, and First Nations and Inuit health
representatives.
The Remote and Isolated Communities Task Group has 25 members from across the country.
The TG is responsible for building on existing guidelines to address the gaps that relate to
remote and isolated communities as follows:
The group has reviewed approximately 15 existing documents for relevance for Remote
and Isolated communities in response to H1N1, including antivirals (prescribing by nurses,
storage and security) vaccines, community based surveillance such as school-based ILI,
public health measures including social distancing, clinical care and health services.
When gaps were identified the document was adapted accordingly or if required, a new
document is being produced. Some new documents being developed include clinical care and
use of antivirals in these communities, and hand washing in communities where there are
water issues.
A stand alone document is also in development, which compiles all identified issues for
these communities.
The group is also mandated to identify relevant research needs for this audience.
PHAC and Health Canada are assisting the Assembly of First Nations (AFN) on the development
of a school based Influenza Like Illness monitoring tool with a view of readiness for the fall.
Two different culturally appropriate First Nations and Inuit specific community infection control
posters which highlight key public health messages (hand washing, get a flu shot, keep common
surfaces clean and stay home if sick), have been completed and distributed to every FN
community and Inuit hamlet. The FN poster is in English and French and there are two Inuit
posters with English, French and 5 Inuit dialects.
Q6. What is being done to protect Inuit during the H1N1 outbreak?
Under the Canadian Pandemic Influenza Plan (CPIP), the provinces and territories are responsible
for surveillance, preparedness and response activities and pandemic preparedness.
The majority of Inuit who reside in Nunavut and the northern parts of the Northwest Territories,
Quebec and Newfoundland and Labrador are part of this provincial/territorial planning.
The Public Health Agency is working closely with the relevant provinces and territories in areas
including monitoring of outbreaks in Inuit communities and the distribution of vaccines, antivirals
and other key supplies.
The Public Health Agency is also working with Health Canada, provinces and territories, and
other federal departments and Inuit health representatives to address the unique circumstances
of remote and isolated communities during the H1N1 outbreak.
At the request of the Government of Nunavut, the Public Health Agency of Canada provided
epidemiology support to the territory early in the outbreak to assist with assessing the impact of
H1N1 in Nunavut.
PHAC also has been providing financial and technical assistance to develop a template for
pandemic planning in community health centres in Nunavut. PHAC's Ontario and Nunavut Region
will send staff into communities, in collaboration with Government of Nunavut staff, to assist
health centre staff in completion of their individual plans. The original 18 month timeline for this
project has been shortened in response to H1N1, with anticipated completion in Fall, 2009.
PHAC collaborated with First Nations and Inuit Health Branch and Inuit Tapiriit Kanatami to
develop culturally-appropriate posters on influenza prevention for use in community health
centres and other public venues. We have sent public notices and infection prevention posters to
Hamlets, Co-ops, Northern stores, Friendship Centres and Inuit organizations.
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International Actions
Q1. The World Health Organization (WHO) has raised the pandemic alert level to Phase
Six. What are these phases?
WHO

currently identifies six stages of Pandemic Preparedness and Response.

