
In This Issue:
CANN 39th Annual Meeting and Scientific Sessions: Scientific Program .......................................................8

CANN Scientific Sessions: Abstracts for oral presentations ...............................................................................11

CANN Scientific Sessions: Poster presentations.....................................................................................................22

What are the risk factors for nausea and vomiting after neurosurgery? A systematic review ...........................23

Living with oculopharyngeal muscular dystrophy: A phenomenological study....................................................35

Clinical Practice Corner .....................................................................................................................................................40

Please note that we’re beginning the calendar
year with a new indexing system. This means
there will be no Issues 3 and 4 for Volume 29.

Volume 30, Issue 1, 2008



2 Volume 30, Issue 1, 2008 • Canadian Journal of Neuroscience Nursing

Executive
President/Présidente: Debra Beveridge
Vice-President and Secretary/
Vice-président et secretaire:
Janice Nesbitt
Past-President/Présidente sortante:
Wilma Koopman
Treasurer/Trésorière: Mark Bonin

Councillors
British Columbia: Cindy Hartley
Alberta South: Sonia Rothenmund
Alberta North: Kim Worton
Saskatchewan: Karen Waterhouse
Manitoba: Wendy McDiarmid
Ontario West: Maureen McKenzie
Ontario Central: Trish Haycock
Ontario East: Aline Mayer
Québec: Cindy McCartney
(co-councillor)
Sandra Berube (co-councillor)
New Brunswick/PEI: Shelley Paul
Nova Scotia: Mark Bonin

Newfoundland and Labrador:
Nancy King

Portfolios
Legislation and Bylaws/Conseillère
des politiques: Wilma Koopman
Archivist: Geraldine Fitzgerald
Membership/Abonnement:
Jeanne Evans
Professional Practice/Practique
professionnelle: Deb Holtom
Research/Recherche: Andrea Fisher
Translation/Traduction:
Suzanne Mandino
Program Liaison/Programme:
Rosa Sourial
Scientific Liaison/Scientifique:
Sharron Runions

Committees
Program Chair—Victoria 2008:
Cindy Hartley
Scientific Chair—Victoria 2008:
Trudy Robertson

Communications and
Marketing (Web): Sharron Runions
Communications and Marketing
(Subscriptions): Lynn Pratt
Editor—Canadian Journal
of Neuroscience Nursing/
Rédactrice en chef—Le Journal
canadien des infirmiers et infirmières
en sciences neurologiques:
Sonia Poochikian-Sarkissian

Representatives
WFNN Representative:
Wilma Koopman
Think First: Jodi Dusik-Sharpe
Canadian Association of Brain Tumour
Coalition (CABTO): Yasmin Khalili
National Stroke Leadership Group:
Rosa Sourial
Canadian Council on Donation
and Transplantation (CCDT): Vacant
Canadian Nerve and Brain Coalition:
Darlene Schindel

Board of directors, committee chairpersons and associated
organization representatives — Conseil d’administration, responsables
des comités et représentants des groupes associés 2007–2008



Editor/Rédactrice en chef
Sonia Poochikian-Sarkissian, University Health Network,
399 Bathurst St., MP 5-311, Toronto, ON M5T 2S8; cjnn@cann.ca

Peer Reviewers/Réviseures
Jennifer Boyd, Toronto, ON;
Andrea Fisher, Ottawa, ON;
Debbie Holtom, Gananoque, ON;
Sandra Ireland, Hamilton, ON;
Lynn Joseph, Nepean, ON;
Wilma Koopman, London, ON;
Joanna Pierazzo, Ancaster, ON;
Mina D. Singh, Toronto, ON;
Nancy Thornton, Calgary, AB

Yearly subscriptions are included with a membership in
CANN/ACIISN ($75.00 Member, $65.00 Associate) or they may be
purchased separately. L’abonnement annuel à le Journal canadien des
infirmiers et infirmières en sciences neurologiques est inclus dans les
frais d’inscription à l’ACIISN (75,00 $ pour les membres actifs et
65,00 $ pour les membres associés).

For subscriptions, contact/Pour inscriptions :
Lynn Pratt, 6357 Lumberman Way, Ottawa, ON K1C 1V6;
canninfo@cann.ca

• Canada: $50.00 (CAN)
• International [including United States]: $50.00 (US)
• Single Copy: $15.00 (CAN)

Make cheques payable to: Canadian Association of Neuroscience
Nurses/Les chèques doivent être émis à : L’Association canadienne des
infirmières et infirmiers en sciences neurologiques (ACIISN) : c/o
Lynn Pratt, 6357 Lumberman Way, Ottawa, ON K1C 1V6.

Canadian Journal of
Neuroscience Nursing
The Canadian Journal of
Neuroscience Nursing is the peer-
reviewed journal of the Canadian
Association of Neuroscience
Nurses/Association canadienne
des infirmières et infirmiers en
sciences neurologiques. The
journal is published quarterly. We
welcome the submission of origi-
nal manuscripts in the areas of
practice, research, theory, educa-
tion, and policy, which are of
interest to the neuroscience nurs-
ing community. The views, state-
ments, and opinions expressed in
the articles, editorials, and adver-
tisements are those of the authors
or advertisers. They do not nec-
essarily represent the views and
policies of CANN/ACIISN and
the editors and publishers dis-

claim any responsibility or
assumption of liability for these
materials. The Canadian Journal
of Neuroscience Nursing is
indexed in the Cumulative Index
to Nursing and Allied Health
Literature, International Nursing
Index (INI) and Nursing Citation
Index ISSN # 1913-7176.

Mission statement
The Canadian Association of
Neuroscience Nurses (CANN)
sets standards of practice and
promotes continuing profes-
sional education and research.
Members collaborate with indi-
viduals, families, interdiscipli-
nary teams and communities to
prevent illness and to improve
health outcomes for people
with, or at risk for, neurological
disorders.

Copyright
No part of this publication can be reproduced, stored in a retrieval
system or transmitted, in any form or by any means, without the
prior written consent of the publisher or a licence from the
Canadian Copyright Licensing Agency (Access Copyright). For an
Access Copyright licence, visit www.accesscopyright.ca or call
toll-free to 1-800-893-5777.

The Canadian Association of Neuroscience Nurses gratefully
acknowledges the funding provided to the Canadian Journal of
Neuroscience Nursing by the Social Sciences and Humanities
Research Council under the Aid to Transfer Journals program,
to support the operation and expansion of the journal,
2005–2008

Le Journal canadien
des infirmiers et
infirmières en sciences
neurologiques
Le Journal canadien des infir-
miers et infirmières en sciences
neurologiques est le journal de
L’Association canadienne des
infirmières et infirmiers en sci-
ences neurologiques. Cette pub-
lication est revisée par ses pro-
pres membres. Le journal est
publié quatre fois par année.
Nous acceptons les manuscrits
originaux se rapportant à la pra-
tique du nursing, de la recherche,
de la théorie, de l’éducation, et de
l’éthique professionnelle, tous
des sujets qui suscitent l’intérêt
de l’ensemble du personnel en
neurosciences.

Les opinions, les points de vue, et
les énoncés exprimés dans les arti-
cles, éditoriaux et affiches public-
itaires sont ceux des auteurs et
commerçants. Ils ne reflètent pas
nécessairement les idées et les

politiques de l’ACIISN. L’éditeur
et la maison d’édition n’acceptent
aucune responsabilité reliée au
contenu du matériel publié dans
le journal. Le Journal canadien
des infirmiers et infirmièrs en
sciences neurologiques est rat-
tachée au Cumulative Index to
Nursing and Allied Health
Literature, International Nursing
Index (INI) and Nursing Citation
Index ISSN # 1913-7176.

Énoncé de mission
L’Association canadienne des
infirmiers et infirmières en sci-
ences neurologiques (ACIISN)
établit les standards de pratique
de la profession et fait la promo-
tion de l’éducation permanente
et de la recherche. Les membres
collaborent avec les individus, les
familles, les équipes multidisci-
plinaires et la communauté en
général dans le but de prévenir
les maladies neurologiques et
d’améliorer la santé des gens qui
en sont atteints ou qui sont à
risque d’en souffrir.

Canadian Journal of Neuroscience Nursing
Le Journal canadien des infirmiers et infirmières en sciences neurologiques

Volume 30, Issue 1, 2008

Please note that we’re beginning the calendar year with a new indexing system. This means there will be no Issues 3 and 4 for Volume 29.



4 Volume 30, Issue 1, 2008 • Canadian Journal of Neuroscience Nursing

We will soon meet in Victoria, B.C., at the
39th Canadian Association of Neuroscience
Nurses (CANN) annual meeting and the
scientific sessions, “Synapses in the City:
Making the Connection”, June 17–20, 2008.

This issue of the Canadian Journal of
Neuroscience Nursing (CJNN) includes
the abstracts that will be presented by our

colleagues at this conference. These abstracts reflect the
involvement and the work of many neuroscience nurses in
Canada. What a great accomplishment!

In reviewing the scientific program and reading these
abstracts, I’m sure we’re all very proud of the calibre of profes-
sional work completed by our colleagues in various areas of
neurosciences and at a variety of areas of expertise. This con-
ference will enable us to listen to our colleagues, learn more
about their projects, and be stimulated and energized to be
involved in similar projects ourselves.

In order to contribute to the future of neuroscience nursing,
it is also important to share the good work completed by neu-
roscience nurses in Canada with other colleagues. To accom-

plish this goal, I would encourage all presenters to consider
writing their work in a paper format while preparing for their
presentations at the CANN conference, submit their original
manuscripts for publication in CJNN, share the fine work
completed, and celebrate our accomplishments with other
neuroscience nurses throughout the world!

We, the neuroscience nurses, play a vital role in ensuring the
highest quality of life for our patients. By sharing the results of
our research or quality improvement projects, as members of
interprofessional teams, we can participate in creating the
preferred future for our patients in neuroscience nursing!

Hope to see you in June at our annual general meeting in
Victoria, to update our professional education in neuro-
science nursing and network with colleagues while enjoying
the beautiful Pacific Ocean!

Please feel free to contact me or meet to discuss the submis-
sion and publication of your manuscripts following my pre-
sentations at the CANN Scientific Sessions.

Sincerely,
Sonia Poochikian-Sarkissian, PhD, APN, CNN(C)
Canadian Journal of Neuroscience Nursing, Editor

Our role in the future of neuroscience nursing

Nous nous rassemblerons bientôt à Victoria (Colombie-
Britannique), du 17 au 20 juin 2008, à l’occasion de la 39ième
réunion annuelle de l’Association canadienne des infirmières
et infirmiers en sciences neurologiques (ACIISN) pour par-
ticiper aux séances scientifiques afférentes au thème “Les
synapses de la ville : Faisons les connexions.”

Cette édition du Journal canadiendes infirmiers et infirmières
en sciences neurologiques (JCIISN) contient les résumés des
renseignements qui seront présentés par nos collègues lors de
la conférence. Ces résumés font preuve de l’engagement et des
efforts d’un grand nombre d’infirmières et d’infirmiers travaillant
dans les neurosciences au Canada. Quelle formidable réussite!

En passant en revue le programme scientifique et en lisant ces
résumés, je suis certaine que nous serons tous très fiers de la
variété des spécialisations et de la qualité du travail réalisé par
nos collègues dans les divers domaines des neurosciences. La
conférence nous permettra d’écouter nos collègues,
d’apprendre davantage sur leur projets, et surtout d’être
encouragés et plus motivés à participer à des projets semblables
nous-mêmes.

Afin de contribuer à l’avenir de la profession infirmière dans
le domaine des neurosciences, il est également important de
partager avec d’autres collègues les excellentes œuvres réal-
isées par les infirmières et infirmiers au Canada. Pour attein-
dre cet objectif, j’encouragerais tous les conférenciers à pren-
dre en considération la composition de leur présentations

sous forme d’ouvrage papier en se préparant pour la con-
férence de l’ACIISN, à soumettre l’original de leur ouvrages en
vue d’être publié dans le JCIISN, et ainsi faire connaître le très
bon travail achevé et célébrer nos réussites avec d’autres col-
lègues en neurosciences ailleurs dans le monde.

Nous, les infirmières et infirmiers, jouons un rôle essentiel dans
l’assurance de la plus haute qualité de vie pour nos patients. En
partageant les résultats de nos recherches et les résultats de nos
projets d’amélioration de qualité en tant que membre d’équipes
interprofessionnelles, nous pouvons participer à la création de
l’avenir voulu pour les patients touchés par notre profession.

J’espère bien vous voir tous et toutes à notre réunion générale
annuelle à Victoria au mois de juin, pour mettre à jour nos
connaissances professionnelles en neurosciences et pour
réseauter avec nos collègues, tout en profitant de la beauté de
l’océan Pacifique!

Je vous prie de ne pas hésiter à communiquer avec moi ou à
venir me voir pour discuter de la soumission et de la publica-
tion de vos ouvrages à la conclusion de mes propres présenta-
tions aux séances scientifiques de l’ACIISN.

Veuillez agréer mes salutations les plus distinguées.

La rédactrice en chef du Journal canadien des infirmiers et
infirmières en sciences neurologiques,
Sonia Poochikian-Sarkissian
Doctorat et infirmière en PIA avec certification en sci-

Le rôle que nous jouerons dans
l’avenir des sciences neurologiques
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Happy spring! I hope everyone has enjoyed the winter season
and is looking forward to spring flowers.

This time of year we often suffer from the winter blues, but that
certainly was not evident at the mid-year board of directors’
(BOD) meeting in Montreal this January. New and old friends
“got down to business” over two days to discuss issues that
directly affect you, the members, share accomplishments and
ensure that our organization continues to grow professionally. As
always, I am overwhelmed by the dedication and commitment
of your representatives on the board. Thanks to all for their
contributions... our organization is as strong as its members.

I will attempt to highlight a few of the issues. Please visit our
website for the portfolio reports.

The communication/marketing portfolio is forging ahead
despite issues with the web master and web hosting. Sharron
Runions hopes to initiate improvements to the site over the
next few months. These will include simplification of on-line
membership.

Our journal, Canadian Journal of Neuroscience Nursing
(CJNN), is flourishing under the leadership of Sonia
Sarkissian. Lack of papers for publication is problematic. I
encourage all members to please submit their presentations to
Sonia. She and her reviewers will gladly assist you in the
preparation of your paper. Our membership is looking for
clinical nursing information, as well as research. To encourage
new and experienced authors, the Author’s Award has been
revised. This will give authors who have published in the jour-
nal over the last year the opportunity to win one of two prizes
for $200. Ask your councillor for information.

Financially, CANN is secure thanks to the leadership Lucy
Wardell has provided. Congratulations to the Edmonton
group for a successful conference. The Run for Research
brought in $1,500. With the profits, CANN will continue to
provide educational and research support for members. I
would like to welcome Mark Bonin into this role as Lucy men-
tors him over the next few months.

Congratulations to Jodi Dusik-Sharpe, a long-standing CANN
member who has been selected to receive the CNA Centennial
Award, “signifying the celebration of 100 exceptional regis-
tered nurses whose personal contributions have made an out-
standing and significant impact on the nursing profession.”

Jeanne Evans represented us at the National Symposium of
Neuroscience Stakeholders in Toronto. Please see the web for
her report.

Deb Holtom, chair of professional practice, gave a presenta-
tion on the results of the Standards of Practice workgroup,
which met in October 2007. Nancy Thornton, Kathy
Doerkson, Heather Stoyles and Linda Kelloway comprised the
energetic group. We are eagerly awaiting the finished product,
translated and published as quickly as possible. Well done!

Deb also reported that 35 to 40 nurses would be writing their
certification exams in April. Neuroscience is alive and well!

Wilma Koopman updated us on the WFNN meeting to take
place May 23–28, 2009, in Toronto. This is an excellent
opportunity to attend an international meeting.

Thank you to Janet Warner for the lovely CANN banners that
each councillor was able to take home. These will be useful for
fundraising events and anytime you need to make CANN vis-
ible at a local/national level.

There will be some vacancies on the board. I encourage you to
consider serving at the national level. It is a rewarding experi-
ence. Please forward nominations to Past President Wilma
Koopman.

Cindy Hartley, Trudy Robertson and their committees are
diligently preparing to host the Annual Meeting and Scientific
Sessions in Victoria June 17–20, 2008. I encourage all of you
to participate if possible.

I bring you an interesting challenge. The AGM for 2010 is
being held in Quebec City. We need a chapter, perhaps one
that does not usually get the opportunity to organize a nation-
al conference, to volunteer its skills to organize this event. The
resources of scientific and program liaisons will be at your
disposal. This is a rewarding challenge and your chapter
would benefit financially. Talk this over with your councillors
so they can report at the BOD in June.

Over the next few months, the strategic plan will be reviewed
and updated in June at the BOD meeting. Updates to the
terms of reference will also be distributed.

A reminder that the National Neuroscience Nurses’ Day is
June 20, 2008. Individual chapters may want to plan a special
event.

Hope to see many of you in Victoria.

Respectfully submitted,
Debra Beveridge, President

President’s message

The Canadian Journal of Neuroscience Nursing is published by Pappin Communications /
La Journal canadienne est publié par Pappin Communications

The Victoria Centre, 84 Isabella Street, Pembroke, Ontario K8A 5S5, e-mail: info@pappin.com
Managing Editor: Bruce Pappin; Layout and Design: Sherri Keller
Advertising space is available/Disponibilité d’espaces pour messages publicitaires
For information, contact Heather Coughlin, Advertising Manager, Pappin Communications,
The Victoria Centre, 84 Isabella Street, Pembroke, Ontario, K8A 5S5; telephone: 613-735-0952; fax: 613-735-7983
E-mail: heather@pappin.com or visit our website at www.pappin.com
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Websites of interest
Canadian Association of Neuroscience Nurses: www.cann.ca
Check this site often for updates on information. Reports will be on the website.

Canadian Nurses Association: www.cna-nurses.com

Canadian Congress of Neurological Society: www.ccns.org
Please check out the web page to learn more abut the society to which we belong.
CANN is an affiliate of this society.

CCNS publishes the Canadian Journal of Neurological Sciences,
which is available on-line: www.CJNS.org

World Federation of Neuroscience Nurses: www.WFNN.org
All CANN members are automatically members of WFNN.

Call for agenda items
Anyone having items they would like placed on the agenda of
the Annual General Meeting to be held at CANN’s national
conference in Victoria, Thursday June 19, 2008, is invited to
contact:

Janice Nesbitt, Secretary/VP
14 Larter Avenue, St Andrews, MB R1A 3A5
jnesbitt@hsc.mb.ca

Nominations for
Vice-President/Secretary
of CANN Board of Directors
Nominations are requested for the position of vice-presi-
dent/secretary for a three-year term. Nominations are to be
submitted in writing (according to the legislations and
bylaws—provided to the councillors) by March 19, 2008 (This
message was also communicated previously with members
through their councillors). Send completed forms and docu-
mentation to:

Wilma J. Koopman, Past-President CANN
79 Haliburton Place, London, ON N6K 2Z4

Special thanks
and words of
appreciation
From the Editor to the CJNN Peer
Reviewers and Translators!

We have relied on their assistance, valuable
feedback and expertise in publishing high-
quality manuscripts in the Canadian Journal
of Neuroscience Nursing.

Publish your work in
the Canadian Journal of
Neuroscience Nursing
We welcome the submission of original manuscripts in
the areas of research, theory, practice, policy and edu-
cation, which are of interest to neuroscience nursing
community.

Author’s Award: Authors who have published in the
CJNN over the last year will have the opportunity to win
one of two prizes!

Have your say!
Help improve your Canadian Journal of Neuroscience
Nursing! Complete the survey included as an insert in this
issue of the journal to let us know how we’re doing.

Please complete the survey either on-line at
cjnn@cann.ca, or fax your completed survey to
1-613-735-7983 byMay 9, 2008.



