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This year we are celebrating the 30th anniver-
sary of our journal and our membership is very
proud of this great accomplishment!

I would like to dedicate this issue of the
Canadian Journal of Neuroscience Nursing
(CJNN) to our colleagues, who paved the path

for our journal; for their vision and sacrifices, from its infan-
cy to its current state. I, personally, feel honoured and privi-
leged to contribute to the continuation of that successful path,
as the current editor ofCJNN… I’m sure that many others will
continue the same path in the future, have the personal satis-
faction, and share the pride and sense of professional accom-
plishment that the Canadian Association of Neuroscience
Nurses (CANN) membership enjoys.

It initially started in the form of newsletters, consisting of
association news, chapter or committee reports, which devel-
oped into the creation of the AXON in 1979 and, in 2007, its
name was changed to CJNN, an internationally recognized
scientific neuroscience nursing journal!

In this edition of CJNN we also had the pleasure to publish our
president’s message, the history of our journal, theMary Glover

lecture, CANN award-winningmanuscripts, and a collection of
memorable photos from the CANN 40th annual meeting and
the scientific sessions in Halifax, N.S., in June 2009.

I would like to acknowledge and thank our tremendous col-
leagues in Halifax, who organized this year’s conference by
ensuring an environment of sharing, networking opportuni-
ties, and promoting social activities. Our special thanks also
to the scientific committee members for the review of the
abstracts and for providing us the opportunity to share our
knowledge, research activities and evidence-based practice in
the area of neuroscience nursing, in addition to our successes
and professional accomplishments. Thank you to all partici-
pants, presenters and contributors.

Please review the call for abstracts for our next conference in
Quebec City in June 2010, and the enclosed CANN award
guidelines. I would encourage our members to consider sub-
mitting their abstracts for presentation at the conference, and
their papers for the awards.

Respectfully,
Sonia Poochikian-Sarkissian, PhD, ACNP, CNN(C)
Editor, CJNN

Editorial: Our journal… 30 years of accomplishment!
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Cette année, nous célébrons le 30ème anniversaire de notre
revue. Nos membres sont très fiers de cette grande réalisation!

J’aimerais dédier cette édition du Journal canadien des infir-
mières et infirmiers en sciences neurologiques (JCIISN) à nos
collègues, qui ont pavé le chemin de notre revue; à leur vision
et à leurs sacrifices, des premiers mots jusqu’à son état actuel.
Je me sens personnellement honorée et privilégiée de contri-
buer à la continuation de ce cheminement fructueux comme
rédactrice du JCIISN. Je suis certaine que plusieurs autres sui-
vront le même chemin à l’avenir, auront la satisfaction person-
nelle, et partageront la fierté et le sentiment d’accomplissement
professionnel dont jouissent lesmembres de l’Association cana-
dienne des infirmières et infirmiers en sciences neurologiques.

La revue a initialement débuté comme bulletin d’information et
consistait en nouvelles de l’Association, des rapports de comités
et de chapitres. En 1979, ce bulletin d’information est devenu la
revueAxon et en 2007, le nom a changé au JCIISN, une revue
scientifique en sciences infirmières de renommée internationale!

Dans la présente édition du JCIISN, nous avons le plaisir de
publier le message de notre présidente, l’histoire de notre revue,
la conférence Mary Glover, les manuscrits gagnants de prix de

l’ACIISN, une collection de photosmémorables du 40ème congrès
annuel et des sessions scientifiques àHalifax, N.-É, en juin, 2009.

Je tiens à remercier nos collègues d’Halifax, qui ont organisé
le congrès cette année, en assurant un environnement de par-
tage, d’occasions de réseautage, et la promotion d’activités
sociales. Un merci bien spécial doit être donné au Comité
scientifique pour la revue des résumés et pour avoir apporté
des occasions de partage de nos connaissances, de nos activi-
tés de recherche, et de notre pratique infirmière en neuros-
ciences fondée sur des données probantes, en plus de nos suc-
cès et de nos réalisations professionnelles. Merci à tous les
participants, présentateurs, conférenciers, et à tous ceux qui
ont contribué d’une façon ou d’une autre au congrès.

Veuillez prendre connaissance de l’appel de résumés pour
notre prochain congrès à Québec en juin 2010 ainsi que les
règlements pour les prix de l’ACIISN. J’encourage tous les
membres de considérer soumettre leur résumé pour une pré-
sentation ou leur article pour un des prix.

Respectueusement,
Sonia Poochikian-Sarkissian, PhD, ACNP, CNN(C)
Rédactrice, JCIISN

Éditorial : Notre journal… 30 ans de réalisations!
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Canadian Journal of Neuroscience Nursing… The journey
Debbie Beveridge

This year, our association celebrates its 40th anniversary and
we remember the pioneers who had the vision and stamina to
create a national specialty organization.

Ms. Jesse Young, our founder, stated in the proposal for the
organization in 1969 that “The purpose of forming the
association is for communication, continued education and
the maintenance of professional excellence”. How could these
goals be met across a huge nation with a very small group of
professionals volunteering their time and resources?

Part of the answer lay in the birth of our nursing journal,
l’Axon, 30 years old in September 2009. By browsing the
newsletters and journals and by “tapping the memory banks”
of former editors, I will endeavour to tell a story of
perseverance and dedication.

It was clear from the beginning that the mandate set out by
the founders of CANN could only be achieved through

communication. From 1969 to 1979, the task of keeping the
membership informed and educated fell to the president and
to the publications chair.

The president compiled, copied and mailed eight newsletters
per year to each member. They consisted of association news,
chapter and committee reports, setting the precedent for coop-
eration among the board of directors for news and support.

Gloria Doig served as publications chair from 1969 for 10
years during which time she and her “committee” reviewed all
papers presented at the annual meetings. These papers were
given to the chair in June. When enough papers were
collected and finances allowed, they were published as
“Proceedings of the meetings” and distributed to each
member. Ever resourceful, friends often made up the “work
groups” under the guise of a “fun nite”. Many a workplace
gestetner machine became an honourary CANN member!

At the mid-year meeting in 1979, the executive and board of
directors delivered a “brain child”—to combine the two
publications, newsletter and scientific proceedings, into one
format: a journal! Irving Deale, a neuro nurse from Halifax,
since deceased, was a strong proponent and crusader in getting
the journal off the ground. He proposed the name “L’Axone”,
drawing a parallel between the publication (Axon) transmitting
information to the members (dendrites). At the June annual
general meeting, membership approved the project. There
would be eight publications per year! An excerpt from that
meeting, “L’Axone is intended to be a communication avenue”
most certainly would have made Jesse happy!

In September 1979, the first edition of L’Axone was mailed to
the general membership under the guidance of the editor, Jane
Clattenburg and her assistant, Irving Deale. The first
publishing company, Ford Publishing, later renamed The
Printer, was located in Halifax and served CANN until the
year 2000. This was convenient in the early years, as both
editors could easily go to the company, make changes and
suggestions for layout and collect all the journals when
completed. Then “work parties” were called to address each
L’Axone, in preparation for mailing at the local post office!
This was an exciting time for the organization.

There were numerous bumps and growing pains along the
way. I smiled at an editorial from 1980 outlining the problems:
lack of material to publish, meeting deadlines, feedback from
members. Some things never change!

There were many milestones too, as the organization grew in
strength and numbers. In 1982, the journal had its first cover
designed by Irving Deale, and the publications decreased
from eight to four issues per year.

In 1985, after much discussion, Canada Post granted CANN a
special permit for second-class mailing, as they did for
Canadian Nurse. This meant that the publishing company
could address andmail the journal to the members at a reason-
able cost, a more attainable budget for CANN than first class
mail. This significantly decreased the workload of the editor.

Editors — AXON and the
Canadian Journal of
Neuroscience Nursing
1979–1980 Jane Clattenburg

1980–1983 Irving Deale

1983–1984 Clara Corrodo
Irving Deale (assistant editor)

1984–1988 Pauline Weldon
Irving Deale (assistant editor)

1988–1990 Darlene Schindel

1990–1991 Pauline Weldon

1991–1992 Wendy Blackburn
Sandra Robinson and
Gloria Doig (Publications)

1992–1993 VACANT
Sara Nicosa (publications)

1993–1995 Pauline Weldon (interim editor)
Sara Nicosa (publications)

1995–1998 Mary Elizabeth Cooper
Sara Nicosa (publications)

1998–2000 Cheryl Mayer (interim editor)
AXON Review Committee.
Jodi Dusik-Sharpe

2000–2006 Diane Duff

2007–Present Sonia Poochikian-Sarkissian
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In 1994, the journal advertised a CANN logo contest for the
25th anniversary. The winner was Kelly Connelly, a neuro nurse
fromHalifax. This logo was first printed in December 1994 and
continues to appear on our journal and all CANN documents.

Financial viability threatened the life of L’Axone in the 1990s,
as a large proportion of CANN’s resources were needed to
keep it afloat. A committee headed by Jodi Dusik-Sharpe was
struck to determine feasibility and the worth of the journal.
Recommendations were made and today our journal is large-
ly self-supporting, thanks to the efforts of our editor, commu-
nications and marketing chairs and the publishing company.

In 2000, L’Axone received a new cover and colours, designed
by Diane Duff, the editor.

Sonia Poochikian-Sarkissian accepted the nomination as the
new editor of our journal in 2007, and at the annual general
meeting in June 2007, the general membership proposed a
new name for our journal, the Canadian Journal of
Neuroscience Nursing (CJNN).

The first journal of our association looked very different from
the polished version we enjoy today, but the hurdles of the
journey have helped form it into the professional publication
that enjoys the status of being one of only three peer-reviewed
scientific neuroscience nursing journals worldwide.
Throughout the growth and development of the CJNN, the
editors, peer reviewers and publications personnel have
upheld the original intent of the organization: to disseminate
information, educate its members and maintain an
exceptional standard of professionalism.

Hats off to the past, present and future! Happy Birthday!

About the author
Debbie Beveridge, RN, CNN(C), Staff Nurse at the Queen
Elizabeth II Health Sciences Centre, Halifax, N.S.

Correspondence regarding this report may be addressed to
Debbie Beveridge, e-mail: dbeveridge@eastlink.ca

Agnes Marshall
Research Award

Congratulations to our CJNN Editor, Sonia Poochikian-
Sarkissian, for receiving the Agnes Marshall Award for her
research proposal “Determinants of health-promoting
behaviours and quality of life in individuals with epilepsy.”
This was presented at the World Federation of
Neuroscience Nurses’ meeting in Toronto in May 2009.
Presenting the award is Agnes Marshall-Walker.

Submitted by Janice Nesbitt, Past-president, CANN

We want
your Neuroscience
Nursing News!
Please send your stories, clinical ethical issues,
or other information for CJNN content to
Dr. Sonia PoochikianSarkissian, Editor, at
sonia.sarkissian@uhn.on.ca

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

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

Publish your 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 the neuroscience
nursing community.

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

Upcoming CANN
Annual General Meetings &
Scientific Sessions
Plan to attend the following CANN Conference:
• Quebec City, QC, June 8–11, 2010
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Presidential address—June 10, 2009, Halifax, N.S.
Good morning, everyone. Welcome to the 40th meeting of
the Canadian Association of Neuroscience Nurses (CANN).
It is so nice to see so many of you here, and is truly
wonderful to be back in beautiful Halifax again. Welcome to
our honoured guests from the American Association of
Neuroscience Nurses (AANN), Canadian Nurses
Association (CNA), Canadian Neurological Sciences
Federation (CNSF), and our specially invited past
presidents. It is an honour to have you all here today. I would
also like to take this opportunity to thank the program chair,
Heather Stoyles, and the scientific chair, Deborah White,
and their committees for all of their efforts in planning this
conference so that we might network, learn a little, and have
some fun.