Phase 1: Influenza viruses are circulating in animals, especially birds. No reports of animal
viruses infecting humans.
Phase 2: Human infection by an animal influenza virus. Potential pandemic threat.
Phase 3: An animal or animal-human influenza virus has caused limited disease in people.
Isolated human to human transmission may occur – but not widespread.
Phase 4: Verified human to human transmission of an animal or human-animal virus causing
widespread or “community-level” outbreaks. Risk of pandemic is considered much higher but not
a foregone conclusion.
Phase 5: Human to human spread of the virus is confirmed in at least two countries in one WHO
region. It is likely that a pandemic is imminent. Time to finalize organization, communication,
and implementation of planned mitigation strategies is short.
Phase 6: The Pandemic Phase. Community outbreaks in at least one country from a second WHO
region – indicating that a global pandemic is underway. The Director-General of the WHO makes
the decision about an elevation of pandemic phases based on reports from countries of the
impact of disease.
Q2. The WHO has indicated that the overall level of severity of the pandemic to be
moderate. What does this mean?
At this time, the WHO considers the overall severity of the pandemic to be moderate. This
assessment is based on the clinical and epidemiological information available to WHO to date, as
well as input from its Member States on the pandemic's impact on their health systems and more
generally on their social and economic functioning. Essentially, this assessment reflects that:
The overwhelming majority of patients experience mild symptoms and make a rapid and
full recovery without the need for hospitalization or medical care.
Overall, national levels of clinically severe or fatal cases of respiratory illness appear
similar to levels seen during local seasonal influenza periods-- although in some local areas
and institutions, high levels of disease have occurred.
Overall, hospitals and health care systems in most countries generally have been able to
cope with the numbers of people seeking care -- although in some localities, some facilities
and systems have been stressed.
Q3. What other recommendations is the WHO making related to Phase Six?
The WHO is also recommending:
No border closure. It will not be possible to stop the virus at the border, at ports or at
airports. There is no evidence that these measures stop the spread of the disease, and they
may be very disruptive for international traffic and trade.
No restriction of travel. People who are infected with the virus and are capable of
infecting others, may not show symptoms when travelling, so they cannot be identified from
others who are not infected.

Greater emphasis on providing care with a decreased emphasis on stopping the spread of
the virus. Now that a pandemic has been declared,all governments will need to focus its
resources on caring for those who fall ill.
Q4. Are all pandemics severe?
No. An influenza pandemic may be mild, moderate or severe. An influenza pandemic means the
virus is spread easily between humans, and affects a wide geographic area. An influenza
pandemic does not necessarily cause more severe illness than seasonal influenza.
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About H1N1 Flu Virus
Q1. What is the H1N1 Flu Virus?
H1N1 Flu Virus has been reported around the world, and the World Health Organization
(WHO)
has declared it a pandemic influenza virus. Swine influenza (sometimes called swine
flu) is a strain of the influenza virus that usually affects pigs, but which may also make people
sick.
H1N1 Flu Virus is a respiratory illness that causes symptoms similar to those of the regular
human seasonal flu. The symptoms include fever, fatigue, muscle aches and pains, lack of
appetite, coughing, sore throat and possibly a headache. Some people with H1N1 Flu Virus have
also reported vomiting and diarrhea.
Q2. How can an influenza virus spread from pigs to people?
Different strains of influenza are commonly circulating in our environment, including strains that
can cause illness in humans, birds and pigs.
Sometimes, humans and animals can pass strains of flu back and forth to one another through
direct close contact - such as in pig production barns and livestock exhibits at fairs. For people in
close contact with pigs, the recommendations to avoid infection are the same as for regular
seasonal influenza – frequent handwashing, getting an annual flu shot, covering coughs and
sneezes, and staying home when ill.
When a swine influenza virus does affect a human, there is also a risk that the animal influenza
can mutate and then spread directly between humans.
Q3. Is H1N1 Flu Virus contagious? How does it spread between people?
Yes, this virus is contagious. Since most of the people who have become ill have not been in
direct contact with pigs, we know that the virus has spread from person to person.
More investigation is needed on how easily the virus spreads between people, but it is believed
that it is spread the same way as regular seasonal influenza.
Influenza and other respiratory infections are transmitted from person to person when germs
enter the nose and/or throat. Coughs and sneezes release germs into the air where they can be
breathed in by others. Germs can also rest on hard surfaces like counters and doorknobs, where
they can be picked up on hands and transmitted to the respiratory system when someone
touches their mouth and/or nose.
Q4. Why are people concerned about this particular strain?
The strain of H1N1 Flu Virus is a new, or novel, influenza virus.