CANN 38th Annual Meeting and Scientific Sessions Registration Form
June 17–20, 2008, Victoria, BC

Last name: _______________________________________ First name:_____________________________________ Title: ____________________________

Credentials: _______________________ Facility: _____________________________________ CANN Membership Number: _______________________

Mailing Address ( � home � work) __________________________________________________________________________________________________

Postal Code: ____________ Daytime phone ( � home � work) (_____) _____ - __________ E-mail: ____________________________________________

� Check here if this will be your first CANN Conference

Pre-Conference Workshops
Tuesday June 17 0815–1530

� Nursing Care Across the Acute Stroke
Continuum: Best Practice Recommendations
for Assessment and Management Cost $75

Subtotal B $ __________

� Nurses’ Night Out
Wednesday June 18 1945 onwards
Sticky Wicket Pub
919 Douglas Street
Victoria, BC
There is no charge, but we need to know
how many people will be attending

PAYMENT MUST ACCOMPANY
REGISTRATION ANDMUST BE
SUBMITTED BY CHEQUE ONLY,
PAYABLE TO:
CANN – 2008 Conference c/o
Angela Brevner, 6652 Baker Road,
Delta, BC V4E 2T9
For inquiries: Angela.Brevner@vch.ca
Hotel reservations: Harbour Towers Hotel
& Suites, 345 Quebec Street, Victoria, BC
(Toll-free) 1-800-663-5896
Reservations must be made by phone.
Reservations code “Canadian Association
of Neuroscience Nurses”
Group number 18504

Conference Registration
Early Registration Deadline is April 30, 2008.
Register by May 15, 2008 to ensure conference materials will be available to you.

Full Conference One Day Half Day

CANNMember Early � $305.00 � $165.00 � $85.00
After April 30 � $360.00 � $195.00 � $110.00

Non-member Early � $385.00 � $195.00 � $140.00
After April 30 � $415.00 � $220.00 � $165.00

Full-time Student � $220.00 � $110.00 � $55.00

Membership categories: Active – open to registered nurses; Associate – open to non-RN
professionals who care for neuroscience patients.

Conference Fee Total $ __________

CNA Certification Specialty ___________________Number _____________ Subtract $25 __________

Subtotal A $ __________

Concurrent Track Sessions
(see the program schedule for session titles and codes. Please indicate your selections below)

Wednesday June 18 No cost events: These are still ticketed events, so
you must tick box if planning to attend

1330-1400 A1 � B1 � C1 � D1 � � Tuesday 1900-2200 Welcome Reception
1405-1435 A2 � B2 � C2 � D2 � � Wednesday 0800 Welcome Breakfast
1455-1525 A3 � B3 � C3 � D3 � � Wednesday 1730 CNSF Welcome Reception
1530-1600 A4 � C4 � D4 � � Thursday 0830 Continental Breakfast with AGM
1600-1630 A5 � Writing for publication (Annual General Meeting)

� Thursday 1145 Annual Luncheon
Thursday June 19 � Friday 0800 Scientific Breakfast
1330-1400 A1 � B1 � C1 � D1 �
1405-1435 B2 � C2 � D2 � Extra Activities
1455-1525 A3 � B3 � C3 � D3 � � Nurses’ Night Out
1600-1630 A5 � Writing for publication � Thursday 0630–0730 Neuroscience Nursing

Research Run/Walk (please see pledge form)
Friday June 20
0920-0950 A1 � B1 � C1 � D1 � Note: CANN registration enables you to attend CNSF
0955-1025 A2 � B2 � C2 � D2 � sessions: Youmust show your registration identification.
1045-1115 A3 � B3 � C3 � D3 �
1120-1150 A4 � TBA C4 � D4 �

Please let us know if you have any food allergies:_____________________________________________
Please let us know if you are vegetarian: �

A B

CNSF President’s Reception
Thursday June 19 1730–1930

� Attending
� Number of extra tickets (extra tickets
cost $35.00 each):______

Subtotal C $ __________

C

TOTAL REGISTRATION FEE:

BOXES A + B + C: ________

Cancellation Policy: ALL CANCELLATIONS MUST BE MADE IN WRITING. A $100.00 processing fee will be charged for all cancellations postmarked more
than 14 days before the event. No refunds will be made under any circumstances on cancellations postmarked after May 25, 2008. CANN reserves the right to
substitute presenters or to cancel or reschedule sessions due to low enrolment or other unforeseen circumstances. If CANN must cancel the entire session,
registrants will receive a full credit or refund of their paid registration fee. No refunds can be made for lodging, airfare, or any other expenses related to attending the
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Tuesday, June 17, 2008
0800-1700 Board of Directors’

meeting—Lookout
Penthouse Room

0815-1530 Pre-conference
Workshop—Nursing Care
Across the Acute Stroke
Continuum: Best Practice
Recommendations for
Assessment and
Management—Salon A

1800-2100 Registration—Lobby

1900-2200 Welcoming Reception—
West Harbour Ballroom

Wednesday,
June 18, 2008
0700-0800 Registration—

Ballroom Foyer

0700-1700 Speaker AV
Ready Room—TBA

0800-0900 Welcome Breakfast
and Greetings—
East Harbour Ballroom

0900-0940 Mary Glover Lecture—
Dr. Lynn Stevenson

0945-1030 Codman Award

1030-1050 Coffee break

Plenary sessions

1050-1135 The Other Side of
the World: Nursing in
Guangzhou, China
Kelly MacMillan

1140-1210 Medtronic Award

1210-1330 Lunch on own

Concurrent sessions

1230-1330 Half-day registration—
Ballroom Foyer

1330-1400
A1 Nausea and Vomiting:

Is it a Problem for
Children after Posterior
Fossa Craniotomy?
S.M. Neufeld,
B. Dundon, H. Yu

B1 Compassion Fatigue:
The High Cost of Caring
W. Blackburn, R. Mayer

C1 Secondary Malignancy
and Post-Operative
Neurosurgical
Complications in an
Immunocompromised
Patient
W. MacGregor, P. Poupore

D1 Early Outcomes
Following Minor Stroke
T. Green

1405-1435
A2 The Challenges of

Offering Holistic
Care to a Child with
Krabbe’s Disease:
A Case Discussion
E. Remmer

B2 Managing Agitation
Effectively and
Consistently
G. Jokinen, W. Blackburn

C2 Thoracolumbar
Fractures: Assessment,
Management and
Nursing Care
A. Sarro

D2 Applications,
Implications and
Complications of EEG
Monitoring (paper
presentation)
P.J. Campbell,
S.M. Edwards

1435-1455 Coffee Break—
Ballroom Foyer

1455-1525
A3 Neuro-Oncology Ethics:

To Treat Or Not
To Treat?
B. Won, S. Steenburgh

B3 The Basics of
Neuro-Imaging
M. DeVries-Rizzo

C3 Gamma Knife Surgery
for AVMs: Slow but
Steady Treatment
J. Nesbitt

Canadian Association of Neuroscience Nurses
39th Annual Scientific Sessions

June 17–20, 2008
Synapses in the City—Making the Connection

Victoria, British Columbia

Scientific Program



Canadian Journal of Neuroscience Nursing • Volume 30, Issue 1, 2008 9

D3 Primary Angiitis
of the Central Nervous
System (Central Nervous
System Vasculitis):
Diagnosis, Treatment,
and Nursing Implications
B. O’Farrell

1530-1600
A4 The Young

Face of Stroke
A. Bluvol, L. Pearlman

B3 continued

C4 Chorionic Carcinoma in
the Neuroscience Patient
J. Dusik-Sharpe

D4 Evidence-Based
Interventions to Improve
Adherence and Risk
Reduction Outcomes in
Stroke Prevention
S. Ireland, H. Arthur

1600-1630
A5 Writing for Publication

S. Sarkissian

1730-1930 CNSF Welcome Reception

1945- Nurses’ Night Out—
onwards Sticky Wicket Pub

Thursday, June 19, 2008
0630-0730 Run for Research—

Meet in Lobby at 0615 hr

0700-1700 Speaker AV
Ready Room—TBA

0800-1130 Registration—
Ballroom Foyer

0830-1130 Annual General Meeting—
Continental Breakfast—
West Harbour Ballroom

1145-1315 Annual Luncheon
Humour Wellness and
Stress—Carol Boothroyd

Concurrent sessions

1330-1400
A1 A Pilot Study to

Determine the Transition
Needs of Adolescents
and Adults with
Duchenne Muscular
Dystrophy
K.A. LaDonna,
W.J. Koopman, R. Viana,
C. Campbell, V. Schulz,
S.L. Venance

B1 A Two-Week Intrathecal
Baclofen Placebo-
Controlled Trial:
An Innovative Approach
to Determine Baclofen
Pump Eligibility
M.A. Regan, D. Warren

C1 Acute Subdural
Hematoma (SDH) and
Underlying Alcohol
Dependency
T. Feijer

D1 Supportive Care Needs
Following an Acute
Stroke: Eliciting the
Caregivers’ Perspective
L. MacIsaac,
M.B. Harrison, C. Godfrey

1405-1435
A1 continued

B2 St. Michael’s Hospital
ThinkFirst, PARTY
Later… Injury Prevention
Program—An
Ethnographic Approach
J. Mauceri, L. Butorac,
A. Wires, S. Canzian

C2 Intracranial Cysts:
More than
Benign Lesions
A. Manicat-Emo, P. Rowe,
N. Jeffrey, L. Mendoza

D2 Seizures Post-Stroke:
The Case of Mr. P.
S. Koutsogiannopoulos,
R. Sourial

1435-1455 Coffee Break—
Ballroom Foyer

1455-1525
A3 Introduction to the

Many Faces of PHACES
I. Yau, A. Allen

B3 Moving Evidence
into Practice to
Improve Safety and
Nursing Practice
P. O’Connor

C3 Vasospasm: Clinical
Signs and Symptoms Still
the Number One Defence
K. Mansfield, A. Kimmick

D3 Nursing Leaders in
Stroke Care: A Unique
Approach to
Implementing Evidence-
Based Practice
J. Abraham, R. Wiegner,
A. Cayley, V. Riediger

1530-1600
A4 Pediatric MS:

A Growing Population
J. Boyd

B4 To Treat or Not
To Treat…When
Patients Have No Voice
C. Zanchetta, C. Allaire

C4 A Standardized Order
Form for the Provision of
Comfort Care during the
Withdrawal of Invasive
Physiologic Support
S. Canzian, J. Dabbs

D4 Salt or No Salt?
Easy Ways to Distinguish
between DI, CSW
and SIADH…
L. Zoppas,
M. de Saint Sardos

1600-1630
A5 Writing for Publication

S. Sarkissian

1630-1730 Incoming and
Outgoing Board of
Directors’ Meeting

1730-1930 CNSF President’s
Reception
(tickets required)
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Friday, June 20, 2008
0800-0920 Breakfast Symposium—

Tentative

0800-0900 Registration—
Ballroom Foyer

Concurrent sessions

0920-0950
A1 Mothers’ Perspectives

of Quality of Life in
Children with
Developmental Delay
and Epilepsy after
Implantation of a Vagal
Nerve Stimulator
I.M. Elliott, N. Makhani,
E.J. Donner

B1 Minimizing Nosocomial
Complications: Pilot-
testing Nursing Best
Practice Rounds in
Trauma Neurosurgery
Intensive Care Unit as a
Patient Safety Initiative
S. Canzian, M. Singh,
D. Duff, L. Yetman,
D. Tymianski

C1 Normal Pressure
Hydrocephalus
W. Blackburn, G. Hart

D1 Urinary Continence
Management of Stroke
Patients in Acute and
Rehabilitation Settings
A. Fisher, T. Miller,
M. Marques, R. McNeil

0955-1025
A2 The Challenges of

Doing Multi-site
Pediatric Neurosurgical
Nursing Research
B. Dundon,
H. Yu, S. Neufeld,
M. Lamberti-Pasculli

B2 Am I Normal?
The Aging Brain
M. Halper

C2 Developing a
Standard of Care
for Halo Vest
and Pin Site Care
including Patient/
Family Education:
A Collaborative
Approach Amongst
Three Greater
Toronto Area
Teaching Hospitals
T. Anthony, R. Magtoto,
J. Mauceri, A. Sarro

D2 Secondary Stroke
Prevention in the
Emergency Department:
Implementation of an
Evidence-Based
Transient Ischemic
Attack Protocol
D. Cousineau,
C. Béland, A. Fisher

1025-1045 Coffee Break—
Ballroom Foyer

1045-1115
A3 Gauging Your

Moral Compass
to Guide Care
Delivery to Meet
the Best Interests
of the Child:
A Case Study
Approach
M. Zak, V. Chan, J. McCabe

B3 Discharge Management
of an Adolescent
Female with
Medulloblastoma
and Posterior
Fossa Syndrome:
A Case Report
L. Pearlman, K. Hunter,
A. McVittie

C3 The Changing
Chameleon:
Pituitary Adenomas
J. Canam

D3 “My Head is Killing Me”
Cerebral Venous Sinus
Thrombosis: An Update
S. Nearing

1120-1150
A4 Morphine Infusions

after Cranial Surgery
in Children:
A Retrospective Analysis
of Safety and Efficacy
C. Ou, S. Kent,
A. Hammon, D. Warren,
T. Bowen-Roberts

B4 TBA

C4 Living with
Oculopharyngeal
Muscular Dystrophy:
A Phenomenological
Study
W. Koopman,
J. Krause-Bachand

D4 Neurological
Assessment by
Nurses using the
National Institutes of
Health Stroke Scale:
Implementation of
Best Practice Guidelines
S. Gocan, A. Fisher

Plenary sessions

1230-1400 Scientific Luncheon—
Sponsored by ThinkFirst

1400-1430 Brain Tumour
Foundation Award

1445-1500 Closing Remarks and
Onwards to Halifax
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CANN Scientific Sessions
June 18–20, 2008
Abstracts for oral presentations
Nursing Leaders
in Stroke Care:
A Unique Approach
to Implementing
Evidence-Based Practice
Jemini Abraham, Relu Wiegner,
Anne Cayley and Victoria Riediger

Background: Overall, Canadians
spend almost 300 million days in hos-
pital due to the effects of stroke.
Research shows 90% of hospitals and
rehabilitation centres have been man-
aging stroke with huge variation in care
and outcomes. The Ontario govern-
ment has funded and supported the
Ontario Stroke System to organize and
achieve optimal outcomes along the
care continuum.

Purpose: To describe how a special-
ized team of nurses effectively leads an
approach that promotes implementa-
tion of evidence-based practice to
facilitate the quality care of stroke
patients.

Method: The specialized team of
nurses at the Toronto West Regional
Stroke Centre (TWRSC) includes a
clinical nurse specialist, research
nurse coordinator and stroke nurse cli-
nicians who work collaboratively
towards providing optimal patient care
through education and mentorship
within our regional centre, as well as
with our regional partners.

Conclusion: A specialized team of
nurse leaders with a unique approach
has improved patient care and out-
comes at TWRSC. Through ongoing
education and mentorship initiatives,
we are striving to bridge evidence-
based practice with knowledge transla-
tion to the point of care with a goal to
sustain quality outcomes for stroke
patients.

Developing a Standard of
Care for Halo Vest and
Pin Site Care including
Patient/Family Education:
A Collaborative Approach
Amongst Three Greater
Toronto Area Teaching
Hospitals
Tracy Anthony, Rosalie Magtoto,
Julie Mauceri and Angela Sarro

Caring for an individual with a halo vest
can be a frustrating and, perhaps, a
frightening experience for health care
professionals, patients and their families.
Physicians or trained nurses apply a halo
vest in various situations where cervical
stabilization is required for an extended
period of time. This device can be used
as first-line management in cervical
trauma or may be placed following cer-
vical surgery. Standardizing the applica-
tion techniques and care associated with
the halo vest, pin-site care and general
day-to-day activities of daily living will
increase the comfort and self-confidence
of health care professionals, the patient
and family members in the provision of
care. This presentation will present a
collaborative approach amongst three
Greater Toronto Area teaching hospitals
in developing a standard of care and
patient educational material for halo
vests and related care.

Compassion Fatigue:
The High Cost of Caring
Wendy Blackburn and Rinat Mayer

Usually, helping professionals are
rewarded by having the opportunity to
help. We do our jobs and we do it well,
and we feel gratified—even blessed.
But, there is a cost to caring. Helping
professionals who listen to the stories of
fear, pain and suffering of others may
begin to feel similar fear, pain and suf-
fering because they care.

The concept of compassion fatigue only
emerged in the professional literature
over the past several years. It represents
the cost of caring about and for trauma-
tized people. Compassion fatigue is the
emotional residue of exposure to work-
ing with people who are suffering as a
consequence of a traumatic event.
Compassion fatigue is characterized by
deep emotional and physical exhaus-
tion with a shift in a helping profession-
al’s sense of hope and optimism regard-
ing the future and the value of the work
they do.

Traumatic brain injury whether caused
by an assault or a fall, a ruptured cere-
bral aneurysm, or the diagnosis of an
aggressively growing malignant brain
tumour causes our patients and their
families emotional upset, stress and
trauma. The health care workers who
provide their care and listen to their
stories may also subsequently suffer
emotional upset, stress, and trauma,
now recognized as compassion fatigue.

Compassion fatigue is an occupational
hazard and is, therefore, an inevitable
consequence of the work we do.
Compassion fatigue is treatable, provid-
ed we recognize the signs and symp-
toms early and that the level of interven-
tion is appropriate to the level of com-
passion fatigue present in the helper.

This presentation will differentiate
between compassion fatigue, burn-out,
and vicarious trauma, and will identify
the signs and symptoms of compassion
fatigue, and present self-care strategies
that one can consider in treating and/or
preventing compassion fatigue.

Normal Pressure
Hydrocephalus
Wendy Blackburn and Girlie Hart

Normal pressure hydrocephalus (NPH)
is a neurological disorder presenting
with the classic triad of symptoms of
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gait disturbance, urinary incontinence
and dementia. Most patients are diag-
nosed in their sixth or seventh decade
of life. NPH may mimic other neurolog-
ical disorders such as Parkinson’s dis-
ease or dementia and, therefore, some
patients may experience delayed or
incorrect diagnosis and treatment.
Nurses can play a key role in identifying
potential patients suffering from NPH.

Insertion of ventriculo-peritoneal (VP)
shunts, although commonly performed
in the management of hydrocephalus, is
not always the definitive management
choice in patients with NPH. Careful
selection of surgical candidates is
essential.

This presentation will cover the patho-
physiology, clinical presentation, diag-
nostic work-up, and nursing care of
patients with NPH.

The Young Face of Stroke
Anna Bluvol and Lisa Pearlman

The recently increased incidence of
stroke in adolescence and young adult-
hood has led to an emerging interest in
investigating the etiology, management
and treatment outcomes in this patient
population. There is general agreement
that young individuals have a better
chance of survival and recovery. Still,
stroke may be devastating for the affect-
ed individuals and their families. Many
will have emotional, social and physical
sequelae that impact their quality of life.
Thus, comprehensive rehabilitation for
this group of patients is paramount.
Whereas the principles for stroke reha-
bilitation in children parallel adults, the
developmental, cognitive and emotional
impact and the role of family are unique
to the pediatric patient.

This workshop will review the current
state of knowledge about the etiology,
management and prognosis of young
strokes. We present a case of a 16-year-
old boy with Moya Moya disease who
developed a devastating ischemic
stroke. We will provide an overview of
Moya Moya disease and focus on our
patient’s challenging recovery in the
acute care setting, as well as the transi-
tion to an adult stroke rehabilitation
unit. Lastly, we will share details of his
progress during rehabilitation and his
outcome seven months later.

Pediatric MS:
A Growing Population
Jennifer Boyd

The onset of multiple sclerosis (MS) typ-
ically occurs in young adults between the
ages of 20 and 40 years. However, MS
does occur in children, and as many as
5% of people with MS are diagnosed
before the age of 18 years. In other
words, of the estimated 55,000 to 75,000
Canadians living with MS, approximate-
ly 2,750 to 3,750 had disease onset in
childhood and, of the 1,000 Canadians
diagnosed with MS each year, 50 are chil-
dren or adolescents. Many health care
professionals working in the specialties
of MS or child neurology recognize that
this number appears to be growing. Why
are we seeing an increasing number of
patients diagnosed at such a young age?
Many factors likely contribute towards
this trend. The focus of this presentation
is to review some of the theories behind
the apparent increase in pediatric MS.
These include enhanced awareness,
improved diagnostic capabilities, a
greater impetus to diagnose earlier in the
disease process, environmental influ-
ences and lifestyle changes. The implica-
tions for nurses with respect to this trend
will also be addressed.

