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The Canadian Journal of
Neuroscience Nursing is the peer-
reviewed journal of the Canadian
Association of Neuroscience
Nurses (CANN)/Association
canadienne des infirmières et
infirmiers en sciences neu-
rologiques (ACIISN). The journal
is published quarterly. We wel-
come the submission of original
manuscripts in the areas of prac-
tice, research, theory, education,
and policy, which are of interest to
the neuroscience nursing com-
munity. The views, statements,
and opinions expressed in the
articles, editorials, and advertise-
ments are those of the authors or
advertisers. They do not neces-
sarily 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.
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Canadian Copyright Licensing Agency (Access Copyright). For an
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Le Journal canadien
des infirmières et
infirmiers en sciences
neurologiques
Le Journal canadien des infir-
mières et infirmiers en sciences
neurologiques est le journal de
L’Association canadienne des
infirmières et infirmiers en sci-
ences neurologiques (ACIISN).
Cette publication est revisée par
ses propres 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 infirmières et infirmiers 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
infirmières et infirmiers 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.
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It is such a pleasure to publish the revised
version of the Canadian Association of
Neuroscience Nurses (CANN) Standards
of Practice in this issue of the Canadian
Journal of Neuroscience Nursing
(CJNN), in both languages, English and
French.

The CANN Standards of Practice were
originally developed in 1983, and subsequently revised in
1988 and recently in 2008 to address the scope of neuro-
science nursing practice across the care continuum of our
clients.

I would like to take this opportunity to offer our sincere
appreciation and thank the previous and current CANN

Standards and Professional Practice Task Force members for
their dedication and for their valuable contribution in the
development, the revision, and the translation of the
Neuroscience Nursing Practice Standards.

In addition, it appears that 2009 will be a very productive year
for us, neuroscience nursing colleagues… We will have the
opportunity to participate and profile our nursing expertise at
both the CANN Scientific Sessions in Halifax, N.S., and the
WFNN Congress in Toronto. Hope you will attend and have a
great time at both of these conferences!

I hope you will all enjoy the holiday season and wish you and
your families a very happy and a healthy New Year!

Respectfully,
Sonia Poochikian-Sarkissian, PhD, APN, CNN(C)

A message from the editor

The Canadian Journal of Neuroscience Nursing is published by Pappin Communications /
La Journal canadienne des infirmières et infirmiers en sciences neurologiques 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

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.

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

We want your
Neuroscience Nursing News!
Please send your stories, clinical ethical issues,
and other Neuroscience or CANN Chapter News to
Sonia Poochikian-Sarkissian, CJNN Editor at
sonia.sarkissian@uhn.on.ca

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

CJNN Author’s Award
Authors who have published in the CJNN will have the
chance to win one of two prizes!

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.
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Preface
Neuroscience nursing was formally established as a specialty
area in Canada with the formation of the Canadian
Association of Neurological and Neurosurgical Nurses in
1969. The name was changed to The Canadian Association of
Neuroscience Nurses (CANN) in 1985 in recognition of the
diversity of members. CANN is an associate group member of
the Canadian Nurses Association (CNA) and a society
member of the World Federation of Neuroscience Nurses.

CANN Standards of Practice were first approved by the Board
of Directors in 1983. The development of these standards was
critical to CANN’s recognition by CNA as a specialty group.
The CANN Standards were subsequently revised in 1988. The
current revisions of 2008 aim to address the scope of practice as
defined by CNA, as well as reflect the variety of practice areas
and settings of neuroscience nurses in this century and in this
environment of health care reform. The revised standards also
reflect changes in neuroscience nursing practice and emphasize
caring for clients across the lifespan, in different health states
and across the care continuum, rather than on single episodes
of illness requiring hospitalization. The intent of the new scope
of practice statement and revised standards is to describe
neuroscience nursing practice broadly enough to include all
sub-specialty areas, but specific enough to be remain useful.

CANNwas the first specialized nursing interest group to have
representation on the Canadian Nurses Association’s (CNA)
advisory committee. Neuroscience nursing was designated as

the first specialty group for certification through the
Canadian Nurses Association in 1987.

The CNA defines certification as “a voluntary and periodic
process (certification renewal) by which an organized
professional body confirms that a registered nurse has
demonstrated competence in a nursing specialty by having
met predetermined standards of that specialty” (CNA).

The purpose of certification is threefold:
• To promote excellence in nursing care for the people of
Canada through the establishment of national standards of
practice in nursing specialty area

• To provide an opportunity for practitioners to confirm their
competence in a specialty

• To identify through a recognized credential, those nurses
meeting the national standards of their association.

The first writing of the Neurosciences Nursing Certification
Exam in Canada took place in 1991. Certification in
neuroscience nursing continues to be available.

Scope of Practice
According to the CNA, a profession’s scope of practice helps
inform both the public and practitioners about the activities
specific practitioners are educated and authorized to perform.
The overall scope of practice for a profession is to set the
parameters of practice. While sometimes difficult to define
precisely, scope of practice is necessary and important because
it is the base fromwhich governing bodies prepare standards of
practice, educational institutions prepare curricula, and
employers prepare job descriptions. The public is also entitled
to understand who is qualified to provide which services and
how to access these care providers. Scope of practice for
individual practitioners is influenced by the settings where they
practise, employer requirements, provincial legislation, and by
the needs of their patients or clients (CNA, 2003).

Neuroscience Nursing
Scope of Practice
Neuroscience nursing is the specialized care of individuals
with, or at risk for nervous system dysfunction along the
continuum of care. These individuals may have biological,
psychological, social and spiritual alterations due to nervous
system dysfunction, which may include alterations in
consciousness, cognition, communication, self-concept,
motor, sensory, autonomic functions, affiliative relationships,
and sexuality. (American Association of Neuroscience
Nurses, 2004; Hickey, 2002; CANN).

Recipients of neuroscience nursing care may be individuals,
their families, significant others and/or the communities and
societies in which they live. This specialized nursing care is
provided across the lifespan and the care continuum.
Neuroscience nursing also includes prevention of nervous
system dysfunction through health promotion, education,
and research.

Standards of Neuroscience Nursing Practice
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Mission Statement
The Canadian Association of Neuroscience Nurses (CANN)
sets standards of practice and promotes continuing
professional education and research. Members collaborate
with individuals, families, interdisciplinary teams, and
communities to prevent illness and to improve health
outcomes for people with, or at risk for neurological disorders.

These professional standards are statements related to
expected performance of neuroscience nurses in Canada. The
purpose of these standards is to:
• Promote professional neuroscience nursing practice
• Provide guidance for the evolution of quality practice
environments where neuroscience clients receive care

• Provide guidelines for neuroscience nursing education
• Provide a framework for the evaluation of neuroscience
nursing practice.

Standards of Practice

Standard I
Specialized Body of Knowledge: Demonstrates the
integration of nursing knowledge and critical inquiry
along with knowledge from the sciences, humanities,
research, ethics, education, health promotion, prevention,
patient safety, and relational practice.

The neuroscience nurse has a knowledge base in:
• Central nervous system development
• Anatomy and physiology
• Neurological assessment
• Neurological diagnostic studies
• Intracranial pressure/Cerebral perfusion principles
• Traumatic and Acquired Brain Injury
• Spinal trauma
• Tumours
• Cerebrovascular disorders
• Degenerative disorders
• Movement disorders
• Infectious disorders
• Seizure disorders
• Pain
• Non-traumatic spinal cord disorders
• Fluid and electrolyte imbalance
• Congenital disorders
• Pharmacological management of neuroscience patients

Standard II
Application of Specialized Knowledge: Demonstrates
competence in the provision of specialized nursing care to
the neuroscience client*.

The neuroscience nurse:
• Performs the following neurological assessments as they
relate to the neurological disorders and initial findings:
� Cognition and behaviour
� Level of consciousness
� Cranial nerves
� Motor function
� Sensory functions

� Cerebellar functions
� Vital signs
� Pain
� Speech and language

• Uses reliable and validated assessment and measurement
tools. Examples include GCS [Glasgow Coma Scale], CNS
[Canadian Neurological Scale], NIHSS [National Institute
of Health Stroke Scale], ASIA Scale*.

• Analyzes and interprets data obtained through client
assessments to draw conclusions about client health status
and make a nursing diagnosis* where appropriate.

• Communicates client status using verifiable information to
members of the health care team.

• Collaborates with the client and other team members to
develop an age-appropriate, culturally sensitive,
individualized plan of care.

• Sets priorities for care with the patient/client and other
health care providers. The plan includes the changing
nature of the client’s needs.

• Provides care in accordance with policies, guidelines and
care standards (evidence informed practice*, evidence-
based care, research-based practice). Interventions are of a
preventative, restorative, supportive, promotive, and/or
educative approach.

• Implements interventions in accordance with the client,
family or significant other’s knowledge when implementing
the plan of care.

• Collaborates with the client and other team members to
continually evaluate the client’s response to interventions
and revises the plan as necessary.

Standard III
Professional Neuroscience Nursing Practice:
Demonstrates the inclusion of ethical practice, continued
competence and service to the public.

The neuroscience nurse:
• Demonstrates competence in professional judgments and
practice decisions by applying the principles implied in the
CNA Code of Ethics for Registered Nurses, namely:
1. Safe, competent and ethical care
2. Health and well-being
3. Choice
4. Dignity
5. Confidentiality
6. Justice
7. Accountability
8. Quality practice environments

• Uses knowledge from many sources
• Engages in critical inquiry processes to inform clinical
decision-making.

• Establishes therapeutic, caring, and culturally safe
relationships with clients and health care team members
based on appropriate relational boundaries and respect.

• Establishes and maintains respectful, collaborative,
therapeutic and professional relationships.

• Recognizes the importance of practising neuroscience
nursing that complies with provincial regulatory and legal
parameters.
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• Demonstrates understanding of the concept of public
protection.

• Demonstrates continued competence as outlined by
provincial regulatory bodies.

• Pursues and maintains certification in neuroscience
nursing (CNNC) through the Canadian Nurses
Association.

Glossary of Terms
ASIA scale: American Spinal Injury Scale is a component of
the American Spinal Injury Association impairment scale and
is a clinical scale used to grade severity of neurological loss
after spinal cord injury.

Canadian Neurological Scale (CNS): The Canadian
Neurological Scale (CNS) was designed to monitor mentation
and motor function in stroke patients.

Certification: CNA defines certification as a voluntary and
periodic process (certification renewal) by which an
organized professional body confirms that a registered nurse
has demonstrated competence in a nursing specialty by
having met predetermined standards of that specialty.

Collaborative practice: “Supports interdisciplinary
approaches to patient care and good health outcomes.
Physicians, nurses and pharmacists engage in collaborative
and cooperative practice with other health care providers
who are qualified and appropriately trained and who use,
wherever possible, an evidence-based approach. Good
communication is essential to collaboration and
cooperation” (CNA, 2003, p.1).

Competence: The ability of a registered nurse to integrate
and apply the knowledge, skills, judgment and personal
attributes required to practise safely and ethically in a
designated role and setting (CNA, 2004, p.1).

Evidence-based practice: A scope of practice that reflects
the degree to which the provider group practices are based on
valid scientific evidence where available (CNA, 2003, p.2).

Evidence-based decision-making: “Evidence-based
decision-making is a continuous interactive process involving
the explicit, conscientious and judicious consideration of the
best available evidence to provide care. Although rating
systems have been developed to rank order this evidence, it is
imperative to acknowledge that the use of higher levels of
evidence does not eliminate the need for professional clinical
judgment, nor for the consideration of client preferences”
(CNA, 2002, p.1).

Evidence-based nursing: “Refers to the incorporation of
evidence from research, clinical expertise, client preferences
and other available resources to make decisions about clients.
Decision-making in nursing practice is influenced by
evidence and also by individual values, client choice, theories,
clinical judgment, ethics, legislation and practice
environments” (CNA, 2002, p.1).

Glasgow Coma Scale: is a standardized and valid
neurological assessment tool developed for assessing level of
consciousness or coma.

NIHSS: The National Institute of Health Stroke Scale is a
structured clinician-rated scale incorporating physical
examination, pre-set questions and language assessment to
quantify neurological deficits following stroke.

Nursing practice: “Encompasses autonomous and
collaborative care of individuals of all ages, families, groups
and communities, sick or well and in all settings; includes the
promotion of health, prevention of illness and the care of ill,
disabled and dying people” (CNA, 2007, p.27).

Quality practice environment: According to both the
Canadian Nurses Association and the Canadian Federation of
Nurses Unions, “quality practice environments maximize
outcomes for clients, nurses and systems. Nurses have an
obligation to their clients to promote quality practice
environments that have the organizational structures and
resources necessary to promote safety, support and respect
for all persons in the practice setting. Such environments are
essential in all domains of nursing practice (clinical practice,
education, research, administration and policy)” (CNA Joint
Position Statement, 2006).

Standard: A desired and achievable level of performance
against which actual performances can be compared.
Standards of practice for RNs describe what is acceptable
practice and can be used to measure the quality of nursing
care a client receives (CNA, 2002, p.9).
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La Commission de l’Association des infirmières et infirmiers
en sciences neurologiques (AIISN), responsable des normes
de pratique professionnelle pour l’AIISN, reconnaît les efforts
du Comité de certification de spécialisation en neurosciences,
pour le travail accompli à la rédaction des normes en 1980,
1981, 1983 et 1988.

La Commission de la pratique professionnelle de l’ACIISN a
développé le présent document vers la fin de l’année 2007.

Les membres de la Commission :
Debbie Holtom, RN, BNSc, Med, ACNP, CNN(C), Présidente
du comité
Nancy Thornton, RN, MScN, CNN(C)
Kathy Doerksen, RN, MN, CNN(C)
Heather Stoyles, RN, CNN(C), CNCC(C)
Linda Kelloway, RN, MN, CNN(C)

Présidentes antérieures du Comité de certification de
spécialisation en neurosciences (Responsables du
développement et de la révision des normes de pratique
professionnelle) :
1980 Eileen Edmonds
1981 Pauline Weldon
1983 Geraldine Fitzgerald
1988 Ann Wyness

Le nom de ‘Comité de spécialisation’ fut changé à ‘Pratique
professionnelle’ en 1998–99.