Since this is a new strain, people will likely have no natural immunity to protect against the
virus. International experts are concerned that this strain could spread quickly.
Investigation is underway to learn more about the way the virus spreads. Governments around
the world and the World Health Organization are engaged to investigate and address this
situation.
Q5. Are all cases of H1N1 Flu Virus severe?
No. The majority of Canadian cases of H1N1 Flu Virus have experienced mild illness and have
recovered at home. Overall, the WHO is describing this pandemic as moderate.
Q6. Should people be avoiding exposure to pigs?
Influenza viruses can be transmitted from pigs to people and vice versa via coughes and
sneezes, but there are not many documented cases of this actually happening. This H1N1 Flu
Virus is spreading between humans – not directly from pigs to people. As a result, there is no
risk from proximity to healthy pigs.
Because humans can also spread the disease to pigs, individuals with influenza symptoms should
avoid close contact with pigs to reduce the risk of introducing a new influenza virus into domestic
swine populations.
Government officials are conducting investigations to find out more about how this particular
strain of H1N1 Flu Virus spreads.
Q7. Can I catch swine influenza from eating pork?
No. H1N1 Flu Virus is not transmitted through pork meat. Continue to follow proper handling and
cooking procedures to reduce the risk of foodborne illnesses.
Q8. What is the incubation period for H1N1 Flu Virus?
This is a new virus and we continue to learn more about it and how it spreads. However, we
expect the incubation period for human swine influenza to be two to seven days.
Q9. If I get sick with H1N1 Flu Virus once, does that give me immunity or can I get
infected with it again?
Typically, when a person is infected with an influenza virus and recovers, they develop antibodies
that provide them with immunity to that particular virus. However, this is a new virus, and we
continue to work with international partners to learn more about how it affects people and how it
spreads.
Q10. How long does the virus live outside of the body?
The H1N1 Flu Virus can live outside the body on hard surfaces, such as stainless steel and
plastic, for 24-48 hours and on soft surfaces, such as cloth, paper, and tissues for less than 8-12
hours; however, it can only infect a person for up to 2-8 hours after being deposited on hard
surfaces, and for up to a few minutes after being deposited on soft surfaces.
Q11. Can the H1N1 Flu Virus be transmitted from humans to other animals, other than
pigs, such as farm animals and household pets?
Scientists are currently conducting a range of studies to learn more about the H1N1 Flu Virus.
Part of this work is focusing on the susceptibility of various species.
Q12. How high can the body temperature reach for an individual who has a fever who
is infected with the H1N1 Flu Virus, and how long do symptoms last?

More investigation is needed on how long a person can be infectious (be able to spread the virus
to others), but, it is believed that this period is for one day before the onset of symptoms and
continues for approximately 7 days after symptoms have started.
What we are generally seeing in Canada with H1N1 is similar to typical influenza, whereby illness
includes a sudden onset of respiratory illness with a fever (body temperature above 38ºC or
100.4ºF), cough, and potentially other symptoms such as sore throat, runny nose, muscle aches,
and extreme fatigue. Most people with influenza recover completely in 1-2 weeks; however,
some may have serious complications (particularly those with underlying conditions) since the
severity of illness can vary. A person who is concerned about their health or wellbeing should
contact a health care practitioner to discuss their personal circumstances.
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Highlites from the ARNNL AGM
June 22-24, 2009
Corner Brook , NL.
The very first thing I would like to do is to thank N&LORNA and WMRH for allowing me the opportunity
to attend this AGM.
Awards for Excellence in Nursing were presented to; Gloria Earle – Nursing Education; Anne Doyle –
Nursing Administration; Sheila Wilson – Nursing Practice; Karen Dunphy – Novice Nurse Award.
The key note address was from Joy Richards, VP Professional Practice and Chief Nursing Executive, The
Scarborough Hospital, Toronto. The topic she chose was THE COURAGE TO ADVOCATE; FINDING THE
VOICE TO MAKE AN IMPACT. She felt that most nurses are leaders and they have the ability to influence
outcomes that directly affect peoples’ lives. Nurses have a voice and tend to speak out for our patients.
She stated negative role models are also important as they make us stronger in applying good practice
and moving on with it. She felt leaders/nurses should be open to new ideas and foster an environment
that allows others to share their thoughts. One of her closing remarks was a quote from Mahatma
Gandhi. BE THE CHANGE YOU WANT TO SEE IN THE WORLD.