Applications, Implications
and Complications of EEG
Monitoring
(paper presentation)
Patricia J. Campbell
and Susan M. Edwards

Each year, hundreds of thousands of
North Americans suffer brain injuries
related to trauma, stroke, tumours and
anoxia. Of these neurologically injured
patients, non-convulsive seizures were
seen in up to 34% and, of those, 76% were
non-convulsive status epilepticus. These
seizures may complicate the recovery in
comatose patients seen in the neurologi-
cal intensive care units. Current treat-
ments create a challenge to both the bed-
side nurse and medical staff to ensure the
patient remains seizure free. But, elec-
troencephalography (EEG) monitoring
in the intensive care unit (ICU) is not just
for monitoring and managing seizures
any more – it is used for diagnosis, man-
agement, and prognosis. Multi modal

monitoring allows for optimization of
physiological variables directly under our
control such as partial brain tissue oxy-
genation and cerebral perfusion pressure
and provides insight into how different
physiological changes affect neurological
function. When used in conjunction
with barbiturate-induced coma and
sedatives, EEG can ensure adequate
sedation without over-sedation.
Continuous EEG monitoring has been
proven to reduce the use of titrated seda-
tion and narcotics improving outcome
and reducing length of stay in the ICU.
This presentation will review the appli-
cations, implications and complications
of EEG monitoring.

The Changing Chameleon:
Pituitary Adenomas
Jennifer Canam

Pituitary adenomas occur equally in
men and women. They represent 10%
to 25% of all intracranial tumours and,
most often, are benign. The nursing
management and treatment of a patient
with a pituitary tumour changes based
on the tumour’s discovery, its mass
effect, hormonal involvement and sub-
sequent medical treatment.

The purpose of this paper is to present
two patients who were treated at the
QEII, Halifax, Nova Scotia. Through
exploring the similarities and differ-
ences in these two case studies, we gain
an understanding of the complexity of
the nursing challenges presented by
these patients.

Initially, a brief overview of pituitary
adenomas, their etiology, related diag-
nostic tests and treatment avenues will
be discussed. The varied challenges and
nursing care these patients received
helps to illustrate the changing
chameleon that the diagnosis of pitu-
itary adenoma presents.

A Standardized Order
Form for the Provision of
Comfort Care during the
Withdrawal of Invasive
Physiologic Support
Sonya Canzian and Jayne Dabbs

Due to the severity of illness, critical
care units are a setting where death is
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common. Several studies suggest that
there remains room for improvement
in the delivery of quality end-of-life
(EOL) care in this setting. Quality
EOL care is multifactorial and
includes shared decision-making,
continuity of care, symptom manage-
ment/comfort care, and spiritual and
emotional support. Within the inten-
sive care unit (ICU) setting, the
majority of deaths involve withhold-
ing or withdrawing life-sustaining
therapies, not to be mistaken for with-
drawal of care. In order to provide
optimal palliative care during this
time, compassionate critical care
requires that pain, dyspnea, nausea
and delirium be addressed. Care
measures to address these symptoms
often include a combination of mor-
phine or other opiate with a benzodi-
azepine both titrated until the desired
effect, comfort, is achieved.
Considerable variability between
physician ordering practices in EOL
care can lead to nursing frustration if
ordering practices are too conserva-
tive, or ethical and moral distress if
ordering practices are too liberal. In
an effort to minimize the variability in
EOL care practices in the ICU, a stan-
dardized order form for the provision
of comfort care during the withdrawal
of invasive physiological support was
developed. The pre-printed order set
includes preparation for withdrawal of
life-sustaining therapies such as dis-
continuance of invasive technology,
blood work, medications and routine
imaging studies. The second section
outlines an analgesic and sedation
protocol that includes medication
doses with standardized titration
guidelines allowing nurses autonomy
for increasing and decreasing doses to
desired comfort effect with no maxi-
mal dose. The final section contains
an established approach to the discon-
tinuance of ventilator support.
Currently, there are no widely accept-
ed best practice guidelines for EOL
care in the ICU setting. Until such
guidelines are developed, withdrawal
of life-sustaining therapies should be
considered a clinical procedure that is
worthy of quality improvement efforts
and innovative strategies to facilitate
the transition from curative to pallia-
tive care in the critical care setting.

Minimizing Nosocomial
Complications:
Pilot-Testing Nursing
Best Practice Rounds
in Trauma Neurosurgery
Intensive Care Unit
as a Patient Safety
Initiative
Sonya Canzian, Mina Singh,
Diane Duff, Linda Yetman
and Dawn Tymianski

In today’s health care environment,
optimal patient care and emphasis on
patient safety through best practice is
an ongoing expectation. However,
translating evidence into practice at
the bedside continues to challenge
the health care system. In order to
promote a culture of patient safety in
the trauma and neurosurgery inten-
sive care unit (TNICU), a daily
patient assessment tool that address-
es common patient safety concerns
and also facilitates daily assessment of
best practices in patient care was
introduced. This daily quality
rounds/safety checklist was derived
from a three-week quality improve-
ment initiative in the TNICU.
Variables were identified and refined
to develop the current checklist that
highlights quality care indicators that
are of paramount importance in care
delivery in TNICU. Many of the items
on the best practice rounds checklist
are linked to autonomous nursing
practice and can be addressed or cor-
rected at point of assessment. Other
aspects serve as prompts or may
require physician or health care team
follow-up and intervention. The
patient assessment checklist is com-
pleted by the bedside nurse daily and
outstanding issues addressed and
documented during TNICU multidis-
ciplinary team rounds optimizing
patient care and facilitating care plan
follow-up. The launch of this nursing-
led initiative and the ability of this
innovative tool to support nurse-
empowered best safety and quality
practices will be discussed.

Secondary Stroke
Prevention in the
Emergency Department:
Implementation of an
Evidence-Based Transient
Ischemic Attack Protocol
Donna Cousineau, Christine Béland
and Andrea Fisher

Recent evidence indicates that patients
with a diagnosis of transient ischemic
attack (TIA) are at a higher early risk of
stroke than previously recognized.
Rapid identification, investigation, and
treatment are required to prevent a
stroke. Best practice recommendations
established by the Heart and Stroke
Foundation recommend a plan be put
in place in the form of a protocol or
pathway to facilitate and initiate urgent
investigations and treatment for indi-
viduals with TIA presenting to the
emergency department.

More than 1,000 TIA patients are seen
in the emergency departments (ED)
each year at The Ottawa Hospital
(TOH). The need for a consistent, evi-
dence-based approach for TIA patient
care in the ED was recognized. In
February 2006, a TIA protocol was
implemented in both EDs at TOH. The
protocol includes an algorithm and
describes the interventions of physi-
cians and nurses from the time the
patient presents to triage to the time
the patient is discharged home.

This presentation will describe the
interventions included in the protocol
along with the supporting evidence.
Implementation strategies used to
reach approximately 200 nurses and 45
physicians will be discussed. Pre- and
post-implementation data will be pre-
sented, as well as feedback describing
the experiences of ED nurses and physi-
cians using the protocol.

The Basics
of Neuro-Imaging
Margo DeVries-Rizzo

Neuro-imaging, specifically CT and
MRI, is an essential component of the
diagnostic work-up many neuroscience
patients undergo. Neuroscience nurses
are an integral part of the management
of these patients. Yet, many nurses are
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not exposed to formal education about
neuro-imaging in their respective nurs-
ing programs. Often, neuroscience nurs-
es learn about these imaging techniques
and their results in an informal way
within the clinical setting. Arguably, it
has been well-understood that knowl-
edge of procedures and anatomy
enhances our clinical practice and trans-
lates into improved patient care.

This presentation will highlight practi-
cal information about CT and MRI and
discuss the differences and benefits of
both. Various aspects of neuro-anato-
my will be identified so nurses will have
familiar landmarks to look for when
they are viewing their patients’ diag-
nostic imaging. Common neuroscience
pathologies will be integrated into the
presentation to enable participants to
apply knowledge about diagnostic
imaging to what they are learning.

This presentation will be given in two
parts. Session one will focus on the
basics of CT and MRI, the purpose of
various MRI sequences and the useful-
ness of these types of scans for specific
disorders. Session two will focus on
vascular anatomy and cerebral circula-
tion. Both these presentations will be
helpful for advancing nursing practice
within the clinical setting.

The Challenges of Doing
Multi-Site Pediatric
Neurosurgical Nursing
Research
B. Dundon, Herta Yu, Susan Neufeld
and M. Lamberti-Pasculli

Successful clinical nursing research
requires dedicated research time, collab-
oration with colleagues, adequate fund-
ing, and the ability to meet unexpected
challenges along the way. In pediatric
neuroscience nursing, an additional dif-
ficulty is the small number of children
available at any one site to adequately
answer a quantitative research question.
For multi-site research, building rela-
tionships with colleagues is necessary to:
identify an important clinical question,
design a feasible research project, suc-
ceed in accessing funding, obtain ethical
clearance, collect data at different sites,
disseminate the results, and apply the
findings in clinical practice. The purpose
of this presentation is to discuss the ben-

efits and challenges that arose from our
experience of research collaboration
between Stollery Children’s Hospital in
Edmonton and The Hospital for Sick
Children in Toronto. The goal of the
research project to be discussed is to
describe post-operative nausea and
vomiting (PONV) in children after pos-
terior fossa surgery. This was accom-
plished through a multi-site six-year ret-
rospective study. Specifically, the discus-
sion will expand on the steps that were
taken, individuals involved in the study
and lessons learned. As well, discussion
will surround our experience as novice
researchers, friends and colleagues and
our plans for the future projects.

Chorionic Carcinoma in
the Neuroscience Patient
Jodi Dusik-Sharpe

Chorionic carcinoma is a malignancy
most typically arising from the epitheli-
um of the uterus. It is felt to develop
from a hydatidiform mole, following a
therapeutic or spontaneous abortion or
during a normal pregnancy.

An overview of this aggressive form of
cancer will be presented. Though chori-
onic carcinoma is cited to be a common
form of cancer, it is rarely seen in the
neuroscience patient population. The
case study presentation will highlight
the life-threatening challenges a young
woman and her family faced at diagno-
sis and those they continue to manage
following interventions and therapy.

Mothers’ Perspectives of
Quality of Life in Children
with Developmental
Delay and Epilepsy After
Implantation of a Vagal
Nerve Stimulator
Irene M. Elliott, Naila Makhani
and Elizabeth J. Donner

Background: The aim of vagal nerve
stimulation (VNS) in children with
medically refractory epilepsy is to
reduce the frequency and intensity of
seizures. There is emerging evidence
that some aspects of quality of life may
improve following VNS. No studies
have focused exclusively on children
with severe developmental delays.

Purpose: To identify mothers’ percep-
tions of quality of life changes in chil-
dren with developmental delay and
epilepsy after VNS implantation.

Methods: A convenience sample of six
mothers whose children had undergone
VNS insertion in the past 12 to 36
months participated. Seizure data were
obtained from parent reports and
records. Semi-structured interviews were
used to elicit information in five quality-
of-life domains (physical, affective,
social, cognition and family). Interviews
were transcribed verbatim, followed by
content and thematic analysis.

Results: Parent reports included posi-
tive statements in all domains, e.g.,
(seizures) decreased frequency, dura-
tion or intensity; (physical) better sleep
patterns; (social) increased attunement;
(cognitive) increased alertness; (affec-
tive) improved mood; (family function-
ing) improved family cohesion and
sense of household normalcy. Negative
effects included coughing, increased
secretions, and parental anxiety about
VNS replacement.

Conclusion: Positive quality-of-life
changes can be observed in children
with developmental delay and epilepsy
who undergo VNS implantation.

Implications for nursing: This presen-
tation provides some interesting new
insights for neuroscience nurses
regarding the potential benefits of VNS.

Acute Subdural
Hematoma (SDH)
and Underlying
Alcohol Dependency
Tim Feijer

An acute SDH is a serious form of brain
injury often resulting from trauma to a
patient’s head. As the resulting
increased intracranial pressure (ICP)
causes compression of and damage to
delicate brain tissue, acute SDHs are
associated with a high incidence of
mortality and morbidity. The prognosis
is even worse for patients who have
underlying alcohol dependency.

In addition to having a worse progno-
sis, such patients present further chal-
lenges to the nurses caring for them.
Nursing management of a patient with
SDH focuses on frequent assessments
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to recognize neurological deterioration.
This is made more difficult when a
patient undergoes alcohol withdrawal
syndrome (AWS). Both the symptoms
of AWS and the medical treatment of
AWS can mask the early symptoms of
neurological deterioration.

This presentation will outline the chal-
lenges associated with caring for a
patient with a SDH and underlying
alcohol dependency. It will also outline
several nursing interventions that may
be useful to those caring for these
patients. Areas for further research and
study will also be presented.

Urinary Continence
Management of Stroke
Patients in Acute and
Rehabilitation Settings
Andrea Fisher, Toba Miller,
Marie Marques and Ryan McNeil

Bladder dysfunction due to stroke has a
significant impact on the well-being of
stroke survivors and caregivers. The
impact of urinary incontinence on
patients has been shown to have an
adverse affect on stroke survival, disabil-
ity and institutionalization rates. Clinical
practice guidelines (CPG) for stroke care
recommend that nurses from all practice
settings assess stroke patients for uri-
nary problems. These guidelines do not
include evidence-based recommenda-
tions (EBR) for urinary continence care.

A nurse-led research team conducted a
systematic review of the literature to
obtain published and non-published lit-
erature exploring urinary practices for
stroke and geriatric patients. Clinical
practice guidelines were reviewed using
the Appraisal of Guidelines for Research
and Evaluation (AGREE) Instrument
(www.agreecollaboration.org). Clinical
practice guidelines for urinary continence
management post-stroke were devel-
oped by the research team in consulta-
tion with content experts in knowledge
translation and continence management.

This presentation will highlight the
common urinary continence problems
encountered post-stroke and review
CPGs for continence care of stroke
patients. The methodology used to
implement and evaluate the CPGs
using the Ottawa Model of Research
will be described.

Neurological Assessment
by Nurses using the
National Institutes of
Health Stroke Scale:
Implementation of
Best Practice Guidelines
Sophia Gocan and Andrea Fisher

Assessment is an essential nursing skill
that gathers clinical information to
strengthen decisions about health inter-
ventions and priorities in patient care
delivery. Neurological assessment of the
acute stroke patient provides the corner-
stone for early diagnosis, appropriate
prognostic evaluation, and optimal
management to obtain favourable
patient outcomes. The nursing approach
to neurological assessment has evolved
in recent years through the development
of new assessment tools and the support
of best practice guidelines.

Based on gaps seen in clinical practice
and current best practice guidelines,
neurological nurses from The Ottawa
Hospital identified the need to assess
acute stroke patients using a standard-
ized neurological assessment tool. In
2004, the Registered Nurses Association
of Ontario fellowship program accepted
a proposal granting one nurse 450 hours
to dedicate to this project. As a result,
stroke assessment practices have evolved
at The Ottawa Hospital to include stan-
dardized use of the National Institutes of
Health Stroke Scale (NIHSS). This paper
will review current evidence and best
practice guidelines for neurological
assessment. The significance of using the
NIHSS for nurses in the context of acute
stroke will be presented. Knowledge
transfer, application and evaluation of
best practice guidelines in clinical nurs-
ing practice will also be discussed.

Early Outcomes
Following Minor Stroke
Theresa Green

Introduction: The biopsychosocial
recovery trajectory of male minor
stroke patients and the potential impact
of minor stroke on the marital dyad and
previous life roles (i.e., family, work,
and social roles) have not been clearly
delineated. The aim of this study was to
describe the early recovery trajectory of

male patients and their wife-caregivers
following minor stroke, as they make
the transition from acute care to home
environments.

Method: A pilot study with a prospec-
tive, cohort design was conducted to
describe the recovery trajectory of 38
minor stroke patients and their wife-
caregivers over a three-month period
following hospital discharge.

Results: Improvement was noted in
patients’ overall functional status (mRS)
(p=0.025), while marital function dete-
riorated (p=0.025) over time. Significant
correlations at three months post-dis-
charge were found between patient
HRQOL and depression (r=-.748,
p<0.001) and depression and wife-care-
giver marital function (r=.610, p<0.001);
wife-caregiver depression and marital
function (r=.578, p<0.001) and marital
function and caregiver strain (r=-.620,
p<0.001). Discharge predictors of mari-
tal function at three months were
patient mRS (p=0.033) and SS-QOL
scores (p=0.049), and wife-caregiver SF-
12v2 physical domain scores (p=0.021).

Conclusions: Despite minimal func-
tional impairment post-stroke, partici-
pants experienced increased depres-
sion, deterioration in marital function
over time, and difficulty returning to
previous life roles. Given the very short
hospitalization period following minor
stroke, patients and caregivers require
preparation for short- and long-term
adjustments that may influence success-
ful recovery following minor stroke.

Am I Normal?
The Aging Brain
Mindy Halper

Dozens of referrals come to the Memory
Clinic weekly. Many of the referrals have
been initiated by patients who are con-
cerned their memory is slipping. Their
great fear and assumption is that they
have Alzheimer’s disease. Many of those
brave enough to ask the question and
participate in a cognitive evaluation are
surprised by the results.

This presentation will look at current
literature surrounding memory
changes due to normal aging, examine
the differences between age-associated
memory loss and contrast it with that of
depression and Alzheimer’s disease.
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Relevant literature will be used to guide
our work with patients to reduce the
risk of memory loss through lifestyle
changes, suggest strategies to aid in
recall, and to provide ongoing educa-
tion, support and encouragement
through the aging process.

Evidence-Based
Interventions to Improve
Adherence and Risk
Reduction Outcomes in
Stroke Prevention
Sandra Ireland and Heather Arthur

This presentation will provide a review
of current evidence regarding patient
medication and treatment adherence.
Evidence-based approaches to enhance
adherence that include nurse-led provi-
sion of patient and family counselling,
memory cues, home self-monitoring
and supportive follow-up care will be
discussed. The relationships among
these approaches and patient charac-
teristics linked in a recent study to
achievement of risk factor targets in
secondary stroke prevention will be
explored: self-efficacy, cognition and
self-reported adherence. The results of
an analysis of adherence interview data
will illustrate gaps in patient knowledge
and describe the medication consump-
tion and other adherence characteris-
tics of 77 adult patients with confirmed
transient ischemic attack or stroke and
hypertension and/or diabetes attending
a stroke prevention clinic. The implica-
tions of these results for health promo-
tion planning designed to enhance
patient medication knowledge and
adherence in a stroke prevention popu-
lation will be identified. Opportunities
for post-conference networking among
participants interested in knowledge
transfer research to increase patient
adherence and improved risk factor
management will be explored.

Managing Agitation
Effectively and Consistently
Grace Jokinen and Wendy Blackburn

Agitation is one of the most common, as
well as most challenging manifestations
of moderate to severe brain injury in the
early stages of recovery. A lack of con-
sistency in managing agitation exists

among all members of the interdiscipli-
nary team. Questions are being con-
stantly raised by the care team regarding
the process with regards to the use of
pharmacological agents, restraints and
sitters/observers. It has become appar-
ent there is a lack of formal process with
regards to these aspects of care.

The question of whether or not to pre-
scribe antipsychotics after brain injury
remains controversial. Even when the
decision to prescribe antipsychotics has
been agreed upon, the questions of
which antipsychotic to use, at what
dose, how frequently and when and how
to wean become even bigger questions.

One of the current strategies being uti-
lized in the management of agitation is
the use of sitters/observers. However, it
has become evident there is a lack of
consistency with respect to role respon-
sibilities, who is responsible for order-
ing a sitter and based on what criteria is
that decision being made, as well as
who, when and how do we wean the sit-
ter.

