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 T here are currently two advanced practice nursing 
positions in Canada, the Clinical Nurse Specialist 
and the Nurse Practitioner (NP). 

 
Sherri Lane is currently a clinical instructor at McGill, 
and a new faculty member at the School of Nursing at 
McGill.  Sherri holds a Bachelor of Nursing Science from 
Queen’s University, and a Master of Nursing and Post-
Master’s Nurse Practitioner (NP) diploma from the Uni-
versity of Toronto. 
 
Can you tell me about your career path and why you 
decided to become a clinical teacher at McGill? 
I graduated from Queen’s University in 2003 with a 
Bachelor of Nursing Science.  I started to work as a RN 
on a cardiology unit in Toronto.  I felt like everything 
“clicked” and I was in the right place where I was doing 
exactly what I wanted to do. I became really interested in 
cardiology. Right away I felt like I couldn’t be a good 
nurse unless I learned more and acquired more knowl-
edge. The physiology courses I took previously were 
pretty broad, so I took a few post-RN education courses 
at  Humber college and got my cardiovascular care cer-
tificate.  I was at a conference and heard some NPs speak 
who worked at another hospital in Toronto.  I looked into 
programs and applied and started at the University of To-
ronto.  I worked in Ontario as a NP until I moved to 
Montreal and started working at the Royal Victoria Hos-
pital’s surgical ICU.  I had an informal taste of some 
teaching/leadership roles as a NP which had interested 
me before. I also felt like I’ve been active in my own 
nursing education and wanted to share that with others. 
Therefore, I contacted McGill to teach the next genera-

tion of nurses.  Not only do I want to provide insight to-
wards their course work but I want to spread the word 
that there are so many opportunities for this profession 
(i.e. advanced roles, specialities). I really wanted to share 
that by teaching.    
 
Why did you decide to become a NP? 
I noticed that there was a real gap in patient care, and 
wanted to have a bigger role.  I felt that I wanted to have 
a bigger role in the care that was provided or a bigger 
“say” in the care of the patients I was looking after.   I 
felt that if I could increase my knowledge base, that it 
would open the door to new opportunities.  I believe that 
nurses do provide different care than physicians do, and I 
wanted to have a bigger role while keeping the nursing 
focus.  Doctors are so different! They often come in and 
out due to time constraints, whereas nurses have the lux-
ury of spending longer periods of time talking to patients 
to get the real and complete story. I really like the nursing 
profession; I believe it is very holistic, It views health on 
a continuum, and it is multi-factorial, looking at physical 
and psychosocial aspects of health. I am not saying that 
physicians don’t, but traditionally nurses have an educa-
tional background that has a lot more of that focus.   
 
What does the NP program entail?  
I did a two year program at the University of Toronto.  I 
had to take courses in qualitative and quantitative re-
search, roles and responsibilities of a Nurse Practitioner, 
pathophysiology, therapeutics, advanced health assess-
ment and complete 900 hours of clinical time.  We were 
responsible for organizing all of our clinical placements, 
and finding preceptors.  
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 There are a lot more NPs in Ontario when com-
pared to Quebec, so sometimes physicians act as a 
preceptor which is not ideal because a physician’s 
role is different than that of a NP.  I completed 
rotations in the ER, and on general medicine, car-
diology ICU, and cardiology units. 
 
How is the role of a NP different than that of a 
staff nurse? How is it different than that of a 
Clinical Nurse Specialist? 
The difference between the role of a NP and the 
role of a staff RN is that NPs have the authority to 
perform acts that aren’t available to RNs, like di-
agnostics and the ability to prescribe drugs. A lot 
of people think the NP is an extension of a physi-
cian but this is not true. There are overlaps, but 
NPs have different roles. They are not simply 
physicians’ assistants. 

 
Clinical Nurse Specialists are not able to perform 
extended acts, as they are not in the extended 
class.  NPs and Clinical Nurse Specialists have a 
similar role in that they both try to meet unmet 
needs.  When we have scarce resources in health 
care, especially in this era of chronic disease, 
there are gaps that can be filled by advanced prac-
tice nurses. 
 
The NP is really a great role, I wish they had it 
here! It is just not as established here [in Mont-
real] yet.  There is so much administrative work 
required. Everything needs to be approved 
through pharmacies, respiratory therapists, all the 
colleges of surgeons, physicians, and nurses, to 
name a few.  Basically all the different profes-
sions had to work things out within the hospital as 
far as putting together paper work in order to 

practice legally and safely… lucky I didn’t have 
to do any of that leg work! 
 