Now, as it is a milestone year, I think it is only appropriate that
we take a moment to reflect on the past, present, and future
of CANN. I know you all love speeches, but I promise to keep
it brief…

As most of you know, Jessie Young and several of her
colleagues founded the Canadian Association of
Neurological and Neurosurgical Nurses (CANNN) in 1969.
The goal was to share knowledge with peers and optimize
patient care. With this small start, it has grown into the
dynamic group that you see today. Over the years, different
members have held various positions on local and national
committees and we have had many firsts! We were the first
specialty nursing group to be given affiliate status with CNA
in 1977, and the first specialty nursing group to be granted
CNA certification status in 1987, with the first certification
exam being written in 1991.

AXON was launched in 1979, making this year the 30th
anniversary of our neuroscience journal. Although the name
changed to the Canadian Journal of Neuroscience Nursing
(CJNN) in 2007, it continues to strive to meet the needs of
nurses in a variety of clinical settings, and is now
internationally recognized. In 1996, a temporary website was
created, with our current CANN website being created in
1998. It continues to expand with more than 11,000 hits this
past year from countries around the world. Content is always
being added, with plans to have a “members-only” section in
the future. The web has allowed us to connect more quickly
and easily with colleagues nationally and internationally in
our particular field of interest.

Currently, we have 275 members in 12 chapters across
Canada and in North America. We have a board of directors
with 33 members who work diligently to meet the needs of
CANN and guide us to continue moving forward. I have been
very fortunate to work with an incredible group of individuals
on the board this past year, and would like them all to stand so
that we might recognize and appreciate them for all of their
hard work.

As CANN members, we are also members of the World
Federation of Neuroscience Nurses (WFNN) and affiliates of

CNSF. We have representatives with the Canadian Alliance of
Brain Tumour Organizations, ThinkFirst Canada, and the
National Stroke Network. We are, at present, in the process of
developing similar relationships with the multiple sclerosis
and epilepsy groups, as well as the World Parkinson’s
Congress. These liaisons allow us not only to meet our own
strategic goals, but also to open up the world to our members.
CANN recently co-hosted the WFNN meeting in Toronto. A
great deal of credit goes to Wilma Koopman and Diane Duff
for initiating this endeavour, as well as to the numerous
Ontario chapter members who worked tirelessly to facilitate
the success of this meeting. It was truly remarkable to see
nurses from around the world sharing the same issues and
experiences.

In the past year, I have had the fortunate opportunity to
attend the AANN and WFNN scientific sessions. In doing
so, I have learned that the world is a much smaller place than
I ever imagined, and that creative innovations can happen
with or without money. No matter where we are from, a
neuroscience nurse is a neuroscience nurse. We all share the
goal of offering the best patient care possible, whether
directly at the bedside or indirectly through research. I have
also learned that CANN is much more spectacular than we
give ourselves credit for. As phenomenal as these other
meetings were, the calibre of scientific sessions and social
events is just as high of quality, and we need to take pride in
our organization.

This brings us to the future of CANN. We have great room
to grow, with potential new professional collaborations and
new emerging features in the journal. With member
representation along the continuum of health care… acute
care and rehab, critical care and community health… we are
in a unique position with endless possibilities. We do need
to work on our membership numbers, as they are low
compared to past years. Many are not seeing the value of
membership in CANN, so we need to be proactive with our
colleagues and help them to see these benefits. We are
fortunate to have a remarkable wealth of knowledge in our
current membership, but unless we engage new neuro
nurses, the viability of CANN in the future may be in
jeopardy. I encourage you to mentor new nurses and allow
them to see how great CANN can be, and how it can
contribute to their satisfaction and development in
neuroscience nursing, as it has done for all of you.

The face of CANN may have changed over the years, but the
primary goals and objectives have remained intact. We are
all here to carry on and grow with CANN… to learn,
network and rejuvenate. I hope you are all able to do all of
these things this week, and hope that you enjoy the
conference.

Respectfully,
Janice Nesbitt



Allocution de la présidente: 10 juin, 2009 : Halifax, Nouvelle-Écosse
Bonjour à tous. Bienvenue à la 40ème réunion de l’Association
Canadienne des infirmières et infirmiers en sciences neurolo-
giques (ACIISN). C’est bien de vous voir si nombreux ici, et
vraiment merveilleux de revenir dans la belle ville d’Halifax. Je
souhaite la bienvenue à nos invités d’honneur de l’American
Association of Neurosciences Nurses (AANN), de
l’Association des infirmières et infirmiers du Canada (AIIC), la
Fédération des sciences neurologiques du Canada (FSNC), et
nos invitées spéciales, les présidentes antérieures. C’est un
honneur de vous accueillir tous aujourd’hui. Je désire aussi
remercier la Présidente du programme, Heather Stoyles, et la
Présidente scientifique, Deborah White, et leurs comités pour
tous leurs efforts dans la planification de cette conférence afin
que nous puissions réseauter, apprendre, et aussi nous amuser.

Maintenant, c’est une année charnière, et je pense que c’est
approprié que nous prenions un moment pour réfléchir sur le
passé, le présent et l’avenir de l’ACIISN. Je sais que vous aimez
tous les discours, et je vous promets que je vais être brève…

Comme vous le savez déjà, Jessie Young et plusieurs de ses col-
lègues ont fondé l’Association Canadienne des infirmières et
infirmiers en sciences neurologiques (ACIISN) en 1969. Le but
était de partager les connaissances avec nos pairs et d’optimiser
le soin aux clients. Avec son début modeste, l’association a
grandi en devenant le groupe dynamique que nous connaissons
aujourd’hui. Avec les années, différents membres on tenu des
postes variés au sein de comités locaux et nationaux et nous
avons vécu plusieurs « premières »! En effet, nous avons été le
premier groupe d’infirmières spécialisées à recevoir le statut
affilié de l’Association des infirmières et infirmiers du Canada
en 1977, et le premier groupe d’infirmières spécialisées à être
accordé le statut de certification par l’AIIC en 1987 avec le pre-
mier examen de certification écrit en 1991.

Le lancement de la revue AXON s’est fait en 1979, ce qui fait
que cette année est le 30ème anniversaire de notre revue en
neurosciences. Même si le nom a changé à Journal Canadien
des infirmières et infirmiers en sciences neurologiques
(JCIISN) en 2007, il continue à rencontrer les besoins des
infirmières dans une variété de milieux cliniques, et est main-
tenant reconnu internationalement. En 1996, un site web tem-
poraire a été créé, suivi du site courant créé en 1998. Il conti-
nue de se développer avec plus de 11,000 visites cette année,
en provenance de pays partout au monde. Du contenu est
souvent ajouté, avec des plans de développement d’une sec-
tion pour les membres à l’avenir. Le web nous a aussi permis
de nous joindre plus rapidement et facilement avec nos col-
lègues à l’échelle nationale et internationale dans nos champs
d’intérêts particuliers.

En ce moment, nous avons 275 membres dans 12 chapitres à
travers le Canada et en Amérique du nord. Nous avons un
Comité de directeurs qui comprend 33 membres qui tra-
vaillent de façon diligente pour guider et rencontrer les
besoins de l’ACIISN. Je suis très chanceuse de travailler avec
ce groupe incroyable d’individus du Comité de directeurs.
J’aimerais qu’ils se lèvent pour qu’on les reconnaisse et qu’on
leur démontre notre appréciation pour tout leur beau travail.

Comme membres de l’ACIISN, nous sommes aussi des
membres de la “World Federation of Neuroscience Nurses”
(WFNN) et affiliés de la FSNC. Nous avons des représentants
avec l’Organisation Canadienne des organismes sur les tumeurs
cérébrales, la « Canadian Alliance of Brain Tumors
Organization », Pensez d’abord Canada, et le Réseau Canadien
contre les accidents cérébrovasculaires. Nous sommes actuelle-
ment dans le processus de développement une relation similai-
re avec les groupes de sclérose en plaques et d’épilepsie ainsi
que le « World Parkinson Congress ». Ces liens nous permet-
tent non seulement de rencontrer nos buts stratégiques, mais
aussi d’ouvrir le monde à nos membres. L’ACIISN a récemment
été co-hôte de la réunion internationale WFNN à Toronto.
Nous en devons beaucoup àWilma Koopman et Diane Duff qui
ont initié ce projet, ainsi que plusieurs membres de chapitres de
l’Ontario qui ont travaillé sans relâche pour faciliter le succès de
cette réunion. Ce fut remarquable de voir les infirmières de par-
tout au monde partager les mêmes problèmes et expériences.

Cette année, j’ai eu le privilège de participer aux réunions de
l’AANN et de la WFNN. En faisant cela, j’ai appris que le
monde est beaucoup plus petit que je le pensais, et que les
innovations créatives peuvent survenir avec ou sans argent.
Peu importe d’où nous venons, une infirmière ou un infirmier
en neurosciences est une infirmière ou un infirmier en neu-
rosciences. Nous partageons le but d’offrir les meilleurs soins
possibles aux patients, soit directement au chevet ou indirec-
tement par la recherche. J’ai aussi appris que l’ACIISN est
beaucoup plus spectaculaire que nous le pensons. Même si les
autres réunions étaient spectaculaires, le calibre de nos ses-
sions scientifiques et des évènements sociaux le sont tout
autant, et nous devons être fiers de notre organisation.

Ceci nous amène à l’avenir de l’ACIISN. Nous avons beaucoup
de place à grandir, avec des nouvelles collaborations profession-
nelles potentielles et des nouveaux articles dans le journal. Avec
la représentation de membres dans tout le continuum des
soins... soins aigus et réadaptation, soins critiques et soins dans
la communauté… nous sommes dans une position unique avec
des possibilités sans bornes. Nous avons besoin de travailler sur
le recrutement de membres dont le nombre est à la baisse cette
année, comparé à l’année dernière. Plusieurs ne voient pas la
valeur d’être membre de l’ACIISN, alors nous avons besoin
d’être proactives chez nos collègues pour les aider à en voir les
bénéfices. Nous sommes chanceux d’avoir toute cette connais-
sance parmi nos membres mais sans l’engagement de nouvelles
infirmières et infirmiers en neurosciences, la viabilité de
l’ACIISN peut être en péril. Je vous encourage tous à devenir le
mentor de nouvelles infirmières et de leur permettre de voir à
quel point l’ACIISN peut contribuer à leur satisfaction et à leur
développement en neurosciences, tel fut le cas pour vous.

Le visage de l’ACIISN a changé au fil des ans, mais les buts et
objectifs principaux sont demeurés les mêmes. Nous sommes
tous là pour continuer à grandir avec l’ACIISN… pour
apprendre et réseauter. J’espère que vous êtes tous capables de
faire cela cette semaine, et que vous aimerai la conférence.

Sincèrement,
Janice Nesbitt
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40th Annual General Meeting Minutes
Thursday June 11, 2009, 0800–1100
Imperial Ballroom, Lord Nelson Hotel & Suites
Continental Breakfast available 0800–0830

Members present: 77
Total membership: 280
25% of membership present (quorum achieved)

1. Call to order and opening remarks
• Meeting called to order by Janice Nesbitt at 0830.

2. Reading of agenda and vote of acceptance of agenda for AGM
• No additions made
• Motion to accept agenda with no additions by Janice
Kenney, seconded by Jill Kamensek, carried.