With policies pertaining to least
restraints being implemented in most
health care centres, questions arise
among the health care team with
regards to when a restraint should be
used, which restraint should be used, as
well as when and how do we wean the
restraint from the patient.

It has become evident to our health
care team that we lack formal processes
with regards to the use of antipsychotic
medication, the use of sitters, and the
use of restraints. Formal processes such
as the development of decision algo-
rithms would allow for consistent
objective management of our agitated
patients.

Living with
Oculopharyngeal
Muscular Dystrophy: A
Phenomenological Study
Wilma Koopman and
Jeanie Krause-Bachand

Background: Oculopharyngeal mus-
cular dystrophy (OPMD) is an autoso-
mal dominant form of late-onset mus-
cular dystrophy. Ptosis (droopy eyelids)
and dysphagia (difficulty swallowing)

are the most common presenting
symptoms. The largest cluster to date
has been identified in the French-
Canadian population in Quebec.

Purpose: The purpose of this phenom-
enological study was to describe the
experience of living with OPMD.

Method: Ten participants were solicit-
ed from a neuromuscular clinic in cen-
tral Canada. The interviews were either
in the individual’s home or in a small,
private conference room at the clinic.
An unstructured interview format was
used to solicit the participants’ perspec-
tives of living with droopy eyelids, diffi-
culty swallowing, and a genetic disorder.

Data analysis: Colaizzi’s Method for
analyzing phenomenological research
was used to allow the themes of the
participants’ experiences to emerge and
be described.

Findings: Themes that emerged were:
1. Adjusting to change, 2. Managing
misconceptions, 3. Seeking normality,
4. Facing the future, and 5. Informing
children.

Conclusion: The results of this study
indicate a need for health care workers
to understand the burden of living
with OPMD. Future studies would be
useful to define the quality of life in
this population.

Seizures Post-Stroke:
The Case of Mr. P.
Sheila Koutsogiannopoulos
and Rosa Sourial

There are approximately 50,000 strokes
per year in Canada (Heart and Stroke
Foundation Canada, 2007). Of these,
10% will experience a seizure as a com-
plication of their stroke (Silverman et al.,
2002; Olsen, 2001). Seizures post-stroke
can negatively affect patient outcomes.
Nursing management can help mini-
mize the impact of this complication.

With aging of the population, there is
and will continue to be an increase in
the prevalence of older adults present-
ing with neurological conditions such
as stoke and seizures.

This presentation aims at examining the
relationship between stroke and epilepsy
and guidelines for their management as
described in the evidence-based litera-
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ture. Particular attention will be given to
the special needs of older adults who are
more likely to have multiple medical
conditions, take concomitant drugs and
be sensitive to the adverse effects of the
prescription drugs. A diagnosis of stroke
and seizures further impacts on their
autonomy and quality of life in general.

A clinical case study will highlight how
best care guidelines are translated into
interdisciplinary practice at a tertiary
care university health centre. The nurs-
ing care of a patient/family newly diag-
nosed with stroke and seizures will be
presented, highlighting nursing inter-
ventions to address education, support
and health promotion strategies.

A Pilot Study to
Determine the Transition
Needs of Adolescents and
Adults with Duchenne
Muscular Dystrophy
Kori A. LaDonna, Wilma J. Koopman,
Ricardo Viana, Craig Campbell,
Valerie Schulz and Shannon L. Venance

Introduction: Duchenne Muscular
Dystrophy (DMD) is an inherited, pro-
gressive muscle disorder. Weakness
usually occurs between two and three
years of age. The boys are usually con-
fined to a wheelchair by age 12. Death
occurs secondary to respiratory or car-
diac complications in the late teens to
early twenties. However, Duchenne
boys treated with non-invasive positive
pressure ventilation (NIPPV) are living
longer and now often require transition
to an adult neuromuscular clinic. The
aim of transition is to provide compre-
hensive, appropriate care in a coordi-
nated and uninterrupted manner by
meeting the developmentally appropri-
ate needs of the individual.

Objectives: To assess the physical and
social needs of DMD patients transition-
ing from the pediatric to the adult neu-
romuscular clinic. This information will
be used to develop a transition program.

Methods: DMD patients attending
either a pediatric or adult neuromuscu-
lar clinic, and caregivers identified by
the individuals, were invited to partici-
pate. Participants completed a semi-
structured, qualitative interview
regarding transition, their current and

future physical needs, social relation-
ships, and autonomy. Transcribed
audiotaped interviews were analyzed to
extrapolate emerging themes.

Conclusions: The interviews identify
information about the daily needs and
challenges experienced by DMD fami-
lies. Transition is considered a positive
experience increasing patient autonomy.

Secondary Malignancy
and Post-Operative
Neurosurgical
Complications in an
Immunocompromised
Patient
Wendy MacGregor and Paula Poupore

Survivors of childhood cancer are
thought to face a higher risk of develop-
ing new cancers in early adulthood due
to the effects of chemotherapy and
radiation treatments. These treatments
are also believed to lead to immunosu-
pression, leaving patients highly sus-
ceptible to infection.

Our case study, a 22-year-old male, had
been treated for Hodgkin lymphoma at
age four. He was admitted to our neuro-
surgical department with a large cere-
bellar lesion in the left hemisphere. The
lesion was thought to be an aggressive
lymphoma with a differential diagnosis
of brainstem glioma due to secondary
malignant transformation.

While focusing on the post-operative
complications experienced by our
immunocompromised patient, our pres-
entation will review the immune system
and how it is compromised in a patient
who has received chemotherapy and
radiation treatment. We will also provide
an overview of secondary malignancy
and address the risk of secondary malig-
nancy in survivors of childhood cancer.

Supportive Care Needs
Following an Acute
Stroke: Eliciting the
Caregivers’ Perspective
Laura MacIsaac, Margaret B. Harrison
and Christina Godfrey

Background: Evidence suggests that
inadequate preparation of caregivers of

stroke survivors prior to discharge from
hospital places the caregiver and, ulti-
mately, the stroke survivor at risk for
negative health outcomes. Successful
support strategies are contingent on
capturing the full spectrum of stroke
caregiver needs. A guiding framework
that encompasses the range of needs
and a reliable means to conduct a care
assessment has been identified as a gap
in the stroke research literature
(McCullagh et al., 2005; Brereton et al.,
2000).

Purpose: In preparing for a large-scale
enquiry of continuity with stroke care,
we undertook preliminary work
focused on supportive care for care-
givers during the early hospitalization
period. A synthesis of the research liter-
ature through a systematic review and
analyses of relevant frameworks was
undertaken. The objectives of this
phase with regard to the stroke popula-
tion were to: 1) Determine the type and
range of supportive care needs experi-
enced by caregivers of stroke survivors
and, 2) Develop a synthesis of available
frameworks and assessment tools for
caregivers’ supportive care needs.

In addition to the synopsis of reported
needs, the presentation will include
how we adapted an existing supportive
care framework for use with the stroke
population. Our approach to assess-
ment supporting the comprehensive
needs framework is under development
and preliminary results of the testing
will be presented.

The Other Side of
the World: Nursing in
Guangzhou, China
Kelly MacMillian

With the conception of the Centre for
International Child Health, B.C.
Children’s Hospital has become
increasingly involved with sponsoring
the growth and development of many
pediatric centres in underprivileged
countries such as China and Africa. In
recent years, the neurology department
has been engaged in a partnership with
the neurology program at Guangzhou
Children’s Hospital. Modelling a team
approach, I have had the privilege of
travelling to China with several of our
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physicians. Our goal is to collaborate
with the neurosciences nursing team to
better understand and expand their
current system.

Over the last several years, China has
worked to become more westernized in
their approach to medicine. However, it
has been my experience that the differ-
ences that drive our systems are
immense. The Chinese medical system
is vastly different in structure and phi-
losophy. Many of these differences have
led to ethical and moral dilemmas that
we have faced both individually and as a
team. While our differences have
inevitably presented intense challenges,
our achievements have been, at times,
surprising and encouraging.

The primary goal of this presentation is
to explore the developing relationship
between the two centres. Through dis-
cussion and images, I will present some
of the more specific challenges
encountered in working with the nurs-
ing program in China, as well as some
of the ethical concerns that have been
raised since the inception of this ongo-
ing program.

Intracranial Cysts:
More than Benign Lesions
Arbelle Manicat-Emo, Patricia Rowe,
Nicole Jeffrey and Laura Mendoza

Intracranial cysts are non-tumourous,
fluid-filled lesions that are generally
considered benign in nature. However,
they may give rise to significant neuro-
logical symptoms and deficits. As well,
the size of the cyst, its location, and the
rate at which it grows could make it
quite challenging and difficult to man-
age. This presentation will discuss the
various types of intracranial cysts,
including their pathophysiology, clini-
cal details, radiological findings, and
treatment. Equally important, the fami-
ly’s adjustment with a diagnosis that
may be found incidentally will be
addressed. A case study of a patient
diagnosed with an intracranial
neurenteric cyst and the lengthy road to
recovery, as facilitated by the neuro-
science nursing and medical team, will
be given as an example of the complex-
ity of these lesions.

Vasospasm: Clinical Signs
and Symptoms Still the
Number One Defence
Katherine Mansfield
and Arlene Kimmick

Despite extensive experimental and
clinical research, cerebral vasospasm
continues to be a major contributor to
poor clinical outcome following sub-
arachnoid hemorrhage (SAH).
Vasospasm occurs when residual blood
products from the SAH cause cerebral
vessel walls to go into spasm, narrow-
ing vessel diameter and compromising
cerebral blood flow and oxygenation.
Despite sophisticated diagnostic tools
such as Trans cranial Doppler (TCD),
Magnetic Resonance Imaging (MRI),
Magnetic Resonance Angiography
(MRA), and Computed Tomography
(CT), insidious changes in clinical
presentation are often the first indica-
tor of vasospasm. In order to minimize
the morbidity associated with
vasospasm, prompt detection and
intervention is needed. Thorough neu-
rological assessment allows for early
identification of cerebral vasospasm
and initiation of interventions and
treatments in a timely fashion
(Doerkson, Naimark, 2006). More
emphasis placed on the critical nursing
assessment may identify these early
subtle clinical changes and improve
outcomes for this patient population.

The presentation will be a detailed
review of the pathophysiology of
vasospasm, current and emerging diag-
nostic and treatment modalities, and
emphasize the key role of the neuro-
science nurse in identifying and acting
on these early and often understated
changes.

St. Michael’s Hospital
ThinkFirst, PARTY Later…
Injury Prevention
Program—An
Ethnographic Approach
Julie Mauceri, L. Butorac,
A. Wires and S. Canzian

Background: St. Michael’s (SMH)
Think First, PARTY Later… (TFPL) is
an in-hospital interactive injury pre-

vention program designed for high
school students. Students and teachers
engage with the following representa-
tives: critical care and trauma nurses
and physicians, Toronto Police Services
(TPS), Mothers Against Drunk Driving
(MADD) and an individual who has
sustained a head or spinal cord injury.
Based on results of an on-site qualita-
tive study demonstrating change in atti-
tudes towards risk-taking behaviours
following participation in TFPL pro-
grams, an ethnographic study was com-
pleted to explore the experiences of stu-
dents participating in TFPL.

Study design: The primary data source
was participant observation including
student interactions with each other,
program faculty, and TFPL program
delivery components. An ethnographic
approach involving 154 high school stu-
dents enabled researchers to collect
contextual information that generated
new observations. Field notes obtained
were reviewed by principal investigators
and categorized into observed patterns.

Results: Common findings included
objectivity of students prior to program
delivery. Prominent high-impact points
during hospital tours were noted in stu-
dents and during emotional deliverables.
During interaction with injured individ-
uals, quietness overcame the group and
heightened awareness of physical deficits
and slowed mentation of speaker.

To our best knowledge, this is the first
study focusing on student observations
during delivery of an injury prevention
program. The commitment and dedica-
tion of TFPL program delivery is criti-
cal. Further research utilizing a follow-
up focus group will help validate the
information derived from the two data
sources.

“My Head is Killing Me”
Cerebral Venous Sinus
Thrombosis: An Update
Shannon Nearing

Cerebral venous sinus thrombosis
(CVST) is a rare, diagnostically chal-
lenging and potentially fatal cere-
brovascular disorder. Dissimilar to arte-
rial stroke, it is an entity more com-
monly seen in young adults (particular-
ly women) and children.
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Headache is the most commonly
reported symptom of CVST. Cerebral
venous sinus thrombosis may present
with a vague and slow, progressive
decline in neurological function.
Alternatively, acute neurological deteri-
oration may be seen in cases of exten-
sive thrombosis. While it is not uncom-
mon for the physical exam to be unre-
markable, any number of focal neuro-
logical deficits may be present.

In this presentation, the author will
review: the pathogenesis, clinical mani-
festations/presentation, causes and risk
factors for CVST. Treatment options
and the implications for nursing prac-
tice will be discussed. The view is to
provide the neuroscience nurse with
essential information, which will be of
benefit when communicating with, and
educating patients and their families
with respect to a diagnosis of CVST.

Gamma Knife Surgery
for AVMs: Slow but
Steady Treatment
Janice Nesbitt

Arteriovenous malformations (AVMs)
are congenital venous anomalies that are
usually only found once serious symp-
toms arise. Patients can suffer quite debil-
itating disabilities as a result of a sponta-
neous cranial hemorrhage, seizures or
complications from surgery. In many
cases, the area of the brain to be operated
on is very specific to motor function or
vision, or the AVM may even be in a loca-
tion that is inoperable. Gamma Knife
Radiosurgery (GKS) allows for treatment
without the risks of surgery.

GKS permits patients to undergo a sin-
gle-day treatment rather than a lengthy
surgery, allowing them to return to their
usual activities in a few days rather than
a few weeks or months. Being physical-
ly more comfortable and having a short-
er recovery time, the burden of stress to
the patient is also much less. GKS saves
time related to nursing care and the
hospital space required. Nursing pro-
vides long-term, outpatient support to
these individuals post-operatively. This
is key at a time when nurses and hospi-
tal beds are at a premium. This presen-
tation will give a brief review of arteri-
ovenous malformations and Gamma
Knife Surgery. Case studies and the role
of the nurse will also be reviewed.

Nausea and Vomiting:
Is it a Problem for
Children after Posterior
Fossa Craniotomy?
Susan M. Neufeld, Belinda Dundon
and Herta Yu

The successful management of nausea
and vomiting is a fundamental part of the
multidisciplinary care of children after
neurosurgery. From clinical observation,
children who have undergone posterior
fossa surgery appear to be at risk for long-
lasting, severe, and unremitting nausea
and vomiting. This clinical observation
has not been substantiated by any
research. To develop protocols for pre-
venting and treating nausea and vomit-
ing after posterior fossa surgery, we need
to describe the extent of the problem and
the characteristics of those children who
experience nausea and vomiting. We will
present the results of our six-year retro-
spective chart (March 2001–March 2007)
audit of 249 children in order to elucidate
the extent of the problem of post-opera-
tive nausea and vomiting in this vulnera-
ble group of children. Recommendations
include: the development of clinical
practice guidelines that take into account
the risk period for these children; knowl-
edge dissemination that targets those
who prescribe post-operative antiemet-
ics and those who provide post-operative
care; and the study of the effectiveness of
multimodal anti-emetic strategies for the
prevention and treatment of nausea and
vomiting after posterior fossa surgery.

Moving Evidence
into Practice to
Improve Safety and
Nursing Practice
Patricia O’Connor

Background: In 2004, we became a
national Spotlight Organization for
implementation of BPGs. In 2005, a
study was funded to examine outcomes
six months post implementation.
Following piloting, this study, designed
within the PARIHS model, was conduct-
ed. Many factors influence the “uptake”
of recommended practices, but there is
limited evidence about what changes in
practice actually occur, whether patient
outcomes are improved, what factors
influence “success.”

Purpose: To describe the impact of
implementation of best practice guide-
lines on patient outcomes (falls, pres-
sure ulcers and pain) and nursing prac-
tice, and describe the factors influenc-
ing implementation in a five-site teach-
ing hospital.

Methods: Sample consisted of 1,080
patients and all nurses on a total of 32
in-patient units. Non-equivalent con-
trol group pre-test-post-test design, tri-
angulating methods and data sources
(18 implementation and 14 comparison
units). Multiple practice change and
patient indicators measured at baseline
and six months post-completion of the
implementation. Measures of safety cli-
mate and perceived organizational sup-
port included.

Results: Moderate to high levels of
practice improvements on 15/17 imple-
mentation units. Improved patient out-
comes occurred with falls and pain
management. Units with high practice
change improvements had significantly
higher rating of safety climate and per-
ceived organizational support.

Implications for practice: Dedicated
resources, infrastructure, champions at
multiple levels are key. Bedside to
board involvement is essential. BPGs
are valued by staff.

Primary Angiitis
of the Central Nervous
System (Central Nervous
System Vasculitis):
Diagnosis, Treatment,
and Nursing Implications
Breeda O’Farrell

Vasculitis, a disorder characterized by
inflammation of the blood vessel wall,
can target many organs including the
brain. However, primary angiitis of the
central nervous system (PACNS) is a
localized vasculitis confined to the cen-
tral nervous system. PACNS was first
described in the 1950s but, over the
past 30 years, has been increasingly
reported in the literature. PACNS is a
rare condition that may present with
focal or diffuse symptoms, including
headache, paresis, decreased cognition,
decreased consciousness, behaviour
change, and seizure. Investigations for
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PACNS include magnetic resonance
imaging, lumbar puncture, cerebral
angiography, and brain biopsy, yet,
despite these investigations, the diag-
nosis of PACNS remains difficult.
Treatment includes corticosteroids and
cytotoxic agents such as cyclophos-
phamide, and patient outcomes are
favourable with approximately 50%
having complete recovery (Calabrese,
Furlan, Gragg, & Ropos, 1992). Nursing
implications include patient and family
education and preparation for tests,
procedures, and treatments.

Morphine Infusions after
Cranial Surgery in
Children: A Retrospective
Analysis of Safety and
Efficacy
Christine Ou, Sarah Kent,
Amy Hammon, Daniel Warren
and Tim Bowen-Roberts

Introduction: Morphine infusions are
avoided after cranial surgery due to
concerns of masking neurological dete-
rioration and because cranial surgery is
considered less painful than other sur-
gical procedures. Studies indicate that
up to 60% of patients experience mod-
erate to severe pain after craniotomies.
We assessed the efficacy and safety of
intravenous morphine use outside the
intensive care unit (ICU) following cra-
nial surgery in children.

Methods:A case series was collected via
retrospective analysis of medical records
for 71 children. The patients underwent
either cranial reconstruction (2002–2007)
or supratentorial/infratentorial cran-
iotomies (2005–2007) at British
Columbia’s Children’s Hospital.
Comparison was made between patients
receiving a continuous morphine infu-
sion (CMI) and patients receiving aceta-
minophen and codeine to assess for pain
control and adverse events.

Results:Thirty-seven children received
CMI on the unit (30 cranial reconstruc-
tion and seven craniotomy), while 34
(10 cranial reconstruction and 24 cran-
iotomy) received acetaminophen and
codeine. There was not a statistical dif-
ference in pain control or adverse
events (nausea and vomiting, respirato-
ry depression, and excessive sedation).

Conclusions: These findings suggest
that CMI is a safe treatment option.
Adequate observation enables nurses to
safely administer CMI for children fol-
lowing cranial surgery on a surgical
unit setting.