Did you ever practice as a NP? What was your 
role and what were your responsibilities? 
I worked as a NP on a cardiology ward in a hospi-
tal in Ontario.  It was an awesome job!  On the 
cardiology ward, a lot of the admissions were 
chronic disease patients that had exacerbations 
and often the “quick fix” was done and the patient 
was sent home because no one had the time to 
tailor their medications or care.   As a result, we 
would always see the same people. There was 
definitely a gap in services provided. That is 
where the NP fit; in an acute care hospital they 
can provide that continuity of care for chronic 
disease patients.   
 
There was a heart function clinic where heart fail-
ure patients or multiple readmissions would come 
back to the NP at the hospital. The same NP 
would follow-up with them in the heart function 
clinic so they could call back to monitor symp-
toms and measurements, such as weight, to avoid 
readmission.  The NP could also see the patients 
in the clinic, or patients could call the NP for 
quick diagnostics testing or changes to their medi-
cation to re-stabilize them without having to be 
readmitted to the hospital.   
 
As a NP, I was also responsible for ER cardiology 
consults. The NP would get a list of consults and 
would go down to the ER in the morning to figure 
out what was urgent to help move through cases 
efficiently and decrease the wait time since “time 
is muscle”.  We were really trying to decrease the 
wait time for heart attacks.   
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There was a program where the EMS would 
bypass the ER for heart attacks and would 
have a NP there as a part of the angioplasty 
team or intervention cardiologist team.  The 
NP would be their “right hand”  after patients 
had angioplasties. The NP would be the one 
to prepare prescriptions as per evidence-
based guidelines through the American Col-
lege of Cardiology. The team was really on 
top of evidence-based medicine. Weekly, the 
NP and cardiologists would have a journal 
club to review the newest evidence for differ-
ent topics and really would change practice 
based on that. All cardiologists would come 
to this and talk about new medications and 
treatments, and change protocols accordingly. 
The team really wanted the NP to be current 
and wanted the NP to go to conferences 
where they were expected to develop presen-
tations for staff.   
 
The NPs also had a clinical role; they per-
formed assessments, and ordered diagnostics 
and pharmacological or non-pharmacological 
therapies.  The NP would continually re-
evaluate the patient’s condition with the phy-
sician. 

 
Another part of the clinical role of the NP 
would be documentation.  There was a big 
focus on building a connection with family 
physicians.  Sometimes family physicians 
didn’t understand the rationale for certain 
medications and would stop medications, 
since they might not have be as current on 
evidence for certain specialized treatments.  
As NPs, we were responsible for writing dis-
charge letters for the patient to take to the 
family physician. We would also send it di-
rectly to the family physician, explaining test 
results and medication changes.  The unit 
really embraced the NP role. A NP cannot 
function unless other health care profession-
als embrace their role. 

 
The clinical role is just one aspect of the NPs 

role—another role is research.  NPs are re-
sponsible for conducting research and critiqu-
ing research.  
 
There is also a huge leadership role. NPs are 
leaders to the nurses on the unit, and other 
health care professionals.  We provided in-
services ourselves, called “lunch and learns”, 
where we took turns doing in-services for 
nurses. This was developed to keep the staff 
up-to-date about reasons why certain medica-
tions were being used or explaining the ra-
tionale for certain protocols. We were really 
trying to increase the knowledge base of the 
diseases that patients were coming in with. 

 
 
People have said that there are plans to in-
crease the opportunities for NPs in Mont-
real. Do you think this is feasible? Is there a 
demand for it in urban settings? 
 
There is a demand everywhere! Just look to 
the success in the United States and Ontario, 
where they employ NPs.  There is also litera-
ture that has shown that NPs provide benefi-
cial outcomes in both acute care settings and 
in the community. The NP fits into the 
chronic disease era and aging population with 
unmet needs. 
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T he room is tainted by the heavy air of 
dreaded anticipation and apprehension 