3. Acceptance of 2008 AGMMeeting Minutes, Victoria, B.C.
• No corrections were made
• Motion to accept minutes of 2007 AGM Meeting by
Aline Mayer, seconded by Lynn Pratt, carried.

4. Business arising
4.1 Summary of changes made to terms of reference—

Debbie Beveridge
• Final revisions were made to the program and scientific
committee and liaison positions terms of reference.

4.2 WFNN report—Wilma Koopman
• Had 270 full conference registrants (had hoped for 500
registrants) due to economic downturn and passport
concerns. Had 63 day registrants

• Twenty-three countries were represented
• Four hospitals held career fairs
• A CANN booth was put together by Lynn Pratt
• Were 80 concurrent sessions and four opening plenary
sessions

• Roberta Bondar was guest speaker, sponsored by York
University

• Held two runs for research: money was divided between
CANN and the National Neuroscience Foundation

• The $10,000 sponsorship money from CANN was
used to sponsor an opening reception, which included
a Canadian wine and cheese tasting $8,650, maple
syrup gift bags $1,285.38 and decorations/AV $64.62

• WFNN 2013 meeting will be held in Japan
• Three CANN members won awards at the WFNN
meeting: Andrea Fisher (poster), Jennifer Boyd and
Sonia Poochikian-Sarkissian (Agnes Marshall Award)

• Debbie Beveridge (past-president) presented Wilma
Koopman with a certificate of appreciation from CANN
for all of her hard work as the WFNN representative.

4.3 Translation needs
• Have a new translation chair Rolande D’Amour
• Please let the new VP know if you know of anyone who
would like to assist Rolande with translation.

4.4 Research—online learning portal—Andrea Fisher
• Andrea presented a brief presentation on the online
learning portal for urinary continence in stroke patients

• A certificate of appreciation will be sent to each
participant who completes the online learning portal.

5. Correspondence
• Have received correspondence from the Parkinson’s
Association and the International Brain Injury
Association regarding their upcoming meetings in 2010
and both have a requested a link on our website

• The CNSF meeting will be held on Friday at lunchtime.
One of executive will plan to attend. Will report to them
that it is a stress on the local planning committees to
have the meetings in the same cities all the time.

6. Reports (those not on website)
• None to report other than the treasurer’s report.

6.1 Treasurer’s report
• Financial report and proposed budget were presented
• Motion to accept the proposed 2009–2010 budget

by Janice Kenney, seconded Deb Holtom, carried.

7. New business
7.1 Update from BOD meeting June 9, 2009

• CANN Annual Meeting will be held in Quebec City in
2010, and Vancouver in 2011

• Standards of Practice were sent with membership
renewal and to newmembers. Additional copies can be
purchased for $10.00.We are applying for copyright for
our Standards of Practice. Contact Jeanne Evans if you
would like to receive a copy of the standards

• Membership numbers are down to 280. We need to
work on increasing our membership numbers

• Dr. Rick Riopelle spoke at our BOD meeting on
Tuesday, representing the CNSF advocacy program

• Two certification awards were given out
• CJNN Author awards were given to Linda Yetman
(new author) and Kelly Bullivant (general author). Each
will receive $200

• No research awards were given this year.
7.2 Strategic plan 2008–2011—Debbie Beveridge

• Review of strategic plan was presented
n Working on members-only section on website
n Working on online conference registration

• Can obtain a copy of the strategic plan from your
councillor.

8. 2009–2010 slate of officers—Debbie Beveridge
• List of Board of Directors was presented
• VP/Secretary 2009–2010 Sandra Berube.

9. Closing remarks
• Passing of gavel from Janice Nesbitt to KarenWaterhouse.

10. Motion for closure by Jodi Dusik-Sharpe, seconded by
Nancy Thornton, carried.
• Meeting adjourned 1030.

Respectfully submitted,
Karen Waterhouse
VP/Secretary CANN



Abstract
Children requiring posterior fossa brain tumour surgery form a
unique and significant neuro-oncology population. Postoperative
vomiting (POV) is a problem for these children. Also, severe vom-
iting that is refractory to treatment has been seen clinically in

these children, but it is not well described in the literature. A
subgroup of children requiring surgery for posterior fossa brain
tumours (n=153) from a larger six-year retrospective chart audit
(n=249) at two Canadian children’s hospitals were reviewed for
the presence of no, mild, moderate, and severe POV. Inter-rater
reliability was established at 94% following a blinded process of
comparing POV severity rankings between two data collec-
tor/researchers. Discrepancies were resolved through discussion
in order to establish a consensus severity score. Findings from
multivariable logistic regression analyses indicated that when
age and intraoperative use of ondansetron were controlled for,
the location of a tumour in a midline location had no overall
effect (adjusted OR=1.37, 95% confidence interval: 0.64–2.96,
p=0.43), but greater odds of severe vomiting (adjusted OR=7.08,
95% confidence interval: 2.56–19.64, p<0.001). These results
support theories of modulation of vomiting by the medullary
midline and clinical observations that children with midline
posterior fossa tumours are at greater risk for severe refractory
vomiting. The development of clinical practice guidelines and
further research to study the effectiveness of novel, multimodal
antiemetic therapies are required for this patient population.

Neuroscience nurses frequently encounter nausea and vomit-
ing in children that are related to their disease and related
cancer treatment (Hockenberry, 2004). Depending on the age
of the child, tumours of the posterior fossa represent 22% to
55% of all brain tumours in children (Rickert & Paulus, 2001).
Thus, children with posterior fossa tumours form a significant
clinical population. Children who require posterior fossa
craniotomy prior to their cancer treatment may already have
experienced these distressing symptoms in the postoperative
environment (Neufeld, 2002; Neufeld, Newburn-Cook,
Schopflocher, Dundon, Yu & Drummond, 2009).

Some children develop severe postoperative vomiting (POV)
that is refractory to treatment after posterior fossa tumour
resection. Little attention has been paid in the literature to
this group of children (Neufeld & Newburn-Cook, 2008).
Indeed, the only discussion of severe, refractory POV follow-
ing posterior fossa craniotomy comes from a case review in
the adult literature (Guttuso, Vitticore, & Holloway, 2005).
Given the prevalence of tumours in this location in children,
understanding the characteristics of this patient population
will be important to the development of prophylactic thera-
pies and treatment protocols to provide symptom manage-
ment for these children. It can be hypothesized, based on clin-
ical observation and pathophysiologic reasoning (i.e., critical
neural circuitry for vomiting comes together in the medullary
midline), that children with brain tumours affecting the

Codman Award Paper presented at CANN Conference, Halifax, N.S., June 2009

Midline location of tumour is a risk factor
for postoperative vomiting in children
requiring posterior fossa tumour resection
By Susan Neufeld, Belinda Dundon, Herta Yu, Christine Newburn-Cook and Jane Drummond, J.E.

Les enfants nécessitant la résection
d’une tumeur de la fosse postérieure
située dans la région médiane
démontrent un facteur de risque accru
de vomissements postopératoires

Résumé
Les enfants qui requièrent une chirurgie pour une tumeur de
la fosse postérieure sont une population unique et significati-
ve de la neuro-oncologie. Le vomissement post-opératoire
(VPO) est un problème pour ces enfants. De plus, des vomis-
sements sévères réfractaires au traitement ont été observés
chez ces enfants, mais pas bien décrits dans la littérature. Les
dossiers d’un sous-groupe d’enfants nécessitant une chirurgie
de la fosse postérieure du cerveau (n=153) ont été révisés pour
la présence de vomissement: aucun; léger; modéré, et sévère.
Ces dossiers ont été choisis par une vérification rétrospective
plus grande de dossiers (n=249), d’une durée de six années,
dans deux hôpitaux pour enfants. La fidélité interjuges a été
établie à 94% suivant un processus à l’insu (blinded process)
en comparant le classement de la sévérité du VPO entre deux
collecteurs de données/chercheurs. Les désaccords ont été
résolus par une discussion pour établir un consensus du score
de sévérité. Les résultats de l’analysemultivariable par régres-
sion logistique ont indiqué que lorsque l’âge et l’utilisation
péropératoire d’ondansetron étaient contrôlés, l’emplacement
de la tumeur dans la région médiane n’avait pas d’effet
(adjusted OR=1.37, 95 % intervalle de confiance : 0.64–2.96,
p=0.43) mais une plus grande possibilité de vomissements
sévères (adjusted OR=7.08, 95% intervalle de confiance :
2.56–19.64, p<0.001). Ces résultats supportent les théories de
modulation du vomissement par la médiane médullaire
« theories of modulation of vomiting by the medullary midli-
ne » et l’observation clinique que les enfants avec une tumeur
de la fosse postérieure sont à plus grand risque de vomisse-
ments sévères réfractaires. Le développement de guides de
pratique clinique et plus de recherche pour étudier l’efficacité
de nouvelles thérapies multimodales antiémétiques sont
nécessaires pour cette population de patients.
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medullary and cerebellar midline may be more predisposed to
severe vomiting when compared to those with tumours locat-
ed in other posterior fossa tumour locations.

The purpose of this paper is to identify the relationship
among the midline location of posterior fossa brain tumour
and the presence and severity level of POV vomiting in chil-
dren requiring posterior fossa tumour resection (Figure 1).
The midline location of a posterior fossa tumour can be deter-
mined preoperatively using diagnostic imaging results. Thus,
if identified as a risk factor for severe vomiting, planning for
antiemetic therapy and related teaching of the child and fam-
ily could begin prior to surgery. The location of the tumour
could then be confirmed intra-operatively and strategies con-
tinue postoperatively. If established, a relationship between
midline location and severe POV would provide rationale for
establishing anesthetic techniques to minimize POV, institut-
ing novel prophylactic antiemetic therapies, and developing
treatment plans for severe POV in this group.

In this study, two potential confounding variables were con-
trolled for when examining the relationship between midline
location of tumour and POV: age of child and intraoperative
use of ondansetron (the only 5-HT3 receptor antagonist used
with this sample). Age less than three is a predictor of POV in
other pediatric patient populations (Eberhart et al., 2004;
Gan, 2006; Kranke et al., 2007). Conversely, children aged 12
to less than 17 years were less likely to vomit in the larger sam-
ple of children (n=249) requiring posterior fossa craniotomy
from which the sample for this study was taken (Neufeld,
Newburn-Cook, Schopflocher, Dundon, Yu & Drummond,
2009). As age was fairly evenly distributed in the sample
selected for this study (i.e., did not follow a normal curve for
examination as a continuous variable), quartiles were used to
control for age in the multivariable analysis.

While not yet shown to be effective in preventing POV in chil-
dren and variably prescribed after craniotomy (Neufeld &
Newburn-Cook, 2009), intraoperative use of ondansetron has
been shown to reduce POV in other pediatric populations (Gan
et al., 2007). In a Bayesian meta-analysis of antiemetics and
their combinations, when a 5-HT3 receptor antagonist was
combined with dexamethasone, the estimated relative risk-
reduction of POV in children was 80% (Engelman, Salengros, &
Barvais, 2008). In our sample, dexamethasone was used preop-
eratively in 88% of the children, intraoperatively in 72% of chil-
dren or any time perioperatively in 96% of children. Thus, the
use of dexamethasone was not controlled for in the statistical
analysis due to its use in the majority of children in the sample.