Discharge Management
of an Adolescent Female
with Medulloblastoma
and Posterior Fossa
Syndrome: A Case Report
Lisa Pearlman, Kerry Hunter
and Alison McVittie

Posterior fossa syndrome (PFS) is
reported as a constellation of neurolog-
ical, behavioural and psychological
symptoms occurring in pediatric
patients following resection of posteri-
or fossa brain tumours. PFS has been
documented to represent approximate-
ly 20% to 30% of pediatric patients fol-
lowing tumour resection in the posteri-
or fossa. The clinical presentation of
PFS typically includes cerebellar
mutism, ataxia, emotional lability,
decreased initiation of speech and vol-
untary movements, bulbar dysfunction
and bilateral hemiparesis. PFS may
occur following surgical resection of a
cerebellar astrocytoma, ependymoma,
and/or medulloblastoma. Pediatric
patients with medulloblastoma are
more susceptible to developing PFS and
present with more severe deficits. The
intent of this presentation is to (1)
explore the case of a 16-year-old ado-
lescent who presented with PFS follow-
ing surgical resection of a fourth ventri-
cle medulloblastoma, and (2) identify
the complexity of her discharge as we
transitioned her from hospital to home
with significant neurological and func-
tional disability. A family-centred, evi-
dence-based framework was used to
guide the discharge management
process to facilitate transition and to
foster community engagement.
Elements of this framework will be pre-
sented. The presentation will also pro-
vide an overview of PFS including etiol-
ogy, pathophysiology, risk factors, pre-
senting symptomatology and long-term
neurological and psychosocial out-
comes.

A Two-Week
Intrathecal Baclofen
Placebo-Controlled Trial:
An Innovative Approach
to Determine Baclofen
Pump Eligibility
Mary Ann Regan and Diny Warren

Patients being considered for intrathe-
cal (ITB) therapy must have spasticity of
cerebral or spinal origin that is unre-
sponsive to more conservative measures
such as oral medications. The patient,
care providers and health care team
must agree that the degree of spasticity
present and its effects on function and
quality of life warrant consideration for
ITB. The patient must have clear and
realistic goals that may be met by a
decrease in spasticity from ITB. Once
selected, a screening test is required to
confirm the patient will benefit from
therapy. A bolus intrathecal injection of
Baclofen is administered by lumbar
puncture and the patient’s response is
monitored over several hours.

Using a case study approach, this pres-
entation will focus on the rationale,
goals, implementation and results of a
two-week ITB placebo-controlled trial
using an external pump. A brief review
of spasticity and the role of ITB therapy
will be provided. The collaboration
between neurology, neurosurgery and
rehabilitation staff at two facilities,
which was required to allow for the
trial, will be emphasized.

The Challenges of
Offering Holistic Care
to a Child with Krabbe’s
Disease: A Case Discussion
Elissa Remmer

Infantile globoid cell leukodystrophy,
or Krabbe’s disease, is a rare and fatal
neurodegenerative disease that affects
infants and children. Two forms, dis-
tinguished by age of onset, are
described in the literature. The more
severe form is generally diagnosed in
infants before the age of six months.
The disease is notable for increasingly
severe, intractable irritability and
painful peripheral neuropathies in
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babies who are also showing progres-
sive developmental regression. Baby
K., an infant diagnosed with Krabbe’s
disease at the age of six months, suf-
fered from symptoms such as profound
irritability, hypersensitivity to touch,
and persistent and painful gastroe-
sophageal reflux. These issues and oth-
ers made K.’s daily care extremely chal-
lenging. Throughout her four-month
stay on a pediatric neurological hospi-
tal ward, the responsible health care
team struggled with ensuring her com-
fort and easing her pain. The diagnosis
of Krabbe’s disease was devastating to
K.’s family, and the multidisciplinary
health care team members worked
together to provide them with
resources and support in a holistic
manner. The difficulties encountered
and the approaches used during K.’s
stay in hospital, from diagnosis until
death, will be described and discussed
in the context of existing literature.

Thoracolumbar Fractures:
Assessment,
Management and
Nursing Care
Angela Sarro

Thoracolumbar fractures are one of the
most common areas of injury to the
axial spine. A wide variety of clinical
presentations and injury patterns are
encountered. Understanding the mech-
anisms of these injuries can help one
proceed with appropriate care and
management. The three-column
anatomical classification theory
devised by Denis (1983) is useful in
assessing the type and severity of injury.
A review of spinal anatomy, biome-
chanics of injury and classification of
thoracolumbar fractures will assist one
in the appropriate management and
care of these individuals. This paper
will review the general principles of
evaluation and treatment of thora-
columbar trauma.

Neuro-Oncology Ethics:
To Treat Or Not To Treat?
Brenda Won and Suzanne Steenburgh

At B.C. Children’s Hospital, approxi-
mately 30 new brain tumours are diag-
nosed every year. Recently, one of these

cases brought up the ethical question of
whether treatment was, in fact, the best
option.

The case involves a three-month-old
patient who was born prematurely to a
mother with an underlying psychiatric
disorder and who admittedly took ille-
gal substances throughout her preg-
nancy. An MRI revealed significant
hydrocephalus with a mid-line posteri-
or fossa tumour suggestive of a medul-
loblastoma with extensive nodularity.
This patient has a multitude of prob-
lems including a cleft lip and palate,
bilateral pelvicaliectisis, a heart
arrhythmia, blindness, hearing loss and
has not met any developmental mile-
stones as of yet.

The majority of otherwise healthy chil-
dren with this diagnosis would choose
to receive therapy to treat this tumour.
However, in this case, we recommend-
ed palliation. Did our biases colour our
recommendation in this situation? How
was the hospital ethicist involved? Did
we do right by the patient and family?
How has the decision affected the nurs-
ing staff?

Introduction to the
Many Faces of PHACES
Ivanna Yau and Anita Allen

PHACES is an acronym that describes
an under-recognized neurocutaneous
disorder that is associated with large
segmental hemangiomas of the face
and at least one of the following anom-
alies: posterior fossa malformation,
arterial cerebrovascular anomalies, car-
diovascular defects, eye abnormalities,
and sternal defects. Although the etiol-
ogy and pathogenesis of PHACES is
still unknown, children with this syn-
drome are at an unusually high risk of
early stroke. This is likely due to the
anomalies found in the cerebrovascular
arterial system, which appears to be the
most common noncutaneous concern.
This is manifested as a tortuosity and
narrowing/occlusion of the internal
carotid and/or proximal large cerebral
arteries, which can be congenital or
progressive in nature. Delayed diagno-
sis of this syndrome is in part due to the
benign nature of most hemangiomas.
Neurological symptoms are also quite
subtle in early childhood, which can

present as developmental delay,
headache or seizures. Management
includes serial neuro-imaging to be able
to identify progressive cerebral vascular
changes early, and early prevention
therapy to reduce risk of ischemic
stroke.

Case studies will be used in this presen-
tation to review current literature as it
pertains to the diagnosis, epidemiology,
clinical manifestations, treatment and
future directions of PHACES syn-
drome. We will discuss impact of care
on these children and families with
emphasis on prevention and family-
centred care.

Gauging Your Moral
Compass to Guide Care
Delivery to Meet the Best
Interests of the Child:
A Case Study Approach
Maria Zak, Valerie Chan
and Jane McCabe

Do no harm, the obligation to do good,
ensuring equity and equality of care,
supporting trusting relationships,
respect for autonomy, and acting in
accordance with moral laws. These are
some of the ethical precepts that guide
neuroscience nurses in their approach
to the provision of care to children and
their families. But what happens when
the course of treatment is unclear?
What if parents do not adhere to the
prescribed treatment? Who decides
whether the treatment is in the best
interest of the child? What are the best
interests of the child? This presentation
will use a case study to address the issue
of the legal and ethical maxim that the
best interests of a child are paramount
in the content of parental non-adher-
ence to prescribed treatment for a child
with medically refractory epilepsy. The
audience will be engaged in a discus-
sion about whom, and how one decides
what is in the best interest of the child
in the case study while employing the
basic principles of medical ethics in
their decision-making. The study will
conclude with a suggested approach to
help neuroscience nurses deal with a
similar ethical dilemma should they
encounter one in their respective prac-
tice settings.
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To Treat or Not To Treat…
When Patients Have
No Voice
Claudia Zanchetta and Caroline Allaire

Neurosurgical teams are often confront-
ed with ethical dilemmas in their daily
practice. It is vital for teams to be well-
versed in the ethical and legal implica-
tions surrounding decision-making for
patients who are incapable of expressing
their wishes or needs for care.

This case study will review one such sit-
uation. Mr. C. was an elderly gentleman
admitted emergently to our hospital in
an unconscious state with a subdural
hematoma (SDH). The circumstances
became more complex when it was dis-
covered that Mr. C. had no one to speak
for him. The process surrounding Mr.
C.’s plan of care and treatment deci-
sions was a lengthy and difficult one.
Our team struggled with how to
approach the situation in a timely man-
ner, while still ensuring the best care for
our patient.

The legal and ethical issues in this case
will be explored with audience partici-
pation. The patient’s presentation and
social situation will be reviewed. We
will then examine the many challenges
the team faced in making specific treat-
ment decisions for Mr. C. These includ-
ed clarifying the process of assigning a
Power of Attorney (POA) versus Public
Guardian Trustee (PGT), financial
implications, and determining an
appropriate and ethical plan of care.

Our case study is certainly not a unique
situation, but we hope the discussion
will aid other practitioners in their own
practice when confronted with similar
circumstances.

Salt or No Salt? Easy Ways
to Distinguish between
DI, CSW and SIADH
Lisa Zoppas and
Martine de Saint Sardos

Fluid and electrolyte imbalances are
frequently encountered not only in

patients who have undergone neuro-
surgery for intracranial processes, but
are also common in neuroscience
patients who have not undergone surgi-
cal procedures. It can be confusing and
challenging for the neuroscience nurse
to differentiate between diabetes
insipidus (DI), cerebral salt wasting
(CSW), and syndrome of inappropriate
antidiuretic hormone (SIADH).
Awareness of the etiology and patho-
physiology of these electrolyte imbal-
ances is required to ensure appropriate
clinical management and avoid delete-
rious outcomes.

A comprehensive review of the patho-
physiology, etiology, diagnosis, nursing
management and current treatments
strategies will be provided. Using
analogies and visual aids, detailed
descriptions and explanations will be
given, assisting nurses to easily distin-
guish and remember the difference
between these three electrolyte distur-
bances. Vignettes will also be utilized to
allow learner application of new knowl-
edge.

Self-Efficacy in
Headache Management:
A Quasi-Experiment
Suzanne Basiuk

Future Trends in Spine
Surgery: Exploring
Nursing Care of the
Minimally Invasive Spine
Surgery Patient
Melodie Belliveau and Raleen Murphy

The Use of Hypertonic
Saline in the
Management of
Hyponatremia Post
Traumatic Head Injury
Michelle Blagdon and Debbie White

Addressing the
Educational Needs of
Stroke Survivors and
Their Families
Jana-Lee Breton and RhondaWhiteman

Endovascular Treatment
of Cerebral Aneurysms
Patricia Campbell

Hyperglycemia’s Effect on
Outcome in Patients with
Traumatic Brain Injury
Patricia Campbell

Hypertensive
Encephalopathy:
A Neuro Emergency
Patricia Campbell

Managing Ongoing
Change: Restoring Self-
Care Behaviours of
Spouses Caring for
Significant Others with
Alzheimer’s Disease
Karen Furlong

Quality of Life and
Oculopharyngeal
Muscular Dystrophy
Wilma Koopman, Jeanie
Krause-Bachand, Kori A. LaDonna
and Shannon L. Venance

Benefits of a Deep Brain
Stimulation (DBS) Support
Group: Initial Impressions
Joanne Malenko

CANN Scientific Sessions
Poster presentations
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Abstract
In their practice of post-operative neurosurgical care, nurses fre-
quently encounter the problem of post-operative nausea and
vomiting (PONV). Knowledge of risk factors for PONV can help
nurses to identify groups of patients who may encounter PONV
and develop related therapeutic guidelines. The purpose of this

systematic review was to identify and summarize risk factor
research for PONVafter neurosurgical procedures. Of 272 papers
identified through a systematic search, 13 studies met the criteria
for this review. These studies varied considerably in their out-
comemeasurements, risk factors studied, and target populations.
The timeframe of observation (for prospective studies) or chart
review (for retrospective studies) ranged from one hour after sur-
gery to the entire length of the hospital stay. For these reasons, it
was difficult to compare results among the studies. Overall, the
methodological quality of the studies was fair, with few studies
controlling for confounders and many with limited explanations
of how the risk factors and/or outcomes were measured. Despite
these limitations, many authors looked at unique risk factors for
neurosurgical patients such as location of surgery (i.e., infraten-
torial versus supratentorial), awake versus general anesthesia,
and use of fat grafting for cerebral spinal fluid leak in transsphe-
noidal procedures. The findings may challenge traditional think-
ing about risk factors for PONV and guide future studies.

The management of post-operative nausea and vomiting
(PONV) is an important, but challenging component of neuro-
surgical nursing care. PONV may cause fluid and electrolyte
imbalance, airway compromise, suture tension and dehiscence,
venous hypertension, and bleeding (Scuderi & Conlay, 2003). For
neurosurgical patients, increased intracranial pressure during
retching and vomiting may also pose a significant threat to their
post-operative recovery (Fabling, Gan, Guy, Borel, el-Moalem,
& Warner, 1997). Efficacious interventions are therefore needed
for prevention and treatment of PONV in this patient popula-
tion to decrease the potential for further adverse events and to
increase patient comfort after neurosurgical procedures.

Due to the complex nature of PONV, it is widely recognized that
multidisciplinary and multimodal interventions are necessary to
effectively prevent and treat PONV. These practices may
include the choice of anesthetic techniques, administration of
peri-operative antiemetics and/or dexamethasone, hydration
strategies, effective pain management, and complementary
medicine interventions (American Society of PeriAnesthesia
Nurses, 2006). Some practices, such as the use of a combination
of antiemetics, may carry with them the potential for medica-
tion-related side effects and increased institutional costs. It is
important, then, to target interventions to those at highest risk
for PONV and/or those who would suffer from related deleteri-
ous effects (Gan, Meyer, Apfel, Chung, Davis, Eubanks, et al.,
2003). Knowledge about risk factors helps health care providers
navigate the course of a disease or condition, promotes
informed treatment decisions (Hayden, Cote, & Bombardier,
2006), helps guide research design, and may even add insight
into mechanisms of disease (Altman & Lyman, 1998).

What are the risk factors for nausea
and vomiting after neurosurgery?
A systematic review
By Susan M. Neufeld and Christine V. Newburn-Cook

Quels sont les facteurs de risque reliés
aux nausées et vomissements à la suite
des procédures neurochirurgicales?
Une revue systématique

Résumé
Dans la pratique du nursing neurochirurgical en phase
postopératoire, les infirmières doivent souvent traiter les
patients pour nausées et vomissements (NVPO). Une
meilleure connaissance des facteurs de risque des NVPO
pourraient aider à identifier les groupes de patients à risque
élevé et permettrait de développer des méthodes de traite-
ment. Le but de cette revue systématique était d’identifier et
regrouper les résultats des recherches faites sur le sujet
(Nausées et Vomissement Post-Opératoires) parmi les
patients ayant subi une procédure neurochirurgicale. Parmi
les 272 publications identifiées au cours de la recherche systé-
matique, 13 rencontraient les critères recherchés. Les résul-
tats de ces études variaient considérablement ainsi que les
types de facteurs de risque évalués et les types de populations
ciblées. La durée de la période d’observation des patients en
phase postopératoire (pour les études prospectives) et la revue
des dossiers (pour les études rétrospectives) variait entre une
heure après la chirurgie jusqu’à la durée entière du séjour à
l’hôpital. Ceci a créé des difficultés au moment de comparer
les résultats de toutes ces études. En fait, la qualité de la
méthodologie des études était moyenne avec peu de contrôle
sur les facteurs confondants. De plus, plusieurs études n’ont
pas précisé comment les facteurs de risque et les résultats ont
étémesurés.Malgré ces omissions, plusieurs auteurs ont iden-
tifié des facteurs de risque qui se rapportent plus particulière-
ment à la neurochirurgie tels que: le site opératoire (infraten-
toriel vs. supratentoriel), une anesthésie locale ou générale et
l’usage de greffon pour contrôler l’écoulement du liquide
céphalo-rachidien lors des procédures trans-sphénoïdales.
Ces révélations pourraient soulever un défi aux croyances
traditionnelles envers les facteurs de risque pour nausées et
vomissements postopératoires en neurochirurgie. Elles peu-
vent aussi susciter de nouvelles études sur le sujet.
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While a recent systematic review by Gan (2006) has played an
important role in determining what is currently known about
PONV overall, neurosurgery is only identified as a potential
risk factor in this review. Risk factors such the location of sur-
gery, fluctuating intracranial pressures, and/or the need for
cerebral spinal fluid management are unique to neurosurgical
patients and warrant separate study in this population.
Audibert and Vial (2004) reviewed incidence and risk factors
for PONV in neurosurgery, but their report did not have the
rigour of a systematic review; nor did they evaluate the
methodological quality of the research for studies included in
their review. Therefore, we conducted a systematic review to
identify what is currently known about the risk factors for
PONV in neurosurgery and included recently published stud-
ies, as well as a methodological quality assessment of the stud-
ies selected for inclusion.

Methods
Selection of studies
We conducted a systematic search to identify relevant prog-
nostic studies of PONV in neurosurgery. The search filters for
best sensitivity to detect prediction studies (Wong,
Wilczynski, Haynes, & Ramkissoonsingh, 2003) and prognos-

tic studies (Wilczynski & Haynes, 2004) were combined to
complete the search. A search for unpublished literature
included Online Computer Library Center Conference Paper
and Proceedings Indexes, Dissertation Abstracts, and Google
Scholar. To complete our search, we crosschecked the refer-
ences in the retrieved papers and used SCOPUS to explore
articles that cited the retrieved articles.

The selection of studies involved two steps. First, both authors
independently screened the preliminary electronic search
results by title and abstract to exclude studies that clearly did not
fit the selection criteria and to identify potentially relevant arti-
cles. Second, the full text of the articles that one or both review-
ers identified as potentially relevant were retrieved and
reviewed for the final selection. This procedure was repeated for
the references in the retrieved articles and their citing articles.
Any disagreements were resolved by discussion and consensus.

Inclusion and exclusion criteria
Studies were included in the systematic review if associations
between one or more risk factors and the occurrence of post-
operative nausea and/or vomiting in neurosurgical patients
were explored. As suggested by Altman (2001), clinical stud-
ies of predictive variables, epidemiological studies of aetiolo-
gy, and epidemiological studies of risk factors were all consid-

Studies identified from electronic search of published literature (n=263)

Potentially relevant studies identified from the grey literature screen (n=3)

Papers excluded on the basis of title
and abstract (n=248)

Primary reason:
 Case studies or case series (n=97)
 Not related to neurosurgery (n=69)
 Review articles (n=41)

RCTs of interventions (n=21)
Neurosurgical study but PONV
not an outcome (n=20)

Grey literature published and related
article with same data extracted (n=2)

Papers Retrieved for More Detailed Evaluation (n=21)
 From Initial Search (n=15)
 From Reference Lists of Retrieved articles (n=3)
 From Citing Articles of Retrieved Articles (n=1)
 Authors’ own libraries (n=2)

Papers excluded after a full text review:
 Review Article (n=2)
 Sa mple not neurosurgical (n=1)

Not a study of risk or prognosis (n=1)
 PONV not measured (n=4)

Total Studies included in Systematic Review (n=13)
(91% Agreement)

Figure 1. Flow diagram of search findings.
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ered. Studies could be prospective or retrospective. Studies
were also included regardless of the location of the neurosur-
gical procedures considered (supratentorial, infratentorial,
spinal). Craniofacial surgery, disc surgery, and traumatic brain
injury studies were excluded, as were randomized placebo-
controlled trials of interventions, case studies of individuals,
and case series of less than 20 participants.

Study outcomes
The primary study outcome needed to include at least one
measure of nausea or vomiting (or together as in PONV) as a
primary outcome. The use of rescue antiemetics was consid-
ered a secondary outcome. To ensure accuracy, we independ-

ently extracted the data using a standardized form. We sought
to extract 95% confidence intervals (CI) if they were reported
in the manuscript; otherwise, we extracted the reported prob-
ability of Type I error (i.e., p < .05 means there is less than a 5%
chance that the statistical finding is not true). The first author
identified and resolved any discrepancies in data extraction.

