
%

%

%
%

The official 
newsletter for 
the Canadian 
Association of 

Medical & 
Surgical Nurses

Fall 2021

Our Vision
To be the voice of medical and surgical nurses in Canada

Upcoming 
Certification Dates 

Oct Nov Dec Jan Feb Mar Apr May June July

Exam 
Window

May1-15
Apply for initial 

certification

Jan 13 – March 7

Renewal by continuous learning

January 13 – November 1, 2022
Exam 

Window

Nov 1-15

Receive your results in 
December Log into MyCNA.ca 

FACEBOOK:

EMAIL

CAMSN

camsn@medsurgnurse.ca

WEBSITE

www.medsurgnurse.ca

CONTACT 
INFO

CERTIFICAITION 
STATS
Most Common 
Certification:

Province with the most 
Medical-Surgical 
Certified Nurses: 

Total CNA Certified 
Nurses: 

Medical and surgical nurses provide nursing care to adults experiencing complex variations 
in health. They utilize diverse clinical knowledge and skills to care for multiple acutely ill 
adults and their families. They are leaders at organizing, prioritizing and coordinating care as 
well as working with interdisciplinary teams. The practice of medical-surgical nursing 
requires application of evidence-based knowledge and best practice standards to provide 
quality, safe and ethical care to clients across the continuum of care. The CAMSN nurse 
advocates, supports and promotes the integral role of medical and surgical nurses to the 
health care system.
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Tip of the Month: Hypoxic Drive – Fact or Fiction
What is COPD?

A progressive disease characterized by 
deteriorationof the airways and gradual loss of
lung function. COPD patients can present with 
Emphysema,Chronic Bronchitis or a mixture
of both.

Stimulus To Breathe 
In Certain COPD Patients In healthy 
individuals, CO2 and pH levels are the 
main determinants to breathe via the 
central chemoreceptors. A small amount of 
severe COPD patients who are hypoxemic 
(chronic low levels of oxygen in the blood) 
and hypercapnic (chronic high levels of 
CO2 as shown on an arterial blood gas as a 
PaC02 greater than 45 mmHg) have a 
different stimulus to breathe…

The usual high CO2 levels which would 
stimulatebreathing in healthy individuals 
doesn’t have the same effect on ventilation 
in this specific COPD patient, instead low 
levels of oxygen drive the breathing 
stimulus.

It should be noted that a diagnosis of COPD
doesn’tmean the patient is automatically 
deemed to be hypoxemic and hypercapnic; In 
fact, some COPD patients have near normal
blood gas results and have the same stimulus 
to breathe as healthy individuals.

The Hypoxic Drive Myth
The Hypoxic Drive theory proposes that 
giving severe COPD patient’s oxygen 
removes their hypoxemic stimulus to
breathe and in effect causes
hypoventilation and apnea. As a result, 
CO2 rises even further.

In reality, evidence has shown that 
oxygen administration in severe COPD 
patients has a limited effect on minute 
volume (respiratory rateand volume of
breath).i
Now it cannot be discounted that Oxygen
administration does not have an effect on 
C02 levels. Studies have shown that high 
doses of oxygen in these patients can
cause a rise in C02(oxygen induced 
hypercapnia), investigators agree that this 
is not caused solely by hypoventilation
but by a combination of other factors.

Recommendation
Regardless of the causes of oxygen 
induced hypercapnia, the underlying
message is that givingoxygen to these 
patients will not cause them to become
apneic.

The best strategy is to give O2 judiciously, 
titrating oxygen to achieve a sat of 88-92% 
(ideally 90%) and closely monitor the 
patient’s vital signs as acuteincreases in 
CO2 may cause decreased LOC. By doing
so, any worry of causing apnea can be
abated.