Préface
Au Canada, la spécialité des soins infirmiers en neuro-
sciences fut formellement reconnue comme spécialisation en
1969 lors de l’institution de l’Association canadienne des
infirmières en neurologie et neurochirurgie. Le nom fut
changé à l’Association canadienne des infirmières et infir-
miers en sciences neurologiques (ACIISN) en 1985 pour
souligner la diversité de ses membres. L’ACIISN est affiliée à
l’Association des infirmières et infirmiers du Canada (AIIC)
et est membre de la Fédération mondiale des infirmières et
infirmiers en neurosciences (World Federation of
Neuroscience Nurses).

Les normes de pratique professionnelle de l’ACIISN furent
approuvées par le Conseil d’administration en 1983. Afin
d’être reconnu comme groupe spécialisé par l’AIIC, le
développement de ces normes était essentiel. La dernière
révision des normes de pratique professionnelle de l’ACIISN
date de 1988. La révision de 2008, vise à souligner la diversité

des champs d’exercice telle que définie par l’AIIC. De plus,
cette révision reflète la variété des différents domaines de pra-
tique et les milieux dans lesquels œuvrent les infirmières et
infirmiers en neurosciences de l’ère actuelle, tout en tenant
compte des nombreuses réformes du système de la santé. Les
nouvelles normes reflètent aussi les changements de la pra-
tique des soins infirmiers en neurosciences. Les normes pré-
conisent un continuum de soins au cours de la vie des clients,
alors que différents états de santé se manifestent, plutôt que
de se limiter à la prestation de soins en phase aigue lors d’une
hospitalisation. La nouvelle description du champ de pratique
a pour but de décrire la pratique infirmière en neurosciences
de façon plus détaillée afin d’y inclure les sous spécialités.
Cependant la description demeure assez précise pour
s’appliquer à chacun des ces groupes.

L’ACIISN fut le premier groupe d’infirmières spécialisées à
avoir une représentation au sein du Comité consultatif de
l’AIIC. Les soins infirmiers en neurosciences sont devenus la
première spécialisation à obtenir une certification attitrée et
reconnue par l’AIIC en 1987.

L’AIIC définit « certification » comme un procédé volontaire
et périodique (renouvellement de la certification) par lequel
un corps professionnel bien structuré confirme qu’une infir-
mière ou un infirmier autorisé a démontré une compétence
dans cette spécialisation. De plus, l’infirmière doit satisfaire
les normes de pratique professionnelle établies pour cette spé-
cialisation.

Cette certification se divise en trois points clés :
• Promouvoir l’excellence des soins infirmiers à la population
du Canada par l’entremise de normes de pratique profes-
sionnelle nationales dans une spécialité quelconque

• Offrir aux infirmières et infirmiers l’occasion d’authentifier
leur compétence dans une spécialisation

• Identifier les infirmières et infirmiers qui répondent aux
normes de pratique professionnelle de leur association par
une certification accréditée.

C’est en 1991 que le premier examen de certification pour
soins infirmiers en neurosciences a débuté. Cette certifica-
tion est toujours disponible pour ceux et celles qui sont
intéressés.

Champ de pratique professionnelle
Selon l’AIIC, la définition d’un champ de pratique profession-
nelle informe le public et les praticiens sur l’exercice spécial-
isé et les activités particulières pour lesquelles certains profes-
sionnels sont autorisés et qualifiés. En général, le champ de

Normes de pratique professionnelle
pour les infirmières et infirmiers

en sciences neurologiques
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pratique d’une profession est de décrire les paramètres de la
pratique. Bien que, parfois difficile à définir, l’importance d’un
champ de pratique est reliée au fait que celui-ci représente la
base des normes de pratique élaborées par les conseils admin-
istratifs et il représente l’une des composantes des curricu-
lums des centres de formation. De plus, le champ de pratique
est un outil utilisé par les employeurs pour créer les descrip-
tions de tâches. Le champ de pratique aide les membres du
consultent. Un champ de pratique professionnelle particulier
est influencé par l’organisation du milieu de travail, les
attentes de l’employeur, la législation provinciale et par les
besoins de la clientèle (AIIC, 2003).

Champ de pratique professionnelle
des soins infirmiers en neurosciences
Les soins infirmiers en neurosciences comprennent les soins
spécialisés prodigués aux individus qui souffrent de, ou sont à
risque de développer, des troubles du système nerveux durant
le continuum de soins. Ces individus peuvent démontrer des
problèmes d’origine physiologique, psychologique, sociocul-
turelle ou spirituelle reliés au mauvais fonctionnement du sys-
tème nerveux possiblement dû à : un changement du niveau
de conscience, des fonctions cognitives ou de la communica-
tion, une atteinte du concept de soi, de la motricité ou de la
sensation, une perturbation des fonctions autonomiques des
rapports interpersonnels ou de la sexualité (American
Association of Neurosciences Nurses, 2002; Hickey, 2002;
CANN).

Les bénéficiaires de soins en neurosciences comprennent les
individus incluant leurs familles, leur conjoint, la commu-
nauté ou la société. Ces soins spécialisés sont offerts tout au
cours d’une vie et du continuum de soins. Les soins infirmiers
en neurosciences incluent la prévention des problèmes du
système nerveux par l’entremise de la promotion de la santé,
de l’éducation et de la recherche.

Énoncé de mission
L’Association canadienne des infirmières et infirmiers en sci-
ences neurologiques (ACIISN) établit les normes de pratique
de la profession, appuie le développement professionnel et la
recherche. Les membres de l’ACIISN collaborent avec les
individus, les familles, les équipes multidisciplinaires et la
communauté, dans le but de prévenir les troubles du système
nerveux et d’améliorer la santé des gens affectés et ceux qui
sont à risque d’en souffrir.

Ces normes de pratique professionnelle sont l’expression du
niveau de compétence exigé des infirmières en neuroscience
au Canada. Les objectifs de ces normes sont de :
• Promouvoir la pratique professionnelle infirmière en
neurosciences

• Procurer des lignes directrices pour l’évolution des milieux
de pratique desservant les clients en neurosciences

• Fournir des lignes directrices pour l’éducation des infir-
mières et infirmiers en neurosciences

• Fournir un cadre d’évaluation de la pratique infirmière en
neurosciences.

Normes de pratique professionnelle
des soins infirmiers en neurosciences

Norme I
Ensemble des connaissances spécialisées : Démontre
l’intégration des connaissances infirmières, de la pensée
critique, des sciences pures et humaines, de la recherche, de
l’éthique, de l’éducation, de la promotion de la santé, de la
sécurité du patient et de la pratique relationnelle.

Les matières suivantes constituent la base de
connaissances des infirmières et infirmers en neurosciences :
• Développement du système nerveux central
• Anatomie et physiologie
• Évaluation neurologique
• Tests diagnostiques neurologiques
• Pression intracrânienne et principes de perfusion cérébrale
• Traumatismes crâniens et blessures cranio-cérébrales
• Blessures médullaires
• Tumeurs
• Maladies vasculaires cérébrales
• Maladies neurologiques dégénératives
• Troubles du mouvement
• Maladies infectieuses
• Epilepsie
• Douleur
• Troubles de la moelle épinière
• Déséquilibre des liquides et des électrolytes
• Maladies congénitales
• Pharmacologie reliée aux neurosciences

Norme II
Application des connaissances spécialisées : Afin de
fournir au client des soins spécialisés en neurosciences,
l’infirmière doit démontrer des compétences spécifiques.

L’infirmière en neurosciences :
• Exécute les évaluations appropriées aux maladies
neurologiques et enregistre les résultats de base :
� Compréhension, perception et comportement
� Niveau de conscience
� Nerfs crâniens
� Fonctions motrices
� Fonctions sensorielles
� Signes vitaux
� Douleur
� Parole et langage

• Utilise des outils d’évaluation et de mesure fiables et validés
[par exemple : échelle de Glascow (Glascow Coma Scale),
CNS (Canadian Neurological scale), NIHSS (National
Institute of Health Stroke Scale), ASIA Scale*]

• Analyse et interprète les résultats obtenus au cours de
l’évaluation du client pour déterminer son état de santé et
faire un diagnostic infirmier.

• Communique l’état de santé du client par l’entremise
d’information observable aux membres de l’équipe de soins
de santé.

• Collabore avec le client et les autres membres de l’équipe
afin de développer un plan de soins individualisé, approprié
à l’âge et à la culture.
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• Priorise les soins avec le patient/client et les autres
professionnels de la santé adaptés aux besoins du client.

• Prodigue des soins selon les politiques établies, lignes
directrices et normes de pratique basées sur des données
probantes. La démarche des soins infirmiers en
neurosciences inclue la prévention, la restauration, le
soutien, la promotion et/ou l’éducation.

• Implante le plan de soins conformément aux connaissances
du client, de la famille ou autre personne significative.

• Évalue régulièrement la réaction du client et modifie le plan
de soins conjointement avec ce dernier et les membres de
l’équipe de soins.

Norme III
Pratique professionnelle des soins infirmiers en
neurosciences : Comprend une pratique éthique et
compétente s’adressant au public.

L’infirmière en neurosciences :
• Démontre la capacité de jugement clinique et de prise de
décisions basés sur les normes et le code d’éthique de
l’Association des infirmières et des infirmiers du Canada
(AIIC) :
1. Soins sécuritaires, compétents et conformes à l’éthique
2. Santé et bien-être
3. Choix
4. Dignité
5. Confidentialité
6. Justice
7. Responsabilité
8. Milieux de pratique de qualité

• Utilise des connaissances de plusieurs sources.
• Utilise un processus de pensée critique pour guider la prise
de décisions clinique.

• Établit des relations thérapeutiques, attentionnées, et
culturellement adaptées aux clients et aux membres de
l’équipe de soins tout en observant les limites relationnelles
et le respect de la personne.

• Établit et maintient des relations respectueuses,
collaboratives, thérapeutiques et professionnelles.

• Reconnaît l’importance de la pratique infirmière en
neurosciences conforme aux normes d’exercice
provinciales et aux paramètres légaux.

• Démontre une compréhension du concept de la protection
du public.

• Démontre des compétences continues selon l’organisme de
réglementation.

• Obtient et maintient la certification nationale en soins
infirmiers en neurosciences par l’entremise de l’AIIC.

Glossaire
Canadian Neurological Scale (CNS) : Cette échelle a été
conçue pour évaluer et surveiller les fonctions cognitives et
motrices chez les victimes d’AVC.

Certification : L’AIIC définit la certification comme une
activité volontaire et renouvelable par laquelle un organisme
professionnel confirme qu’une infirmière autorisée a rencon-
tré les exigences de normes nationales de compétence spéci-
fiques à la spécialité infirmière.

Collaboration et coopération : Afin de favoriser une
démarche interdisciplinaire pour le soin des patients et de
bons résultats sur leur santé, les médecins, les infirmières et
les pharmaciens collaborent et coopèrent avec d’autres
prestateurs de soins de santé dont ils connaissent les compé-
tences, qui ont reçu la formation nécessaire et, dans la mesure
du possible, qui suivent une démarche fondée sur les données
probantes. Une bonne communication est essentielle à la col-
laboration et à la coopération (AIIC, 2003, p.1).

Compétence : La capacité d’une infirmière autorisée a intégr-
er et mettre en application les connaissances, l’habileté, le
jugement clinique et les attributs personnels nécessaires à une
pratique sécuritaire et éthique dans un rôle et un environ-
nement spécifiques.

Données probantes : Les champs d’exercice doivent traduire
la mesure dans laquelle la pratique du groupe de prestateurs
suit une démarche fondée sur des données scientifiques
solides, lorsqu’elles sont disponibles (AIIC, 2003, p.2).

Échelle « ASIA » : “American Spinal Injury Scale” est une
composante de “American Spinal Injury Association impair-
ment scale”. L’échelle « ASIA » est une échelle pour mesurer le
degré de sévérité de perte de fonction neurologique à la suite
d’une blessure médullaire.

Échelle de Glasgow (Glasgow Coma Scale) : Est un outil de
mesure standardisé et validé pour évaluer le niveau de con-
science ou de coma.

Milieux de pratique de qualité : L’AIIC et la Fédération cana-
dienne des syndicats d’infirmières/infirmiers (FCSII) sont
d’avis que les milieux de pratique de qualité maximisent les
résultats pour les clients, les infirmières et les systèmes. Les
infirmières doivent à leurs clients de promouvoir « des
milieux de pratique dotés des structures organisationnelles et
des ressources nécessaires pour assurer la sécurité, le soutien
et le respect des personnes qui s’y trouvent. » Ces milieux
sont essentiels dans tous les domaines des soins infirmiers
(pratique clinique, enseignement, recherche, administration
et politique) (AIIC, Énoncé de position commun, août 2006).

NIHSS : L’échelle “National Institute of Health Stroke Scale”
est un outil d’évaluation comprenant l’examen physique et
l’évaluation du langage permettant de quantifier les déficits
neurologiques suite à un AVC.

Norme : Niveau souhaité et atteignable de rendement en
fonction duquel il est possible de comparer le rendement réel.
Les normes de pratique pour les infirmières décrivent ce qui
est une pratique acceptable et peuvent être utilisées pour éval-
uer la qualité des soins qu’un client reçoit (AIIC, 2007).

Pratique infirmière :On entend par soins infirmiers les soins
prodigués, de manière autonome ou en collaboration, aux
personnes de tous âges, aux familles, aux groupes et aux com-
munautés—malades ou bien portants—quelque soit le cadre.
Les soins englobent la promotion de la santé, la prévention de
la maladie, ainsi que les soins dispensés aux personnes
malades, invalides et mourantes. (AIIC, 2007, p. 27).