ADVOCATING FOR QUALITY OF WORK LIFE was presented by JoAnna Bennett, Carolyn Buckle and
Pamela King-Jesso. These individuals spoke of projects ongoing in their various hospitals that will
improve work life for employees and patients.
LAUNCH OF NEW ARNNL WEBSITE is exactly as it states. The ARNNL have changed its website to be
more user friendly. The address is www.arnnl.ca.
CONTINUING COMPETENCY; ADVOCATING FOR EXCELLENCE IN NURSING PRACTICE was presented by
Beverley McIssac and Cathy Burke. All licensed professionals of ARNNL must participate in the
Continuing Competence Program (CCP) beginning April 1, 2010. ARNNL’s mandate is to provide safe
quality nursing care to the public. CCP will demonstrate to the public a nurse’s commitment to maintain
learning within the health field. The criteria for CCP is to complete 1,125 hours of nursing practice in five
years, to complete a self assessment of your nursing practice, develop a written learning plan
based on your self assessment, obtain 14 learning hours over one year and complete a written
evaluation of the impact the learning plan has had on your practice. Are you confused? This is not as
hard as you may think! Many of us with our CPN© are already doing some of this. Instruction on this
program is in the September ARNNL ACCESS. Ways to request a CCP education session is to contact
bmcisaac@arnnl.ca.
Karen Tulk, Trudy Read and Beverley Pittman spoke on ADVOCACY IN THE COMMUNITY. Their topics
included Family Tree House , Care of the Alzheimer/Dementia patient in a cottage setting, and The nurse
as a liaison between a mentally ill patient and the police.
Lynn Power presented results from an ARNNL public survey. These results are listed in the September
ARNNL ACCESS. The conclusion from the result is that RN’s are valued and an important part of the
health team and that the public has a very limited knowledge of the diversity of the roll of the RN and of
our full scope of practice.
ADVOCATING FOR PROVINCIAL HEALTH POLICY; THE ROLL OF THE NURSE IN GOVERNMENT. Beverley
Griffiths spoke on the importance of having nurses in government in that it helps to give insight into
what our government officials need to know about health care policy, expenses, funding, public health
and safety.
FISH STEW was presented by Sandra Evens and Carole Dolton. This session was light hearted and its
message was to loosen up and enjoy what you do. There is humor in pretty well everything and you
have the ability to make your work place a great place or a place to bide away long hours trying to make
a living. It’s up to you!
ADVOCACY ON THE GROUND; ARNNL workplace representatives Sharon MacDonald, Cathy Alward and
Mary Elaine Barrett spoke about their experience in this position.
SHAPING THE FUTURE OF NURSING; This was a linkage session by Beverley White. It shows how
technology is playing a great part in healthcare, especially in remote locations where the nurse is the

only source of health care to the public. The ability to videoconference with other healthcare individuals
and institutions is helping with diagnosis and is sometimes a great healthcare savings.
DUTY TO REPORT; This was a discussion forum headed by Michelle Osmond. Her first statement is that
all nurses need to read and understand their professional responsibilities as listed under the NEW RN
ACT. This act was passed in 2008. All nurses must report conduct unbecoming to a nurse. This could
include a great number of things including harming a patient, violence either mental or physical to name
two. The premise is that if a nurse has knowledge of a wrong being committed and was there when the
event occurred and does nothing to correct it; she/he can be found responsible as well. A nurse can
contact ARNNL’s regulatory body for guidance. The regulatory body will direct the nurse if further action
is required.
Susan Gilliam was the final speaker. Her topic was ADVOCACY WITHIN THE HEALTH SYSTEM. Her main
message summed up the conference by reminding us we all work in the health system in many varied
roles and as such are the advocates of it.
Copies of all presentations can be obtained at www.arnnl.ca

Trudy Bradbury
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Hello from Goose Bay,