Methods
Data collection
The hospital charts of all children less than 17 years of age who
had experienced posterior fossa craniotomy from March 2001
to March 2007 at two children’s hospitals were reviewed retro-
spectively. This resulted in a sample size of 249 children after
screening for exclusion criteria. Exclusion criteria included
postoperative intubation greater than 48 hours, craniotomy
without dural opening (i.e., outside the brain), traumatic brain
injury, and combined surgical procedures such as plastic surgery
or otolaryngology. A subgroup of those children who required

craniotomy for posterior fossa tumours was then selected
based on the presence and severity of POV (n=153). Research
ethics board approvals were obtained from each of two hospi-
tal sites for an examination of the patient charts specifically for
the purpose of identifying the presence and severity of POV.

Measurement
A case report form and the severity rating scale for vomiting
were developed specifically for the study in conjunction with a
neurosurgeon, two nurse practitioners in children’s neuro-
surgery, and a clinical nurse educator in children’s oncology.
Data were collected at each hospital site by the first and second
authors/data collectors. Training for the two data collectors
was provided using 10 patient charts. Subsequently, inter-rater
reliability of 100% on the presence and severity of POV and
other variables was established based on a comparison of POV
ratings from five randomly selected charts. Each data collector
was primarily responsible for the full review of patient charts
and data abstraction from one of the two hospitals.

The midline component of the tumour was determined first
through medical, preoperative diagnostic imaging reports and
confirmed using the surgeon’s operative report. If the two were
discrepant, the operative report was used. Tumours were con-
sidered midline if they were located in the fourth ventricle,
cerebellar vermis, or any combination of these two with a com-
ponent within the cerebellar hemisphere. Tumours isolated in
the cerebellar hemispheres and those outside of the cerebel-
lum and fourth ventricle were classified as not midline (i.e.,
other). Use of intraoperative ondansetron was abstracted from
the anesthesia flow sheets. Age was calculated by the data col-
lector by subtracting the child’s birthdate from the date of sur-
gery. As the child’s actual birthdate was a potential personal
identifier, it was not recorded on the case report forms.

Due to their similar physiology, retching and vomiting were
considered an event of POV, as recommended by Apfel,
Roewer and Korttila (2002). Definitions of retching and vomit

Figure 1. Midline posterior fossa tumour
Courtesy of Dr. Keith Aronyk, Stollery Children’s Hospital
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are needed. The time of each documented retching event or
vomiting event was recorded first by examining the post-anes-
thesia recovery room records (usually where retching was doc-
umented) followed by the in-and-out flow sheets, and, finally,
confirmed by reading the nursing notes. As a final check, tim-
ing of the administration of an antiemetic was recorded and
the nursing notes were double-checked at that time for an
event. Data on POV were collected from the anesthetic finish
time to 240 hours after the anesthetic finish time or, if first, dis-
charge from neurosurgical care (i.e., discharge home, transfer
to the oncology unit, or to the rehabilitation unit).

After completion of the case report form, a rating of POV
severity: none, mild (one to three events), moderate (> three
events, responded antiemetics or self-limited), or severe
(> three events, not responsive to antiemetics or self-limited)
was completed by the data collector. Each data collector also
rated POV severity in the other hospital group. This second
rating was limited to a review of the section of the case report
form that indicated presence of vomiting, antiemetic informa-
tion, and related notes. Thus, the second reviewer was blind
to other variables such as location of tumour, gender, or age of
child. Percentage agreement of data collectors on this second
review was calculated at 94%. Disagreements were resolved by
discussion to arrive at a final consensus severity score to be
utilized in the statistical analysis.

Data analysis
SPSS Version 15.0 was used for data input and analysis. The
sample was described by the frequency and per cent of chil-
dren in each category of age, gender, location of tumour and
histopathology of tumour. Incidence and cumulative percent-
age of POV over the first 10 days (POV overall) or discharge,
whichever came first, were then calculated. The incidence and
percentage of the severity ratings were then summarized.
Univariate logistic regressions were first used to estimate the
odds of POV overall, and severe POV when the tumour had a
midline component. Finally, two multivariable regressions
were completed to estimate the effect of midline location of
tumour on POV overall and severe POV, controlling for age
and intraoperative use of ondansetron.

Results
The characteristics of the children with posterior fossa brain
tumours in the sample are summarized in Table 1. The cumula-
tive incidence of POV over the course of data collection is
shown in Table 2. POV severity ratings (Table 3) were fairly
evenly distributed among the categories. The univariate logistic
regression indicates that midline location of tumour was a sig-
nificant predictor of severe POV (p<.001), but not significant for
POV overall (p=.41). The multivariable logistic regression
results (Table 5) support the univariate findings. When control-
ling for age and intraoperative ondansetron administration, the
likelihood of POV overall was not related to midline location of
tumour (p=.42). However, controlling for the same variables,
children with posterior fossa tumours with a midline compo-

Table 1. Sample Characteristics

Site n (%)
Hospital for Sick Children 123 (80.4%)
Stollery Children’s Hospital 30 (19.6%)

Age
0–<4 years 42 (27.5%)
4–<7 years 40 (26.1%)
7–<12 years 48 (31.4%)
12–<17 years 23 (15.0%)

Gender
Female 66 (43.1%)
Male 87 (56.9%)

Location of Tumour
Midline Component 91(59.5%)
Other 62 (40.5%)

Histopathology
Pilocytic/Low Grade Astrocytoma 63 (41.2%)
Medulloblastoma 52 (34.0%)
Ependymoma 21 (13.7%)
Other 17 (11.1%)

Table 2. Incidence and cumulative percent
of children having POV over the first 10 days

Vomiting 24 48 72 120 240
started by: hours hours hours hours hours

Incidence 70 16 7 14 7

(Cumulative (45.8%) (56.2%) (60.8%) (69.9%) (74.5%)
Percent)

Table 3. Severity ratings of POV

Rating Definition n (%)

None No documented vomiting 39 (25.5%)
or retching.

Mild 1–3 documented events of 50 (32.7%)
vomiting or retching.

Moderate > 3 documented events of 25 (16.3%)
vomiting or retching self-limited
or responsive to treatment.

Severe > 3 documented events of 39 (25.5%)
vomiting or retching not
self-limited or responsive
to treatment.

Table 4. Univariate logistic regression: Effect of midline
location of posterior fossa tumour on the development
of POV overall and the development of severe POV

Outcome Odds Ratio for Midline
Location of Tumour
(95% Confidence Interval)

POV Overall (mild, 1.36 (0.66–2.84)
moderate, severe)

Severe POV 6.80 (2.48–18.63)**

**p<.001
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nent were more likely to develop severe vomiting (p<.001). Like
the study findings in the larger sample of children requiring pos-
terior fossa surgery (Neufeld, Newburn-Cook, Schopflocher,
Dundon, Yu & Drummond, 2009), children aged 12 to <17 had
significantly less vomiting overall (p=.002). However, no age cat-
egory was related to the development of severe POV.

Discussion
Clinical judgment suggested that POV might be frequent and
severe in children after craniotomy for posterior fossa
tumours. The results of this study provide clinicians with evi-
dence that severe POV is a significant concern in this patient
population, especially for children with tumours with a mid-
line component. Physiologically, it is well known that the mid-
line part of the brainstem is important for vomiting, as it con-
tains a number of important regions for vomiting (i.e., the
nucleus of the solitary tract, lateral tegmental field and ventral
respiratory group) with complex neuro circuitry (Miller, 1999;
Miller, Nonaka, Jakus, et al., 1996). Thus, the findings of this
study have confirmed the hypothesis proposed from the clin-
ical experience of the authors and physiological reasoning.

At present, clinical practice guidelines and protocols have not
been studied to address the issue of severe POV for children
after posterior fossa brain tumour surgery. Practices to reduce
POV in children, such as careful selection of anesthetic tech-
niques and use of efficacious antiemetics are among the strate-
gies recommended in the Society of Ambulatory Anesthesia
Guidelines for the Management of Postoperative Nausea and
Vomiting (PONV) (Gan et al., 2007). Additionally, the
American Society of PeriAnesthesia Nurses (ASPAN) (2006)
has proposed practice guidelines for adults that address preop-
erative, postoperative and postdischarge PONV. However,
from our experience, little has been done to consistently
address the postoperative nursing care needs of children who
develop severe POV following posterior fossa craniotomy.

Further study is indicated to determine the role of intermittent
administration of antiemetics for children at high risk for POV
and severe POV. Currently, there is little evidence available to
support best treatment for severe vomiting once it is estab-
lished. Treatment of severe postoperative vomiting after pos-
terior fossa surgery has been reported in a single published
case report. Guttuso et al. (2005) successfully used gabapentin
and a scopolamine patch to treat this problem in an adult. This
report indicates a need for thinking beyond the usually imple-
mented pharmacological treatments to address this problem,
to novel combinations of older and more recently introduced
agents. Other treatments, if acceptable to the child, parents
and health care team, may also benefit in reducing POV in this
population (ASPAN, 2006). These may include complementa-
ry practices such as P-6 acupuncture and aroma therapy.

Limitations
Limitations to this study include the retrospective design,
which limits the type and quality of data that can be collected
to what is present in the chart. Also, the results, while identi-
fying a risk factor for severe POV, cannot provide an estimate
of risk for individual children. Prospective validation would
strengthen the results of the retrospective study findings
reported here. However, a prospective study may prove to be
costly and time-consuming. In this study between two institu-
tions, 39 children experienced severe vomiting over the six-
year study period. This small number of outcome variables
limited the number of variables that we could control for in
the multivariable analysis and is reflected in the wide confi-
dence intervals of the severe POV outcome. Given the diffi-
culty in accruing an adequate sample size, time and resources
may be better spent examining solutions and researching the
effectiveness of interventions such as comprehensive clinical
practice guidelines that include evidence-based treatments
for POV in this vulnerable patient population. Multisite col-
laboration will be essential in such an endeavour.

Nursing implications
As key members of the interdisciplinary team, nurses can
make significant contributions to the management of POV in
this population. In addition to administration of effective pro-
phylactic and rescue pharmacological agents, nurses can
implement behavioural, dietary, and developmental interven-
tions to manage POV (Thompson, 1999). Ensuring a low-
stimulation environment, mobilizing slowly with prior
administration of antiemetics, advancing diet appropriately,
carefully assessing cranial nerve function, using eye patches as
appropriate, managing intracranial pressure when an external
ventricular drain is in place, optimizing pain management
and, as suggested by Gan et al. (2007), the use of a different
class of antiemetics than what was used for prophylaxis may
help treat established vomiting.

The development and implementation of practice guidelines
may promote optimal care for this patient population and
nurses are often catalysts to the development and success of
such guidelines. Nausea, while not examined in the analysis
for this paper due to poor documentation (Neufeld,
Newburn-Cook, Schopflocher, Dundon, Yu & Drummond,
2009), also needs to be addressed in practice guidelines.
Clinical assessment and documentation of frequently experi-

Table 5. Results multivariable logistic regressions:
Effect of midline location of posterior fossa tumour,
controlling for the age of the child and intraoperative
use of ondansetron on the development of POV
overall and the development of severe POV

Outcome Adjusted Odds Ratio1 for
Midline Location of Tumour
(95% Confidence Interval)

POV Overall (mild, 1.37 (0.64-2.96)2
moderate, severe)

Severe POV 7.08 (2.56-19.64)3**

1 Adjusted for age in quartiles and use of intraoperative
ondansetron.
2 Age: 0–<4: 1.00 (reference variable); 4–<7:0.64 (0.21–1.95);
7–<12: 0.60(0.21-1.77); 12–<17: 0.16 (0.05–0.52)* &
intraoperative ondansetron: 1.72 (0.78–3.78).
3 Age: 0–<4: 1.00 (reference variable); 4–<7: 0.94
(0.34–2.66); 7–<12: 0.71 (0.25-2.00); 12–<17: 0.75
(0.20–2.69) & intraoperative ondansetron: 0.50 (0.22–1.13).
*p<.01, **p<.001



enced pre- and postoperative stimuli for nausea and vomiting,
as well as understanding the risk factors for PONV will assist
nurses in promoting the development of evidence-based
guidelines and protocols for efficacious treatment of PONV
(Brougham & Bolton, 2004). For example, the understanding
of the relationship of midline location and severe vomiting in
children with posterior fossa tumours reported here will help
identify children at high risk for POV and should be included
in preventive, treatment and discharge protocols.