Prise de décisions basée sur des données probantes :
Représente un procédé qui comprend l’observation détaillée,
judicieuse et consciencieuse de données scientifiques pour
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prodiguer des soins. Bien que des systèmes de surveillance et
d’évaluation des données aient été développés, il est nécessaire
de reconnaître l’importance d’appliquer un jugement clinique
et d’observer les choix du patient lors de la prestation des soins.

Soins infirmiers basés sur des données probantes : Soins infir-
miers basés sur l’intégration de données scientifiques, de
l’expertise clinique de l’infirmière, de l’observation des choix du
client et d’autres ressources dans le but de prendre des déci-
sions cliniques pour la prestations des soins aux patients. La
prise de décisions clinique en soins infirmiers est influencée par
les données probantes, les choix du client, les théories, le juge-
ment clinique, l’éthique, les législations et les environnements
de pratique.
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Matters of the Brain:
Navigating Neurons
Call for abstracts: CANN Scientific Sessions
June 9–12, 2009, Halifax, Nova Scotia

Please note extension of
Call for Abstracts for CANN
Scientific Sessions in June 2009
Important new dates:
• January 15, 2009—All abstracts for oral (paper and work-
shop) presentations must be received.
� If the Codman Award, Brain Tumor Foundation Award,
or Medtronic Award is being sought, this must be noted
at the time of abstract submission.

• February 1, 2009—All abstracts for poster presentations
must be received.

• February 15, 2009—All manuscripts/papers submitted for
the Codman Award, Brain Tumor Foundation Award, or
Medtronic Award must be received.

Please consider submitting an abstract for the 40th
Annual Meeting and Scientific Sessions of the Canadian
Association of Neuroscience Nurses.

Please forward to:
Debrah White
e-mail: Debrah.White@cdha.nshealth.ca

Call for Abstracts: CANN Scientific
Sessions, June 9–12, 2009
We want to learn more about the exciting
work neurosciences nurses are involved with.

The Nova Scotia Chapter of CANN invites you to come and
experience the history and culture of Halifax. Guests are invit-
ed to stay at the Lord Nelson Hotel located on South Park
Street across from the Public Gardens, one of the oldest formal
Victorian gardens in Canada. Nearby opportunities for sight-
seeing, shopping, and thriving nightlife are guaranteed to make
your meeting a truly memorable experience!

We are excited and proud to be hosting the 2009 CANN
Scientific Sessions. We anticipate a challenging and educa-
tional scientific program with content for novice and experts,
as well as networking opportunities for neuroscience nurses
and our colleagues. Please consider submission of an abstract!
The abstract selection process is a blind review process,
reviewed by the scientific committee. You may submit your
abstract in English or French. Submissions may be in the cat-
egories of neuro assessment, pediatrics, epilepsy, spine,
stroke, brain tumours, professional development or other
areas of interest to neuroscience nurses.

We encourage all presenters to complete written papers of
their presentations and submit them for publication in our
peer-reviewed, indexed journal. Please bear in mind that our
neuroscience nursing journal, Canadian Journal of
Neuroscience Nursing (CJNN), is one of only two such jour-
nals in North America.

The purpose of the scientific sessions is to provide an oppor-
tunity for neuroscience nurses to enhance their knowledge
and expertise. We invite nurses and other health care profes-
sionals from all neuroscience areas to contribute to our scien-
tific program.

The abstracts are used to assist:
a) The scientific committee in selecting those papers of the
most value and relevance to our membership and nursing
specialty.

b) The registrants of the conference in choosing the
papers/sessions they would like to attend.

Requirements for preparing abstracts
1. On a single page, the abstract must, in 200 words or fewer,
describe the central theme of the paper, workshop or poster.

2. Type your name and the title of your poster or presentation
or workshop on the top of the page. The first author should
be the person presenting the paper, workshop or poster.
Submit a second copy of the abstract with the title only. Do
not include any names on this second abstract. A blind
review process is used for abstract selection.

3. Indicate the following on the abstract page:
• Intended level of audience (basic, advanced, or all
participants).

• Intended subspecialty (e.g., pediatrics, neurology, neu-
rosurgery, neuro-critical care, etc.).

• Format of your session (plenary, concurrent, workshop
or poster).

4. Send the following via e-mail only:
• Microsoft Word files:
I. One file of the completed abstract with title and

author
II. One file of the completed abstract with title only
III. One file with curriculum vitae for each presenter
IV. One file with authors’ information and audiovisual

requirements
V. Your return e-mail address.

Please forward the above to:
Debrah White
e-mail: Debrah.White@cdha.nshealth.ca
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Acknowledgement of receipt of any files or communication
will be sent via e-mail soon after receipt. If you do not
received such acknowledgement, or if you need to communi-
cate with Debrah, please contact her at:

Scientific Chair—Halifax 2009
Debrah White
9 Roupen Court
Hammonds Plains, NS B4B 1L2
(H) 902-835-5035; (W) 902-473-2772
debrah.white@cdha.nshealth.ca

Important new dates
• January 15, 2009—All abstracts for oral (paper and work-
shop) presentations must be received.
� If the Codman Award, Brain Tumor Foundation Award,
or Medtronic Award is being sought, this must be noted
at the time of abstract submission.

• February 1, 2009—All abstracts for poster presentations
must be received.

• February 15, 2009—All manuscripts/papers submitted for
the Codman Award, Brain Tumor Foundation Award, or
Medtronic Award must be received.

Canadian Journal of Neuroscience Nursing has the first
right of refusal for the publication of the Mary Glover,
Codman Award, Brain Tumor Foundation, and Medtronic
Award papers presented at these scientific sessions.

All presenters must register for the conference at least for
the day of their presentation and pay the applicable regis-
tration fee.

Guidelines for Brain
Tumor Foundation Award
The Brain Tumor Foundation Award is in honour of Pamela
Del Maestro, RN, BSc. It will be presented to the author or
authors of a written paper that demonstrates the achievement
of excellence in the area of neuro-oncology nursing. It is
expected themoney will be used for professional development.

Eligibility
1. At least one of the author(s) is a general/honourary mem-
ber of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honourary member in the pre-
ceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline;

3. The author(s) is prepared to present the paper a the CANN
Annual Meeting in the year the award is being presented;

4. The paper contains original work by the author(s);
5. The paper may be an adaptation from a previous work by
author(s); this must be stated;

6. The award may not be presented to the same author(s) two
consecutive years;

7. The author(s) may not be the recipient of any other CANN
awards in the same given year;

8. The author(s) must indicate if they have received any
awards from CANN in the past two years. The type of
award and date it was received will be provided to the sci-
entific committee.

Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to current neuro-oncology nursing;
3. The author(s) presents a logical development of ideas
based on scientific evidence;

4. The author(s) demonstrates creativity and originality;
5. The paper has implications for neuroscience nursing prac-
tice, education, administration, or research;

6. Demonstrates comprehensive knowledge of the topic.

Style
The paper is written according to the manuscript guidelines
for publication as established by the Canadian Journal of
Neuroscience Nursing.

Selection
1. The paper is selected by the Scientific Program Committee
through consultation with the Editor of CJNN and the
Scientific Liaison. The Scientific Program Committee
reserves the right to withhold the award if no paper meets
the specifications;

2. Papers for consideration must be received by the Scientific
Program Committee by February 15, 2009.

Presentation
1. The completed paper and disk must be brought to the June
meeting;

2. The completed paper must be submitted to the editor or
designate (e.g., peer reviewer) at the Annual Meeting for
review and possible publication in the Canadian Journal of
Neuroscience Nursing (CJNN).

Publication
1. The completed paper must be submitted to the editor of
CJNN, or designee (e.g., peer reviewer) at the Annual
Meeting for publication;

2. The monetary portion of the award will be withheld until
publication in CJNN.

Guidelines for the Codman Award
The Codman Award will be presented to the author or authors
of a written paper that demonstrates the achievement of excel-
lence in the area of neuroscience nursing research. It is expect-
ed the money will be used for professional development.

Eligibility
1. At least one of the author(s) is a general/honourary mem-
ber of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honourary member in the pre-
ceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline;

3. The author(s) is prepared to present the paper a the CANN
Annual Meeting in the year the award is being presented;

4. The paper contains original work by the author(s);
5. The paper may be an adaptation from a previous work by
author(s); this must be stated;

6. The award may not be presented to the same author(s) two
consecutive years;

7. The author(s) may not be the recipient of any other CANN
awards in the same given year;
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8. The author(s) must indicate if they have received any awards
fromCANN in the past two years. The type of award and date
it was received will be provided to the scientific committee.

Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to current neuroscience nursing;
3. The author(s) presents a logical development of ideas
based on scientific evidence and a comprehensive review
of the literature;

4. The author(s) demonstrates creativity and originality;
5. The paper has implications for neuroscience nursing prac-
tice, education, administration, or research;

6. The paper reflects current trends in nursing;
7. Demonstrates comprehensive knowledge of the topic.

Style
The paper is written according to the manuscript guidelines
for publication as established by the Canadian Journal of
Neuroscience Nursing.

Selection
1. The paper is selected by the Scientific Program Committee
through consultation with the with the Editor of CJNN and
the Scientific Liaison.

2. The Scientific Program Committee reserves the right to
withhold the award if no paper meets the specifications;

3. Papers for consideration must be received by the Scientific
Program Committee by February 15, 2009.

Presentation
1. The completed paper and disk must be brought to the June
meeting;

2. The award is presented to the authors by a representative
of the Codman Company;

3. If the paper is co-authored by a non-member, sharing of
the award is left to the discretion of the author(s) who is
(are) members.

Publication
1. The completed paper must be submitted to the editor or
designate (e.g., peer reviewer) at the Annual Meeting for
review and possible publication in the Canadian Journal of
Neuroscience Nursing (CJNN);

2. The monetary portion of the award will be withheld until
publication in CJNN.

Guidelines for the Medtronic Award
The Medtronic Award will be presented to the author or
authors of a written paper that demonstrates the achievement
of excellence in the area of neuroscience nursing clinical prac-
tice. It is expected that the money will be used for profession-
al development.

Eligibility
1. At least one of the author(s) is a general/honourary mem-
ber of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honourary member in the pre-
ceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline.

3. The author(s) is prepared to present the paper a the CANN
Annual Meeting in the year the award is being presented;

4. The paper contains original work by the author(s);
5. The paper may be an adaptation from a previous work by
author(s); this must be stated;

6. The award may not be presented to the same author(s) two
consecutive years;

7. The author(s) may not be the recipient of any other CANN
awards in the same given year;

8. The author(s) must indicate if they have received any
awards from CANN in the past two years. The type of
award and date it was received will be provided to the sci-
entific committee.

Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to current neuroscience nursing;
3. The author(s) presents a logical development of ideas
based on scientific evidence and a comprehensive review
of the literature;

4. The author(s) demonstrates creativity and originality;
5. The paper has implications for neuroscience nursing prac-
tice, education, administration, or research;

6. The paper reflects current trends in nursing;
7. Demonstrates comprehensive knowledge of the topic.

Style
The paper is written according to the manuscript guidelines
for publication as established by the Canadian Journal of
Neuroscience Nursing.

Selection
1. The paper is selected by the Scientific Program Committee
through consultation with the Editor of CJNN and the
Scientific Liaison.

2. The Scientific Program Committee reserves the right to
withhold the award if no paper meets the specifications;

3. Papers for consideration must be received by the Scientific
Program Committee by February 15, 2009.

Presentation
1. The completed paper and disk must be brought to the June
meeting;

2. The award is presented to the authors by a representative
of Medtronic;

3. If the paper is co-authored by a non-member, sharing of
the award is left to the discretion of the author(s) who is
(are) members.

Publication
1. The completed paper must be submitted to the editor of
CJNN, or designee (e.g., peer reviewer) at the Annual
Meeting for publication;

2. The monetary portion of the award will be withheld until
publication in CJNN.
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Matters of the Brain: Navigating Neurons
Appel de proposition: La session scientifique de la 40e réunion annuelle de

l’Association canadienne des infirmières et infirmiers en sciences neurologiques

le 9 à 12 juin 2009, Halifax, Nova Scotia

Notez s’il vous plaît l’extension de
demande des résumés pour les Sessions
scientifiques de l’ACIISN juin 2009
Nouvelles dates importantes
• 15 janvier 2009—Tous les résumés de présentations orales
ou ateliers doivent être reçus.
� Si vous désirez appliquer pour le prix Codman, le prix de
la Fondation des tumeurs cérébrales ou le prix
Medtronic, veuillez le mentionner dans votre envoi.

• 1 février 2009—Tous les résumés pour présentations
d’affiche doivent être reçus.

• 15 février 2009—Toutes les demandes concernant
l’admissibilité au prix Codman, au prix de la Fondation des
tumeurs cérébrales ou le prix Medtronic doivent être
reçues sous forme d’article rédigé.

Nous vous prions de penser à soumettre un résumé pour
les sessions scientifiques du 40e congrès de l’Association
canadienne des infirmières et infirmiers en sciences neu-
rologiques. Nous voulons en savoir davantage sur
l’excellent travail dans lequel sont impliquées les infir-
mières et les infirmiers en neurosciences.

Envoyez s’il vous plaît à:
Debrah White
e-mail: Debrah.White@cdha.nshealth.ca

La filiale de l’ACIISN de la Nouvelle-Écosse vous invite à venir
prendre connaissance de l’histoire et de la culture de cette
provine de l’est. Les participants seront logés au Lord Nelson
Hotel situé en face du site : « Public Gardens », l’un des plus
anciens jardin Victorien du Canada. Les visites touristiques, le
magasinage et les soirées trépidantes d’activité, feront de votre
congrès une expérience mémorable.

L’appel pour les résumés pour la session scientifique de la
40e réunion annuelle de l’Association canadienne des infir-
miers et infimières en science neurologique est maintenant
lancé. Cette conférence nationale est une opportunité
d’échanger vos connaissances et démontrer votre engage-
ment au niveau de la recherche et de la pratique du nursing
en sciences neurologiques.

