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It is with great pleasure that I take up the editorship of the
Canadian Journal of Neuroscience Nursing (CJNN). I look
forward to receiving and reading manuscript submissions
from our members and readers over the next three years.
Each of you have stories, learnings and research findings to
share with others. We recognize there are many journals
available to you in which to publish your work and encourage
you to consider the audience you wish to reach. As one of only
two peer-reviewed journals focused on neuroscience nursing,
we hope you will choose to publish in the CJNN. We encour-
age you to invest in our journal through submission and pub-
lication of your research and experiences to benefit and
strengthen the health of our patient populations. This journal
belongs to all of us, as neuroscience nursing professionals,
and we have a great many ideas and observations we can share
with others to enhance health care.

I wish to thank Sonia Poochikian-Sarkissian for her tremen-
dous work as editor for the past three years. Under her guid-
ance, the journal has received a new name, changing from
“AXON” to the “Canadian Journal of Neuroscience
Nursing”; a member survey was conducted to obtain feed-
back on the journal’s content and format, resulting in the
Clinical Corner and the Crossword Puzzle sections of the

journal; and the CJNN Author Awards were established. I
hope, in Sonia’s words, to carry the torch forward in strength-
ening the reputation of the CJNN as a recognized and
respected professional journal.

Sonia’s mentorship—her willingness to share her knowledge,
skill and experience in getting this edition to press—has been
invaluable. I readily acknowledge being a ‘student’ with a lot to
learn when it comes to becoming an editor! Sonia’s mentoring
over the past few months has enabled me to begin to bridge
the gap between reading and contributing to the journal as an
author to being the editor; her real-world experiences have
guided me in beginning this journey. Her awareness of diffi-
culties and challenges facing the new editor and sharing of her
own learning gained over time in the role has eased the tran-
sition a great deal! As a role model, I could have asked for no
one better from whom to learn. Mentorship is a tremendous
gift to those willing to learn from the experiences and knowl-
edge of others. Thus, I would encourage you to consider your
work, roles and experiences as the basis for articles related to
the concept of “mentorship” in neuroscience nursing. Till next
time…

Theresa Green, RN, PhD
Editor, CJNN

Editorial

C’est avec grand plaisir que j’entreprends la rédaction du
Journal canadien des infirmières et infirmiers en sciences
neurologiques; je me réjouis à l’idée de recevoir et de lire les
manuscrits soumis par nos membres et lecteurs durant les
trois prochaines années. Chacune de vous avez des histoires,
des résultats en apprentissage et en recherche à partager aves
les autres. Nous reconnaissons qu’il y a plusieurs publications
disponibles dans lesquelles vos travaux pourraient être
publiés et vous encourageons à réfléchir à l’auditoire que
ciblez. Comme l’une de seulement deux publications en
sciences neurologiques révisées par les pairs, nous souhaitons
que vous choisirez publier dans le JCIISN. Nous vous
encourageons à investir dans notre journal en soumettant
votre recherche et vos expériences pour publication afin de
faire bénéficier et renforcir la santé de notre population de
patients. Ce journal nous appartient à toutes comme
infirmières professionnelles en neurosciences et nous avons
plusieurs idées et observations que nous pouvons partager
avec d’autres pour améliorer les soins de santé.

Je désire remercier Sonia Poochikian-Sarkissian pour son
travail acharné comme rédactrice depuis les trois dernières
années. Sous sa guidance, le journal a reçu un nouveau nom,
changé d’« Axon » à Journal canadien des infirmières et
infirmiers en sciences neurologiques; un sondage de nos
membres a été fait pour obtenir de la rétroaction sur le
contenu et le format ce qui a eu comme résultat des sections

« Clinical corner » et le casse-tête dans le journal et les prix
des auteurs ACIISN ont été établis. J’espère, comme le dit si
bien Sonia, de porter le flambeau tout en renforçant la
réputation du JCIISN comme publication professionnelle et
respectée.

Le mentorat de Sonia—son vouloir de partager ses
connaissances, ses habiletés et son expérience à mettre cette
édition sous presse a été d’une très grande valeur. Je reconnais
être une étudiante avec beaucoup à apprendre dans le
domaine de l’édition! Le mentorat de Sonia depuis ces
derniers mois m’a permis de commencer à faire le lien entre
lire et contribuer au journal en tant qu’auteure, à en devenir
rédactrice; ses expériences vécues m’ont guidées à
commencer ma route. Sa connaissance des difficultés et défis
encourus par une nouvelle rédactrice et le partage de ce
qu’elle a acquéri avec le temps dans ce rôle a facilité ma
transition de beaucoup! Comme modèle, je ne pourrais
demander de meilleure personne. Le mentorat est un grand
cadeau à ceux qui veulent apprendre de l’expérience et des
connaissances des autres. Ainsi, je vous encourage à réfléchir
à votre travail, à vos rôles et expériences comme base
d’articles reliés au concept de mentorat en sciences
neurologiques. À une prochaine fois…

Theresa Green,
Rédactrice, JCIISN

Éditorial
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Bonjour and welcome to Quebec City and the 41st annual
meeting and scientific sessions of the Canadian Association of
Neuroscience Nurses (CANN), “Communicating and
Networking Nationally”.