Coordination of postoperative practices to reduce severe POV
in children after posterior fossa craniotomy requires thoughtful
clinical practice guidelines with the input of the health care
team including nursing, surgery, anesthesia and pain manage-
ment, pharmacy, dietary, and rehabilitation medicine. Early
consultation of the oncology team is also essential withmany of
these children requiring chemotherapy and/or radiation thera-
py postoperatively. Communication between neurosurgery and
oncology teams is also essential in identifying which strategies
worked for individual children so that symptommanagement is
optimized throughout the continuum of care.

In conclusion, vomiting is a postoperative problem for chil-
dren after posterior fossa tumour resection. During the study
period, almost 74% of the children had at least one vomiting
episode. Moreover, 25% of children exhibited severe vomiting.
Children with a component of their tumour located in the
midline were at greatest risk for severe vomiting. Knowledge

of risk factors for severe POV, such as midline location of
tumour, will help us target prevention and intervention strate-
gies to those groups of children at risk for this adverse out-
come. Future research in this area will require ongoing multi-
site collaboration and novel approaches to prevention and
treatment. Research outcomes must also be carefully chosen,
as we suggest that the risk factors for the development of POV
overall are different than those for severe POV.
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I wish to begin with these lines adapted from words written by
Mary Elizabeth O’Brien in her work on Spirituality in
Nursing: Standing on Holy Ground (1999):

The nurse listens to the fears of a pre-op patient who tearfully
whispers “I’m scared.” This lady is holy ground.

The nurse silently stands among the grieving family members
of a donor patient. This is holy ground.

The nurse gently diffuses the anxieties of a ventilator-
dependant patient in the ICU. This is holy ground.

The nurse slips a comforting arm around the trembling
shoulder of a newly bereaved widow. This is holy ground.

The nurse reverently touches and is touched by the patient’s
heart, the dwelling place of the living God. This is spirituality
in nursing. This is the ground of the practice of nursing. This is
holy ground! (Roach, 2002, p. 6)

So, what makes the ground upon which you walk a holy
ground? What makes the encounters you have in your work
encounters of the sacred kind? From among the many
possible answers to these questions, there emerges one that I
believe is most fitting. You and I tread on holy ground. We
encounter the sacred, because we demonstrate through our
presence to another human being the quality of human
caring.

In her book, Caring: the Human Mode of Being, Dr. Simone
Roach (2002, p. 7) states that human caring is about loving.
“Human beings,” she writes, “are created by love, for love and
bonded in a self-creating universe energized and fired by
love.” She goes on to say, “To be a person is always to be in a
relationship, to live in a community of persons, to look for a
community embraced by love.” For me, this love about which
she speaks is characterized by compassion.

Compassion is my favourite word in the English language.
Yes, at times it is an overworked, overly used word, but it is,
nonetheless, the human quality that makes the act of caring so
wondrous. In a beautiful book entitled, Compassion, the
spiritual writer Henri Nouwen (Nouwen et al., 1982) and
others describe compassion in this way: they tell us that the
word is derived from two Latin words, lati and cum, which
together mean “to suffer with”. They continue:

“Compassion asks us to go where it hurts, to enter into places
of pain, to share in brokenness, fear, confusion, and anguish.
Compassion challenges us to cry out with those in misery, to
mourn with those who are lonely, to weep with those in tears.
Compassion requires us to be weak with the weak, vulnerable
with the vulnerable and powerless with the powerless.
Compassion means full immersion in the condition of being
human” (p. 4).

In the Hebrew Scriptures, the word “compassion” has rich
metaphorical associations.

It is the plural form of a word that in its singular form means
“womb”. Sometimes the association with “womb” is explicit: a
woman feels compassion for the child of her womb; a man feels
compassion for his brother that comes from the same womb.
“Compassion is located in a particular part of the body… the
loins. In women, this means of course, the womb. In men, it is
located in the bowels and this explains the odd biblical
expression of bowels being moved by compassion” (Borg, 2006,
p. 183).

The author of the Book of Jeremiah describes God’s love for
Israel and quotes God as saying, “Therefore my womb
trembles for him. I will truly show motherly compassion upon
him” (Jeremiah, 31:20). We see that compassion is life-giving;
it is nurturing, embracing and caring. In fact, every
compassionate word or action is, in itself, a revelation of the
Divine. This is the point I wish to impress upon you today. In
who you are as human beings and what you do as nurses, you
reveal the very face and nature of God. It is holy and sacred
ground because you are there in the presence of another, or
others who need to experience you being with them. And that
community of two or more is the place where God dwells.

To speak of that which is life-giving is to enter the world of
spirituality. It is no accident that the word “spirituality” shares
the same root as words related to breathing. “Respiratory” and
“expire” are two examples. This suggests that for human
beings, spirituality represents a fundamental essence or
necessity that energizes and governs action and thought
(Taylor, 2002, p. 4). In their nursing text, Dossey, Keegan and
Guzzetta (2005) describe spirituality as the unifying force of a
person; the essence of being that permeates all of life and is
manifested in one’s being, knowing, and doing; the
interconnectedness with the self, with others, nature and
whatever you name as God in your life (Taylor, 2002, p. 7).

As you and I care for our patients, we enter their world that is
often characterized by hopelessness, loss of meaning and
powerlessness. Many are in spiritual crisis, as they try to deal
with the brokenness and disease they experience. They need
us to be with them in the midst of all of it. They need us to
know them, to learn from them, to honour them, and to find
ways to help them to reconnect, re-evaluate and be authentic,
as they face the unknown or come to surrender to what will
be. They need to know that they can relate to what it is they
are experiencing.

Most often, our responses in relation to them come from the
depth of our own life experience. We feel pain, or sadness, or
vulnerability with them, but it is not their pain we feel. It is
our own. You and I can never feel the pain of another. That is
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impossible. But it is precisely because we have suffered,
because we have felt hurt, or fear, or anxiety that we are able
to be with them. Relating to them evokes memories of our
own painful moments and we feel those deeply with them.
And they know we are there with them by how we listen,
speak, touch, keep silent and tenderly reach out, moved by
our compassion… our ability to suffer with them. In doing so,
our presence is life-giving and, as nurses, the care you give is
spiritual care in the holistic sense.

Ironically, the care we give is life-giving and life-taking. That
is the price we pay for being compassionate people. Our self-
emptying for the good of another demands replenishment.
Failure to do this will leave us empty and unable to be as
present to others, as we would want or they would need.

An example of my own life may help illustrate this point. I come
among you as the sole survivor ofmy family of origin. Following
the deaths of my parents, I felt the feelings related to my new
reality. My brother and I were now adult orphans. Our mother
had been diagnosed with Alzheimer’s disease and cancer on the
same day. Upon her death seven months later were feelings of
grief and relief. Our father, who lived a very active and healthy
life, died in his sleep four years later. Although unexpected, his
death evoked feelings of gratitude for the fact that he had not
suffered and had lived a full life. But little could have prepared
me for what followed. Seven years later, my brother suffered a
cardiac arrest and died at the age of 58, leaving his wife and six
children and me. For the first time in my life, I felt completely
alone. But I could not take time for me. I had to be with his
grieving family and was not in touch with the devastation I felt.

Following his funeral, at which I presided, I returned to my
work a week later. As a hospital chaplain, I should have known
better. I lasted two days and then left the hospital and sought
refuge with a close friend, where I could do the things I
needed to do to begin to find my way back. These days away
enabled me to think, reflect, remember, and feel his loss at a
level I had never experienced. Doing so enabled me to return
to work the following week. My point is that I needed to take
the time to begin the process of healing. The necessary work
of grieving and healing took about four years. What I have
come to appreciate about the experience is how this has
taught me more about grieving and shaped my ministry. I
relate so much more with those who anticipate loss and grieve
losses because of my own pain.

I share my story with you because having worked beside
nurses and other health care professionals, I have seen what
you experience on a daily basis. Much of what you face has to
do with suffering people, both clients and family members.
There isn’t a person in this room who cannot recall a case that
moved you to feel intense sadness, frustration, anger and
helplessness. Oh, there are those happy moments when
patients not only survive, but also thrive, but it is usually the
hard cases, the sad ones, that stay with us. In neuroscience
nursing, you are witnesses to tragedies and triumphs. What
you feel impacts on your personal and professional lives and,
unless you are able to deal with that, unless you make time to
replenish, as I did by the waters of Bras D’or, you cannot
possibly continue to give the necessary care you give.

So what do you do to care for yourself? What do you do to
care for that intangible reality, that part of you we call soul? In
fact, what do we mean by “soul”? In his book, Care of the
Soul, Thomas Moore says that the word care implies a way of
responding to the expressions of the soul. He reminds us that
care is what a nurse does, and interestingly enough, “nurse”
happens to be one of the early meanings of the Greek word
therapeia, or therapy (Moore, 1992, p. 4). Moore continues:

“Soul is not a thing, but a quality or dimension of experiencing
life and ourselves. It has to do with depth, value, relatedness,
heart and personal substance… In terms of understanding
what we mean by soul, we look to our usage of the term. We
know that it has to do with that which is genuine, that which
has depth. We say that a certain type of music has soul or that
a remarkable person is soulful. A soulful experience is one that
satisfies, stays in our memory and touches the heart. And it is
revealed in attachments, in love and in the people with whom
we surround ourselves“ (Moore, 1992, p. 5).

These attachments, the experiences of love, the people around
us are sources of enrichment for the soul. But what is more
intriguing is the fact that what we consider negative aspects of
ourselves…. jealousy and envy, for example, are the very things
that, if we investigate their origin, can lead us to a deeper
awareness of ourselves, and provide new insights as to who we
are and why we think and act the way we do. Paradoxically,
what we perceive as negative gives rise to something that can
be very positive. Awareness leads to enlightenment.

When I was training in Clinical Pastoral Education at the
Toronto Hospital, I found myself reacting very strongly to
many situations and learned that the most valuable question I
could ask myself was, “Where in me is that coming from?”
This was crucial, because it led me to discover where that
feeling, reaction or thought was coming from in me. The
answers were not always what I wanted to discover about
myself, and what had shaped me throughout my life, but the
answers always led to new life in me.

I mentioned this because we have to pay close attention to
ourselves and how we enrich our souls. Moore (1992, p. 5)
writes, “When soul is neglected, it doesn’t go away; it appears
symptomatically in obsessions, addictions, violence and loss
of meaning.” Throughout my years in ministry, I have seen
good people… both priests and nurses… neglect their souls.
Unfavourable working conditions, personality conflicts,
unresolved feelings around anger and grief, to name a few,
gives rise to such neglect. But these symptoms of a neglected
soul, like jealousy and envy, if given serious and wise
attention, can move us in the direction of healing and
renewed life. In the end, we are all masters of our own destiny.
In the end, we can choose and chart our own course.

How ironic it is that we, as care givers, so often neglect
ourselves. We spend so much of our time caring for people
because they have needs, because they are suffering, because
they need healing, because they are sisters and brothers in
the human family. So, I wonder why it is that many who give
care, fail to care enough about themselves? Does it come
down to how we see ourselves? Do we somehow believe we
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are not worth it? Why do some fail to understand that unless
they truly care for themselves, they cannot give the necessary
care for others?