of the unknown. My first thought sitting in the 
swiveling chair was how depressingly unsurprised 
I was by the room. If I had to describe ahead of 
time what an antechamber to a hospital’s surgery 
theatres looked like, my description would not 
have differed much from the real thing. The bus-
tling of medical professionals snapping on their 
gloves, running off to get an extra stool, lifting 
their papery blue masks to get a last gulp of air in 
before a surgery. The swinging of doors, the beep-
ing of lights, and the penetrating cold despite the 
unusual heatwave. The row of stretchers each with 
its own body in anticipation—an older woman 
shedding silent tears, a man with the sheet pulled 
up to his nose, a woman with a half smile aimed 
just past the eyes of the nurse putting in an IV. The 
pictures taped to the cabinets of our Canadian 
provinces are faded by time, and the obscurity of 
the towns in each photo offer little comfort to the 
patients whose minds are more drawn to the gleam 
of scissors coming from theatre 15. From my swiv-
eling chair, I can take it all in and wait. I am struck 
not by the eeriness of being a nursing patient but 
by my relationship with a chair and by my strong 
desire to rip down all the pictures and replace them 
with wet dripping vibrant splashes of color and a 
hearty laugh. 
 Mary comes by to introduce herself—
much as she did last time when I sat waiting to 
watch a colectomy in a nursing stage. She doesn’t 
recognize me two months later, perhaps it is the big 
L on my neck or the fidgety way in which I am 
using my legs to propel myself back and forth. I 
want to burst into reminiscence “don’t you remem-
ber when you stood next to me and explained how 
a surgeon might staple two parts of a colon to-
gether and how I should consider doing an extern-
ship in the OR?” “Don’t you remember how young 
we thought our patient was and how long the sur-
gery was?” I keep my mouth shut and give a quick 
smile when Mary tells me I am young enough to be 
her daughter and we walk together into the open 
doors of number 15. This time, instead of sucking 

in my stomach in the corner and pretending I am 
invisible, I climb up onto the table and into the 
spotlight. 
 I had thought I might run into some people 
I knew but I was very taken aback by the social 
nature of my 24 hour turn as a patient. Even the 
fellow who walked me into the antechamber was 
the son of one of my patients. I had expected to be 
wheeled into the room in a bed much as the other 
patients lined up under the cabinets of our Cana-
dian heritage. Instead of chewing on my nails or 
staring into space, I found myself nursing: I asked 
after his mother, how the family is coping, and 
congratulated him on his strengths. He left me in 
the chair after thanking me for my support and 
walked away with a smile. 

Later, after recovering in the PACU, I 
found out I was to be taken to the same floor I had 
been on as a student two months before and my 
spirits, which had happily taken each coincidence 
in its own stride and mature professionalism, sank 
at this lack of anonymity. The fellow wheeling me 
to my room laughed at the coincidence and an-
nounced to the receptionist at the desk that I was a 
VIP veteran and did not question me when I in-
sisted on getting up and into bed on my own. I pon-
dered the new power of my situation. 
 While I thought I would be confused about 
the meaning of my recent surgery, instead I was 
confused by the etiquette of my role. I felt com-
pelled not to step out of the role we assign to pa-
tients, as well as the strong urge to hide so as to 
reduce the number of fellow nurses who recog-
nized me. Perhaps the whole thing is akin to the 
way in which slipping on a banana in front of a 
group of strangers is much less embarrassing than 
the same done at work. As each nurse came into 
the room I could see the confusion overtake their 
expression. “What are you doing in the bed 
Tamar?” Humour is always easier than the truth— 
“It was the only way I could come back to visit!” 
Chatting with a fellow student and nurse at mid-
night, I felt bemused. It is never easy being a pa-
tient, but being a nursing patient has its added intri-
cacies. 

Nursing Patient 
Tamar Amichai, MSc(A) I (Direct-Entry) 

Written the day after my hemi-thyroidectomy 
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 I t is not unusual to find the colours 
of Africa, the fragrances of China, 
the flavours of Greece and more in 

such a multicultural city as Montreal. However, 
all that and more were presented by McGill 
Nurses for Global Health and the Global Health 
Committee in one special evening. International 
Night 2010 brought together nursing faculty and 
students, medical students and members of the 
community to enjoy a multicultural potluck while 
speakers presented their experiences in Northern 
Quebec, Thailand and the Philippines.  

Gabrielle Constantin is a graduate of 
McGill University’s Bachelor of Nursing pro-
gram. She travelled to Kuujjuaq, an Inuit village 
found in the Ungava Bay region of Quebec, as a 
participant in the Ambassador program. Gabrielle 
became involved in home care as well as school 
and community nursing while in the remote vil-
lage of 2132 people. Much like other remote First 
Nations communities, Kuujjuaq does not have a 
consistent supply of fresh food or adequate hous-
ing for all, and alcoholism is a common problem. 
High dropout rates among youths have led to the 
institution of breakfast programs, to encourage 
adolescents to remain in school for the day. The 
local church has organized the Hip Hop Club, 
which brings youth together to learn contempo-
rary and traditional styles of dance. Gabrielle re-
turned from her experience to become a neonatal 
intensive care nurse at the Royal Victoria Hospital 
in Montreal. 
 Jason Hickey is currently completing his 
final year in the Direct-Entry Master’s of Nursing 
program, in the Global Health stream. Jason con-
ducted his clinical and research studies in Thai-
land in the fall of 2009, bringing along his wife 
and infant daughter. Jason worked with the Inter-
national Organization for Migration, in a part of 
the world that holds 870 thousand registered and 
up to 1 million unregistered migrant workers. In 
Mae Sot, Jason took health histories (with the help 
of translators) and tested migrants for HIV and 
tuberculosis. He administered questionnaires re-
garding flu preparedness to migrants over many 