First and foremost, on behalf of the board of directors of
CANN, I would like you to please join me in acknowledging the
hard work of Program Chair Jodi Dusik-Sharpe and Scientific
Chair Janice Nesbitt and their committees in putting together
an exciting meeting in this beautiful city. This has been a huge
accomplishment for the Manitoba Chapter of CANN to plan
this meeting from afar with their small but mighty group. There
are more than 187 neuroscience health care professionals reg-
istered for this meeting and we have a total of 40 abstract sub-
missions and 12 poster presentations planned over the next
couple of days. The planning committee has tried to include
French content in our scientific sessions this week and have a
total of four abstracts being presented in French.

This year’s theme for the meeting is “Communicating and
Networking Nationally”. What does this mean? Well, according
to Wikipedia, “Communicating is a process of transferring
information from one entity to another.” It is also defined as “the
imparting or interchange of thoughts, opinions or information
by speech, writing or signs.” Webster’s dictionary defines net-
working as “an exchange of information or services among indi-
viduals, groups or institutions” and is also defined as “the
developing of contacts or exchanging of information with oth-
ers in an informal network.” We communicate and network on
a daily basis with our colleagues, family, friends and strangers
to exchange information and ideas. What a fitting theme, as we
have gathered from across the country here this week.

With the Canadian Association of Neuroscience Nurses we
are able to communicate to our membership through emails
from your local councillors, the CJNN, our annual meeting
and scientific sessions and through our website. Your board of
directors looks forward to hearing from the membership that
we represent. CANN’s website, which was created in 1998,
continues to evolve and, in the future, will have a members-
only section where members will be able to consult the jour-
nal, standards of practice, online learning portals and other
related subjects. We need to thank Sharron Runions,
Communication Chair, and Pappin Communications who
maintains our website for all of their hard work on the
improvements being made to the website.

Our membership numbers continue to be a concern to the
board of directors. Currently we have a membership of 240,
which is down from last year at this time. Receiving member-
ship renewals in a timely fashion by April 30 continues to be

a problem and we seem to have a number of renewals into
June/July of each year. We are very fortunate to have CANN
and to be able to network with our fellow neuroscience col-
leagues across the country and have a huge wealth of knowl-
edge in the neuroscience field in our membership. I
encourage each of you to engage new neuro nurses, as well as
previous members, to become members of CANN.

This year, the Neuroscience Nursing Foundation offered five
$1,000 travel grants for neuroscience nurses to attend the
annual CANN meeting in 2010. The NNF’s mission is to
“advance the science and practice of neuroscience nursing by
identifying and promoting research and evidence-based prac-
tices that optimize patient-centred outcomes for people with
neurological conditions.” The NNF is also sponsoring this
year the first NNF Special Lecture on “Self-management:
From the lens of complexity” with Dr. Jan Buelow. Please
remember to stop by the NNF’s booth during the week to sup-
port it with a small donation and put your star on the map.

CANN also added our first ever Certification Review
Workshop on the Tuesday afternoon. This is a new endeavour
to support neuroscience nurses who wish to pursue their cer-
tification. This session was planned by our Professional
Practice Chair Deb Holtom and was attended by 25 neuro-
science nurses. Your board of directors will review the results
of the evaluations of this workshop and will look at expanding
it in the future if the endeavour is successful.

The CNA Certification Exam in Neurosciences will be celebrat-
ing its 20th anniversary in 2011. How many neuroscience nurs-
es here today wrote the very first certification exam in 1991?
How many neuroscience nurses here today have their certifica-
tion in neuroscience nursing? As of December 31, 2009, there
were 269 certified in neuroscience nursing and in April 2010 we
had 45 neuroscience nurses write the certification exam. Based
on our membership stats as of December 2009 of 339 members
and 269 certified neuroscience nurses that is almost 80% of our
membership that have their certification in neuroscience nurs-
ing. I think we should be very proud of this accomplishment!!

In closing, I would like to thank you for the opportunity to
represent CANN as your president over the last year. It has
been a tremendous learning opportunity and I encourage
each of you to become involved on the board of directors for
the professional development and networking.