Every day I observe the nurses with whom I work. Every day I
know there are tremendously good and knowledgeable people
who bring their problems to work, associated not with their
working space, but their lives away from the hospital. They
come to work anxious about the state of their home life, their
spousal relationships, and their family life, to name a few.
They believe they can leave these concerns in the parking lot
but, in reality, they don’t. Rather, the anxieties are often
shoved deep inside until the shift is over. But they are there.
And I wonder how these nurses cope. Many can and do, but
there are those who are overcome by their plight and suffer
too silently.

Those who cannot deal healthily with disease will sadly give in
to negativity that they are experiencing and fall prey to
addictions, meaninglessness or even violence and abuse. There
are no easy solutions to such problems, but these good nurses
must be encouraged to take the first steps to initiate the
healing process. Fortunately, the courageous ones will seek the
help they need to get “back on track” or take even drastic
measures to create for themselves the space and lifestyle they
need to continue to be happy at work, as well as at home.

You need to be good to yourselves. God knows you’re worth
it. I hope you know it, as well. Reflect on the work you do.
Think about the countless lives you have helped; the healing
you have brought about among the bodies, minds and spirits
that were so broken.

In as much as the work is good, it is taxing. So my good
nurses, play a lot, rest a while, shop for and purchase
something special for yourselves, make time for quiet,
surrender to the madness of love, listen to the music—better
yet, make the music. Prepare and enjoy that favourite dish, or
even better, some new gastronomic delight. Walk by the lake
or sea, dig your bare feet into the sand or the earth, smell the
salt air, view the big sky, love yourself and those around you
and, in the words of the prophet, Micah, “Act justly, love
tenderly, and walk humbly with your God.”
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Abstract
Pregnancy in patients with intrathecal baclofen (ITB) pumps
is rare. To our knowledge, only five reported cases of pregnan-
cy exist in the literature. Thus, there is little experience to
inform health care practitioners about the maternal and fetal
safety of ITB or its efficacy throughout pregnancy.

There are no reports of a pregnant female with an implanted
ITB pump having a spontaneous, vaginal delivery at term. As
far as we know, this is the first case described in the literature.
Additionally, current literature does not address clinical impli-
cations for these patients.

This paper reviews literature to date and presents unique
aspects of our patient. It also discusses clinical implications for
treating a pregnant patient with an ITB pump. The intent of
this paper is to advance our body of knowledge in caring for
pregnant clients with ITB pumps and reassure families about
the safety and efficacy of this treatment.

Literature review
Baclofen, a well-known antispasmodic and muscle relaxant, is
a common treatment for spasticity. This GABA agonist, more
commonly used as an oral agent, can be continuously delivered
to the intrathecal space via a surgically implanted battery-
powered pump. Since its first use in 1983, its efficacy as an
intrathecal preparation has been increasingly recognized.
Direct delivery and binding of the drug to spinal GABAB
receptors in much smaller doses than required orally results in
a marked reduction in systemic side effects (Albright, 1999).

Intrathecal baclofen use during pregnancy is rare. There are no
controlled studies of its use during pregnancy. A literature
search revealed only five reported cases of ITB use during
pregnancy. Four had implanted pumps and one of these cases
delivered two healthy infants while having an ITB pump
(Dalton et al., 2008; Delhaas & Verhagen, 1992; Munoz &
Marco, 2000; Roberts et al., 2003). One other case report exists
with ITB being delivered in bolus doses given once daily via an
external catheter during the last trimester of pregnancy
(Engrand et al., 2001). This accounts for six infants identified
in the literature born to females with ITB during pregnancy.

All cases reported in the literature required ITB for manage-
ment of spasticity. The four cases of implanted ITB pumps dur-
ing pregnancy were females aged 23 to 37. All cases with an
implanted ITB pump delivered prematurely (32 to 37 weeks ges-
tation) by planned cesarean section. One female had her pump
implanted at 30 weeks gestation due to increasing spasticity and
spasticity-related pain (Roberts et al., 2003). The remaining
three cases had their ITB pumps implanted 15 months to four
years prior to conception. Doses of ITB during gestation ranged
from 140 ucg/d to 1400 ucg/d. One additional case was report-
ed of a teenage primip with tetanus who required an external-
ized catheter for ITB bolus doses (250–1500 ucg once daily) who
had a 32-week neonate by spontaneous, vaginal delivery
(Engrand et al., 2001). She received daily ITB boluses for 21
days, which were discontinued eight days prior to delivery and
replaced with an increase in intravenous diazepam.

Concern exists regarding ITB use during pregnancy given
reports that oral doses exceeding seven to 12 times the recom-
mended human dose could be teratogenic in animal studies
(Thomson Micromedex, 2008). Additionally, there is a lack of
controlled human studies. The manufacturer’s current recom-
mendation for oral baclofen use in pregnant women is restrict-
ed for situations where the potential benefit justifies the poten-
tial risk to the fetus (Thomson Micromedex, 2008; Munoz &
Marco, 2000). The Class C rating does not distinguish between
the levels of risk of the oral preparation as compared with the
intrathecal solution. However, results indicate plasma baclofen
levels in patients treated with intrathecal baclofen are often
too low to be detected with routine testing methods, suggest-
ing minimal systemic exposure and probably a lack of placen-
tal transfer to the fetus (Albright, 1999).

To date, no problems have been identified for either the moth-
er or the child in the reported cases with an ITB pump with
continuous infusion (Dalton et al., 2008; Delhaas & Verhagen,
1992; Roberts et al., 2003). One case report exists where a
neonate was reported to be hypotonic during the first few days
of life. Although, in this case, the ITB boluses were changed to
intravenous diazepam at least one week prior to delivery, no
etiology for the infant’s presentation is discussed in the article.
The neonate was discharged home nine days after delivery
with no follow-up report. Two infants were followed until 24
months of age and demonstrated normal development
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Intrathecal baclofen and pregnancy: Implications for clinical care
By Margo DeVries-Rizzo, Diny Warren, Gail Delaney, Simon Levin, Craig Campbell and Sandrine DeRibaupierre

Le baclofen intrathécal et la grossesse :
les implications pour les soins cliniques

Résumé
La grossesse chez des patientes avec une pompe à baclofen
intrathécal (BIT) est rare. À notre connaissance, seulement
cinq cas rapportés de grossesse existent dans les écrits. Ainsi, il
y a peu d’expérience pour informer les professionnels de la
santé sur la sécurité maternelle et fœtale du BIT ou de son
efficacité durant la grossesse.

Il n’y a pas de rapport d’accouchement vaginal, spontané, et à
terme de femme enceinte avec une pompe implantée BIT. À
notre connaissance, ceci est le premier cas décrit dans la
littérature. De plus, les écrits courants n’adressent pas les
implications cliniques pour ces patientes.

Cet article fait la recensiondes écrits à ce jour et présente l’aspect
unique de notre patiente. Il discute aussi des implications
cliniques dans le traitement de femmes enceintes avec une pompe
BIT.Lebutde cet article est d’avancernotre corpsde connaissance
dans le soinde clientes enceintes avecunepompeBIT et rassurer
les familles sur la sécurité et l’efficacité de ce traitement.
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(Munoz &Marco, 2000; Roberts et al.). To date, no evidence of
teratogenicity has been reported in pregnant females with ITB
pumps (Dalton et al., 2008; Delhaas & Verhagen, 1992;
Engrand et al., 2001; Munoz & Marco; Roberts et al.).

Our case
We report the first case of a young primip with an implanted
ITB pump who delivered a full-term, healthy infant by sponta-
neous vaginal delivery in 2008. The cognitively intact 18-year-
old developed spastic diplegia after being diagnosed with trans-
versemyelitis in 1995, at the age of six years. She had significant
hypertonicity and spasticity of her lower extremities. She is pri-
marily wheelchair dependent. She developed progressive lum-
bar scoliosis in her early teenage years and had Luque spinal
instrumentation implanted in 2005 at the age of 16.

Oral baclofen had been tried at therapeutic dosages and was
unsuccessful. Regular physiotherapy was not preventing the
development of contractures. An ITB trial was done and
demonstrated positive results. The ITB pumpwas implanted in
February 2001, with the catheter tip placed at thoracic level 12.
Shortly after pump implantation, the patient reported dramatic
improvement in lower limb tone and ability to perform activities
of daily living, including increased ease with self-catheteriza-
tion. She also experienced decreased pain at night, as a result of
decreased muscle spasms. Her caregivers also noted improve-
ment with assistance with ADLs. Elective reimplantation of the
pump, due to battery depletion, was done in April 2006 in con-
junction with scoliosis surgery revision. InMay 2006, she devel-
oped right femoral vein thrombosis, which was managed with
subcutaneous low-molecular-weight heparin for six months.
Etiology for the DVT was not felt to be related to the ITB
pump. In March 2007, prior to her pregnancy, she developed
a DVT in her left leg secondary to immobility. Once again she
was placed on low-molecular-weight heparin and continued
with this treatment throughout pregnancy. After delivery she
was placed on an oral antithrombolytic agent indefinitely.

The patient became pregnant in mid-2007 at the age of 18. At
the start of the pregnancy, the patient was on an intrathecal
baclofen dose of 375 ucg/day. No increased spasticity was noted
during the early part of her first trimester. During the fourth
month of gestation, a mild increase in tone and urine retention
was noted during routine assessment and the ITB dosage was
increased to 400 ucg/day. By the fifth month of gestation, urine
retention had improved and was being managed with intermit-
tent catheterizations. However, spasticity had increased in her
lower extremities and her ITB dosage was increased to 440
ucg/day. She wasmanaged on this dose for the remainder of her
pregnancy and initial postpartum period. The patient reported
that although her spasticity increased during pregnancy and she
required dose adjustments of ITB, the spasticity never signifi-
cantly impaired her ability to perform activities of daily living.

Unassisted labour occurred at 38 weeks gestation and a healthy
male infant was born by spontaneous vaginal delivery. The
intrapartum period was complicated by a urinary tract infec-
tion and intravenous antibiotics were required in the immedi-
ate postpartum period. No significant changes in spasms or
spasticity were noted. The patient was able to participate in
the care of her infant on the first day of delivery and success-
fully establish breastfeeding.

The patient and her infant were discharged home on day three.
She remained on her prenatal ITB dose of 440 ucg/day. She was
noted to have slightly increased lower extremity tone during a
routine assessment six weeks after the birth of her infant and her
ITB dose was increased to 480 ucg/day. She remained on this
dose until 12 months after delivery. InMarch 2009, she report-
ed amild increase in spasticity in her lower extremities and her
ITB dosewas increased to 529 ucg/day. She remains on this dose
and continues to be the primary caregiver for her infant. The
infant was followed for 15 months and demonstrated normal
growth and development and no evidence of teratogenicity.

Clinical implications for practice
Intrathecal baclofen has been used since the mid 1980s (Penn
&Kroin, 1985). Although clinical management of patients with
intrathecal baclofen pumps has been addressed in the litera-
ture (Bhimani, 2008), none exists regarding clinical manage-
ment of pregnant patients with intrathecal baclofen pumps.
One recent case report highlighted the importance of a multi-
disciplinary approach for a pregnant patient on oral baclofen
to treat reflex sympathetic dystrophy (Moran et al., 2004).
Additional literature suggests a multidisciplinary approach
works best for obstetric management of the pregnant patient
with a spinal cord injury (Pereira, 2003). This section will focus
on some of the unique challenges we faced with our pregnant
patient with an ITB pump. We present collaborative-care rec-
ommendations since no standards of practice exist to date.