Les dates limites pour la soumission de résumés sont indiquées
ci-dessous. La sélection des résumés au programme sera faite
par le comité scientifique. Veuillez soumettre votre résumé
pour présentation orale ou affiche, en français ou, en anglais.
Vous pouvez choisir l’une des catégories suivantes: évaluation
neurologique, épilepsie, accident vasculaire cérébral, tumeur
cérébrale, maladies et traumatisme de la colonne vertébrale,
chez les patients de tout âge. Les articles sur le développement

professionnel ou tout autre sujet intéressant dans le domaine
du nursing en neurosciences seront acceptés.

Nous vous encourageons tous à participer. Vous pouvez
même faire publier vos travaux dans notre journal : Le
Journal canadien des infirmières et infirmiers en sciences
neurologiques. Ce journal est l’une des deux seules revues du
genre en Amérique du nord.

La raison d’être des sessions scientifiques est de donner une
occasion aux infirmières d’accroître leurs connaissances et de
développer leur expertise en sciences neurologiques. Nous
invitons les infirmières, ainsi que les autres professionnels de
la santé qui pratiquent dans cette spécialité, à contribuer à
notre programme scientifique.

Les résumés sont utilisés pour :
a) La révision du texte par le comité scientifique dans le but faire
une sélection appropriée selon les besoins de nos membres;

b)Permettre au membres participant de choisir les sessions
auxquelles ils (elles) veulent assister.

Règlements pour la
rédaction des résumés:
1. Le résumé doit être composé d’un maximum de 200 mots
afin de décrire le thème principal de l’activité, de l’atelier
ou de l’affiche.

2. Inscrire en lettres carrées votre nom et le titre de votre
présentation, activité ou affiche en haut de la page. Le pre-
mier auteur inscrit devrait être la personne présentant le
papier, l’atelier ou affiche. Également, veuillez soumettre
une deuxième copie de ce résumé avec le titre seulement.
N’inscrivez aucun nom sur ce deuxième exemplaire. Le
comité scientifique utilise un processus préconisant un
choix à l’aveugle pour la sélection des résumés.

3. Indiquez les éléments suivants suite au texte du résumé :
• L’audience visée par l’activité (de base, avancée ou tout
participant).

• Sous spécialité (p.ex. : pédiatrie, neurologie, neu-
rochirurgie, soins critiques, etc.).

• Format de la session (session plénière, simultanée, atel-
ier ou affiche).

4. Envoyez le document par l’intermédiaire de courriel
seulement.
• Fichiers sous le format de Microsoft Word :
I. Un dossier du résumé proposé avec le titre et les

auteurs participants
II. Un dossier du résumé proposé avec le titre seulement
III. Un dossier avec les curriculums vitaes pour chaque

présentateur
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IV. Un dossier concernant le choix d’équipement audio-
visuel et la logistique de l’activité

V. Votre adresse électronique de retour

Faites parvenir votre résumé à :
Debrah White
Courriel: Debrah.White@cdha.nshealth.ca

Un accusé de réception de tous les dossiers soumis sera
envoyé par l’intermédiaire d’un courriel. Si vous ne recevez
pas de réponse dans un délai raisonnable ou si vous devez
communiquer avec Debrah, veuillez composer le:

Debrah White
9 Roupen Court
Hammonds Plains, NS B4B 1L2
(H) 902-835-5035; (W) 902-473-2772
debrah.white@cdha.nshealth.ca

Dates de tombée :
• Le 15 janvier 2009 : Tous les résumés pour les présenta-
tions orales ou ateliers doivent être reçus. Si vous envisagez
appliquer pour le prix Codman ou pour le prix de la
Fondation des tumeurs cérébrales, veuillez le mentionner.

• Le 1 février 2009 : Toutes les demandes concernant
l’admissibilité au prix Codman ou au prix de la Fondation
des tumeurs cérébrales doivent être reçues sous forme
d’article rédigé.

• Le 15 février 2009 : Tous les résumés pour les présentations
d’affiche doivent être reçus. Le comité administratif du
Journal Canadien des Infirmiers et Infirmières en sciences
neurologiques se réserve le droit de refuser une demande de
publication d’un travail scientifique présenté pour les con-
cours des prix Mary Glover, Codman ou de la Fondation des
tumeurs cérébrales. Tous les présentateurs doivent s’inscrire
à la conférence et payer les frais d’enregistrement applica-
bles, au moins pour le jour de leur présentation.

Réglements pour le prix de la
Fondation des tumeurs cérébrales :
Le prix de la Fondation des tumeurs cérébrales existe en
l’honneur de Pamela Del Maestro, infirmière, B.Sc. Il sera
présenté à l’auteur ou aux auteurs d’un travail écrit qui
démontre l’atteinte de l’excellence dans le domaine des soins
infirmiers en neurooncologie. Il est entendu que l’argent sera
utilisé à des fins de développement professionnel.

Admissibilité
1. Au moins un des auteurs est membre de l’Association
canadienne des infirmières et infirmiers en sciences neu-
rologiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteur(s) stipule(nt) par écrit leur intention de
participer;

3. Le ou les auteur(s) sont prêts à pre?senter le travail à la réu-
nion annuelle de l’ACIISN;

4. Le travail est un ouvrage original de (des) l’auteur(s);
5. Le travail peut être l’adaptation d’un ouvrage précédent des
auteurs; ceci doit être mentionné;

6. Le prix ne sera pas présenté au(x) même(s) auteur(s) deux
années consécutives.

Contenu
1. Le sujet du travail est traité utilisant une perspective de
nursing;

2. Le sujet se rapporte aux soins infirmiers en sciences
neurologiques;

3. Le ou les auteur(s) présente(nt) un développement d’idées
logiques basé sur des connaissances scientifiques;

4. Le ou les auteur(s) démontre(nt) de l’originalité et de la
créativité;

5. Le travail a des implications au niveau de la pratique des
soins infirmiers en sciences neurologiques, de l’éducation,
de l’administration et de la recherche;

6. Le ou les auteur(s) démontre(nt) une grande connaissance
du sujet.

Format
Le travail est écrit en accord avec les règlements établis se rap-
portant à la rédaction d’un article pour fins de publications
dans le Journal canadien des infirmières et infirmiers en
sciences neurologiques.

Sélection
1. Le travail est sélectionné par le comité
du programme scientifique;

2. Le comité du programme scientifique se réserve le droit de
ne pas attribuer le prix si aucun des travaux ne rencontre
les attentes du comité;

3. Tous les participants au concours du prix de la Fondation
des tumeurs cérébrales doivent faire parvenir leur travail
au comité du programme scientifique au plus tard, le 15
février 2009.

Présentation
1. Le travail, sous forme de texte, et une disquette doivent
être apportés au congrès annuel au mois de juin, 2009.

2. Le travail sera publié dans le Journal canadien des infir-
mières et infirmiers en sciences neurologiques.

Règlements du concours
de la Compagnie Codman
Le prix de la compagnie Codman sera présenté à l’auteur ou
aux auteurs d’un travail écrit qui démontre l’atteinte de
l’excellence dans le domaine des soins infirmiers en sciences
neurologiques. Il est entendu que l’argent sera utilisé à des fins
de développement professionnel.

Admissibilité
1. Au moins un des auteurs est membre de l’Association
canadienne des infirmères et infirmiers en sciences neu-
rologiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteur(s) stipule(nt) par écrit son (leur) intention
de participer;

3. Le ou les auteur(s) est (sont) prêt(s) à pre?senter le travail
lors du congrès annuel de l’ACIISN;

4. Le travail est un ouvrage original de (des) l’auteur(s);
5. Le travail peut être l’adaptation d’un ouvrage précédent de
(des) l’auteur(s); ceci doit être mentionné;

6. Le prix ne sera pas présenté au(x) même(s) auteur(s) deux
années consécutives.
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Contenu
1. Le sujet du travail est traité utilisant une perspective de
nursing;

2. Le sujet se rapporte aux soins infirmiers en sciences
neurologiques;

3. Le ou les auteurs présente (nt) un développement d’idées
logiques basé sur des connaissances scientifiques en plus
d’avoir révisé la littérature sur le sujet;

4. Le ou les auteurs démontre(nt) de l’originalité et de la
créativité;

5. Le travail a des implications au niveau de la pratique des
soins infimiers en sciences neurologiques, de l’éducation,
de l’administration et de la recherche;

6. Le travail réfète les pratiques courantes en nursing;
7. Le ou les auteurs démontre(nt) une grande connaissance
du sujet.

Format
Le travail est écrit en accord avec les directives établies pour
la rédaction d’un article pour fins de publication dans le
Journal canadien des infirmières et infirmiers en sciences
neurologiques.

Sélection
1. Le travail est sélectionné par le comité du programme
scientifique;

2. Le comité du programme scientifique se réserve le droit de
ne pas attribuer le prix si aucun des travaux ne rencontre
les attentes du comité;

3. Tous les participants au concours du prix Codman doivent
faire parvenir leur travail au comité du programme scien-
tifique au plus tard, le 15 février 2009.

Présentation
1. L’auteur doit apporter le travail sous forme de texte et sur
diskette au congrès annuel;

2. Le prix est remis aux membres de l’ACIISN par un
représentant de la compagnie Codman lors du congrès
annuel;

3. Si un non-membre est co-auteur de l’article, la décision du
partage du prix est laissée à la discrétion de l’auteur qui est
membre.

Publication
Le travail sera publié dans le Journal canadien des infir-
miers et infirmières en sciences neurologiques.

Règlements du concours
de la compagnie Medtronic
Le prix Medtronic sera présenté à l’auteur ou aux auteurs d’un
article qui démontre l’atteinte de l’excellence dans le domaine
des soins infirmiers en sciences neurologiques. L’argent sera
utilisé à des fins de développement professionnel.

Admissibilité
1. Au moins un des auteurs est membre de l’Association
canadienne des infirmières et infirmiers en sciences neu-
rologiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention de
participer;

3. Le ou les auteurs sont prêts à présenter le travail lors du
congrès annuel de l’ACIISN;

4. Le travail est un ouvrage original des auteurs;
5. Le travail peut être l’adaptation d’un ouvrage précédent des
auteurs; ceci doit être mentionné;

6. Le prix ne sera pas présenté aux mêmes auteurs deux
années consécutives.

Contenu
1. Le sujet du travail est traité utilisant une perspective de
soins infirmiers;

2. Le sujet se rapporte aux soins infirmiers en sciences neu-
rologiques;

3. Le ou les auteurs présentent un développement d’idées
logiques basé sur des connaissances scientifiques et sur la
littérature sur le sujet;

4. Le ou les auteurs démontrent de l’originalité et de la créa-
tivité;

5. Le travail a des implications au niveau de la pratique des
soins infirmiers en sciences neurologiques, de l’éducation,
de l’administration et de la recherche;

6. Le travail reflète les pratiques courantes en soins infir-
miers;

7. Le ou les auteurs démontrent une grande connaissance du
sujet.

Format
Le travail est écrit en accord avec les directives établies pour
la rédaction d’un article pour fins de publication dans Le jour-
nal canadien des infirmières et infirmiers en sciences neu-
rologiques.

Choix des gagnants
1. Le travail est sélectionné par le comité du programme sci-
entifique en collaboration avec la rédactrice en chef du
Journal canadien des infirmières et infirmiers en sciences
neurologiques;

2. Le comité du programme scientifique se réserve le droit de
ne pas attribuer le prix si aucun des travaux ne rencontre
les attentes du comité;

3. Tous les participants au concours du prix Medtronic
doivent faire parvenir leur travail au comité du programme
scientifique au plus tard, le 15 février 2009.

Présentation
1. L’auteur doit apporter l’article sous forme de texte et sur
disque au congrès annuel;

2. Le prix est remis aux membres de l’ACIISN par un
représentant de la compagnie Medtronic durant le congrès
annuel;

3. Si un non membre est co-auteur de l’article, la décision du
partage du prix est laissée à la discrétion de l’auteur qui est
membre.

Publication
1. L’auteur doit apporter le travail sous forme de texte et sur
diskette au congrès annuel;

2. Le prix est remis aux membres de l’ACIISN par un
représentant de la compagnie Medtronic lors du congrès
annuel.
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Abstract
Interferon beta therapies for multiple sclerosis (MS) are well
tolerated during long-term use, but the first year of treat-
ment is a critical risk period for nonadherence and discon-
tinuation. Some of the most common reasons for discontinu-
ation include adverse effects (including flu-like symptoms
and injection site reactions). Minimizing the impact of
adverse effects is crucial in helping patients adhere to their
treatment regimens, and improving their chances of better
health over the longer term. Using a titration scheme to ini-
tiate therapy improves tolerability and concomitant prophy-
lactic therapy, including non-steroidal anti-inflammatory
drugs, reduces flu-like symptoms and discomfort associated
with injection. Autoinjectors are also useful in improving the
tolerability and consistency of injections. The support of the
clinical MS team, particularly the specialist nurse, is vital to
ensure adherence to treatment and, ultimately, to optimize
efficacy. Good injection technique can reduce injection site
reactions and injection site pain, and nurse specialists are
well placed to teach new patients how to self-administer
their therapy, review their injection techniques, and help the
patient to stay motivated and adherent to treatment in the
long term.

Introduction
Damage to the central nervous system occurs early in the
evolution of multiple sclerosis (MS), can be permanent and
can worsen long-term outcomes (Kuhlmann et al., 2002;
Barnett et al., 2004; Trapp et al., 1998). There is now com-
pelling evidence from prospective studies that treatment
initiated early after a first demyelinating event delays con-
version to clinically definite multiple sclerosis (Jacobs et al.,
2000; Comi et al., 2001; Kappos et al., 2006a). An effective
immunomodulatory treatment initiated early after the pre-
senting symptoms of MS would be expected to delay dam-
age and prevent and/or delay permanent disability.
International guidelines support early initiation of treat-
ment (Oger & Freedman, 1999). For the best results, treat-
ment should be offered for as long as a clinical benefit is
observed and therapy is tolerated.