parts of the country. Among other adventures, 
Jason described a jungle journey in a Jeep and 
trekking to native villages and migrant camps. 
According to Jason, it was “inspiring to see how 
resilient people can be”, after seeing refugees 
from nearby and war-torn Burma living as normal 
lives as possible in tents and shacks.  

Cecilia Diocsun, a nurse for over 35 
years, founded the Philippine Women Center of 
British Columbia in 1989 and continues to provide 
support and advocate for women migrants from 
the Philippines. Cecilia described the Philippines 
as the world’s “number one exporter of nurses”, as 
many women will leave home to earn money to 
send back to their families. However, instead of 
being permitted to work as registered nurses, 
women from the Philippines often find themselves 
working as domestics in Canada. Cecilia was em-
phatic about the “slave-like situation” inherent in 
providing around-the-clock care to the elderly and 
clients with disabilities for the equivalent of 
$1.25/hour when the actual time spent working is 
considered. The Philipino Nurses Support Group 
in Montreal lobbies the Minister of Health in or-
der to speak for women who could work in their 
chosen profession, with the help of refresher 
courses and French lessons. Cecilia will continue 
to serve as a voice for one of the largest immi-
grant groups in Montreal. 
  The third annual International Night was 
all about diversity: from global health to multicul-
tural food and including current and future health 
professionals of various disciplines. International 
Night successfully brought together fascinating 
speakers and individuals that will be inspired to 
make a difference in the realms of health care and 
social justice.   

International Night 2010 
Elana Waitzer, MSc(A) I (Direct-Entry) 

The Heart-Le Coeur 



I  said goodbye to Michael, my fiancé of less 
than one month, before the sun rose on that 
Monday morning in late August. I crawled 
back in to bed while he hit the road, heading 

from Toronto to Montreal. We had decided just 
the night before that I should stay in Toronto and 
spend a few days with my family, which meant 
Michael would be traveling solo. Had this insig-
nificant decision not been made, my life may 
have been very different. 
 I woke up a few hours later to the sound 
of the telephone. It was too early for phone calls 
from friends... I had a bad premonition. I an-
swered.  
“This is the Cornwall hospital calling. Can I 
speak to Sari please?”  
A lump formed in my throat and my heart started 
to race.  
“What’s wrong?” I said in a panic.  
“Is this Sari?” the nurse said.  
“Yes… oh no, what’s wrong?” I began to get 
nervous and shake. I feared the worst.  
“Sari, we have Michael here. He’s been in a car 
accident and arrived to the hospital by ambulance. 
He’s doing okay and is stable, but I need to ask 
you some questions.” 
 We talk in class about life events that 
change people. This event changed me. During 
this crisis, I became acutely aware of life’s fragil-
ity, but felt more certain of my love for Michael 
and my family. In addition, the things I had 
learned in just one year of nursing suddenly be-
came more tangible to me. 
 I was now on the receiving end of nursing 
care, in addition to caring for Michael. I had been 
to a few hospital settings during qualifying year 
of the direct-entry program, and I had seen other 
families crying and upset, but it wasn’t until I felt 
the worry, uncertainty, and fear myself that I real-
ized the degree of stress people might experience 
after a traumatic event. If anything, I learned that 
as much as nurses try to be empathic to patients 
and their families, we never truly understand ex-
actly what they are going through. This does not 
mean, however, that we shouldn't try! 
 Michael was in the trauma unit for the 
first 2 days, which consisted of a large open room 