Enjoy your stay here in Quebec City and I hope all of you return
home enthused and rejuvenated and full of fresh new ideas.

Respectfully submitted,
Karen Waterhouse, President of CANN
2009–2010

Presidential Address,
41st Annual Meeting
CANN, June 9, 2010Communicating and Networking NationallyCommunicating and Networking Nationally

Réseau de Communication NationalRéseau de Communication National
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Association Canadienne des Infirmières et Infirmiers en Sciences Neurologiques
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Continental breakfast was served

1. Call to order by Karen Waterhouse, President CANN, at
8:30 a.m.
• 73 members attended, quorum attained

2. Reading of Agenda and vote of acceptance
• Reading of agenda
• No additions were made

Motion to accept agenda with no additions by Sharron
Runions, seconded by Janice Kenney, carried.

3. Acceptance of 2009 AGM Meeting Minutes Halifax, Nova
Scotia
• No corrections were made

Motion to accept Minutes of 2009 AGM Meeting Halifax,
Nova Scotia by Cindy Hartley, seconded by Mary Ann
Regan, carried.

4. Business Arising
4.1 Summary of changes made to terms of reference

(TOR)–Janice Nesbitt
• Pre-conference was deleted from the TOR. This

year, the CANN board of directors explored a new
avenue of providing education for our members in
place of the pre-conference. CANN hosted a certifi-
cation review course on the Tuesday before the
annual meeting. A draft of TOR for the certification
review has been developed by Deb Holtom and
Janice Nesbitt to be discussed later. The budget for
the certification review was raised to $750 from
$500 by the board of directors in order to help with
planning of the educational sessions, as the cost for
AV equipment has increased.

• A members-only website is being developed.
Members will have access to L&B, journal articles,
standards of practice, etc. A motion was passed at
the annual board of directors meeting to budget
$2,500 for the creation of the members-only section.

• Online registration: increased numbers using
online registration for conference and membership
(163 members renewed online). A few issues arose,
but nothing major. If there are issues, contact
Sharron Runions, webmaster. A few changes have
been made to the registration process, i.e., adding
done button at the end to avoid multiple forms for
same individual.

• TOR for treasurer have been amended reflecting a
change in signing authority. A motion was passed at
BOD meeting to have two people from same chap-
ter (including treasurer and possibly councillor), as
approved by the executive to have signing authority.
Discussion around having only one signing author-
ity. However, Mark Bonin, treasurer, explained that
it is a law issued by all banks that a non-profit
organization has two signing authorities. Approval
needed from membership to proceed.

Motion: I move that second signing authority be a CANN
member in the same chapter as the treasurer, approved by
the executive board of directors by Janice Kenney, second-
ed by Jill Kamensek. Motion carried, none opposed or
abstained.

• Research Chair Andrea Fisher proposed changes to
TOR for Marlene Reimer Award. She proposed to
have all submissions electronically, nothing to be
sent via mail (hard copy) and that applicants need to
publish in CJNN before receiving the money. Also,
in order to receive the award, applicants need to be
current CANN members.

• Brain Tumour Award guidelines were changed to
research on brain tumours and no longer need to be
in neuro-oncology.

4.2 Translation needs
• Concerns were voiced by a few members with

conference French translation, as some terminol-
ogy was incorrect. Karen Waterhouse explained
that 60 abstracts were translated in a two-week
period, which is a very short turnaround time for
one person. Karen acknowledged Rolande
D’Amour for the tremendous job she has done on
her own. Concerns were raised about lack of help
for the translation chair. Rolande brought forth
concerns that medical terminology is very diffi-
cult to translate and can take many hours of
research on internet and in books to find even one
term. She would like to have someone else to help
and even review what she translated. Rolande
basically works alone, so if anyone wants to help,
please contact her via email (which is available on
the website). There was discussion around having
all abstracts and papers submitted in both lan-
guages and having designated reviewers of trans-

41st Annual General Meeting Minutes
Thursday June 10, 2010, 8:30–11:00

Suzor-Cote/Krieghoff Room,
Loews le Concorde Hotel



8 Volume 32, Issue 3, 2010 • Canadian Journal of Neuroscience Nursing

lation within the organization, or having a profes-
sional translator proofread for a fixed cost for all
abstracts and conference material.

• Canada is a bilingual country and our association is
also bilingual, therefore information should be
available in both English and French. A decision was
made at the BOD meeting to have the terms of ref-
erence and legislation and by-laws (L&B) translated
to French by a professional translator. Cost for
translation varies from 15 to 25 cents a word
depending on the complexity of the document.
Sandra Bérubé approached different translators and
found one who will charge 17 cents a word for a
total around $4,500 to $5,000. A motion was passed
at the BOD meeting to have L&B and TOR translat-
ed for a maximum of $6,000.