Since 1993, several interferon beta (IFN�) compounds have
been licensed for use in MS. These are preparations of either
IFN�-1b (Betaferon®/Betaseron®) or IFN�-1a (Rebif® and
Avonex®). Clinical studies demonstrate that all IFN� therapy
reduces relapse rates in people with relapsing-remitting MS

Management strategies
for improving the tolerability
of interferons in the treatment
of multiple sclerosis
By Nathalie Girouard, RN, BScN and Guylaine Théorêt, RN, BScN

Développement de stratégies
pour améliorer la tolérance à
l’interféron dans le traitement
de la sclérose en plaques
Le traitement de la sclérose en plaques par l’interféron
bêta est bien toléré pour un usage à long terme, mais le
risque de non adhésion et interruption du traitement est
très élevé durant la première année. Les raisons les
mieux connues qui mènent à l’interruption du traite-
ment sont les effets secondaires (tels que, des symptômes
ou malaises semblables à ceux causés par la grippe ou,
une réaction au site de l’injection). Minimiser les effets
secondaires est très important dans le but d’aider les
patients à poursuivre le traitement prescrit et ainsi
améliorer leur chance d’atteindre à long terme un
meilleur niveau de bien-être. L’utilisation d’un dosage
progressif de l’interféron au début du traitement aug-
mente graduellement le niveau de tolérance à ce dernier.
Les autres traitements préventifs, incluant les médica-
ments anti-inflammatoires non-steroides, diminuent ou
éliminent les effets de malaise et la douleur au site de
l’injection.

Les auto-injecteurs contribuent aussi à améliorer la
tolérance au traitement et la régularité de
l’administration des injections. Le soutien d’une équipe
spécialisée en sclérose en plaques, plus particulièrement
une infirmière, est essentiel afin d’assurer l’approbation
du traitement et une efficacité optimale. Une bonne tech-
nique peut minimiser la douleur et les réactions au site
de l’injection. L’infirmière spécialisée est amplement
qualifiée pour renseigner les nouveaux patients sur le
traitement par auto-injection, évaluer leur technique
d’injection en plus de maintenir leur motivation et
adhérence au traitement à long terme.
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(RRMS), reduces magnetic resonance imaging (MRI) meas-
ures of disease severity, such as T2 disease burden, and slows
disease progression (Goodin et al., 2002; Kappos et al., 2007).
Two of these products, IFN�-1b 250 µg subcutaneously every
other day, and IFN�-1a intramuscularly weekly, are also
proven to be effective in patients with a clinically isolated syn-
drome (CIS) suggestive of MS (Kappos et al., 2007; Jacobs et
al., 2000).

However, even if efficacious therapies are provided in the
early stages of MS, the benefits of therapy are diminished if
the patient does not, for whatever reason, adhere to the
medication. Poor adherence to long-term therapy is prob-
lematic in all fields of medicine and studies have estimated
that approximately 45% of those with MS do not comply
with their treatment regimen (Taus et al., 2001). Lack of
adherence to any treatment is associated with treatment
failure and a risk of poorer clinical outcome, reduced safety
and lower quality of life, and increased medical costs
(WHO, 2003).

It is important to understand and employ strategies that can
minimize the events leading to treatment discontinuation. In
MS patients, adverse events related to IFN� treatment are
known to reduce patients’ motivation to continue prescribed
therapy. Some of the most frequently reported reasons for
treatment interruption include the occurrence of flu-like
symptoms and injection site reactions (Tremlett & Oger,
2003) (Figure 1). Other factors that can influence the likeli-
hood of discontinuation include lack of efficacy (Rio et al.,
2005) or a perceived lack of efficacy (Tremlett & Oger, 2003;
Clerico et al., 2007), higher levels of disability at treatment ini-
tiation (Rio et al., 2005), more active disease (Poser & Brinar,

2004; Durelli, 2003), and gender (Tremlett & Oger, 2003).
Discontinuation is higher in people with secondary progres-
sive MS (SPMS) than in those with RRMS (Rio et al., 2005;
O’Rourke & Hutchinson, 2005).

Patients are most likely to stop IFN� treatment during the
first six months (Tremlett & Oger, 2003). One study showed
that when due to adverse effects, cessation of IFN� therapy
occurs early in the course of treatment (median 13 months)
(O’Rourke & Hutchinson, 2005). Adverse events to IFN� tend
to become less frequent the longer a patient is on therapy.
Therefore, it is particularly important to ensure optimal toler-
ability in the early stages of treatment when adverse events are
more likely to lead to premature discontinuation.

Clinical trials in MS now routinely employ measures to
manage adverse events, and this practice has led to a reduc-
tion in dropout rates compared with earlier trials. However,
such measures are not yet standard in clinical practice,
which means that adverse events are not always optimally
managed. Additionally, MS has a variable disease course,
and the effects of treatment may not always be easily under-
stood by the individual patient. The aim of this paper is to
explore what has been learned from clinical trials about
improving the tolerability of IFN�, to review the strategies
via which the tolerability of IFN� can be optimized, and to
examine how they can best be incorporated into clinical
practice.

Tolerability of IFN�
IFN� therapies have been available for more than a decade
and have well established safety profiles. Long-term data
show that IFN� treatments are generally well tolerated,
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Figure 1. The top seven reasons for interruption of interferon beta treatment in multiple sclerosis (MS) (Tremlett &
Oger, 2003).



with no serious adverse effects (Ebers et al., 2005; CHAM-
PIONS Study Group, 2006; Kuhle et al., 2004; Paty, 2003;
Gold et al., 2005; Kappos et al., 2006b). The most frequent
adverse events, which are common to all IFN� treatments,
are flu-like symptoms (including myalgia, headache, fever,
asthenia, and tiredness) (Bayas & Rieckmann, 2000) and
injection site reactions (including inflammation and pain)
(Walther & Hohlfeld, 1999). Laboratory abnormalities,
which affect blood counts or liver function, may occasion-
ally be seen with IFN� treatments. These abnormalities are
often transient (PRISMS Study Group, 1998; IFNB MS
Study Group, 1993).

Maximizing the tolerability of IFN�:
What we have learned
The wealth of clinical trial data collected during long-term
studies (including one with a 16-year follow-up period) (Ebers
et al., 2007) has greatly contributed to the development of
ways of improving the tolerability of IFN� therapies.

Flu-like symptoms
Clinical trials have reported varying frequencies of flu-like
symptoms associated with IFN� treatment. Differences in the
design of these studies and the definitions used for flu-like
symptoms also make it difficult to compare IFN� formulation
in terms of the frequency of this adverse event. The
INCOMIN study found that a similar proportion of people
treated with IFN�-1b 250 µg subcutaneously every other day
and IFN�-1a 30 µg intramuscularly once weekly reported flu-
like symptoms (77% and 76%, respectively) (Durelli et al.,
2002). The EVIDENCE study also found a similar incidence in
patients treated with two formulations of IFN�-1a, although
the frequency was slightly higher in patients receiving IFN�-

1a 30 µg intramuscularly once weekly (49%) than in those
receiving IFN�-1a 44 µg subcutaneously three times weekly
(42%) (Panitch et al., 2002).

Clinical trials have also provided information about the pat-
tern of appearance of flu-like symptoms. They are mostly
reported shortly (three to six hours) after IFN� injection and
persist for up to 24 hours. However, the incidence of flu-like
symptoms tends to diminish over time on therapy. In the piv-
otal North American IFN�-1b trial, the rate of flu-like symp-
toms was 52% at the start of treatment, falling to 8% after a
year, and remaining at similarly low levels thereafter (IFNB
MS Study Group, 1995). Such a reduction in flu-like symp-
toms was also observed in IFN�-1b-treated patients with a
CIS suggestive of MS in the BENEFIT study. The incidence
was 41.8% in the first year of the study, but only 12.7% in the
second year (Kappos et al., 2006b) (Figure 2). This trend has
been substantiated with long-term study data, which show
that the incidence of flu-like symptoms after up to 16 years of
IFN�-1b treatment is fairly low (approximately 10%) (Ebers et
al., 2006) (Figure 3).

Importantly, clinical trials of IFN� have shown that dose titra-
tion can help to control flu-like adverse effects. The pivotal
studies administered full doses of the study medication, fol-
lowed by dose reduction where the toxicity profile required it.
However, subsequent clinical trials showed that gradually
titrating upwards, from an initial low dose to the full study
dose, reduces the incidence of such symptoms (Kappos et al.,
2006a; Durelli et al., 2008). Furthermore, the combination of
dose titration and concomitant medication for symptoms
results in a significantly greater reduction in flu-like symp-
toms, compared with either strategy alone. In a study of 49
MS patients all treated with IFN�-1b, 16 were randomized to
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have their dose of IFN�-1b titrated from 2 MIU to 16 MIU
and to receive concomitant ibuprofen 400 mg three times
daily. Eighteen patients received ibuprofen 400 mg three
times daily, but without IFN�-1b dose escalation, and a fur-
ther 15 had their IFN�-1b dose escalated, but received no
ibuprofen. Figure 4 shows that flu-like symptoms were signif-
icantly less frequent in patients with both ibuprofen and dose
escalation than in those receiving one or the other (Rice et al.,
1999).

The BENEFIT study (Kappos et al., 2006b) investigated the
safety and efficacy of IFN�-1b 250 Ìg subcutaneously every
other day in CIS patients. During the first three weeks of
the study, a dose titration scheme was employed, with the
dose escalated during the first three weeks of treatment (in
increments of 0.25 mL until the full licensed dose of IFN�-
1b was reached), and concomitant symptomatic relief pro-
vided. The combined use of these strategies contributed to
a good level of adherence, both to the study protocol (only
5.7% of placebo-treated and 7.2% of IFN�-1b-treated sub-
jects withdrew from the study) and to the study drug (10.2%
of placebo-treated and 15.1% of IFN�-1b-treated subjects
discontinued therapy) (Kappos et al., 2006b). Almost all
received at least 80% of their scheduled treatment (97.2%
for placebo and 97.6% for IFN�-1b) (Kappos et al., 2006a).
The range and incidence of adverse events were within the
established safety profile for IFN�-1b, and the incidence of
most adverse events was lower than in previous studies
(IFNB MS Study Group, 1993; IFNB MS Study Group, 1995;
Paty & Li, 1993; Kappos et al., 2001; Panitch et al., 2004).
The tolerability benefits were accompanied by a significant
delay in progression to clinically definite MS. Recently, a
three-year interim analysis of data from the placebo-con-

trolled BENEFIT study integrated with those from the pre-
planned open-label extension study, found that IFN�-1b
delays later disability progression. This is the first time any
therapy has been shown to have this effect in a CIS popula-
tion (Kappos et al., 2007).

Together, these studies provide useful information for the
management of flu-like symptoms in clinical practice.
Titration schemes can be varied and adapted to suit the indi-
vidual. In addition, a simple but effective method of minimiz-
ing flu-like symptoms is to administer IFN� in the evenings so
that they will occur while the patient is asleep.

Injection-site reactions
Injection-site reactions consist of mild inflammation, sore-
ness, and pain at the site of the injection. Such reactions can
be erythematous and lead to ulcers, but with the use of
autoinjector devices and modern injection techniques, this is
a rare occurrence. While they are common, injection site
reactions are not associated with a high rate of withdrawal
from treatment. However, they are likely to affect patients’
overall comfort and their satisfaction with the medication.

The EVIDENCE study reported a significantly higher inci-
dence of injection-site reactions with IFN�-1a 44 µg subcuta-
neously three times weekly than with IFN�-1a 30 µg intra-
muscularly once weekly (Panitch et al., 2002).

The BRIGHT trial was the first large-scale study to com-
pare injection site reactions and pain associated with
IFN�-1b 250 Ìg and IFN�-1a 44 Ìg for the treatment of
RRMS. The frequency and severity of injection site pain up
to an hour after injection was significantly greater with
IFN�-1a than with IFN�-1b. The proportion of people free
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of injection site reaction or pain was also higher with
IFN�-1b compared with IFN�-1a (Baum et al., 2007). The
results of the Canadian Betaseron versus Rebif Study on
Injection-Site Pain (CRISP) study (Harris et al., 2005/6) are
consistent with the findings of the BRIGHT trial. In the
CRISP study, injections with IFN�-1a 44 µg were associat-
ed with significantly more pain than those with IFN�-1b
250 µg.

Injection site reactions to IFN� are a transient tolerability
issue, mostly occurring during the first month of treatment
and diminishing with time (IFNB MS Study Group, 1993).
Data from the IFN�-1b 16-year long-term follow-up study
support their short-lived nature. At up to 16 years on treat-
ment, only approximately 20% of patients reported injection
site reactions in the previous six months (Ebers et al., 2006).
This figure is considerably lower than the 69% reported in
the original pivotal trial (IFNB MS Study Group, 1993)
(Figure 3).

Glatiramer acetate, injected subcutaneously daily, is also
licensed for the treatment of RRMS. Glatiramer acetate does
not cause any flu-like symptoms and does not require regular
blood work to monitor tolerability. However, it has been
reported to cause more serious injection site reactions than
IFN�. Lipoatrophy can occur at glatiramer acetate injection
sites, causing disfigurement that may be permanent (Edgar et
al., 2004; Soos et al., 2004).

Clinical studies have also provided information regarding the
impact of injection technique on the incidence of injection
site reactions. Autoinjector devices help to make self-injec-
tion easier, especially in difficult-to-reach areas, and can
reduce needle phobia. Autoinjectors are particularly useful
for patients with impaired vision or cognition, or with fine

movement disorders (Lesaux et al., 1999). Automated injec-
tion of IFN�-1b also reduces the incidence of injection site
reactions (e.g., from 20% with traditional injection to 10%
with automated injections) (Tornatore & Bartlett, 2002).
Similarly, in the EPICURE study, injection site reactions were
significantly reduced by the use of injection devices (24.1% for
both first- and second-generation IFN�-1b autoinjectors)
compared with standard injection technique (35.9%; p <
0.0001 in both cases) (Brochet et al., 2006). Autoinjector use
was also associated with a lower intensity of reaction, and a
higher proportion of injection site reaction-free patients
(Brochet et al., 2006).