with 4 beds and a nursing station right in the mid-
dle so nurses could easily observe and assist pa-
tients. It was getting to be late in the evening, my 
parents had just left, so it was just me and Mi-
chael. He was exhausted after not sleeping due to 
discomfort. All the man wanted to do was sleep. I 
closed the drapes to make it darker, and got him 
as comfortable as we could with his broken ribs. I 
sat silently beside him, but it was no use. We 
could hear the nurses’ entire conversation about 
one of their child's birthdays. I kept debating what 
to do: Do I as ask them to quiet down? Will they 
be angry at me? Will Michael's care change if I 
say something? It struck me what families might 
struggle with when debating whether to say some-
thing to nurses about their behaviour, and how 
hard this actually is to do. Michael's needs won 
over my fears. As calmly as I could, I went up to 
the nurses and said that I didn't mean to be mean, 
but could they please try to keep it down as Mi-
chael hadn't slept in two days. "No problem!" 
they said. What a relief! 
 The experience of being at the other end 
of nursing care made it clear to me the impact that 
nurses can have on families and patients that are 
in crisis, and how we need to be open to feedback 
from families.  
 In general, I was struck by the profession-
alism of the nurses that were caring for us. Nurses 
in Cornwall went out of their way to call us and 
inform us of Michael’s condition while we were 
heading to Ottawa where he was being trans-
ferred. We were educated about the recovery tra-
jectory, how pain and inflammation would peak 
on day two, but go down after. We were told not 
to be shy about asking for pain meds, and the side 
effects were explained to us. The staff on the floor 
understood that even though visitors were "not 
allowed after 8pm", this did not apply to a family 
that had driven for hours to be with their loved 
one. 
 Things turned out well for us, and all the 
bones, bruises and cuts have healed. I hope I 
never receive a phone call like that again. But I 
know that having this experience will make me 
that much more sensitive to families and patients 
I encounter in my career. 

The Heart – Le Coeur  Issue 32 - Spring 2010 6 

 

The Other Side of Nursing 
Sari Belzycki, MSc(A) I (Direct-Entry) 
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O n March 5th, 6th and 7th, Montreal hosted 
monWHO 2010: the Montreal World Health 
Organization Simulation Conference. mon-
WHO’s mission is to simulate “the WHO to 

foster a new generation of global health leaders”. Spe-
cifically, its objectives are to: raise student awareness 
about global health issues, provide a means for students 
to play a proactive role in global health policy, acquaint 
students with the WHO and its role and develop inter-
professional relations between future healthcare profes-
sionals as well as amongst students whose fields of ex-
pertise play a role in health policy.  

This conference brought together over 100 global 
health-minded students from across North America for 
three days of debate, health policy and mock diplomacy. 
Each of us represented a country of the World Health 
Assembly of the WHO and in both regional blocs (i.e. 
Africa, the Americas) and in plenary sessions (i.e. with 
the entire World Health Assembly), we put together 
draft resolutions on this year’s theme “Pandemic Prepar-
edness”. As a delegate, I was responsible for ensuring 
that the decisions I took and the alliances I formed (or 
did not form) were in line with Kenya’s foreign policy. 
It is also important to follow rules of procedures as used 
in any Model UN conference (e.g. you must lift your 
placard to speak, motion to open or close debate and if 
you have a question, it must be formally made by stating 
“point of parliamentary inquiry” to the Dias (the mod-
erator).  

What was especially fascinating about this year’s con-
ference was that for the first time, monWHO took the 
form of a Crisis Simulation. This meant that, as repre-
sentatives of our countries, we had to respond to a 
global outbreak of an airborne-transmitted mycobacte-
rium that had never been seen before. To respond, in 
real-time, we had to communicate with our home coun-
tries, receive international press releases and make deci-
sions about how to act on them (i.e. should we close our 
borders? Do we offer support to neighbouring countries 
experiencing an outbreak? Do we appeal for foreign aid 
from developed nations? etc.) We also had to respond to 
constant pressure from the pharmaceutical companies 
(i.e. Merck-Frosst, Pfizer) to sign on to patent pools for 
newly developed drugs for this bacteria, all the while 
attempting to maintain positive international relations 
while the outbreak grew larger and the death toll 
mounted. It was very exciting! 

By the end of the weekend, we had drafted four resolu-
tions for Pandemic Preparedness, on topics such as edu-
cation & surveillance, protection of vulnerable popula-
tions, global recommendations for travel policies and 
access to effective vaccines and therapeutics. Through 
our keynote speaker, Dr. Gina Tambini, the Pan-
American Health Organization area manager for Family 
& Community Health, the resolutions will be taken to 
the actual WHO in Geneva. In the past, components of 
these resolutions have actually been put into interna-
tional health policy. Cool!  

Global Health 

The Montreal World Health Organization  
Simulation Conference 

Shannon Carter, MSc(A) I (Direct-Entry) 