5. Correspondence
• CNSF has had financial cutbacks this year. We received

$5,000 instead of $10,000. They report receiving less
money from sponsors this year. Wilma Koopman
explained that an agreement was passed between CANN
and CNSF that we would not solicit money from the
same sponsors for our conference, but they would share
with us. There was a discussion about money received
being decreased, so why not solicit the sponsors our-
selves. Many felt this would hurt our association with
the CNSF and, if sponsors are very difficult to obtain,
then we will need the $5,000 or more we receive from
CNSF. Members’ concerns will be discussed with the
CNSF along with decreased access to exhibitors due to
cost and distance between the two sites. Nurses want
and enjoyed having joint conferences and activities with
CNSF and want the alliance to continue.

• Diane Lowden from Montreal suggested that CANN
form a committee that would look at sponsors and
fundraising available. This committee would be respon-
sible for fundraising and would approach companies to
see what the procedure is to receive money and what
type of events they sponsor. BOD to discuss at mid-year.

• 43rd annual meeting will be held in Ottawa. Members
want to go back to smaller cities, as it is the same chap-
ters always hosting the conference. Members miss
going to all provinces. This issue is to be brought up
with CNSF.

• World Parkinson Association will be hosting its next
meeting in Glasgow, Scotland.

• CNA is celebrating its 20th anniversary of the certifica-
tion exam next year and wants to plan some fun events
in conjunction with CANN in Vancouver next year.

• CNA also has concerns with the withdrawal of B.C. from
its governing body to form its own professional and reg-
ulatory body. This might affect CANN affiliate status, as
50% of members need to be members of CNA. As we
stand now, it does not affect us.

6. Treasurer’s report
• Mark Bonin presented our financial situation to date and

his proposed budget for the upcoming year. The main
discussion around the budget was due to the lack of

sponsors and difficulty with fundraising. Mark discussed
different strategies put in place to save money during
meetings by cutting down on catering costs and a
change of hotel venue for the mid-year meeting. Sandra
Bérubé has a contact at Holiday Inn, downtown
Montreal, who matched conference room rates, but
offers a significant decrease in catering costs and a slight
decrease in room cost.

Motion to accept this year’s budget from Wilma Koopman,
seconded by Sharron Runions, carried, only one
abstained.

7. New business
7.1 Update from BOD Meeting, June 8, 2010

• Membership numbers have decreased to 240, and
are usually low in June but increase after the confer-
ence. We discussed changes to be made in order to
help people to renew on time. Some suggestions
were incentives such as travel grants and free sub-
scriptions. The membership chair will review with
other organizations what their practices are and if
they have similar difficulties.

• A certification review course was offered this year
instead of pre-conference. The pre-conference is
usually held by the stroke council. However, this
year, they held a conference in conjunction with
CNSF. Deb Holtom, professional practice rep, was
given the mandate at mid-year to organize this
workshop. Twenty-eight nurses registered; howev-
er, only 12 attended. Thank you to Lynn Joseph for
the adult review, and Tina Primiani for pediatric
review and Deb Holtom for the session on the over-
all process of certification. The certification review
course will be reviewed along with evaluation
forms. Participants overall reported the sessions
were helpful.

• As mentioned earlier, a draft for TOR for the
certification review course has been developed, and
the process needs to be reviewed and planned
ahead. The professional practice rep is responsible
for the planning of the afternoon in conjunction
with scientific chair. The session is offered for free
and AV costs are to be paid from the professional
practice budget. To be further discussed at mid-
year.

• Marlene Reimer award was awarded to Sonia
Poochikian-Sarkissian.

• The two author awards recipients for 2010 are
Theresa Green and Paula Viscomi.

• The Neuroscience Nursing Foundation (NNF)
awarded five $1,000 travel grants this year for indi-
viduals to attend the CANN conference. There was
a total of nine applicants. The NNF also sponsored
a speaker for the first NNF special lecture to attend.
The CANN 2010 organizing committee has organ-
ized a fun way to donate to the NNF and support
them by having a fun map where nurses in atten-
dance can donate $2.00 and put a star on their city
on the map.
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• Run for research so far raised $1,200. Donations
were accepted until noon on Friday. There were 25
or 30 hotel staff cheering runners on and handing
out towels.

7.2 Strategic plan 2008–2011
• All goals have been met or are ongoing. The strate-

gic plan is up for revision in 2011 at the mid-year
meeting.