Other strategies to reduce injection site reactions include
using an aseptic injection technique, proper depth adjust-
ment, rotation of the injection site, injecting at a 90-degree
angle, and using a dry needle (when a traditional injection
technique is used). Needle size may also influence the fre-
quency and severity of injection site reactions. A subgroup
analysis of IFN�-1b-treated patients from the BRIGHT study
revealed that the use of an autoinjector with a thinner 30-
gauge needle causes less injection site pain than a 27-gauge
needle (Baum, 2006).

Convenience
Improving the convenience of the therapy is also likely to
help enhance adherence. IFN�-1b can be stored at room
temperature, obviating the need to warm the medication
before use (Betaseron® Labelling, 1993). Both formulations
of IFN�-1a need to be refrigerated, although IFN�-1a 44
µg three times weekly, can be stored at room temperature
for up to 30 days if refrigeration is impossible (Rebif®
Package Insert, 2003), and IFN�-1a 30 µg weekly is stable
at room temperature for 12 hours (Avonex® Package Insert,
2003). Ready-to-use (premixed) treatments, and less-fre-

Figure 4. Dose escalation and ibuprofen reduce incidence of flu-like symptoms (Rice et al., 1999).
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quent dosing (provided this is achieved without loss of effi-
cacy) offer more convenience to the patient, although
delayed action or slow-release formulations will require
further product development.

Patient support and information
Improved health care support for people with MS can
increase patients’ understanding of their condition and
compliance with their treatment regimen. This can be
achieved by specialist MS nurses who provide day-to-day
support, advice, and education. The BETA nurse program,
designed to support people taking IFN�-1b, greatly
improves adherence to therapy compared with controls (no
nurse provided) (Halper et al., 2003) (Figure 5). BETA nurs-
es are trained to address issues of treatment expectations,
help make therapy administration convenient, and promote
a good quality of life. They are trained to ensure that the
various facets of drug tolerability are put into perspective
and managed effectively.

Patient support is also important in ensuring that patients
are compliant to their therapy regimen in the long term.
Although few data are available on patient motivation in the
long term, when patients do not experience MS symptoms
over time their adherence to therapy may falter, even if the
lack of symptoms may be an indication that the treatment is
working. Continued support and advice from specialist
nurses can be vital in keeping patients on therapy. Further
studies are needed on the long-term adherence to IFN�
therapy, and may improve our understanding of how to keep
patients on therapy.

Conclusions
IFN� is well tolerated during long-term use in MS patients.
However, during the first year of treatment, patients are par-
ticularly at risk of nonadherence and discontinuation. Helping
patients through this period is important for maximizing
treatment success. Tolerability can be improved by employing
dose titration strategies and the use of an autoinjector, and
providing concomitant medications to manage flu-like symp-
toms. Furthermore, the provision of individualized and sus-
tained support can help maintain motivation for treatment
adherence. Optimal efficacy and good tolerability are vital in
keeping patients on therapy, thus improving their chances of
better health over the longer term.

There are moves towards the treatment of MS in its early
stages, during the period where treatment can have the
greatest effect. However, to ensure these potential benefits
are realized, it is essential that adherence to therapy is
maximized. The simple strategies to improve tolerability
outlined here must be communicated to, and understood
by the patient. Specialist nurses have an important role in
the care of people with MS. They have the opportunity to
have a significant impact on patient comfort and confi-
dence, and their successful long-term adherence to IFN‚
treatments.

About the authors
Nathalie Girouard, RN, BScN, CRN(c), Therapeutics Nurse,
MS Clinic, The Ottawa Hospital, Ottawa, ON.

Figure 5. The effect of the BETA nurse program on adherence (Halper et al., 2003).
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Abstract
This article presents the findings from a doctoral research study
that led to the development of an inductively derived substantive
theory, “Nursing Defensively”. This theory describes the process of
coping used by staff nurses when caring for family members of
acquired brain injury (ABI) patients. This study was conducted
in two acute care teaching and one non-teaching neuroscience
wards in Toronto, Canada, using grounded theory method. A
total of 20 registered nurses participated in the study. Supporting
data are presented to permit the reader to “hear” the voices of the
nurses caring for families of ABI patients in today’s clinical envi-
ronments. In addition, the author’s interpretation of the signifi-
cance of the findings for nursing is offered for the reader’s reflec-
tion for applicability to relevant clinical environments and a call
for clinical leadership in practice, education and research.

Introduction
The prevalence of acquired brain injury (ABI) in the general
population is significant (Lannoo, Brusselmans, van Eynde,
van Laere, & Stevens, 2004). An ABI is damage to the brain
caused by an external trauma such as a collision, fall, assault,
sports injury or a medical problem or disease that damages
the brain such as anoxia, aneurysm, brain tumours, encephali-
tis, meningitis, metabolic encephalopathies, or stroke
(Toronto ABI Network, 1999).

Injury, intentional and unintentional, is a leading cause of
death in Canada (National Statistics & Trends, 2005).
Furthermore, each year approximately 6,000 Canadians
become permanently disabled after a traumatic brain injury
(TBI) (Ontario Brain Injury Association [OBIA], 2002). Each
year in Ontario, approximately 18,000 individuals sustain a
traumatic brain injury (OBIA, 2005). Moreover, one brain
injury increases the risk of a second by three times (OBIA,
2005). While motor vehicle crashes cause the most head
injuries requiring patient hospitalization, falls are the second
leading cause. In Ontario in 2001–2002, at least 1,999 patients
aged 20 to 65-plus years entered hospital with a major head
injury. The average length of stay (LOS) in acute care was 16
days (Canadian Institute for Health Information, 2005).

Stroke is the fourth leading cause of death among Canadians
and the leading cause of adult neurological disability (Heart and
Stroke Foundation of Canada, 2005). Annually, between 40,000
and 50,000 people suffer strokes in Canada. About 300,000
Canadians currently live with the effects of stroke. After age 55,
the risk of stroke doubles every 10 years. Furthermore, a stroke
survivor has a 20% chance of having another stoke within two
years of the initial one (Heart and Stroke Foundation of
Canada, 2001). In Ontario in 1999, 23,040 patients entered hos-

pital with a diagnosis of stroke and stayed for a total of 310,729
patient days. The average LOS in acute care was 13.5 days
(Canadian Institute for Health Information, 2005).

Since the mid-1980s, researchers have taken increasing notice
of, and reported on the toll of ABI sequelae on the families of
brain injury survivors (Lezak, 1988; Mauss-Clum & Ryan,
1981; Mathis, 1984). Brain injury, due to its uncertainty of
recovery, presents dramatic life-altering changes to most fam-
ilies. The literature paints a grave picture, for the most part, of
suffering among families of brain injury survivors. These fam-
ilies play a central role in the rehabilitation of their loved ones
(Leach, Frank, Bouman, & Farmer, 1994; Thorn, 2000), a
process that begins in acute care. Meeting the emotional and
informational needs of families is essential to helping them
adapt in the aftermath of brain injury (Engli & Kirsivali-
Farmer, 1993; Kay & Cavallo, 1994; Mathis, 1984; Tin, French,
& Leung, 1999). Since nurses are involved in patients’ care
from the very beginning of the hospital stay, they have a
unique opportunity to develop relationships with families and
assist them in their healing. However, there is little in the lit-
erature related to relationships between staff nurses and fam-
ilies of ABI patients, especially in acute care wards.

Neuroscience nurses caring for family members of
patients with acquired brain injury in acute ward
settings: Nursing defensively in a double bind
By Linda Yetman

Infirmières en neurosciences sur
une unité de soins aigue, prodiguant
des soins aux familles de patients
ayant subi un traumatisme crânien;
soigner sur la défensive...
Cet article présente les résultats d’une étude au niveau du
doctorat qui a mené au développement d’une théorie
substantive dérivant de l’intuition, « soigner de façon
défensive ». Cette théorie décrit le processus utilisé par les
infirmières pour réussir à donner des soins aux familles de
patients ayant subi un traumatisme crânien. Cette étude
s’est déroulée dans deux unités d’enseignement des soins
aigus et une unité non enseignante à Toronto au Canada,
utilisant des méthodes de théorie de base. Vingt infirmières
licenciées y ont participé. Les donnés recueillies seront
présentées de façon à permettre au lecteur « d’entendre » les
voix des infirmières qui s’occupent des familles de ces
patients en champ clinique. De plus, les auteurs dévoileront
leur interprétation des résultats obtenus dans le but d’offrir
aux infirmières l’occasion de vérifier la possibilité de rendre
ces résultats applicables et tangibles dans leur champ de
pratique clinique, dans les lignes directrices de pratique
clinique en éducation et recherche.
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Domain of study
This study was begun with a curiosity about the nature of rela-
tionships between staff nurses and families of ABI patients.
Many patients, especially those with trauma, require a stay in
an intensive care unit (ICU). The focus of care and treatment
is ensuring the patient’s survival. This focus is, of course,
uppermost in the minds of the families. During the ICU stay,
the nurse–patient ratio is often 1:1. Families come to rely on
this staffing ratio to ensure the patient’s progress. Patients,
when deemed medically ready, move to wards for periods of
time dictated by factors such as how quickly patients progress,
no evidence of medical complications, and the availability of
beds at the next appropriate level of care, such as a rehabilita-
tion hospital, complex care, or long-term facility. Many of
these patients are not discharged directly home from the ward
setting, given their needs for further care and treatment such
as rehabilitation. The acute care hospital stay is usually fraught
with unknown and unpredictable outcomes, as the person
begins neurological recovery. Acquired brain injury may be life
threatening in the ICU and into the ward stay, and life altering
for the patient and family. Uncertainty of the patient’s clinical
outcome tests the ability of families to cope in the early stages
of the individual’s injury. Being a steady presence in the hospi-
tal, staff nurses can work with these family members as they
begin the journey of recovery with the patient.

Purpose of study
This study aimed to explain how relationships between staff
nurses and family members of ABI patients develop and the
factors contributing (from the nurses’ perspective) to the
development of these relationships. Following the grounded
theory method, the intention was to discover the main con-
cern for nurses caring for these family members and to uncov-
er the process that nurses use to manage that concern.

Research method and study process
Grounded theory, first described by sociologists Glaser and
Strauss in 1967, is a systematic, inductive, qualitative approach
to research. It promotes understanding of a situation by explain-
ing, through a theory, how a group of people define their reality
in the context of their social interaction (Morse, 2001).
Particularly suited to areas in which there has been little previ-
ous research (Morse, 2001), grounded theory may, therefore, be
used for studying relationships between staff nurses and family
members of ABI patients, such as in acute care ward settings.
Researchers using this approach assume that the group under
study does not always articulate its area of concern (Hutchinson,
1993). The aim of the researcher is to identify and articulate
what the group cannot (Schreiber, 2001). While predetermined
research questions are not recommended for grounded theory
research (Glaser, 1992), two initial questions guided this study:
• How do nurses enter into relationships with family members?
• What do nurses do to encourage and maintain those
relationships?

The study was conducted in two acute care teaching and one
non-teaching neuroscience wards in Toronto, Canada. A total
of 20 registered nurses participated in the study. In grounded

theory research, data collection and data analysis intertwine
(Morse & Field, 1995) and the constant comparison method
of data analysis is fundamental (Glaser & Strauss, 1967).
Interviews were audiotaped and lasted between one and two
hours, with more than 30 hours recorded. In addition, 60
hours of observation time were spent in the clinical settings.

Theoretical sampling was used to collect focused data.
Theoretical sampling is “the process of data collection for
generating theory whereby the analyst jointly collects, codes,
and analyzes his data and decides what data to collect next
and where to find them, in order to develop his theory as it
emerges” (Glaser & Strauss, 1967, p. 45). Thus, the emerging
theory controls all data collection. Data collection occurred
over a period of 14 months. Consents were obtained for each
nurse/researcher encounter—consents were obtained for
interviews and non-participant observation. To ensure priva-
cy, all identifying data have been removed in this paper.

The findings
In grounded theory data analysis, one interprets the data
through coding. Morse and Field (1995) defined coding as
“the process of identifying persistent words, phrases, themes,
or concepts within the data so that the underlying patterns
can be identified and analyzed” (p. 241). It takes many rounds
of reviewing the data to discover their meanings. Coding con-
tinues until a core category emerges from the data (Schreiber,
2001). A core category in the form of a basic social psycholog-
ical process (BSPP) emerged from this study: Nursing defen-
sively. At the end of the coding, the following three conceptu-
al categories had emerged: “One more patient”, “Burden of
anticipation”, and “Trying to do my best”. One of these cat-
egories, One more patient (nurses’ perception of families),
emerged as the basic social psychological problem (or main
concern) of the nurses. These categories are presented as a
conceptual model in Figure 1. How they perceived the family’s
attitude to them directed the ensuing relationship if, in fact,
there was one. This perception impacted, in turn, their atti-
tude to the family. One more patient could turn into many
more patients depending on how many family members a
nurse encountered during a shift. “Nursing defensively”, basic
social psychological process, emerged as the nurses’ response
to managing this concern. Other conceptual categories of
Burden of anticipation and Trying to do my best emerged.
Burden of anticipation depicted the consequence of having
family members in the clinical area. Trying to do my best
illustrated how nurses related to the families in managing
their increased workload. The theory ofNursing Defensively
is illustrated by the conceptual model in Figure 1.