Multidisciplinary team
Our pediatric intrathecal baclofen program is affiliated with a
larger citywide adult baclofen program. This group encom-
passes multidisciplinary teams from two major health care
centres located across several hospital sites within the city.
Primary members are nurses, neurology nurse practitioners,
neurologists, physiatrists, neurosurgeons, physiotherapists,
social workers and psychologists. The multidisciplinary,
across-the-lifespan mandate is designed to facilitate collabora-
tion resulting in improved patient care and education. This
team approach facilitates discussion of interesting cases and
transitioning of pediatric patients to the adult setting to
enhance seamless health care. At the age of 18, patients are
transitioned to the adult spinal cord injury (SCI) program. The
pediatric team continues to provide clinical support and liais-
es with the adult program until the patients are fully trans-
ferred. This multidisciplinary perspective and approach
addresses the biopsychosocial needs unique to this population.

However, given the paucity of literature and our patient’s etiol-
ogy, including several comorbidities, a broader multidiscipli-
nary team including several sub-specialties was implemented
within the first trimester. Thus, the development of a multidis-
ciplinary team is essential early in the pregnancy to address the
unique and evolving needs of these patients. It allows for a pre-
ventative, proactive approach and anticipates the need for reac-
tive care when necessary. It is essential for the patients and their
families to be well informed early in the pregnancy and include
them as an integral part of the decision-making process.

Prenatal care
Our patient was referred to a gynecologist for a prenatal assess-
ment in her first trimester. Her underlying SCI and comorbidi-
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ties, which included hip dysplasia, necessitated an assessment
for risks associated with preterm labour, increased risks for
infection and increased risks for operative delivery. In addition
to routine pregnancy investigations, close monitoring occurred
on a regular basis with decreasing intervals prior to delivery.

Although a theoretical risk exists regarding thrombotic compli-
cations in pregnant patients with a chronic SCI, there is little
evidence to support this. Additionally, no evidence exists to sug-
gest patients with ITB pumps have an increased risk of DVTs.
Our patient was followed closely by hematology specialists and
maintained on thrombosis prophylaxis due to her pre-existing
DVT. However, current antithrombotic recommendations for
each case are to be evaluated individually (Pereira, 2003).

Although pregnancies in patients with SCI present interesting
challenges attributed to loss of autonomic control below the
level of the spinal cord lesion, current evidence suggests that
most patients with an SCI will have successful deliveries at
term. There is also no increased risk for post-term delivery
(Pereira, 2003). Literature on pregnant patients with ITB
pumps suggests pre-term delivery has been planned rather
than allowing the pregnancy to go to term (Delhaas &
Verhagen, 1992; Munoz & Marco, 2000; Roberts et al., 2003).
Our patient did receive an assessment with the pre-admission
clinic in case a caesarian section would be required and a
comprehensive labour plan was established.

Intrathecal baclofen pump
Since the pump is implanted subcutaneously and above the
abdominal muscle, there should be no interference with the
expanding uterus or abdominal organs (Medtronic, 2004).
Although the pumpmay appear more prominent as the abdom-
inal girth expands, there should be no risk for pump dehiscence.
Health care practitioners may find accessing the ITB pump actu-
ally becomes easier due to its prominence. However, the grow-
ing abdomenmay interfere with restraints and devices required
for mobility and adjustments to seating may be required.

No literature exists describing tubing disconnections or pump
migration during pregnancy. Extra tubing length is routinely
implanted at the time of pump implantation and looped behind
the pump to allow for expansion changes associated with weight
gain and growth. Therefore, issues with pump tubing must be
kept in mind during the expansion of the abdomen, though no
specific monitoring is required. Our patient experienced no
difficulties with the implanted ITB pump or pump tubing.

Regularly scheduled clinical assessments of response to ITB are
recommended. Spasticity has been noted to increase with preg-
nancy (Dalton et al., 2008; Roberts et al., 2003), so it is important
to differentiate between evolving spasticity related to pregnancy
and other health conditions versus mechanical complications,
such as tubing dislodgement, disconnection or pump malfunc-
tion. Observance of presentation of acuity of symptoms is
important. Mechanical complications need to be included in
the differential diagnosis when acute changes in spasticity pres-
ent. If concerns exist regarding catheter placement or mechan-
ical delivery of ITB, a bolus can be programmed and effective-
ness observed within the clinical setting. This method of eval-
uation would be recommended initially over x-ray examination
to avoid unnecessary radiation exposure.

Although our case demonstrates a spontaneous vaginal delivery
is possible, a labour plan that includes consideration of a caesar-
ian section is recommended. The obstetrician has to be aware of
the position of the pump in order to plan the C-section, if nec-
essary. Usually the pump is inserted higher and more laterally
than the C-section incision and, therefore, should not interfere.

Spasticity
In the five ITB cases reported to date, three patients required
no increases of ITB (Munoz&Marco, 2000; Dalton et al., 2008).
One patient required a 14% increase (Delhaas &Verhagen, 1992)
while another patient with an ITB pump, implanted at 30 weeks
gestation due to increasing spasticity, required a 250% increase
(Roberts et al., 2003). Our patient required a 17% increase during
her pregnancy, but did not experience any significant impact of
spasticity or spasms on her ADLs or bladder and bowel function.
She also experienced no side effects to increases in ITB baclofen.

Increased spasticity during pregnancy may result from multi-
ple etiologies. In addition to the underlying neuromuscular
disorder, the pregnancy, bladder and bowel changes, alter-
ations in skin integrity and seating issues may exacerbate spas-
ticity. Close evaluation of multiple etiologies and their impact
on the patient and their ability to perform ADLs is essential.
ITB therapy is well known to decrease spasticity and spasms
and improve patient’s abilities to perform activities of daily liv-
ing (Bhimani, 2008). It is important to include assessments
using validated tools, such as the Ashworth Scale (Ashworth,
1964), as well as taking the patient’s perspective into account
when evaluating spasticity and its impact on ADLs during
pregnancy. ITB dosages should be adjusted to facilitate contin-
ued independence both before and after the birth of the infant.
Assessments for devices and equipment required to facilitate
independence with ADLs and infant care need to be addressed
early in the pregnancy to ensure availability of resources.

Bladder management
Effects of ITB on bladder function are unknown. Alterations in
function are primarily attributed to the underlying etiology for
the spasticity. Genitourinary complications are well recognized
in patients with underlying SCI and asymptomatic urinary tract
infections occur in a high number of pregnant patients with
SCI (Pereira, 2003). Our patient required an increase in the fre-
quency of intermittent catheterizations during the initial part
of her first trimester and the latter part of her third trimester.
The etiology for this was unclear. During the latter part of her
first trimester she was noted to have an asymptomatic UTI for
which she was treated and then placed on antibiotic prophylax-
is. She presented during labour, febrile and with an unrecog-
nized UTI. We recommend very close monitoring for evidence
of lower and upper urinary tract infections in pregnant patients
with an ITB pump who have a neurogenic bladder regardless of
etiology, and are performing self-catheterizations.

Intrapartum issues
One identified risk of pregnant patients with SCI is that of
unrecognized contractions, which may result in an unattended
delivery. Our patient has some preserved sensation and was
able to recognize subtle contractions. It is important to provide
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education regarding recognizing sympathetic nervous system
symptoms such as increased spasticity, shortness of breath and
leg or abdominal spasms as a probable indication of labour.
However, this needs to be differentiated from symptoms of ITB
withdrawal. We recommend patients be taught uterine palpa-
tion techniques, how to time contractions and to be aware of
their baseline pulse, blood pressure and temperature readings.

Postpartum
Plasma baclofen levels are essentially undetectable in both
children and adults receiving therapeutic chronic intrathecal
baclofen infusion dosages (Albright, 1999). There have been
no adverse events or signs and symptoms of withdrawal relat-
ed to intrathecal baclofen reported in newborns of women
with a chronic intrathecal baclofen pump (Dalton et al., 2008;
Delhaas, 1992; Munoz & Marco, 2000; Roberts et al., 2003).
Evidence does exist for close monitoring of infants born to
mothers on oral baclofen since plasma concentrations are
higher and signs and symptoms of baclofen withdrawal may
occur. Possible prophylactic therapy of these infants in the ini-
tial neonatal period may be warranted (Moran et al., 2004).
Our patient’s infant was closely monitored and demonstrated
no evidence of baclofen withdrawal or teratogenicity. The
patient was encouraged to participate in her infant’s care and
establish breastfeeding early in the initial postpartum period.

Currently, no literature is available to suggest ITB is contraindi-
cated with breastfeeding. Given that plasma levels are largely
undetectable, our patient chose to breastfeed her infant for
three-and-a-half months. No adverse effects were noted on
multiple assessments, such as neurological or growth and devel-
opmental issues. Additionally, the literature reports no adverse
developmental effects in healthy infants born to patients with
ITB pumps (Dalton et al., 2008; Delhaas, 1992;Munoz &Marco,
2000; Roberts et al., 2003). Our patient’s son is exceeding his
developmentalmilestones at the age of 15months, lending addi-
tional support that ITB does not adversely affect development.

Conclusion
Our case lends support for the safety and efficacy of ITB dur-
ing the intrapartum period and the impression of lack of side

effects on the infant post-natally. It also suggests a pregnant
female with an ITB pump, who has spinal instrumentation
and a previous history of DVT, is able to have a spontaneous
vaginal delivery at term. A multidisciplinary approach that
integrates preventative and proactive care into the health
care spectrum is recommended. Additionally, patient and
family involvement in the health care decision-making
process is essential.
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The Manitoba Chapter of CANN invites you to come and
experience the history and culture of beautiful Quebec City.
Guests are invited to stay at The Loews Hôtel Le Concorde
located near the cobblestone streets of Old Quebec City.
Nearby opportunities for sightseeing, shopping, and thriving
nightlife are guaranteed to make your meeting a truly
memorable experience!

We are excited and proud to be hosting the 2010 CANN
Scientific Sessions. We anticipate a dynamic, exciting and
educational scientific program with content for both novice
and experts, as well as in English and French. We do hope to
have the option of a French session presentation for each of
the concurrent sessions, but need you to submit in order to
have this available to our members. 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 categories of neurological
assessment, pediatrics, epilepsy, spine, stroke, brain tumours,
professional development or any other areas of interest to
neuroscience nurses. We are open to the possibilities!

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
journals in North America.

The purpose of the scientific sessions is to provide an
opportunity for neuroscience nurses to enhance their
knowledge and expertise. We invite nurses and other health
care professionals from all neuroscience areas to contribute to
our scientific 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, as well as to ensure there is variety in the
presentations.

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,
neurosurgery, neuro-critical care, etc.)

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

4. Send the following via email 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 email address.

5. If you wish your abstract to be considered for one of the
awards available, please indicate this with your initial
submission. Details of the awards available are at
www.cann.ca, or speak with your local chapter councillor.

Please forward the above to:
Janice Nesbitt
E-mail: jnesbitt@hsc.mb.ca

Acknowledgement of receipt of any files or communication
will be sent via e-mail soon after receipt. If you do not receive
such acknowledgement within one week, or if you need to
communicate with Janice, please contact her at:

Scientific Chair—Quebec City 2010
Janice Nesbitt
14 Larter Ave
St. Andrews, MB R1A 3A5
W (204) 787-7268
jnesbitt@hsc.mb.ca
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Please consider submitting an abstract for the 41st Annual Meeting and Scientific
Sessions of the Canadian Association of Neuroscience Nurses in Quebec City, QC
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Critical dates:
• November 1, 2009—All abstracts for paper and workshop
presentations must be received. If the Codman, Brain
Tumour Foundation Award, or Medtronic Award is being
sought, this must be noted at the time of abstract submission.