7.3 Members-only website
• Please see section 4.1

8. Slate of officers 2010–2011
Councillors: Newfoundland: Viola Finn

Nova Scotia: Janet White
New-Brunswick/PEI: Rose Butler
Quebec: Martha Stewart
Ontario East: Paula Poupore
Ontario Central: Linda Smith
Ontario West: Mary Ann Regan
Manitoba: Tara Bergner
Saskatchewan: Doris Newmeyer
Alberta North: Janet Chaney
Alberta South: Janet Warner
British Columbia: Brenda Macleod
Research Chair: Patti Gallagher
Membership Chair: Aline Mayer
Professional Practice: Melodie Mortensen

Archivist: Geraldine Fitzgerald
Translation: Rolande D’Amour
Program Chair 2011: Cindy Hartley
Scientific Chair 2011: Sue Kadyschuk
Communications & Marketing Web:

Sharron Runions
Communications & Marketing

Subscriptions: Wendy Mac Gregor
Editor: Theresa Green
WFNN Rep: Deb Holtom
Think First Rep: Sheryl Finnigan
National Stroke Council Rep:

Patti Gallagher
CABTO Rep: Janice Nesbitt
VP/Secretary: Deb Holtom
President: Sandra Bérubé
Past-President: Karen Waterhouse
Treasurer: Mark Bonin

9. Closing remarks by Karen Waterhouse and passing of
gavel to Sandra Bérubé.

10. Motion for closure by Wilma Koopman, seconded by
Deb Holtom.
• Meeting adjourned at 10:50 am.

Respectfully submitted by
Sandra Bérubé
Vice-President, CANN

7th Annual Krembil Neuroscience Symposium
November 25 and 26, 2010

Keynote Speaker:
Vicki Evans,
Vice-President of World Federation of Neuroscience Nurses www.wfnn.nu
Clinical Nurse Consultant: Neuroscience,
Royal North Shore Hospital, Sydney, Australia

The Old Mill Inn and Spa
21 Old Mill Road
Toronto, Ontario M8X 1G5
www.oldmilltoronto.com/index.php

Early registration @
www.krembil.com
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“Oui” CANN: Communicating and
Networking Nationally

Réseau de communication national
Memories from CANN Scientific Sessions, June 8–11, 2010, Quebec City, Quebec

Above left: Codman award winners Lynn Joseph (left) and
Alanna Keenan (right) (Ottawa) receiving their award from
a Codman Rep following their presentation entitled
Identifying the Needs of Family Members of Severe
Traumatic Brain Injured Patient: A Pilot Study.

Above right: CANN Past-president Karen Waterhouse.

Above: Heather Davies, Deborah Meldrum and Tina
Primiani with CANN President Sandra Bérubé.

Below: Dr. Jan Buelow and NNP award winners.

Above: CANN Program Committee members.

Above: The 2010–2011 CANN Board of Directors.

Tammy Bredin and Jodi Dusik-
Sharpe at the registration desk.

Above: NCCU Staff from Toronto Western with their poster
presentation entitled: Burrholes without Borders. Left to
right: Valerie Warne, Jennifer Middleton and Jeanne Evans.
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Above: NCCU Staff from Toronto
Western following their oral
presentation on: No More Scars:
The Impact on Neuro Critical
Post Operative Care for Skull
Based Tumour Resection. Left to
right: Julia Yu, Wendy Tam and
Arlene Vasconcelos.

Above: Diane Lowden, Rosa Sourial, Sharron Runions, Debbie Meldrum, Anna
Scotti, Sue Rachel, Martha Stewart, Sue McNab, Sylvie Lussier, and Sheila
Koutsogiannopoulos.

Above: Medtronic Award winners
Sarah Kent and Christine Ou.

Right: Brain Tumour Foundation
Award winners Beverly Espedido,
Dzigbordi Bankas, Arbelle
Manicat-Emo and Laura Bradbury.