Assessment of methodological quality
To assess the methodological quality of the selected studies
we used the guidelines proposed by Hayden, Cote and
Bombardier (2006) for assessing quality in prognostic studies.
These authors included six areas of potential bias for prog-
nostic studies in their guidelines: study participation, study

Table 1. Description of Studies

Reference Location Target Study Design Sample Length Inclusion Exclusion
of Study Population Size of Study Criteria Criteria

Kramer United Adult and Retrospective 56 3 years Adults and children after None specified
et al. States pediatric study of insertion of intracranial
(1994) intracranial consecutive electrodes (including depth

monitoring patients electrodes, subdural grids,
subdural strips or both)

Quiney United Adult and Prospective 52 3 months All patients (adults and None specified
et al. Kingdom pediatric study of children) undergoing
(1996) craniotomy consecutive elective craniotomy who

patients. were fully conscious,
cooperative, and oriented at
30 minutes post-operatively

Fabling United Adult Retrospective 199 18 months Age 18–70 years Burr holes
et al. States craniotomy study of Elective craniotomy
(1997) consecutive ASA Status 1–4

patients

Manninen Canada Adult Prospective 431 4 months Age > 18 years Functional
et al. neurosurgery study of Neurosurgery surgery
(1999) consecutive Chronic pain

patients surgery

Manninen Canada Adult Prospective 187 1 year Craniotomy for In final risk
and Tan craniotomy study of (total) tumour resection factor analysis,
(2002) for tumour consecutive procedures > 6

patients hours were
excluded

Irefin United Adult Prospective 128 Not Elective craniotomy for Brain biopsy
et al. States craniotomy study of specified tumour or spinal surgery
(2003) for tumour and consecutive > 3 hours duration

spinal surgery patients
> 3 hours

Leslie Australia Adult Prospective 200 Not Age ≥ 18 years Emergency surgery
et al. neurosurgery study of specified Elective neurosurgery Limited English
(2003) consecutive under general anesthetic Not expected

patients Admitted at least 1 to cooperate
post-operative night Expected

intubation
ASA IV or V

Table 1 continued on page 26…
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attrition, prognostic (risk) factor measurement, outcome
measurement, confounding measurement and account, and
statistical analysis. For each area of potential bias, Hayden et
al. provided items to consider when determining the extent
that the potential bias was limited. The items that were rele-
vant for the studies in this systematic review were compiled.
Using this tool, we independently reviewed each of the select-
ed studies for methodological quality and resolved discrepan-
cies through discussion and consensus. The final result
enabled an examination of how well bias was addressed in
each study and areas that overall were not well-addressed.

Results
The results of the systematic search for relevant articles are
summarized in Figure 1. There were 15 titles and abstracts
identified as potentially relevant from 266 titles obtained from
the computerized search. Five additional studies were identi-
fied through cross-checking the reference lists of included
articles (Park, Gleason, Madsen, Goumnerova, & Scott, 1997;
Quiney, Stoneham, & Walters, 1996), citing articles (Leslie,
Troedel, Irwin, Pearce, Ugoni, Gillies, et al., 2003), and the

authors’ own libraries (Stieglitz, Samii, Kaminsky,
Gharabaghi, Samii, & Ludemann, 2005; Manninen, Raman,
Boyle, & El-Beheiry, 1999). Of the 21 studies retrieved for full
text review, 13 studies met the final inclusion criteria with
91% agreement between the two authors. Of the excluded
studies: four did not have a measure of post-operative nausea
and/or vomiting (Gokalp, Yuceer, Arasil, Deda, Attar,
Erdogan, et al., 1998; Peretta, Ragazzi, Galarza, Genitori,
Giordano, Mussa, et al., 2006; Park, Gleason, Madsen,
Goumnerova, & Scott, 1997; Skucas & Artru, 2006); two were
review articles (Audibert & Vial, 2004; Leslie & Williams,
2005); one study did not examine any risk factors for post-
operative nausea and/or vomiting (Taghipour, Zamanizadeh,
& Judaki, 2004); and, one focused only on vertebral discecto-
my (Chillemi, Sinardi, Marino, Mantarro, & Campisi, 2002).

The characteristics of the included studies are summarized in
Table 1. All of the studies were single-site with sample sizes that
ranged from 52 to 877. Six studies were prospective and seven
were retrospective. Study samples varied from being broadly
noted as adults requiring neurosurgery to those requiring a

Kurita Japan Adult Retrospective 178 Not Age > 18 years None specified
et al. craniotomy study of specified Craniotomy for tumour
(2004) for tumour consecutive

patients

Stieglitz Germany Adult Retrospective 97 2 years Adults aged 18–73 years Neurofibromatosis
et al. vestibular study of Vestibular schwannoma Type 2
(2005) schwannoma consecutive surgery Recurrent tumour

surgery patients

Flynn and United Adult Retrospective 877 6 years, Same surgeon None specified
Nemergut States endonasal study of 5 months Endonasal transsphenoidal
(2006) transsphenoidal consecutive technique

surgery patients

Meng and United Adult Retrospective 185 5 years Age 18-65 years More than one
Quinlan States retromastoid study of Retromastoid craniectomy craniotomy
(2006) craniectomy consecutive with microvascular procedure

with patients decompression of
microvascular cranial nerves
decompression ASA Status 1–3
of cranial
nerves

Meng, United Minimally Retrospective 258 5 years All patients undergoing None specified
Lasica States invasive study of minimally invasive cranial
et al. cranial surgery consecutive surgery (trans-nasal
(2006) patients procedures for

hypophysection and skull
base tumour resection).

Wong China Adult Prospective 145 1 year Adults None specified
et al. neurosurgery study of Elective neurosurgery
(2006) with total consecutive Total intravenous

intravenous patients anaesthesia
anaesthesia

ASA Status=American Society of Anesthesiologists’ Physical Status Classification System

…Table 1 continued from page 25
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Table 2. Measurement of Outcome Variables

Reference Time Period Outcome and reported measurement Level of
Analysis

Kramer Duration of electrode Nausea: Nausea charted in medical records Bivariate
et al. monitoring after Vomiting: Vomiting charted in medical records and combined
(1994) 24 hours post-operatively with nausea in the analysis

Quiney First 24 hours PONV: Patient rating every two hours. Three point scoring system: Ordinal
et al. after surgery 1=No nausea
(1996) 2=Moderate nausea

3=Severe nausea or vomiting
The maximum score over two consecutive time periods was recorded

Fabling First 48 hours Nausea: An episode of nausea if charted in the nursing notes Bivariate
et al. post-operatively Emesis: An episode of retching if charted in the nursing notes
(1997) or vomiting if charted in the fluid balance records

Rescue Antiemetics: Administration of an antiemetic if
charted on the medication records

Manninen First 4 hours Nausea: Documented on a standardized form Bivariate
et al. (1999) post-operatively Vomiting: Documented on a standardized form

Manninen First 4 hours, 4–24 hours Nausea: Frequency of nausea from observation and Bivariate
and Tan and >24 hours documentation from chart review
(2002) post-operatively Vomiting: Frequency of vomiting from observation and

documentation from chart review
Rescue Antiemetics: Frequency of administration of antiemetics

Irefin et Report results only Nausea: Frequency of nausea in 15-minute intervals Bivariate
al. (2003) the first 2 hours Emesis: Not clear if frequency of emesis is measured or whether

post-operatively or not it is considered together with nausea in the analysis

Leslie et Post-operative day one Nausea: Patient report of nausea in questionnaire Bivariate
al. (2003) Vomiting: Patient report of vomiting in questionnaire

Kurita et First 24 hours PONV: Nausea and vomiting combined into one variable Bivariate
al. (2004) post-operatively

Stieglitz Entire post-operative Nausea: Subjective nausea (not specified how measured) Continuous
et al. hospitalization Vomiting: Vomiting (not specified and included/interchanged (length
(2005) with nausea) of time

Rescue Antiemetics: Post-operative amount of uptake of symptoms
medication (not specified how measured) were

experienced)

Flynn and Until discharged from Vomiting: Forceful expulsion of gastric contents in the Bivariate
Nemergut the post-operative operating room or PACU
(2006) recovery unit admission Rescue Antiemetics: Administration of an antiemetic following

(PACU) emergence from anaesthesia, after vomiting or nausea

Meng and First 24 hours Nausea: Considered present if noted in nursing records Bivariate
Quinlan post-operatively Emesis: Retching or vomitus noted by nursing staff
(2006) Rescue Antiemetics: Charted in the medical

administration records

Meng, First 12 and 24 hours PONV/Rescue antiemetics: Review of recovery room records, Bivariate
Lasica et after surgery anesthesia records, nursing records and medication
al. (2006) administration records.

Wong First hour after surgery or PONV: Post-operative nausea and/or vomiting on checks Bivariate
et al. when discharged from the every 15 minutes
(2006) post-anesthetic recovery

room, whichever was sooner
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Table 3. Risk factors identified though univariate analysis

Reference

Kramer et al. (1994)

PONV

Incidence 50%

Risk factors (p<.05) None

Non-significant factors Children vs. adults, type of recording technique used

Quiney et al. (1996)

PONV

Incidence None: 29%, Moderate nausea: 35%, Severe nausea or vomiting: 37%

Risk factors (p<.05) None identified

Non-significant factors Site of operation (temporal, parietal, frontal, or occipital)

Fabling et al. (1997)

Nausea

Incidence 50%

Risk factors (p<.05) Females (61%) vs. males (37% p=.001)
Infratentorial surgery (65%) vs. supratentorial surgery (43% p=.038)

Non-significant factors Post-operative opioid use, anesthetic technique (general vs. awake),
and intra-operative antiemetics

Emesis

Incidence 39%

Risk factors (p<.05) Females (46%) vs. males (31% p=.029)

Non-significant factors Surgery site (infratentorial surgery vs. supratentorial), post-operative opioid use,
anesthetic technique (general vs. awake), and intra-operative antiemetics

Rescue Antiemetics

Incidence 61%

Risk factors (p<.05) Females (69%) vs. males (51% p=.013)

Non-significant factors Infratentorial surgery, post-operative opioid use, anesthetic technique
(general vs. awake), intra-operative antiemetics

Manninen et al. (1999)

PONV

Incidence 38.7%

Risk factors (p<.05) Spine (50%) compared to brain tumour (28%), vascular (38%) and other (34%, p < .05)

Non-significant factors No other risk factors examined

Manninen and Tan (2002)

Overall PONV

Incidence 29%

Risk factors (p<.05) Procedures > 6 hours (42%) vs. < 6 hours (22%, p=.009),
Infratentorial procedures (57%) vs. Supratentorial (21%, p=.001)

Table 3 continued on page 29…
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Procedures ≤ 6 hours (n=107)

Nausea

Risk factors (p<.05) Awake anaesthesia (4%) vs. general anaesthesia at 4 hours (23% p=.012)

Non-significant factors Awake anaesthesia vs. general anaesthesia at time periods 4–24 hours and >24 hours

Emesis

Risk factors (p<.05) Awake anaesthesia at 4 hours (0%) vs. general anaesthesia at 4 hours (11%, p=.052)

Non-significant factors Awake anaesthesia vs. general anaesthesia at time periods 4–24 hours and > 24 hours

Rescue Antiemetics

Risk factors (p<.05) Awake anaesthesia at 4 hours (16%) vs. general (40%, p value not reported)

Non-significant factors Awake anaesthesia vs. general anaesthesia at time periods
4–24 hours and > 24 hours

Irefin et al. (2003)

Nausea

Incidence 59%

Risk factors (p<.05) None

Non-significant factors Location of surgery (infratentorial vs. supratentorial vs. spinal)

Leslie et al. (2003)

PONV

Incidence 64% day 1, 42% day 2, 32% day 3, 25% day 30, 27% day 90

Risk factors (p<.05) None

Non-significant factors Cranial vs. spinal surgery

Kurita et al. (2004)

PONV

Incidence 49%

Risk factors (p<.05) Infratentorial surgery (75%) vs. supratentorial surgery (45%, p=0.001)

Non-significant factors Gender, age, weight, height, size of brain tumour, anesthetic technique
(inhalation vs intravenous with nitric oxide), intra-operative fentanyl dose,
and intra-operative posture

Stieglitz et al. (2005)

Nausea

Mean + SD (Range) 2.3 days + 0.26 (0–16 days)

Risk factors (p<.05) Grade 1 (3.5 days) vs. Grade 4b Tumours (1 day, p=.024), females (3.0 days) vs.
males (1.6 days p=.009)

Non-significant factors Height, size of patient, body mass index, age, grade of tumour
(other that grade 1 vs 4b), preoperative positive stepping test

Rescue Antiemetics

Risk factors (p < .05) Females (3.3 days) vs. males (1.7 days, p=.004)

Non-significant factors Height, size of patient, body mass index, age, grade of tumour,
preoperative positive stepping test

Table 3 continued on page 30…

Table 3 continued from page 28…



30 Volume 30, Issue 1, 2008 • Canadian Journal of Neuroscience Nursing

Flynn and Nemergut (2006)

Emesis

Incidence 7.5%

Risk factors (p<.05) Fat graft for cerebral spinal fluid leak (11.7%) vs. none (5.4% p < .001),
Intra-operative use of a lumbar drain (17.1%) vs. none (6.6%, p < .001),
Craniopharyngioma (18%) vs. non-functioning adenomas (6% p=.007)

Non-significant factors Gender, age, preoperative midazolam, peri-operative use of nitric oxide or neostigmine,
re-operation, tumour size, antiemetic treatment in the operating room, and Cushing’s
disease, acromegaly, prolactinoma, or rathke cleft cyst vs. non-functioning adenomas

Meng and Quinlan (2006)

PONV

Incidence 60%

Risk factors (p<.05) Females (OR=2.3, 95% CI: 1.3–4.0), Cranial Nerve V decompression (OR=2.4, 95%
CI: 1.4–4.0), Received Desflurane (OR=2.4, 95% CI: 1.4–4.3), Cumulative fentanyl
dose > 250mcg (OR=1.9, 95% CI: 1.1–3.3). Protective factor of the use of a
transdermal scopolamine patch (OR=.5, 95% CI: 0.4–0.7)

Non-significant factors Post-operative opioid use. Cumulative intra-operative fentanyl dose > 100 mcg
and cumulative intra-operative fentanyl dose > 150 mcg

Meng, Lasica et al. (2006)

PONV

Incidence 0–12 hours: 31% and 12–24 hours: 6%

Risk factors (p<.05) 0–12 hours: Use of sevoflurane, propofol infusion + fentanyl bolus (40%) vs.
sevoflurane, propofol infusion + remifentanil bolus (21%, p < .05)

Non-significant factors None reported

Rescue Antiemetics

Incidence 0–12 hours: 20%

Risk factors (p<.05) 0–12 hours: Use of sevoflurane, propofol infusion + fentanyl bolus (30%) vs.
sevoflurane, propofol infusion + remifentanil bolus (8%)

Non-significant factors None reported

Wong et al. (2006)

PONV

Incidence 16.6%

Risk factors (p<.05) None

Non-significant factors Location of surgery (supratentorial, posterior fossa, intracranial vascular,
transphenoidal, or extracranial)

OR=Odds Ratio

Table 3 continued from page 29…

specific procedure. Only two of the studies included children
(Kramer, Riviello, Carmant, Black, Madsen, Helmers, et al.,
1994; Quiney, Stoneham, & Walters, 1996), and none identified
risk factors specific to children after neurosurgery.

As shown in Table 2, the outcomes (i.e., nausea, vomiting,
PONV, and use of rescue antiemetics) and their measurement
varied between the studies. The observation time reported

also varied, ranging from the first two hours after surgery
(Irefin, Schubert, Bloomfield, DeBoer, Mascha, & Ebrahim,
2003) to the entire hospitalization (Stieglitz et al., 2005). Most
of the studies used a bivariate (yes/no) approach to statistical
analysis of the outcome variables except for Stieglitz et al.
(2005), who measured the length of time that symptoms were
experienced and Quiney et al. (1996), who used an ordinal
scale.



Canadian Journal of Neuroscience Nursing • Volume 30, Issue 1, 2008 31

The results of the studies are summarized in Table 3. The dif-
ferences in measurement of outcomes, patient groups studied,
and duration of observation for PONV made it difficult to
compare results across the studies. For example, the lowest
reported incidence of emesis was 7.5% in a sample of patients
following endonasal transsphenoidal surgery (Flynn &
Nemergut, 2006), but data were only collected until the
patient was discharged from the post-anaesthesia recovery
unit (PACU). The highest reported incidence of nausea
and/or vomiting was 64% by the end of the first post-operative
day in a sample of patients following cranial or spinal surgery
(Leslie et al., 2003).

The risk factors for nausea, emesis, PONV and/or use of res-
cue antiemetics that were examined using univariate statistics
in the various studies are also presented in Table 3. The most
commonly studied risk factor was gender. Females were found
to experience significantly more symptoms than males in
some studies (Fabling et al., 1997; Stieglitz et al., 2005; Meng
& Quinlan, 2006), but not in others (Kurita, Kawaguchi,
Nakahashi, Sakamoto, Horiuchi, Takahashi, et al. 2004; Flynn
& Nemergut, 2006).

The anatomical location of surgery was also examined in a
number of studies. Fabling et al. (1997) found that infratento-
rial surgery (versus supratentorial) was a risk factor for nausea
but not for emesis or use of rescue antiemetics. Kurita et al.
(2004) and Manninen and Tan (2002) both found that
infratentorial surgery was a risk factor for PONV. Manninen,
Raman, Boyle, and El-Beheiry (1999) found increased PONV
in spinal surgery compared to brain tumour surgery, vascular
surgery and other neurosurgical procedures. Somewhat con-
trary to these findings, Irefin et al. (2003) did not find a rela-

tionship between nausea and location of surgery (infratentor-
ial, supratentorial, or spinal). Additionally, PONV showed no
relationship to: cranial versus spinal procedures (Leslie et al.,
2003); supratentorial, infratentorial, intracranial vascular,
transsphenoidal versus extracranial procedures (Wong,
O’Regan, & Irwin, 2006); or temporal, parietal, frontal versus
occipital locations (Quiney et al., 1996).

Anesthetic techniques were also examined in a number of
studies. Differences between awake anaesthesia and general
anaesthesia and nausea, emesis, and use of rescue anesthetics
were only found for the first four hours after surgery
(Manninen & Tan, 2002) and not for later outcome periods
(Fabling et al., 1997; Manninen & Tan, 2002). The use of des-
flurane compared to other volatile agents increased PONV
(Manninen & Tan). A cumulative fentanyl dose > 250 mcg
increased the risk of PONV in one study, but the result was
then accounted for in multivariable analysis (Meng &
Quinlan, 2006) as did the use of fentanyl compared to
remifentanil in another (Meng, Lasica, & Sullivan, 2006).
Intra-operative fentanyl dose showed no relationship to
PONV in a third study (Kurita et al., 2004).

Unique risk factors for specific neurosurgical study popula-
tions were studied by a number of authors. For example,
Kramer et al. (1994) found no relationship between PONV
and the type of recording technique used for intracranial
monitoring (depth electrodes, subdural grids and/or strips).
Stieglitz et al. (2005) found that the mean number of days of
nausea was greater for the smallest Grade 1 vestibular
schwannomas than the largest grade 4b vestibular schwanno-
mas. Flynn and Nemergut (2006) found risk factors for eme-
sis for adults after endonasal transsphenoidal procedures

Table 4. Quality assessment: Was potential bias addressed by the studies?