Summer has come and gone, holidays are finished, and fall has
arrived.
This June we were fortunate enough to have myself and JoAnn
Fradsham attend the National conference in St John’s. It was a great
conference. Congratulations to the planning committee on such a
successful conference.
We have been kept busy this summer and covered lots of call so
that we could all get our well deserved vacations. Endoscopies and

special procedures continued over the summer while the OR remained
open for emergencies.
We have had a few staffing changes in the OR. Finally we have
Alesha Simpson orientated to the OR after waiting to come to us from
the In Patient ward. Joanne Dostie has orientated to CSR and helps us
when needed as a MSA. We were very sad to say good-bye to Krista
Mitchell and her family as they move on to St Lawrence, we wish her
good luck and know that the CSR department who is fortunate enough
to have her work with them will love her. Corenia continues to help us
in the OR especially with the call, while fulfilling her Regional role.
Our department is under construction since early summer and we
hope to have our CSR, Day Surgery, and second theater running full tilt
in the very near future. We will be having visiting specialists over the
next few months. Dr Greenwood (ENT) as well as Dr Smith (Pediatric
Dentist) will be coming for a visit before Christmas. Dr Smith’s visit will
not be the same without the wonderful Janeway nurses!
Seems different not having a provincial conference this fall and
we are looking forward to the next provincial conference. It is always
great to see all the other OR Nurses across the province.

That’s all for now, hope you all have a great fall.
Tracey Winters
Liaison (Goose Bay)
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National Conference Report
Karen Healey

I was selected through a draw by NLORNA to attend the 2009 national ORNAC conference which was
held June 7-12 in St. John's.It was the first time that I attended a national conference and I found it to be
very informative and entertaining.
On Sunday June 7 there was a welcoming reception in the Delta Ballroom . There delegates could get
together for wine and cheese and enjoy music by Gordon Quinton.

Opening ceremonies on Monday included a lecture by Rex Murphy-"politics, health care and how the
two meet".Rex gave a very interesting talk and of course provided a few light hearted moments and a
few laughs.There was a processional by the Signal Hill Tattoo and
Newfoundland and Labrador dogs.,welcoming messages by several people,and after lunch a "mock
discovery" was presented by 2 lawyers along with 2 of our NLORNA membersLynn Anderson and Tina Parrill.Very informative and interesting.

There were many educational opportunities available during the rest of the week .
The only problem was picking which session to attend as many were held concurrently.
One that I found partticularly interesting was Military O.R. nursing.First hand accounts from army nurses
and pictures of nursing in Afghanistan was eye opening and makes us realize what condtions they are
working under.
From smoke exposure in the O.R.to ,Safe Surgery checklist,to,coping in challenging seas
to personal experience with operation smile, plus numerous others..there was always an
opportunity to take in a very well done presentation.

The exhibits opened on Tuesday in the Mile One,along with the poster presentations.
The posters were quite impressive -you could tell a lot of hard work went into them.

Lots of new things to see from the exhibitors and of course some freebies were given to delegates when
they took time to visit the exhibitors to see what is new and exciting in
the O.R. world.

Social events were a big hit. The evening at The Rooms was absolutely beautiful.
Excellent music along with impressive and delicious food impressed all the delegates
from across Canada.What a view from the top floor!!
Our Dinner-A scoff ,a scuff and a swalley was also a big hit. Bernie Stapleton kept the
crowd in stitches laughing,the mummers showed up and Siochana played at the dance.
A good time was had by all.
Rally in the Alley,Pink Pashmina Party,Fireman's Fashion Show and breakfast with Wendy Mesley,
aerobics in the a.m. kept everone busy and entertained in the off hours.

To say the least it was a very busy, full, fun week with plenty to see and do.This was my first national
conference ,but I'm hoping it won't be the last.

Karen Healey
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Sept, 09
Annual Report N&LORNA from St. Clare’s Hospital

Hi Operating Room Colleagues:
We have started our fall Schedule, Seven O.R.s full steam ahead, we did enjoy the summer slowdown.
For the past fiscal year we have completed 6482 procedures, we knew we were busy!
We have orientated several new O.R. nurses over the summer and into the fall. This certainly creates a
challenge for the nursing staff. I want to thank all of the perioperative nurses in my O.R. for their efforts,
and for their continuing support to their nursing colleagues.
Our N&LORNA executive remains the same, we are hoping to increase our membership shortly with
some of the new recruits that have just finished orientation. We continued our fundraising efforts
throughout the year and are starting up again with our Breens sandwich days and a spa basket.