Above: Sheila Koutsogiannopoulos, Rosa Sourial and Martha Stewart.
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Thank you for this honour of delivering The Mary Glover
Lecture. Many of you may know who Mary Glover was; some
of you may have worked with her. Mary Glover was a British
nurse who came to Canada in 1968. She worked at St. Paul’s
Hospital in Vancouver, British Columbia, and was an active
member of the Canadian Association of Neuroscience Nurses
(CANN). In preparation for this talk, I was able to ask col-
leagues who had worked with Mary what she was like as a per-
son, what she was like as a nurse. I had worked at St. Paul’s
only a year or so after Mary had been a head nurse there and
her memory was very much alive at that time with those who
had worked with her, respected her and continued on with the
standards that she set through her role modelling and men-
torship. “She knew neuro… she knew her stuff” were themes
that I heard when I asked those who had worked with her and
knew her through CANN. Following her tragic death in a
plane crash, her family generously donated money to establish
The Mary Glover Fund. The establishment of this lecture to
recognize a nurse leader is a tribute to Mary, as well as to the
Canadian Association of Neuroscience Nurses and recognizes
the importance of maintaining a piece of our legacy, as a nurs-
ing specialty. This legacy is shared in this venue of a confer-
ence where neuro nurses come together to learn, to have fun
together—did I mention to have lots of fun? However, perhaps
the most important gift neuro nurses receive here is the nour-
ishment to each other, as kindred souls on the journey of car-
ing for patients and families in this specialty of “working in
neuro”. Also, oftentimes, the
connections made at CANN
conferences extend into life-
long friendships.

“Working in neuro”… In this
short time that we have
together this morning, I
would like to look at the
meaning of this statement.
How many times have you
answered, “I work in neuro”
when asked what you do or
where you work. It’s what you
do—work in neuro… howev-
er, the complexities involved
in that response/that sen-
tence—how can one ever con-
vey what this entails? You all
care for adults and children
and their families who have
injuries/diseases/disorders of
the most complex human sys-
tem—the central nervous sys-

tem. The intricacies rival no other human system. And, neu-
roscience patients are found across the health care spectrum.
Coming to this conference is important to have knowledge
exchange, to learn new evidence, to hear new ideas to take
back to your work environments. Yes, this knowledge
exchange needs to happen. However, a lingering question for
me with respect to neuro nursing is to what degree does this
knowledge exchange really help nurses cope with what they
do day in and day out? An even more important question for
me recently is how do nurses care for themselves so that they
can continue to do what they do day in and day out, shift
after shift?

Several years ago, I was working as an acute care nurse prac-
titioner on a combined unit of neurosurgery and trauma.
One morning, a nurse asked to speak to me. She said that she
would be accompanying her patient that day to the funeral of
her patient’s sister. The patient had been brutally raped and
stabbed; the sister had been raped and murdered. The nurse
was concerned that the persons who had murdered the sister
may try to further attack the patient. I reassured the nurse
that if she felt that her safety was at risk, then she did not
have to accompany the patient. However, the nurse replied
emphatically that this was her patient and she would be going
to the funeral. So, we then problem-solved ways that the
nurse could accompany the patient, yet be identified as a
nurse. I remember thinking; “Here it is 07:10 in the morning!

Mary Glover Lecture presented at the
CANN Conference, Quebec City, Quebec, June 2010

Working in neuro… The need for self-care
By Linda Yetman, RN, ACNP (dip), PhD

Figure 1. Theory of Nursing Defensively
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And I am problem solving with a nurse to keep her safe at a
funeral? How did we get here? Is this part of nursing? What
meaning did this nurse attach to this encounter? What was
the impact on her? On her own family? Who are these per-
sons/these nurses who cope in these environments—who
care for these complex patients and their families with all the
inherent complexities?”

That encounter with that nurse, along with a variety of other
reasons, set me on a journey of doctoral studies under the
supervision of the late Dr. Marlene Reimer. I wanted to
explore relationships between staff nurses and family mem-
bers in acute care settings. I chose grounded theory as my
research method. The theory that I called Nursing
Defensively is illustrated in the conceptual model (Figure 1).

I have written about this theory and findings in the
Canadian Journal of Neuroscience Nursing (Yetman, 2008;
2009). One interesting finding from my study was the nurses’
desires to be seen as a person. Their role was that of a nurse.
However, they were a person first and foremost and felt that
this fact was disregarded by family members who perceived
them only in the role as a “nurse”. While the theory helped to
explain the relationship patterns between the nurses and
family members, an absolutely startling finding for me was
related to the clinical environment or “pressure cooker”.
Working in neuro, for many of our colleagues, equals “work-
ing in a pressure cooker” (Figure 2). Equally startling to me
was the impact of these environments on nurses. I heard
their stories. They gave voice to what it was like to work in
these clinical settings. And… pretty pictures of healing envi-
ronments did not emerge.

Obviously, the research was conducted in specific settings.
Only by conducting similar research in other settings could
true comparisons be made. However, let me set the stage for
one of these clinical settings. Table 1 outlines a patient assign-
ment that was typical of nurses in my study. This nurse had
these four patients for eight hours and then would pick up
another two patients for the remainder of the 12-hour shift.