Reference Study Study Risk Factor Outcome Confounding Appropriate
Participation Attrition Measurement Measurement Factors Addressed Analysis

Kramer et al. (1994) Yes n/a Yes Yes No No

Quiney et al. (1996) Yes Yes Yes Partly No Yes

Fabling et al. (1997) Yes n/a Partly Yes Partly Partly

Manninen et al. (1999) Yes Partly Yes Partly No Yes

Manninen and Tan (2002) Yes Yes Yes Partly Partly Yes

Irefin et al. (2003) Partly No Yes Partly Partly Yes

Leslie et al. (2003) Yes Yes Yes Yes No Yes

Kurita et al.* (2004) Yes n/a Yes Yes No Yes

Stieglitz et al. (2005) Yes n/a Yes No No No

Flynn and Nemergut (2006) Yes n/a Partly Yes No Yes

Meng and Quinlan (2006) Yes n/a Yes Yes Yes Yes

Meng, Lasica et al. (2006) Yes n/a Yes Partly No Partly

Wong et al. (2006) Yes Yes Yes Partly No Yes

n/a: Does not apply as it is a retrospective study.
* Methodological quality determined with the help of a Japanese interpreter.
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including fat grafts for cerebral spinal fluid leak, intra-opera-
tive use of a lumbar drain, and craniopharyngiomas. Finally,
Meng and Quinlan (2006) found that PONV was increased in
patients requiring retromastoid craniectomy with microvas-
cular decompression of cranial nerve V compared to cranial
nerves VII, IX, and X.

Multivariable statistical analysis of risk factors was reported in
only two studies (Fabling et al., 1997; Meng & Quinlan, 2006).
Fabling et al. used a backward selection multivariable logistic
regression to find that female gender (Odds Ratio [OR] =2.4,
p=.004) and infratentorial surgery (OR=2.0, p=.032) predicted
nausea; female gender (OR=2.2, p=.012) and younger age (1.29
times for every 10-year difference, 95% CI: 1.02-1.64 and 2.15
times for every 30-year difference, 95% CI: 1.07-4.43) predict-
ed emesis; and, female gender alone (OR=2.1, p=.01) predict-
ed use of rescue antiemetics. Excluded variables included
anesthetic technique, duration of anesthetic, total fentanyl
dose, intra-operative antiemetics and post-operative opiate
use. Meng and Quinlan used multivariable logistic regression
by entering variables with p<.15 on univariable analysis
together. Their final model for PONV was: Decompressive
Surgery of Cranial Nerve V (OR=2.8, 95% CI: 1.4-5.7) + Use of
Desflurane (OR=2.8, 95% CI: 1.4-5.4) + Female gender
(OR=3.0, 95% CI: 1.4-6.7) - Prophylactic use of transdermal
scopolamine patch (OR=0.3, 95% CI: 0.2-0.7). Post-operative
opiate use and Fentanyl dose > 250 mcg remained in the
model, but were not statistically significant. Finally, Meng,
Lasica and Sullivan (2006) identified that they conducted a
multivariable analysis, but did not provide the results. None of
these authors reported model fitting statistics to describe how
much variance is explained by the overall statistical model.

For the analysis of methodological quality, we had excellent
agreement on independent review (94%) and easily resolved
discrepancies for the final assessment as presented in Table 4.
While each study met some of the applicable criteria, few
authors controlled for confounders, and clear definitions of
the risk factors and/or outcomes were often lacking. A num-
ber of the studies were retrospective (Fabling et al., 1997;
Kramer et al., 1994; Kurita et al., 2004; Flynn & Nemergut,
2006; Meng & Quinlan, 2006; Meng, Lasica, & Sullivan, 2006;
Stieglitz et al., 2005), which has the advantage of being an
inexpensive way of gathering a large sample size for a confi-
dent statistical analysis, but is limited in that the researcher
has no control over how well the data were recorded and the
risk factors that can be studied (Guyatt, 2006). To initially
identify risk factors, the benefits of a retrospective design may
outweigh the disadvantages, especially in difficult-to-access
study populations, if other quality indicators are present. Of
the retrospective designs presented in this systematic review,
only the study by Meng and Quinlan (2006) fully met the indi-
cators of methodological quality; none of the prospective
studies did.

Discussion
Thirteen studies of nausea and/or vomiting following neuro-
surgical procedures were identified in this systematic review.
These studies varied in their target populations, risk factors

considered, and measurement of the outcome variable of
interest. Few of the studies controlled for confounding vari-
ables and there were no studies that used risk factors to create
prognostic models or risk scoring systems for individual
patients. The assessment of methodological quality using
valid and reliable tools is another issue for risk factor studies
and studies of prognosis. We had excellent agreement with
the quality assessment tool that we adapted from the guide-
lines of Hayden et al. (2006), but this tool does not provide a
score or rating for comparison. Our overall assessment of
methodological quality is that the studies were methodologi-
cally fair, but with only one study fully meeting the relevant
criteria for methodological quality (Meng & Quinlan, 2006).

Despite these limitations, there are a number of findings from
this review that can guide clinical practice and future
research. In their evidence-based practice guideline for the
prevention and/or management of PONV, The American
Society of PeriAnesthesia Nurses (2006) recommend that, if
there is an increased risk of surgical complications related to
POV, an individual should have the combination of antiemet-
ics recommended for the next higher level of risk when using
a risk scoring tool.

Theoretically, patients after neurosurgery are at risk for surgi-
cal complications related to vomiting, although none of the
studies in this review specifically examined any such adverse
events. Our systematic review did not reveal any research
related to the development of prognostic models or risk
scores for PONV after neurosurgery despite using a search fil-
ter for prognostic studies. Additionally, current risk scoring
tools do not appear to have been specifically validated in neu-
rosurgical populations, and may not provide an accurate pre-
diction for individual patients (Neufeld, Newburn-Cook, &
Drummond, in press). In the absence of valid and reliable clin-
ical prediction tools, the reported incidence of nausea, vomit-
ing, and/or PONV across these studies may be considered
sufficiently high in itself to warrant prophylaxis in neurosur-
gical patients as a group. However, the risk factors identified
in the studies reviewed cannot be used to predict outcomes in
individual patients.

In his systematic review, Gan (2006) summarized established
risk factors derived from a large number of studies from the
overall PONV literature. These included: patient-related risk
factors of female gender after puberty, non-smoking status,
history of PONV or motion sickness and childhood (after
infancy) or young adulthood; the surgery-related risk factor of
increasing duration of the procedure; and anaesthesia-related
risk factors of the use of volatile anesthetics, nitrous oxide, bal-
anced versus total intravenous anaesthesia, a large dose of
neostigmine, and use of intra-operative and post-operative
opioids (or larger doses of opioids). Given the small sample
sizes of many of the studies in the present review, there is a
high likelihood of Type II error (the probability that true
effects were not found to be statistically significant).
Therefore, while some of the studies confirmed what are now
considered established risk factors for PONV, none of these
risk factors could confidently be excluded from consideration
for patients requiring most neurosurgical procedures.
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However, Flynn and Nemergut (2006) rejected a number of
established risk factors including: female gender, age, and peri-
operative use of nitric oxide or neostigmine (dose level not
examined) with a fairly large sample size of 877 patients after
transsphenoidal procedures. This rejection of established risk
further highlights the need for validation of risk scoring tools
in patients requiring neurosurgery prior to clinical use as their
contents may not apply to this patient population.

A number of authors did investigate factors of unique interest
to neurosurgery that may enhance our understanding of PONV
in this patient population or challenge our traditional thinking.
Clearly, the finding that awake craniotomy only showed a pro-
tective effect for the first four hours after craniotomy
(Manninen & Tan, 2002) challenges the idea that the use of gen-
eral anaesthesia is a major risk factor for PONV in this popula-
tion. The relationship between the location of surgery and
PONV was also investigated, using both univariate and multi-
variable analysis, with equivocal results. Interestingly, while
controlling for other variables, Fabling et al. (1997) identified
infratentorial location of surgery to be a risk factor for PON,
but not for POV. This finding seems counterintuitive to clinical
wisdom and neuro-anatomical knowledge of vomiting path-
ways, but confirms the importance of examining risk factors for
nausea and vomiting separately, as recommended by Apfel,
Roewer and Korttila (2002). Separation of vomiting and nausea
in the statistical analysis was only clearly completed in two of
the studies in this review (Fabling et al.; Manninen & Tan,
2002). Future studies of risk factors for PONV in neurosurgical
patients need to look at nausea and vomiting as separate but
related entities that may have different risk factors.

Also counterintuitive was the greater risk of post-operative
nausea in those with the lowest vestibular schwannoma grade
of tumour compared to the highest (Stieglitz et al., 2005).
Stieglitz et al. proposed that less manipulation of the cerebral
tissues was required to remove the highest grade of tumour or
that the brain had become accustomed to the larger tumour
and less sensitive to nausea-evoking stimuli. Flynn and
Nemergut (2006) found that the incidence of POV increased
for adults having endonasal transsphenoidal surgery if they
required an intra-operative fat graft for cerebral spinal fluid
leak and/or an intra-operative lumbar drain. This finding is
suggestive of the role that cerebral spinal fluid dynamics may
play in post-operative vomiting, with low pressure being a
possible causal factor. It also points to the need for further
investigation into the role of cerebral spinal fluid management
practices and their contribution to PONV as there does not
appear to be any other studies in this area.

The studies contained in this systematic review highlight the
heterogeneity within neurosurgical procedures and patient
populations, with some focusing broadly and others focusing
on a specific procedure. Further studies of PONV in children’s
neurosurgery, neuro-oncology and posterior fossa procedures
will help further delineate related risk factors to aid in clinical
decision-making. Such research could target neurosurgery-
specific risk factors such as presenting symptoms or location
of lesions (i.e., for posterior fossa surgery, midline tumours
compared to those in the cerebellar hemispheres). Future
studies require multivariable analysis to control for estab-

lished risk factors in order to determine the significance of the
ones under investigation. Prospective validation of results
derived from retrospective analyses will help further define
risk groups within neurosurgery, but this method is expensive
and time-consuming (Guyatt, 2006). Resources may be better
spent on trials of interventions in high-risk patients. Thus,
retrospective studies remain an economical and non-invasive
way to collect large amounts of data over a number of years to
identify high-risk groups, to establish the rationale for studies
of interventions, and to provide baseline information on the
incidence of post-operative nausea, vomiting or PONV.

Future studies need clear descriptions of how the outcomes
were defined and measured. The measurement of risk factors
also needs to be clear and specific, even in retrospective stud-
ies. For example, the anatomical location of the procedure
should be taken directly from reading the operative reports, not
from imaging results, databases or admission/discharge
records. The time period of follow-up for nursing studies
should also go beyond the first 24 to 48 hours. For example,
investigations of PONV over the entire post-operative course
would help nurses ensure that prophylactic antiemetics are
administered over an adequate period of time. Attempts should
also be made in prospective studies to quantify the severity of
symptoms using patient report and satisfaction with care for
PONV. For retrospective studies, severity is more difficult to
quantify, but the number of days over which vomiting and/or
nausea were charted in the nursing notes, the number of events
recorded, or even overall impression of two or more independ-
ent data collectors using an ordinal scale (none, mild, moderate
or severe) may be more descriptive than simply whether or not
an event occurred. Ultimately, the findings of future studies will
continue to challenge our beliefs, add to our understanding of
why patients who require neurosurgical procedures may be at
risk for PONV, and identify potential areas for prevention and
treatment in this vulnerable group of patients.
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Abstract
Oculopharyngeal muscular dystrophy (OPMD) is an autoso-
mal dominant form of late-onset muscular dystrophy. Ptosis
(droopy eyelids) and dysphagia (difficulty swallowing) are the
most common presenting symptoms. The purpose of this phe-
nomenological study was to describe the experience of living
with OPMD. Purposeful sampling was used to recruit individ-
uals with genetically confirmed OPMD who displayed ptosis
and dysphagia, were 40 years or older, English speaking, and
were willing to consent to the tape-recording of the interviews.
An unstructured interview format was used to solicit the par-
ticipants’ perspectives of living with droopy eyelids, difficulty
swallowing, and a genetic disorder. The interviews were audio-
taped and transcribed verbatim. Colaizzi’s Method was used
to analyze the data, which identified five comprehensive
themes. The themes that emerged describing the experience of
living with OPMD were “Adjusting to Change”, “Managing

Misconceptions”, “Seeking Normality”, “Facing the Future”, and
“Informing Children”. The information derived from this study
will assist nurses to identify the burdens of living with OPMD
and to intervene appropriately early in the course of the dis-
ease.

Key words: ptosis, dysphagia, oculopharyngeal muscular
dystrophy, genetic, autosomal dominant transmission

Introduction
Oculopharyngeal muscular dystrophy (OPMD) is an autoso-
mal dominant form of adult-onset, progressive muscular dys-
trophy (Becher Morrison, Davis, Maki, King, Bicknell, et al.,
2001; Munitiz, Ortiz, Martinez de Haro, Glover, Ferri,
Monotoya, et al., 2003; Urtizberea, 2004). OPMD exists in
several clusters across five continents with the largest cluster
identified to date in the French-Canadian population of
Quebec. The prevalence of OPMD in Quebec has been
reported close to 1:1,000 (Urtizberea), which makes the dis-
ease as common as Parkinson’s disease and more common
than any other types of muscular dystrophy in Quebec
(Stimson, 2004). Autosomal dominant genetic transmission is
the most common type of OPMD and is exclusive form intrin-
sic to the French-Canadian population (Brais, 1998). This
mode of genetic inheritance dictates that only one faulty gene
is needed to cause the disease and that an affected parent has
a 50% chance of passing it on to each child. Because disease
symptoms are manifested after 40 years of age and usually in
the fifth or sixth decade, most individuals are past their child-
bearing years when they are diagnosed with OPMD. Thus,
there is a 50% chance the disease was unknowingly passed on
to their children (Brais).

Individuals with OPMD usually become symptomatic
between the ages of 40 and 60 years of age. The symptoms are
progressive and, at the present time, the only treatment avail-
able is supportive in nature. Ptosis (droopy eyelids) is the most
common presenting symptom occurring in 100% of cases
with an onset over 60 years of age (Urtizberea, 2004). Ptosis,
when severe, becomes problematic because the eyelid may
cover the pupil and patients are unable to see without manu-
ally lifting the eyelid or tilting their neck backwards causing
strain on the extensor muscles of the neck. Most individuals
lose part of their visual field and will require surgical ptosis
correction. Dysphagia (difficulty swallowing) is usually pres-
ent and can result in pooling of secretions in the nasopharynx
or episodes of aspiration (Stimson, 2004). The most common
causes of death in this population are malnutrition and star-
vation or aspiration and pneumonia (Urtizberea). The pur-
pose of this qualitative study was to describe the experience of
living with OPMD.

Living with oculopharyngeal muscular
dystrophy: A phenomenological study
By Jeanie Krause-Bachand and Wilma Koopman

Vivre avec la dystrophie musculaire
oculo-pharyngiale : Une étude de
la logique du phénomène

Résumé
La dystrophie musculaire oculo-pharyngiale (DMOP) est
une forme de dystrophie musculaire reliée à un autosome
dominant. Elle apparaît généralement en âge plus avancée.
La ptose des paupières (chute de la paupière supérieure) et
la dysphagie (difficulté à avaler) sont les symptômes les
plus communs. Le but de cette étude était de décrire
l’expérience de vie des patients atteints de cette maladie.
L’échantillonnage comprenait des sujets dont la DMOP
était de nature génétique, avec ptose des paupières et dys-
phagie, ayant 40 ou plus, de langue anglaise et, consentant
à permettre l’enregistrement des entrevues. Une entrevue
non structurée fût utilisée pour susciter les participants à
décrire leur perspective de vie future en considérant les
effets causés par la ptose des paupières, la dysphagie et la
connaissance d’être affligée d’une maladie génétique. Les
entrevues furent enregistrées sur bandes audio et tran-
scrites telles que verbalisées. La méthode « Colaizzi’s » fût
utilisée pour analyser les données. Cinq thèmes principaux
ont été identifiés pour décrire l’expérience vécue :
l’ajustement aux changements, surmonter les croyances
erronées, rechercher la normalisation, envisager le futur,
renseigner les enfants. L’information recueillie par cette
étude aidera les infirmières à identifier les difficultés
encourues par les patients qui doivent vivre avec la dystro-
phie musculaire oculo-pharyngiale et leur permettra
d’intervenir de façon appropriée dès le début de la maladie.
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Review of the literature
Studies in Quebec determined that individuals of French-
Canadian descent have the same form of OPMD from the
original genetic source. The literature indicates that three
Eymard sisters emigrated from France to Quebec in 1648 and
introduced OPMD into their lineage for 11 generations that
followed (Brais, 1998). In the 1960s, researchers used exten-
sive records of the Roman Catholic Church in Quebec to
probe the genealogical origins of this cluster. After evaluating
more than 160 individuals with the disease, the common ori-
gin of all reported persons of French-Canadian background
was established (Brais, 1998).

In 1998, a Canadian team led by Dr. Guy Rouleau, a geneticist
at McGill University and Montreal General Hospital, discov-
ered the gene linked with OPMD. The gene encodes a protein
called nuclear poly (A)-binding protein 1, (PABPN1), which is
located on chromosome 14q. The gene codes for a protein
that affects the manner in which cells process RNA, a major
step in cells’ manufacturing process. It has been conjectured
that the problem in OPMD is not related to a loss of the pro-
tein manufacturing process. Brais and Rouleau (2006) have
postulated that the protein still carries out the normal func-
tion, however, takes on a new, deleterious function in OPMD.
PABPN1 is found in almost every cell in the body and is locat-
ed in the nucleus where DNA is stored. Normally, the
PABPN1 gene contains six consecutive repeats of GCG (the
three-letter repeated code within the PABPN1 gene sequence
of the DNA). However, the PABPN1 gene in individuals with
OPMD contains eight to 13 repeats of GCG with GCG-9
(nine GCG repeats) being the most common mutation in the
PABPN1 gene. Unlike other triplet-expansion diseases, this
mutation is quite stable over generations. In OPMD, extra ala-
nine molecules are incorporated into the PABPN1 protein,
which may cause mutated PABPN1 oligomers to accumulate
as filament inclusions in the nuclei (Brais, 1998). Repeat
expansions of other sizes have been found and may explain
why some people have more involved weakness and others
only have ptosis and dysphagia. Longer-repeat expansions
have been associated with more severe disease progression, as
well as weakness in other muscles. While the majority of indi-
viduals have one normal and one mutated copy pf PABPN1, it
is possible to get a “double dose” of defective PABPN1—two
mutated copies of the gene (one from each parent). The
resulting disease in such cases tends to be more severe and to
begin at an earlier age (Brais & Rouleau).

Hermann and Looney (2001) conducted a study that identified
the most common symptoms experienced by hospice patients in
the last seven days of life, identified interventions used to treat
the symptoms, and examined the effectiveness of the interven-
tions. The findings reported dysphagia in 50% of the subjects
during the last week of life, which was treated by changing the
route of medication administration and education. Missing
study documentation, however, limited the ability to evaluate
the effectiveness of the interventions. Other studies related to
the experience of having dysphagia have been conducted with
various other populations including esophageal cancer. A quali-
tative study conducted by Watt, Centre and Whyte (2003)
explored the experience of dysphagia in esophageal cancer and

how it impacts quality of life (QOL). The themes that emerged
from the data were recognizing dysphagia, the physical experi-
ence, the emotions evoked, the impact on social life, and dys-
phagia and treatment. The authors concluded that dysphagia
was a troublesome symptom and affects all aspects of life. Bayer
(1984), Wilson (1993), and Liley and Manthrope (2003) exam-
ined the experience of receiving long-term enteral feedings. The
findings indicated the experience had both a negative and posi-
tive impact on aspects of daily life, decision-making, adaptation,
loss of control, dependency, body image disturbances, and
altered family and social interactions.

Hollman, Ek, Olsson, and Bertero (2004) conducted a study to
describe the meaning of QOL in patients with a genetic dis-
ease, familial hypercholesterolemia. Findings of this qualita-
tive study noted that for this population, QOL was related to
maintaining or regaining harmony in life.

In summary, a review of the literature revealed a dearth of
research studies conducted on ptosis, dysphagia, and the
OPMD population. Major gaps in describing the experience
of people with ptosis, dysphagia, and genetic disorders are
apparent. The literature review indicated that relatively little
is known about the personal experience of having droopy eye-
lids, dysphagia, and a genetic disorder. This phenomenologi-
cal study was aimed at building the knowledge base related to
living with OPMD.

Purpose
The purpose of this research study was to describe the expe-
rience of living with OPMD from the participants’ perspec-
tive. The following research questions were explored:
1. What is the experience of having droopy eyelids?
2. What is the experience of having difficulty swallowing?
3. What is the experience of having a genetic disease?