• February 1, 2010—All abstracts for poster presentations
must be received.

• February 15, 2010—All completed scientific paper
submissions for the Codman Award, Brain Tumour
Foundation Award or Medtronic Award must be received.
Papers must be in a publishable state prior to the actual
award being given. The editor of CJNN can help in this
process if necessary.

Canadian Journal of Neuroscience Nursing has the first
right of refusal for the publication of the Mary Glover,
Codman Award, Brain Tumour 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
registration fee.

Guidelines for Brain Tumour
Foundation Award
The Brain Tumour 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 the money will be used for professional
development.

Eligibility
1. At least one of the author(s) is a general/honorary member
of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honorary member in the
preceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline. The deadline is
November 1 of each year;

3. The author(s) is prepared to present the paper at 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) in
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
scientific 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
practice, 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, 2010.

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

2. The paper will be published in the September 2010 issue of
Canadian Journal of Neuroscience Nursing.

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 excellence in the area of neuroscience nursing research. It
is expected the money will be used for professional
development.

Eligibility
1. At least one of the author(s) is a general/honorary member
of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honorary member in the
preceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline. The deadline is
November 1 of each year;

3. The author(s) is prepared to present the paper at 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) in
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
scientific committee.
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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
practice, 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, 2010.

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 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 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
practice. It is expected that the money will be used for
professional development.

Eligibility
1. At least one of the author(s) is a general/honorary member
of the Canadian Association of Neuroscience Nurses
(CANN) and was a general/honorary member in the
preceding year;

2. The author(s) stipulates in writing the intention to seek the
award by the call for abstracts deadline. The deadline is
November 1 of each year;

3. The author(s) is prepared to present the paper at 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) in
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
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
practice, 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, 2010.

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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Le chapitre manitobain de l’ACIISN vous invite à vivre
l’histoire et la culture de la belle ville de Québec. Vous êtes
invités à demeurer à l’hôtel Loews le Concorde, situé près des
rues du vieux Québec. Les occasions de visiter, de magasiner,
et de profiter de la vie nocturne feront de votre réunion une
expérience mémorable!

Nous sommes fiers d’être les hôtes des sessions scientifiques de
2010. Nous prévoyons un programme scientifique dynamique
avec un contenu éducationnel en français et en anglais, qui
conviendra aux novices autant qu’aux experts. Nous espérons
avoir l’option d’offrir des présentations en français, et avons
besoin que vous en soumettiez afin d’en avoir de disponibles
pour les membres. Le processus de sélection des résumés se fait
par le comité scientifique. Vous pouvez soumettre votre résumé
en français ou en anglais. Vous pouvez choisir une des
catégories suivantes: l’évaluation neurologique, la pédiatrie,
l’épilepsie, la colonne vertébrale, l’accident ischémique cérébral,
les tumeurs cérébrales, le développement professionnel ou
n’importe quel autre sujet d’intérêt en sciences neurologiques.
Nous sommes ouverts à toutes possibilités!

Nous vous encourageons à participer. Vous pouvez même
faire publier vos travaux dans notre revue : le Journal
canadien des infirmières et infirmiers en sciences
neurologiques. Sachez que ce journal est l’une des deux
seules publications de ce genre en Amérique du nord.

La raison d’être des sessions scientifiques est de donner aux
infirmières l’occasion d’accroître leurs compétences pratiques
et de promouvoir le développement des soins infirmiers en
sciences neurologiques. Nous invitons les infirmières, ainsi
que les autres professionnels de la santé pratiquant cette
spécialité, à contribuer à notre programme scientifique.

Les résumés servent à aider:
a) le Comité scientifique à sélectionner les articles avec le plus de
valeur et de pertinence pour nos membres et notre spécialité
infirmière, pour assurer une variété dans les présentations;

b) les participants de la conférence à choisir les articles et les
sessions auxquelles ils veulent participer.

Conditions 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’article, de l’atelier ou
de l’affiche;

2. Inscrire votre nom et le titre de votre présentation, atelier
ou affiche en haut de la page. Le premier auteur inscrit
devrait être la personne présentant la présentation,
l’atelier, ou l’affiche. Également, veuillez envoyer 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’auditoire visé par l’activité (novice, avancé ou général);
• Sous-groupe (pédiatrie, neurologie, neurochirurgie,
soins critiques, etc.);

• Format préféré (session plénière, simultanée, atelier ou
affiche);

4. Envoyez le document par courriel seulement.
• Fichiers sous le format de Microsoft Word :
i. Un fichier comprenant le résumé proposé avec le titre
et les auteurs participants;

ii. Un fichier comprenant le résumé proposé avec le titre
seulement;

iii. Un fichier comprenant le curriculum vitae de chaque
présentateur;

iv. Un fichier décrivant le besoin d’équipement audio-
visuel ou électronique;

v. Votre adresse courriel.
5. Si vous désirez que votre résumé soit considéré pour un
prix, veuillez l’indiquer lors de votre soumission initiale. Les
détails des prix sont disponibles au site : www.cann.ca, ou
veuillez parler à la conseillère du chapitre de votre région.

Faites parvenir votre demande à :
Janice Nesbitt
courriel: jnesbitt@hsc.mb.ca

Un accusé réception des documents reçus vous sera envoyé
par courriel. Si vous n’avez pas reçu de réponse en dedans
d’une semaine, ou si vous avez besoin de communiquer avec
Janice, veuillez la contacter à :

Scientific Chair—Quebec City 2010
Janice Nesbitt
14 Larter Ave
St. Andrews, MB R1A 3A5
W (204) 787-7268
jnesbitt@hsc.mb.ca

Appel de résumés : Sessions scientifiques
de l’ACIISN du 8 au 11 juin 2010
Veuillez considérer de soumettre un résumé pour la 41ème Réunion annuelle
et les sessions scientifiques de l’Association canadienne des infirmières et
infirmiers en sciences neurologiques à Québec, QC

Communicating and Networking NationallyCommunicating and Networking Nationally
Réseau de Communication NationalRéseau de Communication National

CANN

Canadian Association of Neuroscience Nurses
Association Canadienne des Infirmières et Infirmiers en Sciences Neurologiques

Quebec City, June 8-11, 2010
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Dates importantes à retenir:
• 1er novembre, 2009—Tous les résumés de présentations ou
ateliers doivent être reçus. Si vous désirez faire une
demande pour le prix Codman, le prix de la Fondation des
tumeurs cérébrales ou le prix Medtronic, veuillez le
mentionner dans votre envoi.

• 1er février, 2010—Tous les résumés pour présentations
d’affiche doivent être reçus.

• 15 février, 2010—Tous les articles scientifiques complétés
soumis pour le prix Codman, le prix de la Fondation des
tumeurs cérébrales ou le prix Medtronic doivent être reçus.
Les articles doivent être prêts à être publiés avant que le
prix puisse être accordé. Les éditeurs du JCIISN peuvent
aider avec ce processus si nécessaire.

Le Journal canadien des infirmières et infirmiers en
sciences neurologiques a le droit de refuser de publier les
articles ayant reçu les prix Mary Glover, Codman ou le prix de
la Fondation des tumeurs cérébrales.

Tous les présentateurs doivent s’inscrire à la conférence,
au moins pour le jour de leur présentation et payer les
frais d’inscriptions applicables.

Règlements 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 neuro-oncologie. 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
neurologiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention de
participer au plus tard, le 1er novembre de chaque année;

3. Le ou les auteurs sont prêts à présenter le travail au
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;

7. Les auteurs ne peuvent pas être récipiendaires d’un autre
prix de l’ACIISN durant la même année;

8. Les auteurs doivent indiquer si des prix ont été reçus de
l’ACIISN depuis les deux dernières années. Le type de prix
et la date auquel il a été reçu seront divulgués au Comité
scientifique.

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

2. Le sujet se rapporte aux soins infirmiers en neuro-oncologie;
3. Le ou les auteurs présentent un développement d’idées
logiques basé sur des connaissances scientifiques;

4. Le ou les auteurs démontrent de l’originalité et créativité;

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

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

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

Choix des gagnants
1. Le travail est choisi par le comité du programme
scientifique; en collaboration avec la rédactrice en chef du
Journal canadien des infirmières et infirmiers en sciences
neurologiques. Le Comité du programme scientifique se
réserve le droit de ne pas accorder de prix, si aucun article
ou document soumis ne rencontre les critères de sélection;

2. Les articles doivent être reçus par le Comité du
programme scientifique au plus tard, le 15 février 2010.

Présentation
1. Le travail sous forme écrite et sur disque doit être apporté
au congrès annuel du mois de juin;

2. Le travail sera publié dans le Journal canadien des infirmières
et infirmiers en sciences neurologiques de septembre 2010.

Publication
1. L’article complété doit être soumis à l’éditrice du JCIISN ou à
la personne désignée (réviseur), lors de la réunion annuelle;

2. La portion monétaire du prix sera gardé jusqu’à la
publication dans le JCIISN.

Règlements du concours du
prix 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 infirmières et infirmiers en sciences
neurologiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit, avant le 1er
novembre de chaque année, 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;

7. Les auteurs ne peuvent pas être récipiendaires d’un autre
prix de l’ACIISN durant la même année;

8. Les auteurs doivent indiquer si des prix ont été reçus de
l’ACIISN depuis les deux dernières années. Le type de prix
et la date auquel il a été reçu seront divulgués au Comité
scientifique.
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Contenu
1. Le sujet du travail est traité utilisant une perspective de
soins infirmiers;

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

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

4. Le ou les auteurs démontrent de l’originalité et de la créativité;
5. Le travail a des implications au niveau de la pratique des
soins infirmiers en sciences neurologiques, en éducation,
en administration ou en recherche;

6. Le travail réflète les pratiques courantes en soins infirmiers;
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 Journal
canadien des infirmières et infirmiers en sciences neurologiques.

Choix des gagnants
1. Le document est sélectionné par le Comité du programme
scientifique ; 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 accorder de prix, si aucun article ou document
soumis ne rencontre les critères de sélection;

3. Les articles doivent être reçus par le Comité du programme
scientifique au plus tard, le 15 février 2010.

Présentation
1. Le travail sous forme écrite et sur disque doit être apporté
au congrès annuel du mois de juin;

2. Le prix sera présenté aux auteurs par un représentant de la
compagnie Codman;

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’article complété doit être soumis à l’éditrice du JCIISN ou à
la personne désignée (réviseur), lors de la réunion annuelle;

2. La portion monétaire du prix sera gardée jusqu’à la
publication dans le JCIISN.

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
neurologiques (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;

7. Les auteurs ne peuvent pas être récipiendaires d’un autre
prix de l’ACIISN durant la même année;

8. Les auteurs doivent indiquer si des prix ont été reçus de
l’ACIISN depuis les deux dernières années. Le type de prix
et la date auquel il a été reçu seront divulgués au Comité
scientifique.

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

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

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
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 travail reflète les pratiques courantes en soins infirmiers;
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
journal canadien des infirmières et infirmiers en sciences
neurologiques.

Choix des gagnants
1. Le travail est sélectionné par le Comité du programme
scientifique 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 2010.

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;

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. Le travail sera publié dans: le Journal canadien des infirmiers
et infirmières en sciences neurologiques en septembre 2010.

2. La portion monétaire du prix sera gardée jusqu’à la
publication dans le JCIISN.
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