In addition to the patient assignment, family members were
present at patients’ bedsides for the majority of the shift. At
one point, 35 family members were present (in and out of the
patient’s room) for one of these patients. Now, I ask you…
how… how can nurses have this kind of an assignment day in
and day out and not be affected by the complexities involved
in these patient/family situations? Each of these patient

Patient One
55-year-old male,
transferred from a
periphery hospital (two
hours); previously healthy;
breadwinner; married with
three children; newly
settled immigrants from
Ceylon; family able to
communicate in limited
English

Diagnosis: Subarachnoid
hemorrhage; underwent
craniotomy for aneurysm
clipping; stroke post-op;
residual deficits; developed
pneumonia

Wife concerned about the
results of most recent CT
scan; nurse tried to
communicate results; wife
did not understand

Patient Two
40-year-old female,
Chinese-speaking;
previously healthy;
married with two small
children; husband able to
speak English. Patient
responding to name only;
restless, nauseated,
vomiting

Diagnosis: Head injury;
skull fractures and
lacerations following a
jump from a van (husband
driving); multiple trauma;
purulent draining wound
from back

Husband expressed to the
nurse that he felt guilty;
had an argument with his
wife just prior to her
jumping from van

Patient Three
83-year-old male;
numerous medical
problems prior to
admission, however, had
been independent with
care activities (used walker
to mobilize) and lived with
wife and their son and
daughter-in-law; Polish
background; English-
speaking

Diagnosis: Right subdural
hematoma sustained
following a fall; also
sustained left fractured hip;
team questioning stroke

Wife concerned that her
husband not eating
enough; very concerned
about his increased
temperature; requesting to
give home remedies to help

Patient Four
59-year-old female
admitted from ER; flown
in from a small town in
Northern Ontario; married
with four children; several
medical problems in the
past but relatively healthy;
English-speaking

Diagnosis: Glioblastoma
Multiforme with hydro;
several surgeries; cardiac
arrest; lengthy ICU stay

Figure 2. Context of the clinical setting: Working in a
pressure cooker

Working in a
pressure cooker

Table 1. One nurse’s patient assignment
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assignments is hugely complex and complicated from the
patient monitoring perspective, as well as from the family
nursing perspective.

During the course of my doctoral studies, I was introduced to
a number of bodies of literature that look at the effects of the
work environments on nurses. The impact of these “healing
environments” on nurses is well documented. The literature
identifies that these environments are seriously affecting
nurses’ health (Koehoorn, Ratner & Shamian, 2003), job satis-
faction (Laschinger, Finegan & Shamian,
2001) and contribute to working-related
disabilities (Clarke, et al., 2001; O’Brien-
Pallas et al., 2004). Nurses are the most
affected by downsizing (Spence Laschinger,
Sabiston, Finegan & Shamian, 2001) and
job strain has been identified as a major
contributor to musculoskeletal injuries,
stress, and absenteeism (Bruce, Sale,
Shamian, O’Brien-Pallas & Thomson,
2002). The impacts of these environments
are making nurses the sickest workers in
the country (Shamian & Villeneuve, 2000)!
Furthermore, there is emerging literature
examining the impact of these environ-
ments on nurses, most notably in the areas
of compassion fatigue (Figley, 1995) and
secondary vicarious traumatization
(McCann & Pearlman, 1990).

It is one thing to work alongside nurses as a peer or as an
advanced practice nurse—it is quite another thing to hear
their stories as a researcher… and to see the impact of our
“healing environments” on those who are truly trying to help
others… to heal others? So of course, the big question is the
“SO WHAT” question? What can be done? And, of course,
whose “job” is it to help nurses cope in these environments?
There is a definite need for clinical leadership from managers,
from advanced practice nurses and from staff nurses.

Figure 3. Seven Illusions (George, 2006)

Control Time Hope Certainty

Not enough Comparisons Struggle

Table 2. Definitions Seven Illusions (George, 2006): Possible clinical application (Yetman, 2010)

Illusion Definition Possible Clinical Interpretation

Not Enough Illusion in which the belief that you Nurses find that they can never provide ‘enough’ for families;
can’t trust who you are results in are often caught in double binds—leaving nurses feeling unsatisfied
feeling incomplete

Comparisons Consistently comparing ourselves Nurses find themselves caught with family emotions when family
to the external world to validate members are constantly comparing the recovery of their family
our belief of who we are member to the recovery of other patients; families need the external

validation of nurses—often to the point of exhaustion of nurses

Struggle The cycle of resistance, striving, Nurses are in constant struggles with trying to meet patient and
and complexity that keeps people family needs in the context of hugely chaotic environments
from doing what they can do

Control When a person’s happiness depends Nurses will attempt to control environmental factors in clinical
on rearranging the world to fit their settings in order to make it through the shift
idea of how things should be