Table 1. Participant demographics

n=10

Gender

Male 5
Female 5

Age (yr) Age (yr) when
diagnosed with OPMD

Minimum 49 Minimum 42
Maximum 73 Maximum 69
Mean 62.9 Mean 54.5

Age (yr) Ptosis onset Age (yr) Dysphagia onset

Minimum 42 Minimum 30
Maximum 60 Maximum 60
Mean 51.7 Mean 50.2

Ancestry (n=10)

French-Canadian 4
Russian 1
English 1
German 4
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Method
Design
Phenomenology, a qualitative research tradition, was used to
describe the experience of living with OPMD. Phenomenology
arises from a naturalistic paradigm that indicates many reali-
ties may exist regarding an experience. This study was
designed to uncover the meaning of the human experience of
having droopy eyelids, difficulty swallowing, and a genetic dis-
order from the participants’ perspective (Fain, 2004).

Participants
Purposeful sampling was used to recruit 10 individuals (five
males and five females) ranging in age from 49 to 73 years
(Table 1).

Inclusion criteria were individuals diagnosed with OPMD
who displayed ptosis and dysphagia, were 40 years or older,
English-speaking, and willing to consent to tape-recording of
the interview. If the person did not have genetically confirmed
OPMD, he/she was excluded from the study because they may
have had a neuromuscular disease other than OPMD.

Data collection
Institutional Review Board (IRB) approval was received from
York College of Pennsylvania and the University of Western
Ontario, London, ON. Participants were solicited from a neu-
romuscular clinic in central Canada that serves a population
of approximately 40 individuals diagnosed with OPMD. The
individuals were contacted by phone, asked to participate and,
if they agreed, were scheduled for an interview. Written infor-
mation about the date, time, and place where the interview
was scheduled was mailed to individuals who agreed to par-
ticipate in the study. Participation was voluntary and
informed consent was obtained from participants. Any ques-
tions or concerns voiced by a participant were addressed and
answered satisfactorily before the interview began. The
researcher reinforced that participants could stop the inter-
view at any time. The participants’ identities were protected
by using a coding number on the audiotapes and transcribed
records that were known only to the researchers. Coding
numbers ensured privacy, confidentiality, and anonymity for
all participants. All audiotapes and transcribed records were
stored in a locked cabinet and were destroyed at the comple-
tion of data collection and transcription. Pseudonyms were
used in all transcripts and documents.

The interviews were conducted either in the individual’s
home or in a small, private conference room at the clinic. An
unstructured interview format was used to provide greater
latitude in answering the questions. The interviews were con-
ducted by one or both of the investigators who have previous
experience conducting qualitative research studies. Each
interview lasted between 30 and 60 minutes.

Data analysis
Bracketing of prior knowledge and the independent analysis
of the interviews by both investigators helped to ensure pure
description of the data. The transcripts were read and reread
to allow the themes of the participants’ experiences of living
with OPMD to emerge. Data collection was completed when
saturation occurred and no new themes evolved.

Data analysis was conducted based on Colaizzi’s Method for
phenomenological research (Fain, 2004; Speziale &
Carpenter, 2003). This method of analysis includes the follow-
ing steps:
1. Describe the lived experience under investigation.
2. Collect the participant’s description of the lived experience.
3. Read all the participants’ descriptions of the lived experience.
4. Extract significant statements and articulate the meaning

of each.
5. Organize the statements and meanings into themes.
6. Write a narrative description.
7. Return to the participants for validation of the description

(member check).
8. If new data emerge, incorporate them into the final

description.

Trustworthiness of the data
Several procedures are used in phenomenology to ensure the
themes that emerge are accurate and consistent representa-
tions of the experience as described by the participants. In
this study, both investigators read the transcripts and agreed
on the themes to ensure credibility. Further validation of the
themes was achieved by member checks. The findings were
shared with the participants who validated the themes.

Findings
The results indicated that all participants suffered both phys-
iological and psychosocial burdens related to living with
OPMD. Five comprehensive themes emerged from the data
that described the essence of this experience:

a) Adjusting to change
This theme expresses the physiological toll that droopy eye-
lids had on the participants. As the eyelids began to droop and
affected their eyesight, participants responded by putting
their chin in the air and arching their backs in order to see.
Several participants complained of neck and shoulder pain
due to pressure placed on the cervical musculature resulting
from keeping their chins in the air and arching their necks. In
a few cases, the participants noted their walking became
unsteady and often would need to arch their lower back in an
attempt to improve their eyesight. The following examples
taken from the interviews represent this theme:

Nancy: Because you are looking out from underneath your eye-
lids, you tend to raise your chin.

John: I would actually manually prop my eye open with my
fingers.

Mary: I developed pain in my neck and arm from arching my
neck. That was when I knew that I needed to see a doctor.

Anita: When my eyes started to droop and I was wearing my
glasses, all I could see was my eyelashes, which were magnified
because of the bifocals. I used to read a book every two days,
but now I read nothing but the newspaper occasionally.

All of the participants had frontalis sling surgery to correct
the ptosis, which was perceived as a positive experience that
improved eyesight and eliminated the neck and shoulder pain
in all cases.
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b) Managing misconceptions
This theme illustrates one of the psychological issues encoun-
tered. Participants frequently experienced unkind comments
from people they didn’t know with regard to the ptosis.
Although the remarks were not meant to be offensive, they
did result in sorrow and depression in several cases. Examples
of quotations that represent this theme included:

Linda: People would ask if I was tired or even once when I
stopped to cross the border in the United States, I was evaluat-
ed to see if I was intoxicated and driving under the influence of
alcohol.

Mary: I am a nurse and was at a lecture one day. The woman
I was with accused me of sleeping during the program.

Bob: I always liked to play golf. When my eyes started droop-
ing, the other guys would give me a hard time about falling
asleep in the golf cart. I finally had to stop playing because my
eyesight was affected and I couldn’t open my eyes enough to see
where I was hitting the ball.

All the participants described incidents of being embarrassed
because of their droopy eyelids. Such feelings resulted in sev-
eral individuals becoming reclusive until they had corrective
surgery. Following the surgery, they were more comfortable
and returned to participating in social activities they had
avoided because of unkind comments.

c) Seeking normality
This theme indicates the profound impact that dysphagia had
on the participants’ health, nutrition, and socialization relat-
ed to the normal process of eating. Although friends and
family were supportive of their difficulty in swallowing, the
following examples demonstrate the challenges that partici-
pants experienced:

Susan: We eat very slowly. It’s kind of a standing joke. There are
four of us girls with the disease and if we go out for lunch, count
on an afternoon because we don’t talk and eat at the same time
or we choke.

Linda: I eat before I go out with my friends. Then I have tea or
coffee while they are eating. That way I can still visit with my
friends, but I can be comfortable and not worry about choking.

Harry: The people I associate with, they know that I take for-
ever to eat. So, I mean, that’s an accepted fact. We know what
I can eat and what I don’t eat. People have to wait to clear off
the table because I’m going to be the last one there.

The dysphagia had a significant impact on the social process
of eating and enjoying a meal with friends and family. Each
person described in detail what foods they avoided and
which foods they would eat when they were in a social set-
ting. All of the participants had learned adaptive behaviours
to cope with eating both at home and in restaurants. Several
individuals had surgery, cricopharyngeal myotomy, which
improved their swallowing for limited periods of time. Two
individuals had aspirated several times and lost significant
amounts of weight. This resulted in the individuals having
feeding tubes inserted for nutritional support and the pre-
vention of aspiration pneumonia. Although the feeding

tubes had an impact on their nutritional status, they contin-
ued to experience psychological stress with respect to the
inability to eat normally.

d) Facing the future
This theme represents the pain of not knowing what the
future holds related to progressive difficulty swallowing and
the ongoing fear of choking that resulted in both physiologi-
cal and psychological stressors. The individuals described
fears related to aspiration, malnutrition, and dying from chok-
ing. Here are examples of this theme:

Nancy: One of my other fears is who will help me in the
future—puree the food or assist with the feeding tube? My hus-
band’s health is not that great right now. So, I am looking at the
possibility of being alone.

Susan: I have had two episodes in the last six months where my
husband actually had to do the Heimlich manoeuvre. That
was really scary.

Betty: I have two uncles that got feeding tubes. One of them
didn’t want to use the tube, so he uses it for breakfast. But then
he eats lunch and dinner after that. I hope I don’t have to make
the decision between my quality of life, not being able to eat, or
having to depend on a tube.

Surgical intervention does not correct the dysphasia, but can
improve the underlying problem for a limited time.
Participants were well-aware of the high risk for complica-
tions related to the difficulty swallowing. They expressed their
concerns about the future and its consequences. However,
most had not made any decisions about what treatment they
would accept when the choking became life threatening.

e) Informing children
This theme broadens the knowledge we have regarding the
very different reactions individuals had when they learned
they had a genetic disease. All of the participants struggled
with the psychological impact they experienced when
divulging the diagnosis to their children. The following exam-
ples demonstrate the various reactions that were verbalized in
the interviews:

Doris: It was hard telling my four children. They all want to be
tested. My one daughter was thinking of having another baby,
but now she doesn’t want to get pregnant until she gets tested
and makes sure she doesn’t have the gene.

Bob: My children were informed, but they chose not to be test-
ed. It is not something they want to deal with right now.

Susan: I don’t feel guilty and I don’t feel angry. I feel, I feel bad.
Because, well, I didn’t know I had this disease and it’s too late.
I have two teenage daughters and neither of them wants to be
tested until they have symptoms.

Betty: I wouldn’t wish it on my kids for all the tea in China. I
hope that they will avoid it, but I don’t know.

This theme describes the intense psychological struggle the
participants experienced when they discussed their illness and
its implications with children. For all of the participants, this
experience was harder than the news of their own diagnosis.
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Discussion
People who are living with OPMD felt there were negative
aspects to their lives related to having this disease, which
included both physiological and psychosocial stressors that
were common in their daily lives. Most people had learned
adaptive behaviours and sought medical intervention to
address the droopy eyelids and the difficulty swallowing.
Their hopes focused on maintaining their health and well-
being as long as possible. Many expressed thoughts of “living
for today”, “making the most of their situation”, and “there are
people who are worse off than I am.” There were mixed emo-
tions and feelings regarding knowing they had a genetic dis-
ease that has been, or could be transmitted to their children.
For those individuals whose children had been tested and
were positive for the gene, it was “more hurtful having the dis-
ease myself.” The underlying supposition was that they had to
“be strong for their family.”

Limitations of the study included the presumption that only
French-Canadians with OPMD would be included in the
study. Participants of other ethnic backgrounds, however,
were interviewed and results suggest the experience of living
with OPMD is not affected by ethnicity. While purposeful
sampling results in a selection bias, this approach was neces-
sary to ensure participants had first-hand knowledge of this
experience. The small sample size precludes generalization of
the findings to other populations and geographical settings.

Future research of interest could include studying cultural
differences of this experience by replicating the study with
other ethnic groups such as the Hispanic group in New

Mexico, Bukhara Jews living in Israel, and persons of Asian
descent. Exploring QOL issues with various ethnic groups
would provide additional data related to the experience of liv-
ing with OPMD.

Summary
The findings of this study indicate that health care workers
need to understand what it means to live with OPMD and
how it affects the person’s life. They need to offer support on
how to manage both the physiological and the psychosocial
burdens of this experience. The knowledge related to the
experience of living with OPMD will assist health care work-
ers to identify these burdens early in the course of the disease
and offer appropriate interventions to the individuals.
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• Salt is sodium chloride
• One level teaspoon of salt contains just over 6 grams of salt
• 6 grams of salt contains about 2,300 milligrams (mg) of

sodium
• 2,300 mg is the tolerable upper intake level of dietary

sodium—the maximum amount per day consistent with
good health

National Guidelines for Adequate Intakes of sodium by age:
• 1–3 years: 1000 mg per day
• 4–8 years: 1,200 mg per day
• 9–50 years: 1,500 mg per day
• 50–70 years: 1,300 mg per day
• > 70 years: 1,200 mg per day

How much sodium is in your food?
Visit Health Canada’s Canadian Nutrient File website and
search food categories (such as fast food, snacks and breakfast
cereals) by sodium content. You may find the results surprising.
http://www.hc-sc.gc.ca/fn-an/nutrition/fiche-nutri-data/
index_e.html

Stroke: Best Practice Recommendations
Components of inpatient stroke rehabilitation
• All patients with stroke should begin rehabilitation therapy

as early as possible once medical stability is reached.
• Patients should undergo as much therapy appropriate to

their needs as they are willing and able to tolerate.
• The team should promote the practice of skills gained in

therapy into the patient’s daily routine in a consistent
manner.

• Therapy should include repetitive and intense use of novel
tasks that challenge the patient to acquire necessary motor
skills to use the involved limb during functional tasks and
activities.

• Stroke unit teams should conduct at least one formal inter-
disciplinary meeting per week at which patient problems
are identified, rehabilitation goals are set, progress is mon-
itored, and support after discharge is planned.

Rationale
To obtain the benefits of inpatient stroke rehabilitation units,
a number of important components must be present. Both
animal and human research suggests that the earlier rehabili-
tation starts, the better the outcome. In fact, people who start
rehabilitation later may never recover as much as those who
start early. Early and enhanced intensive rehabilitation care
for both acute or sub-acute stroke survivors improves arm
and leg motor recovery, walking mobility, and functional sta-
tus, including independence in self-care and participation in
leisure activities. It is important that the rehabilitation be tai-
lored to the tasks that need to be retrained. It is not adequate
to focus on muscle strengthening alone. Another vital compo-
nent is that all the professionals involved work together as a
coordinated, specialized team, meeting regularly to discuss
the rehabilitation goals and progress. This ensures the whole
team takes advantage of the opportunity to work on goals
throughout the day, and makes it easier to identify potential
barriers to discharge.

System implications
• Organized stroke care available, including stroke units with

critical mass of trained staff, interdisciplinary team during
the rehabilitation period following stroke.

• Initial assessment performed by clinicians experienced in
stroke and stroke rehabilitation.

• Timely access to specialized, interdisciplinary stroke reha-
bilitation services.

• Timely access to appropriate type and intensity of rehabili-
tation for stroke survivors.

• Optimization of strategies to prevent the recurrence of
stroke.

• Stroke rehabilitation support provided to caregivers.
• Long-term rehabilitation services widely available in nurs-

ing and continuing care facilities, and in outpatient and
community programs.

• Definition, dissemination, and implementation of best prac-
tices for stroke rehabilitation across the continuum of care.

• Mechanisms for ongoing monitoring and evaluation, with a
feedback loop for interpretation of findings and opportuni-
ties for quality improvement.

Reprinted from the Canadian Stroke Network Newsletter,
Winter 2007/2008, Volume 7, Number 2.

Clinical Practice Corner
Did you know?
Salt and Sodium

Upcoming CANN
Annual General Meetings
& Scientific Sessions
Plan to attend the following CANN Conferences:
• Victoria, B.C., June 17–20, 2008
• Halifax, N.S., June 9–12, 2009
• Quebec City, QC, June 8–11, 2010
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February 22, 2008

Dear CANN Conference Participants,

I would like to invite you to participate in our fifth annual CANN Run/Walk for Nursing Research to be held
in Victoria in June 2008. Funds generated from the event will be used for the Dr. Marlene Reimer Nursing
Research Award. To date, we have raised more than $8,000, which goes towards funding nursing research.
Unfortunately, we are unable to issue tax receipts since we are a non-profit organization.

An invitation went to the CNSF conference participants to join us. I want to encourage you to participate by
either collecting sponsors, or by challenging a physician colleague to run with you. Perhaps the councillors
would like to consider a chapter challenge… the goal for this year is $4,000.00. So start collecting now!

PLACE: Leaving from the Harbour Towers Hotel and Suites

DATE/TIME: Thursday, June 19, 2008. Meet in the lobby at 6:15 a.m.

DISTANCE: 5 km run/ 3–5 km walk

For further information please contact: wilma.koopman@lhsc.on.ca or dhonhowe@aol.com

We hope to see you there!

Wilma Koopman,
CANN Research Committee

CANN 39th Annual Meeting and Scientific Sessions Pledge Form
June 17–20, 2008, Victoria, British Columbia

NEUROSCIENCE NURSING RESEARCH RUN/WALK
Thursday, June 19, 2008 @ 6:30 a.m. (meet in lobby at 6:15)

I will support the CANN Research Fund by: (complete all that apply)

_______ Leaping out of bed to run with all other neuroscience nurses

_______ Crawling out of bed to walk for what I know is a good cause

_______ Sleeping in with a good conscience because I am sponsoring

____________________ _______________________ (fill in name of runner or leave blank)

for $5 $10 $20

Name:____________________________________________

Home Institution:__________________________________ $ _________

Collect sponsors locally before you come to the conference! (More space on back to record)
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CANN 39th Annual Meeting
and Scientific Sessions Pledge Form

June 17–20, 2008, Victoria, British Columbia

NEUROSCIENCE NURSING RESEARCH RUN/WALK

Thursday, June 19, 2008 at 6:30 a.m.
(meet in lobby at 6:15)

I am sponsoring ________________________ (fill in name of runner)

For $5 $10 $20 $ other

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Name: ______________________ _______________________ $____________

Unfortunately, we are unable to issue tax receipts

TOTAL $ ___________
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Demographics:
1. Age:
a) 20–29
b) 30–39
c) 40–49
d) 50–59
e) 60–69
f) > 69

2. Gender:
a) Male
b) Female

3. Number of years in nursing:
a) Less than 2 years
b) 2–5 years
c) 6–10 years
d) 11–20 years
e) > 20 years

4. Number of years in neuroscience:
a) Less than 2 years
b) 2–5 years
c) 6–10 years
d) 11–20 years
e) > 20 years

5. Area of work: (Choose all that apply)
a) Staff Nurse
b) Community Nurse
c) Out-patient Clinic
d) Advanced Practice Nurse
e) Researcher
f ) Faculty Member
g) Retired
h) Other: ____________________________________________

6. Number of years as a CANN member:
a) Less than 2 years
b) 2 – 5 years
c) 6 – 10 years
d) 11 – 20 years
e) > 20 years
f ) Not a CANN member

CJNN Readership
Please mark the answer that most closely matches your
thoughts about CJNN.

7. I __________ read CJNN
a) Never
b) Occasionally
c) Always

8. CJNN has __________ information on continuing
education opportunities.
a) Too little
b) Just the right amount of
c) Too much

9. Would you like CJNN to include a “Clinical Corner”
section to share practice-related topics?
a) Yes
b) No
c) Not sure

10. I would like CJNN to:
a) continue in the present format (hard copy four times per
year)
b) publish articles on-line if members want to download
papers
c) use the most economical format

11. How often have you written a paper for CJNN?
a) Never
b) Once
c) 2–5 times
d) More than 5 times
e) Once a year or more

12. How often have you written papers for publication
that were not submitted to CJNN?
a) Never
b) Once
c) 2-5 times
d) More than 5 times
e) Once a year or more

Canadian Journal of Neuroscience Nursing (CJNN)

Journal Survey
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13. How often have you presented a paper at a local
chapter meeting?
a) Never
b) Once
c) 2–5 times
d) More than 5 times
e) Once a year or more

14. How often have you presented a paper at a CANN
Conference?
a) Never
b) Once
c) 2–5 times
d) More than 5 times
e) Once a year or more

15. For those people who have presented at a CANN
conference/local chapter meeting, but have not published
their papers, what are your greatest barriers to writing
for publication? (Please indicate as many as are
applicable)
a) Lack of time
b) Lack of confidence in writing
c) Too much effort
d) Co-presenters not interested in publishing
e) Believe work is not publishable
f ) Other: ____________________________________________

16. Please add any other comment that would help us
improve CJNN content:

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

THANK YOU VERY MUCH FOR YOUR PARTICIPATION AND FEEDBACK.
Please complete this survey either on-line at cann.ca, e-mail to cjnn@cann.ca, or fax to 1-613-735-7983 byMay 9, 2008.

Thank you.
Editor, CJNN
2008