We had 12 members attend the ORNAC National Conference in June. Most were involved on the various
planning committees or chairing committees. They are very happy that it is over, but very happy with all of
the positive feedback. Glenda Tapp and her committee ( Program ) had a “burn baby burn” party to
celebrate, and apparently that was great fun.
Glenda was also responsible for the planning of the grand rounds for the Saver Surgery Saves Lives, with
Dr. Bryce Taylor and Dr, Chris Hayes. They presented this topic to the Nursing, Anaesthesia, Surgeon,
and Resident groups.
Both of these speakers were presenting at the June Conference. Discussions will be ongoing in the
Perioperative Program to implement the WHO checklist.
We continued with our weekly inservices, one inservice that the staff really felt was educational was a
simulated emergency which was run by Dr. Noel O’Regan and 3 volunteer nurses. They did not know
what the emergency would be, until the onset, and the remainder of the nursing staff, and some residents
stood behind a barrier and observed the process. The Emergency was Malignant Hyperthermia, and
many lessons were learned and reorganization to our MH cart and how it is checked. Dr. O’Regan
presented this at the ORNAC conference.
We are planning other simulations of this nature for the upcoming year.
Dr. Elizabeth Dicks ( a previous O.R. nurse) presented the Genetic Study and Tissue Banking as it
evolves in Colon Cancer, NL has the highest rate in Canada, and some ground breaking information has
been obtained through Dr. Dicks work.
This presentation was a great success, and extremely interesting.
We have several workshops planned for the fall: A.O., Total Joint Replacement, T2 and Gamma Nailing,
and Laser.

We will be preceptoring 2 student ORTs starting in Oct. and 3 more LPNs have been accepted for the
Eastern Health Bursary, stating in Nov./09.
Some of the staff ( support, anaesthesia, surgeons and nurses) have started up “The biggest Losers”
group again for the fall
We are participating in the Annual Softball Tournament this Saturday. We play the Janeway and the
Health Science Operating Rooms. This is great fun, we sport our own t-shirts, eat lots of hot dogs and
hambergers. It’s great fun even if you don’t play, you can just heap abuse the opposition teams ( I
generally do the cooking), the comradeship and fun makes this event a great crowd pleaser.
Our latest efforts at becoming fit have started this week. Eastern Health has started a walking group
contest There will be five people in each group and you record the number of steps taken. We are
attempting to come up with a name for the groups from the O.R., So far the O.R. hoofers or steppers
have been bantered around.
The Annual Kilmory Retreat is in the planning. This event is for female staff ( no males have attended so
far). It is a weekend getaway, with fashion dress-ups, lots of good food, and fun. I think it may involve
some liquid refreshments as well !!!!
I think that’s about it from St.Clare’s for now. I would like to congratulate all of the planning committees for
the ORNAC Conference in June, I have heard nothing but positive reviews, so all of the hard work and
planning was worth it.
Respectfully submitted
Shirley Taylor
Liaison Officer

Greetings from the West coast!
A busy summer is coming to a close. Corner Brook NLORNA would like to
congratulate the St. John's team on a job well done. The conference was
great. Eleven of us went from here. Excellent sessions, socials, connections.
Congratulations to Janice Roche for taking on VP PR again.
We welcome Dr. Karen Phillips to the department of anaesthesia. Dr. Brenda
Keeping will also be joining that department as of September 08,2009.
Arlene D'eon, RN joins us full time in the OR.
The ORT program is finished. Congratulations to Val Myrden, Trudy Keene,
Jeanette Fewer. They will be working as casual staff in the OR.
A new course for OR nurse training will start in the fall.
Dr. Val Jefford welcomes a new baby girl, Loren. Dr. M. Saeed added a new
baby girl, Exra to his family.
OR workstations have been ergonomically assessed. Improvements to
follow.
The anaesthesia department has a new ultrasound machine that will assist in
blocks, art lines, CVPs.
Take time to enjoy the coming fall.

Roslyn Dominey,
Liasion