Prior to presenting the findings related to the basic social psy-
chological problem (Onemore patient) and basic social psycho-
logical process (Nursing defensively), it is necessary to describe
the clinical environment in which these nurses worked. This
context, which is called “Working in a pressure cooker”, impact-
ed the nurses as they cared for patients and families. For the
purposes of this study, the clinical environment comprises
everything surrounding the nurses, such as the physical envi-
ronment and relationships with team members.
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Working in a pressure cooker
Early in the research process, the researcher, an experienced
advanced practice neuroscience nurse, posed the question:
“What conditions led nurses to feel so frustrated in the pres-
ence of family members?” It seemed that the essence of nurs-
ing, relationships with patients and families, was lost—or cer-
tainly was at risk of being lost—on the units in the research
study. A major stressor in this context was families coming to
the ward setting following patients’ ICU stay. This stress neg-
atively impacted the nurses with subsequent impact on
patient care. The nurses became dissatisfied with their work,
felt disrespected, devalued and dismissed—consequences of
working in a pressure cooker. Nurses were aware of family
members’ anxiety when a relative was moved from the ICU to
the ward as illustrated in the following quote:
[when families are in ICU]…it’s controlled, you got monitors,
the nurse at the foot of the bed and then [they] come to [the
name of the ward], which is total chaos, noisy as all get out,
patients hollering down the hallway that you can hear out the
doors in the main corridor before you even hit [the ward].

You have smells, you have sights, you have sounds that you
[family] are not used to, it’s like sensory overload some-
times…people in every which direction and I can just imagine
the family member standing there going, What is this? …very
noisy roommate or someone who is climbing out of the bed or
a frontal lobe patient stripping and throwing diapers …family
members are not used to that, and it may scare them. You’re
also dealing with… [pause] you don’t have the nurse sitting at
the edge of the bed watching their relative… some families may
get the impression that some of the nurses are not as qualified
or as expert as the critical care nurses.

Relatives will come up and ask me, “Does she know what she’s
doing?” About another nurse and I go, “Yes, she does and she
has all of us to support her and to use, if she runs into trouble.”
Oh yes, it’s scary. I can see where families are coming from.

Nurses working on the ward felt unimportant and that fami-
lies did not understand the nature of their work and compared
ward nurses to critical care nurses. They perceived transition
to the ward could be better facilitated:
I mean, when you are in an ICU there is somebody there con-
stantly. Over here [ward], it’s, ‘The nurse came in and suc-
tioned my mother. And she’s gone and I haven’t seen her in the
last half an hour.’ It’s somewhat sort of hopeless for them and
they always tend to say, ‘Well, she [patient] was doing better
when she was in an ICU.’ As much as you will say to them the
fact that you have left an ICU and come here, that means that
she is better. Then… lack of information: They’re not told,
‘Once your Mom gets to the floor your Mom will no longer have
one nurse.’ Or, ‘Your wife or your sister would only have one
nurse; will not have one on one, anymore; it will be four to one.
The care will still be there, but I don’t think your Mom needs
that much care any more.’ I don’t think the information is
passed on.

Nurses became dissatisfied and overwhelmed with their work
in the chaotic environment. One nurse stated:
You know, I feel like a robot… you are tied up with so many
things to do when you start your shift… most of the time you
just have to do… [pause] what you have to do is tasks and you
have to finish them… I don’t want to be that way.

Caring for patients whose condition could deteriorate sud-
denly added to the pressure:
Well, if you can’t handle a pressure cooker, you shouldn’t be
working on this floor, not in this environment, that’s for sure.

But, it is neurotrauma or neurosurgery. It’s a field where
patients can change... patient status can change just like that
[making a snapping motion with finger], so that is stressful.

The uncertainty associated with patient acuity and environ-
ment on some of the nurses’ decision-making is illustrated in
the following quote:

(Family)
One More Patient

Clinical Environment
Pressure Cooker

Patient

Burden of
Anticipation

Double Bind

Nurse Family

Trying to do my best

Engaging
Family Members

Engaging Guardedly
With Family Members

Disengaging From
Family Members

Figure 1. Theory of nursing defensively
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Just the other night when I was working, I was so frustrated,
because we were only three nurses, but one nurse is busy and
one nurse is calling for help and I come in and saw the patient
having a seizure. I said that will pass, she is having a seizure.
But when I came out of the room, the nurse taking care of that
patient called out, call a code, call a code. So, I have to do all
the telephoning and coordinating stuff because I relied on what
the nurse was saying. Then, she calls out cancel the code, cancel
the code and called out to ask for help from the ICU. I was rely-
ing on what was being said to me. I can’t go there and assess
physically because I have to coordinate. And I am holding one
phone in one hand and then the other phone rings, Emerg is
calling me wanting to transfer a patient, so here I am with two
headsets. It is really hard… After that I felt so stupid. And I
think why would I call ICU? Why would I ask them to see the
patient? And I felt so stupid and it is, like, embarrassing. And, I
think, why did I not go there and assess the patient and help? It
is a junior nurse in there and realizing that I had more experi-
ence than this nurse and I was relying on what she was saying.
I was also, like, panicking because I thought that the patient
was really having an arrest… crashing… so that is why I was like
[pause]… and I was so frustrated that night. And I feel, look at
me, I am almost done with my [degree] and here I am [pause]…
can’t think really well. But, it’s the pressure and I feel so helpless,
because it’s just the two of us in that scenario there.

Not being able to give the kind of patient care they wanted
caused the nurses distress and frustration:
There are some days when I can give really individualized care
to patients. Unfortunately, that is becoming a bit of a rarity
with the paperwork and trying to chase down doctors and
other disciplines. Sometimes, you just have a sick patient; when
I have had four patients and I have one that is sick—God for-
bid I have two—one patient always suffers and gets minimal
amount of care from me. Like meds and a top and tail as far as
a bath goes. If they are bed-ridden, they’ll get turned, but that’s
about it. We are giving the best care that we can …if my father
was in here, I would want the best care for my father. I don’t
need somebody coming around treating my father like a revolv-
ing door. And that’s the care that goes on here.

While nurses worried about their abilities to provide safe
patient care, given patients’ acuity and competing demands on
nurses from a variety of sources, they were also worried about
their own personal safety. In addition, they dealt with fears of
family members who also felt unsafe. These feelings related to
reasons for the admission of patients and to visiting hours.

For me the most important thing is… visiting policy. I mean, I
have had people stroll through at 0300 because they are on the
night shift and I have been bymyself in the nursing station… there
is a very large man standing in front of me. And… it’s somebody’s
Dad or brother and they are on night shift and they are on their
lunch break at 0300, so they are coming in to visit then.

We have had a lot of gang activity and you know that they’re
coming back to finish off the job that they started. And, it’s
myself and one other nurse when everyone else is on break…
And for families, for them it’s a huge fear … sometimes, that’s
why families will stay. We had one kid that was brought in and
he was in a private room [where]… anybody could come in…
She [Mom] was throwing a fit and rightfully so… it was her

child; anyone could come in… I was able to get her calmed
down… Who is going to see? Who is going to know? She was
afraid the gang might come in and hurt her son. And, I mean,
granted, she hadn’t been listened to at all and that is where a
lot of her anger was coming from. I think the next morning we
got him moved to the middle of the unit, so that he was away
from the door and we could view him.

Overall, the impact of the environment also left nurses feeling
disrespected and that their contributions to patient care were
meaningless to families, as captured in the following quotes:
Well, I think a lot of the time they [families] see us as task-ori-
ented people… we resent it… like all we do is clean the shit up,
do the trach care… If I [family] need some support, I’m going to
go to [name of nurse practitioner]. It’s not like I resent her, but
it’s, like, what am I doing here? I went to [name of college]… I
also have a degree in [another discipline]… I’m not stupid.

I had this elderly patient who was going down the tubes respi-
ratory-wise. It was a Sunday, of course, and neuro was in the
OR for eight hours. I had been doing everything I can for her…
calling the OR every two hours, checking her very often. Family
knew, because I was in and out and in and out and they were
there. And the son comes up to me and says, ‘I know why they’re
not coming to see her, just because she is old and she doesn’t
matter.’ I almost blew my stack. My response was, ‘Well. It is a
trauma unit, a trauma centre. So, they are in the OR with a life-
threatening situation.’ Which, I don’t know whether they were or
not, but I just felt like saying, ‘How dare you, where do you think
I have been all day?’ It is almost like my care, it didn’t matter
what I was doing, and it was the doctors that mattered…

Many factors contributed to the nurses’ abilities to care for fam-
ily members of their patients.Working in a pressure cooker cer-
tainly led to their view of these families as one more patient. The
next section will describe this central concern of the nurses.

One more patient
The central concern of the nurses was coping with one more
patient, the family members of their patient and, depending
on family size, numbers varied. Many of the nurses viewed
family members as high-maintenance, impacting on their
work life and the care of their patients. As one nurse said:
If they are high-maintenance families, it can be like a pressure
cooker and especially if you are stressed with your other patients.
When there are 20 of them in the room standing around this
patient. They won’t move when you have to get in to do things,
even though you ask them to please step out into the hallway
while we get this done…When they [families] start feeding
patients, if they don’t know how to feed a patient, like I will super-
vise first to make sure they know how to feed their relative,
because I don’t need anybody aspirating onme. That can be high-
maintenance because you got to watch what they are doing. They
are well intentioned but, if someone is on a thickened fluids diet
and they are giving them soup or coffee, you know you got to stop
and teach them about this. Then they go away and cousin Bruce
comes in and does the same thing, you got to go back and go, no,
no, don’t be doing this. That takes up an awful lot of time.

During one shadow experience, 30 people were in the hallway
spilling over from a patient’s room, apparently all associated
with one patient.
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While nurses acknowledged the importance of families to
patients, they perceived their priority was patients. They felt
varying degrees of ethical and moral responsibility to meet
the emotional and information needs of family members.
Nurses believed that expectations of some family members
for nursing care were impossible, at times, for the nurses to
meet, and resulted in no-win situations for the nurses. These
double bind situations, in turn, resulted in a host of conse-
quences for nurses, such as conflict between the nurses and
families, internal conflict, and peer conflict. Families’ needs
were generally shrouded in a cloak of anxiety that nurses
found difficult to relieve. Consequently, nurses struggled
between trying to please family members while feeling erod-
ed and destroyed in the process of care delivery.

The nurses recognized and acknowledged the anxiety and
pain of family members. They tried to alleviate this anxiety
and pain. One nurse stated:
…It is the family that is suffering and it is the family that is
going through the first pain. They [patient] had an accident, or
the patient was just coming out from surgery… the family is
going through all the pain.

Accessing information for families was difficult for nurses.
Families expected nurses to have information that was often
lacking for the nurses despite efforts to retrieve it. Further,
nurses found themselves being uninformed intermediaries,
often caught between families, physicians, and other mem-
bers of the health care team in trying to access understandable
information for family members. Two nurses said:
Families need more information; families need plus, plus, plus
information. It would help to de-escalate the stress, and it
makes life a lot easier.

The family is just left in limbo and all they can say is, well, Dr.
So-and-So told me that there is still a little bit of swelling there
and the swelling should subside. But he told me that two days
ago and it’s like three days now and she [patient] is still con-
fused. And Dr. So-and-So would walk in, and he says, ‘Ah, that
CT scan is fine, she’s looking good.’ The family will not ask any-
thing, will not challenge anything. But, when you go in again,
you are bombarded by questions.

Another nurse described being caught in the middle:
You know when those doctors do rounds and you say to them,
‘Can you see a patient in room [number]?’ And you know what
they do, right? ‘Oh, we’ll send you [patient] for another CT
scan.’ And the family never hears anything else about the CT
scan. Or they’ll tell them, ‘We’ll send you [patient] for the CT
scan and I’ll be back up to speak to you in half an hour.’ The
family never hears anything about the scan again. You’ll be
bombarded every two seconds: Well, what’s on the scan? What
did the doctor say?’ You’ll call and you’ll hear, ‘Well the scan is
OK, I don’t need to come up.’ ‘But you told her you were com-
ing back in half an hour.’ ‘But I don’t need to come back; it’s OK.’
You are constantly like the middle person; you are being pulled
here, there, east, west, north, south, everywhere but in the right
direction.

Nurses felt torn about their ability to please families and try-
ing to meet their needs while attending to the patient’s needs.

Coping with family anxiety left the nurses drained and frus-
trated. Absorbing some of the families’ anxiety impacted on
their own health, as well as their personal lives. Although
nurses saw their primary relationships with patients, it was
their work with families—invisible and not valued—that
exhausted them. Fatigue was evident and spilled over into
nurses’ personal lives, as evident in the next quote:
I invest a lot. Yeah. I am actually a different person at home…
I think I am giving more energy here. Now, it doesn’t take away
from my home life… It’s just afterwards, after work, it is very
tiring. When I am at home, I am just tired. I don’t neglect any-
thing… But it is very draining here.

Another nurse (also a mother of three children) stated that
she did not have the energy to make a cup of tea after her third
12-hour shift and her husband asked her repeatedly to find
another position in nursing.

For the most part, caring for family members is unrecognized,
invisible, exhausting nursing work that is draining and
impacts on nurses not only at work, but also in their personal
lives. Nurses seemed to be embroiled in conflict—“damned if
they did and damned if they didn’t.” They were caught in a
double bind situation. As much as they tried, it seemed they
felt more and more frustrated, resulting in a host of negative
consequences not only for nurses, but also for the patients
and families.

Burden of anticipation
Burden of anticipation refers to how the nurses felt in the
presence of family members, especially family members who
accompanied patients from critical care. While nurses recog-
nized they had to share space with family members and did
acknowledge family anxiety, they struggled to make things
clearer for the families. It was with a reluctant acceptance
from nurses that families entered the wards, as nurses
checked them out, and generally waited for the families to
make the first move towards them in communication.

The nurses carefully watched the families to determine family
reactions, as they settled into the ward routines. Recognizing
the impact of patients’ brain injuries on families and the anxi-
ety, they battled the set family expectations formed in the ICU:
They [family] want to be reassured, it is more a fear of the
unknown. You see the anxiety and the pain… you see the
heartache on families’ faces.