Have an article you want 
to share? Send it to us: 
CAMSN@medsurgnurse.ca

Tissue oxygenation is of overriding importance and must not
be sacrificed because of undue concern over hypercapnia



Featured Article: 
Canada’s COVID-19 Blind Spots On Race, Immigration And Labour

The low-paid and precarious positions in industries that are considered essential during the 
COVID-19 pandemic (sanitation, health care, and those in the food supply chain) are filled with 
women, recent immigrants, and racialized Canadians. Many of these workplaces are 
notoriously plagued with exploitative labour practices that, in many ways, contributed to the 
spread of the virus in the first place. Recent immigrants and racialized Canadians, notably 
Filipinos and Sudanese Dinka, who work in these industries, for example, meat-packing plants 
in Brooks, High River and Balzac, Alberta, are at great risk of negative health outcomes during 
this pandemic.
And, yet, we do not collect the necessary data in Canada on the social determinants of health 
for racialized minorities. Stories from across the country paint a bleak picture. In April, a 40-
year-old Haitian asylum seeker contracted COVID-19 while working as a personal support 
worker. He died in his home after having been denied refugee status. In Toronto, researchers 
have recently connected positive COVID tests to neighbourhoods characterized by a higher 
proportion of visible minorities and recent immigrants, poor housing and low income.

There have been numerous calls to gather disaggregated data on COVID-19, health and race. 
After initial reluctance, the federal government and some provincial jurisdictions are now 
considering collecting more demographic data. We join our voices to the call and argue that 
Canadian governments need data not only on race and health, but also on immigration status 
during this COVID-19 crisis and beyond.
While collecting data on race will show that people of colour are disproportionately affected by 
COVID-19, we know that not all racialized Canadians are equally vulnerable to being exposed 
to this disease. From our work in community health, and gender and politics, we know that 
despite the best intentions of epidemiological approaches to the pandemic, marginalized 
groups face barriers to accessing and benefiting from public services. In fact, recent research by 
the University of Lethbridge’s Eunice Anteh shows that in places like Brooks, newcomers’ 
health profiles will vary based on numerous factors, including gender, race, language barriers, 
and the health and social infrastructures in their settlement locations.
We need longitudinal data that intersects the usual factors – gender, age, education, income, for 
example – with race and immigration profiles to enable policymakers to better understand the 
pathways and structures that create hierarchies of vulnerabilities within racialized and 
newcomer communities. This will enable public health officials to work with other stakeholders 
in eliminating the institutional barriers to health equity for all within our borders.

In Quebec, disparities in COVID-19 infection rates are shaped by the intersection of race, 
gender, immigration, labour, and public health. Health care workers account for 20 percent of 
infections, and in the hard-hit Greater Montreal area, up to 80 percent of the aides in long term 
care facilities are racialized women, mostly Black and Maghrebi. Industries of care are 
feminized and undervalued despite being critical to preserving the health and safety of the 
population.



Intersecting reasons why some are more 
vulnerable to COVID-19

For years workers have complained about these 
institutions’ chronic understaffing, high patient-
to-aide ratios, and unsafe working conditions. As 
occurred in other provinces, the government 
subcontracted public services to private entities, 
with limited public oversight, enabling these 
institutions to avoid paying employment benefits 
by privileging part-time over full-time work. This 
left many health care aides with no other choice 
but to work at multiple sites to make ends meet. 
These are the conditions that upended Quebec’s 
response to COVID-19. 

In Alberta, the links between race, immigration, 
labour, and public health manifested themselves 
in the food supply chain. Over 1200 COVID-19 
cases were linked to the Cargill meat plant. 
Seventy percent of employees are of Filipino 
descent, most of whom work as general labourers 
amongst the lowest-paid employees, and some 
who have spouses working as health-care aides in 
Calgary. Public health officials named carpooling 
and crowded living arrangements as contributing 
factors to the rapid spread of the virus but 
overlooked labour practices and socioeconomic 
conditions that lead to shared living and 
transportation arrangements in the first place.

The second-largest meat packaging plant in 
Canada, JBS, is also facing an outbreak. It is the 
main employer in the city of Brooks, Alberta. A 
third of the population there are visible minorities, 
mostly from East Africa, South Asia, and Latin 
America. Today, JBS employees account for 
approximately 26 percent of Alberta’s active cases, 
and over 6 percent of Brooks’ population, one of 
the highest rates across Canadian municipalities. 
These outbreaks revealed mistakes and oversight 
linked to concerns around the food supply chain 
and showed the price that racialized and 
marginalized workers pay due to neglect and 
prioritization of profit over safety.

Temporary foreign workers are also at 
risk

As the agricultural season enters in full 
swing and concerns grow about 
Canada’s food supply chain, we must 
take stock of employment inequities in 
how we treat temporary foreign 
workers (TFWs) and the implications 
for overall community health and 
wellbeing. For decades TFWs from the 
Caribbean and Latin America have 
taken on work that Canadian often 
refuse to do, generally because of long 
working hours, unsanitary 
bunkhouses, and low wages. Many of 
these workers are reluctant to speak 
out about their work conditions given 
the precariousness of their employment 
and residency status, which are both 
tied to their employers.

These conditions, like those of personal 
service workers or meat plant 
employees, are not new or even unique 
to Canada. Across the world, 
industrialized countries depend on 
temporary migrant workers to sustain 
their basic infrastructures. Around the 
world and in Canada, it is clear that the 
temporary migration of racialized 
individuals serves as the backbone of 
essential services in Canada. From the 
West Indian Domestic Scheme (1955) 
and the Caribbean Seasonal 
Agricultural Workers Program (1966) 
to our modern TFW program, the 
utilitarian approach to immigration 
and the neglect of these populations 
have resulted in systematic and deep-
rooted inequities that weaken health 
and safety institutions.

Have an article you want to 
share? Send it to us: 

CAMSN@medsurgnurse.ca



Continued …Featured Article: 
Canada’s COVID-19 Blind Spots On Race, Immigration And Labour

A lack of political will to address neglect

Why do Canadians tolerate these types of working conditions that can become public health issues 
during a crisis like COVID-19? Is it because of who is overrepresented in these fields: female, racialized, 
and immigrant workers who struggle to get substantive political representation? Some in the broader 
society rationalize these challenges by saying that newcomers are better off here than where they came 
from. Others turn a blind eye altogether to these conditions.
In reality, we ignored the working conditions of racialized and immigrant workers who help sustain our 
health and food supply infrastructures, and way of life.

Yes, we need to gather COVID-19 related data on race and immigration to better address the needs of 
vulnerable communities that also tend to work in essential sectors. But going forward, we also need long-
term changes to what we consider to be health-relevant demographic data.
Provincial healthcare professionals need to pay as much attention to collecting data on race and 
immigration profiles as they do in collecting data on gender, education, and income. This data needs to 
feed into national environmental population surveys that will allow public health officers to tie specific 
demographic markers to health status over time. It will paint a clearer picture of social, economic, and 
health disparities between various communities and point to needed improvements and progress. This 
will also enable provincial health officials to identify variations and gaps between federal and provincial 
jurisdictions. For example, while refugees are resettled and supported by the federal government, their 
access to health services is the responsibility of the provinces.

Finally, this data should then be the starting point for engagement between public health officers, 
immigration and labour policy-makers, and relevant stakeholders from relevant industries. Together, they 
can help develop more robust social and labour protection for racial minorities, newcomers and migrants. 
We need to be invested in the health and work conditions of racialized and immigrant populations in 
Canada, not only because, as COVID-19 has demonstrated, safety for them means safety for all, but most 
importantly because this is what this country says it stands for.

By: Aimée-Angélique Bouka (University of Calgary) & Yolande Bouka (Queen’s University)

Halloween Humor… Q: Why did the skeleton go 
to the party alone?     

A: He had no body to go 
with!

Q: How do you fix a broken 
pumpkin?                                

A: A pumpkin patch!



Continuous Learning Opportunities

Know of any 
upcoming 

educational 
opportunities? 

Email us and 
we will feature 

them in our 
newsletter!

Infection Prevention 
and Control Canada

April 24 – 27, 2022
Toronto, ON

Pressure Injury Symposium 
November 18, 2021

National 
Conference
May 25-29, 

2022

Recorded Events
https://ccs.ca/recorded-events/

October
•Breast Cancer Awareness Month
•World Spine Day (16th) 
•Respiratory Therapy Week (18-24th )
•World Psoriasis Day (29th)

November
•Osteoporosis Month
•Crohn's and Colitis Awareness Month
•Lung Cancer Awareness Month
•World Pneumonia Day (12th) 
•World Diabetes Day (14th)

December
•HIV/AIDs Awareness Month
•Women’s Brain Health Day (2nd)
•Human Rights Day (10th)

Canadian Vascular Access 
Association

April 27-29, 2022

Canadian Association of Nurses 
in Oncology

October 27 – 30, 2022

National 
Nursing 

Students’ 
Week is in 

November! 
Students are 
welcome to 
join CAMSN!

Pharmacology Corner: 
To remember the side-effects 

of morphine think 
“CHAIR”

Constipation
Hypotension
Altered LOC
Itching
Respiratory Depression
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