… a lot of the anxiety issues, a lot, sometimes there is anger and
why did you move my family member out. Why don’t they feel
he should be in the ICU and are we going to get the care neces-
sary? Those family members sometimes are just not ready to
listen to anything you say…

While a few nurses reached out proactively to families, many
did not. So, despite acknowledging family anxiety, the hesi-
tancy and uncertainty they felt pushed them into passivity.
They waited for families to make the first move. One nurse
volunteered:
It is not intentional that I wait for the family to come and ask
questions… It’s just in our situation… like I am not dealing
with one patient.
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Another nurse said:
Yeah, I would say yes. It happens all the time [waiting for fam-
ilies to approach first].

Also, family members would get labelled during shift report—
giving an indication of how much help or hindrance the fam-
ily might be.

The burden of caring for families described by the nurses in
this study was noticed in the relief from that burden that they
felt as they described their experiences of caring for families
during the Severe Acute Respiratory Syndrome (SARS) out-
break in Toronto in 2003. The relief felt when families could
not visit their relatives (due the restrictions to control the
spread of SARS symptoms) was described by nurses I inter-
viewed and shadowed. One nurse, said, “It was great, because
we only had to deal with them [families] on the phone.” Some
nurses felt that patients got more rest and that this helped
them to recover more quickly. The evidence of how some of
the nurses felt about families not being permitted to visit dur-
ing SARS is reflected in the following quotes:
Now when we had the SARS outbreak, that was a slice of heav-
en, you know you [families] could get in, but for a certain
time—you know it was two at a time, you had to be called up,
and that really kept things well under wraps and contained
and controlled and then it started to slip a little bit.

I always say, a lot of people will say it too I’m sure, if it weren’t
for the family members we would much prefer our job. The
SARS thing was great because they got the hell out of here.

Nurses resigned themselves to the fact that the family mem-
bers would always be around and devised ways to share their
space with them.

Trying to do my best
The nurses in this study were well aware of the impact their
patients’ ABIs had on families. Their recognition of family
needs for reassurance, emotional support, and information
created tension, as the nurses struggled with trying to reas-
sure families, despite uncertainty about progress and the out-
comes of patients and coping with conflicts from working in a
pressure cooker. Trying to do my best refers to the way that the
nurses cared for their patients first and then attended to the
needs of families. Nurses played multiple roles with families,
such as information detective, counsellor, teacher, coach, and
navigator of the system.

There were nurses who engaged family members, reached out
to family members and got to know the patient through the
family. Sometimes, nurses offered hope to engage families. As
one nurse said:
They want to hear hope. They don’t want to hear anything
about, oh he’s [patient] not going to walk anymore, he’s not
going to do this anymore, he’s not going to recover. They want
something positive. You have to tell them hope.

Sometimes, nurses occupied families with care activities to
make them feel useful, and involved in their relative’s care,
and as a strategy to help decrease the family’s anxiety. As one
nurse stated:

…give them active things to do and let them participate, tell
them you want them to advocate, teach them how to look after.
You know, assist in a bed bath.

Some nurses engaged families guardedly, and others to per-
sonify the situation and be seen as “persons” themselves.
Consequently, they moved toward families with trepidation
and looked for common interests and used social chitchat to
get to know the family. Some tried humour to engage families
as this nurse stated:
Humour, I have found, is a very powerful tool, especially when
you are communicating with people and they lose their fear of
this being such a… crazy environment. They’re afraid, they
don’t know what’s going on. You know, if you open up the door
for them and let them know that we’re people too.

Other nurses disengaged when they just could not take the
distress from families any more and needed to protect them-
selves. Nurses expressed “feeling watched” all the time. As one
nurse said:
You are watched constantly [by the families]. Sometimes you
are sitting at the desk and you are sitting and you are charting,
or you have just sat down from being on your feet for five hours.
The first chance you have gotten to sit down unless you had a
chance to pee earlier… The only times you get to sit are either
break or pee. Or if you get a break…they [families] come up
and they start talking to you at the desk. They’ll either some-
times be just friendly chattering, or they will be up complain-
ing at you and you have just sat down, you’ve just sat down to
chart and they think that when you are sitting you’re not doing
anything. You are being stared at all the time.

Many of the nurses in this study perceived their primary rela-
tionships with the patient, and family as secondary. Nurses
engaged families differently and related to families differently
depending upon a number of factors, such as their perception
of how the family was coping, how much help or hindrance
they would be to their nursing care, and competing patient
demands limiting the time they could spend with families.
Throughout it all, they did the best they could. Sometimes,
the best they could do was just to protect themselves in order
to survive a shift.

Discussion
The nurses in this study demonstrated an understanding that
families were under an incredible amount of pressure coping
with the effects of brain injury in their relative. Many factors,
including the chaotic work environment, fragmented delivery
system and patient acuity limited nurses’ abilities to care for
families in a therapeutic way.

The nurses in this study clearly saw their relationships with
patients as primary and their relationships with families as
secondary. Nursing defensively enabled nurses to cope with
the double binds and pressures they encountered in trying to
care for the families of their patients. Although nurses viewed
families as one more patient and anticipated that families
would be a burden to them, they reluctantly accepted families
in the clinical area and shared their space with them. Despite
the fact that some nurses viewed families as a burden, others
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tried to do their best to include them in the patients’ care. For
the most part, families were viewed with suspicion, as nurses
watched to see how they settled in on the ward. While many
nurses tried to do their best with families by engaging them
guardedly to meet their emotional and information needs,
others had a distinctive style of disengagement with families
that chiefly reflected their perceived need to protect them-
selves from families.

There were two very disquieting findings in this study. First,
nurses were very guarded toward family members. Secondly,
there was a palpable level of fatigue in the nurses. Nurses dis-
played guardedness toward family members time and again.
The wariness varied shift to shift and was evident through an
overarching uncertainty about how to approach families.
Therefore, many nurses waited for families to make the first
move. One nurse’s statement, “We are not prepared for nice
families,” conveys this scepticism. Caring for neuroscience
patients is often physically exhausting, because they most
often require assistance with all activities of care—bathing,
eating, toileting, and mobility. To find that the nurses exhibit-
ed fatigue was not surprising. However, the degree of how
much emotional fatigue was present, was alarming. Also, the
impact that fatigue seemed to have on their nursing care, as
well as how much fatigue extended into some of the nurses’
personal lives was cause for concern. Nurses’ fatigue was
noted in several ways. At times, nurses’ guardedness toward
families related to their inability to engage family members
because they were simply too tired (either from a bad day or
from the cumulative stress of working in neuroscience nurs-
ing). Therefore, nurses directed their efforts to self-preserva-
tion and caring for patients, rather than to caring for families.
Having families assist them with patient care helped nurses to
conserve energy. Also noted was the level of fatigue in the
frustration that the nurses exhibited while caring for fami-
lies—frustration that was evident, at times, in anxiety that
bordered on anger.

To cope with fatigue, the nurses did their best to care for fam-
ilies by nursing defensively. The degree of nurses’ fatigue was
evident in how they engaged the families: whether they did so
guardedly or with a purpose, such as to help with patient care.
Nurses also disengaged from family members. While disen-
gaging was part of some nurses’ style of practice, for most it
was a consequence of fatigue that depended on circumstances
of the shift, patient acuity, and competing demands for the
nurses’ time from families and health care professionals.

This study revealed that the pursuit of nursing’s very ideals,
connecting with others in healing and meaningful ways, is at
risk of being lost in the chaos of today’s health care system.
Furthermore, nurses are being battered by the wake of this
chaos. They are adopting patterns of practice to protect them-
selves from the chaos that, unfortunately, excludes care of
families much of the time. One of these patterns, identified in
this study, is Nursing Defensively.

Limitations
There are limitations with this study. The first is that it
involved only three sites from the same large Canadian city.

Therefore, it is difficult to apply the same theory that emerged
from this study in other centres with similar patient popula-
tions—or if the study had occurred on a neuroscience unit
without the trauma population. Although sample size was
small, it is adequate for grounded theory method with achieve-
ment of data saturation (and validation with participants), but
not all nurses’ experiences may be represented in this sample.

Call for clinical leadership in practice,
education and research
To most nursing leaders, relationships between patients, fam-
ilies and nurses are the essence of nursing (Boykin &
Schoenhofer, 2001; Parse, 1998; Roach, 2002; Watson, 1999).
This study began with the intent of exploring the nature of
relationships between staff nurses and families of ABI
patients, thereby assuming that relationships did exist
between the nurses and family members. However, a discov-
ery was that sometimes nurses risk losing this essence of nurs-
ing. Nurses are developing patterns of interaction with family
members that do not necessarily require relationships. The
reasons for this loss of relationships within nursing are com-
plex, and primarily relate to the tension between the values of
relationship and the values of science (Hawthorne &
Yurkovich, 2002). Nursing leaders have acknowledged this
tension and the potential risk of relationship loss for more
than two decades (Leininger, 1981; Parse, 1981; Watson,
1981). Furthermore, we have almost three decades of data to
tell us what families need when they have a critically ill rela-
tive. And research about nurses’ perceptions of family needs
tells us that they understand and know the needs of family
members. Yet, this understanding is not always evident in
how nurses relate to, or care for family members, as evident in
this study, although nurses tried to do their best for families
by including them in care, offering emotional support and
facilitating access to medical information for them.

In order to discourage this phenomenon of nursing and its
negative effects on patients and families, nurses’ invisible work
with families must be acknowledged by the leadership teams,
and more resources offered to nurses to promote family-cen-
tred care. Leadership teams may try to ensure that any feed-
back solicited in acute care wards regarding satisfaction with
care includes the families’ views of how they were cared for,
not only how patients were cared for. Gathering this informa-
tion demonstrates commitment from hospital administrators
to family-centred care. Clinical leaders, promoting research
questions about family-centred care in patient care areas, may
generate more meaningful research to inform practice. Finally,
health-related organizations may need to advocate with gov-
ernment policymakers for changes that allow nurses to effec-
tively care for families in true partnership.
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Catamenial epilepsy refers to seizure exacerbation in rela-
tion to the menstrual cycle.

A woman with catamenial epilepsy may have seizures only
at the time of menstruation, but this form is not very com-
mon. More typically, the woman may tend to have more
seizures at particular times during her menstrual cycle, usu-
ally just before or during the onset of menstruation, or at
the time of ovulation.

Causes of catamenial epilepsy
Menstrually related hormonal fluctuations in estrogen and
progesterone underlie the patterns of catamenial seizure
exacerbation. Estrogens facilitate seizures, whereas proges-
terone protects against seizures. During the menstrual
cycle, serum levels of estradiol and progesterone fluctuate.

Estrogens (in particular estradiol, the most important of the
different estrogen forms) have potent proconvulsant proper-
ties. They exert an excitatory effect on neurons by stimulating
the N-methyl-D-aspartate (NMDA)-type glutamate receptor.

Progesterone hyperpolarizes neurons, acting via one of its
natural endogenous metabolites, allopregnanolone, as an
agonist at the �-aminobutyric acid (GABA)-a receptor.

In a normally menstruating woman, the surge of serum
estrogen levels at the time of ovulation may be associated
with increased seizure tendency, as may the fall in serum
progesterone levels just before and during menstruation.

In a woman with an anovulatory cycle, estrogen levels rise
at the end of the follicular phase and stay elevated
throughout the luteal phase until premenstrually, as in
normally menstruating women. Little or no progesterone
is secreted, creating an estrogen:progesterone (E/P) imbal-
ance with a relative excess of estrogen (or deficiency of
progesterone) throughout the whole second (luteal) half of
the menstrual cycle.

A number of studies have suggested that both progesterone
deficiency and estrogen excess relative to progesterone
contribute to the catamenial pattern of seizure exacerba-
tion in both normal women and in women with menstrual
irregularities.

Evaluation
The best way of establishing whether the patient’s seizures
tend to worsen at certain points of the menstrual cycle is to
have her keep a careful seizure diary in relation to her men-
strual cycle. Using the first day of menstrual bleeding as
the first day of the cycle, the menstrual cycle is divided into
four phases:

1. menstrual, days -3 to +3
2. follicular, days +4 to +9
3. ovulatory, days +10 to +16
4. luteal, days +17 to -4

The number of seizures in each phase is counted. The aver-
age daily number of seizures for each menstrual phase is
then compared with the average daily number of seizures
for the rest of the cycle to look for a pattern of exacerbation
or remission at certain phases of the menstrual cycle. A use-
ful definition of seizure exacerbation is a twofold or greater
increase in average daily seizure frequency during the
affected part of the cycle in comparison to the remainder of
the cycle.

If a catamenial pattern of seizure exacerbation is estab-
lished from this record, additional steps in the evaluation
will help to guide treatment: establish the menstrual pat-
tern: normal or abnormal menstrual cycles.

• Check midluteal serum progesterone levels (for example,
on day 22 of a 28-day menstrual cycle) to see whether the
luteal phase is inadequate.

• If the woman has perimenstrual catamenial seizure exac-
erbation, check trough antiepileptic drug (AED) levels
on day 22 (when estradiol and progesterone levels are
high and the AED level should be “normal”) and day one
(when estradiol and progesterone levels are low). Low
AED levels at this time (perhaps related to increased
drug metabolism) could be the cause of perimenstrual
seizure exacerbation.

Treatment
Endocrine treatment of seizures may rationally be aimed at
those endocrinologic aspects of seizures that act either to
exacerbate or to ameliorate them. Because progesterone has
anticonvulsant effects and estrogen has proconvulsant
effects, treatment with progesterone or estrogen antago-
nists may prove to be useful adjunctive treatments in appro-
priate patients.

Medication adjustments
If low AED levels are found during certain phases of the
woman’s menstrual cycle, it may be helpful to increase the
dose slightly around that time or, in some cases, to add a
low dose of another AED.

Clinical Corner

Catamenial epilepsy