Time Focusing on what you don’t have Nurse have “to do”; there is a need to focus on what needs to be
instead of what you do have done; difficult to focus “in the moment” with patients and families;

how much of the patient/family encounter is missed because of the
nurse’s requirement to think ahead—focus is in the future

Hope Waiting for other people or events to Nurses are almost “required” to provide hope; places the nurse in
solve our uneasiness about who we are an uneasy position—waiting for something to happen

Certainty When the need to know an outcome Nurses are often put in positions of having to “fix” things to make
keeps you from acting, making it better for patients/families; this “fixing” is often at the expense
authentic decisions, and doing what of the nurse—in time, effort and energy
you can do
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However, the biggest change in these work environments will
only come from us, as individuals, and how we care for our-
selves. While clinical leaders can help, we can’t wait or expect
other people to look after us. Therefore, as individuals, we
need to look at what we can do to help us cope in these envi-
ronments. Many of us guide our practice by a specific theory
or evidence-informed perspective. Yet, what guides the nurse
as a person who faces the challenges associated with the clin-
ical settings day in and day out? There are a host of activities
that anyone can become involved with to keep ourselves
healthy and live a lifestyle that will give us the energy we need
on a daily basis. We all know the benefits of eating a healthy
diet, exercising regularly, taking scheduled breaks/vacations,
and having a support system. How many actually live like this
on a consistent basis with the demands of life on them? There
is also a host of ways to reduce stress and promote self-care
such as following a healthy lifestyle with diet and exercise,
meditation, guided imagery, going for massages, practising
yoga/pilates, aromatherapy, acupuncture, religion/spirituality,
and the list goes on.

The essence of self-care can only be realized when we are
being our authentic selves through conscious living. This con-
cept should be of interest to neuro nurses! From a very broad
perspective, this concept means, “doing what I can do”. For the
most part, we live our lives in conditioned patterns inclusive
of how we do our work and care for our patients and families.
We establish our conditioned patterns as a result of our
beliefs, habits and behaviours. These patterns may keep us
from actually doing what we want to do/what we can do.

There is a fast-growing body of literature that is attesting to the
benefits of self-exploration not only in one’s personal life, but
also in one’s professional life. (See Suggested reading for some
recommended readings.) One of these authors is Kim George,
a bestselling author and recognized coach, who developed a
pioneering methodology called Abundance Intelligence®. I was
drawn to this work because of how struck I was by the lan-

guage George uses in her methodology and the similarities to
the language that the nurses in my study used to describe their
work, their ways of coping (or not) and the ways they cared for
family members of their patients. I started to ask myself, “Is
this a way to understand the complexities within clinical set-
tings—from the nurses’ perspectives and their understanding
of the family human condition—what they are dealing with?”
Applying this methodology of Abundance Intelligence helps
people live into their greatness by stripping away the beliefs,
habits and behaviours that keep people from doing what they
can do. A core piece of doing this work involves examination
of illusions in our lives. According to George, there are seven
illusions (Figure 3) that we must face in order to realize the
benefits of conscious living. George defines illusion as “A layer
of conditioning that provides evidence we are living in scarci-
ty.” (2006, p. 252).

The time we have this morning will only allow me to briefly
address these illusions by providing George’s definitions, as
well as my interpretation of how these illusions may be appar-
ent in clinical settings (Table 2) and question whether we per-
petrate these illusions in order to cope in the clinical areas.

Incorporating George’s methodology helps us to examine
how each illusion impacts our life. According to George, how
we show up in life equals how we show up in our work situa-
tions. Perhaps by facing these illusions, reaching a better
understanding of our own needs and what we need for self-
care, we can come to understand a better way to cope in
today’s clinical settings with the ultimate impact of enhanced
patient and family care (Figure 4).

Two questions that I will ask you to consider over the next few
days here at the conference are:
• How am I coping in my work environment?
• What am I doing for my self-care?

In closing, I am offering a few comments/quotes for consider-
ation with respect to the need for self-care while working in
neuro:
• Build individual capacity through self-care
• Look to different ways to address self-care for you
• Nurture yourself… nurture your colleagues… nurture

clinical settings into healing environments
• Continue to attend CANN conferences!

Will (2001) states that,
“The idea that the essence of nursing resides in our flesh and
sinews is a captivating one. It suggests that we must attend in
a more mindful way to understanding nurses and their lives,
and to exploring, in nursing education, practice, and research,
how knowledge acquired in life experience contributes to nurs-
ing knowledge” (p. 114).

And that, “The ‘core’ of nursing is nurses, who we are and what
we bring to each and every encounter with other human
beings.”

This journey is yours… as a person… as a nurse. I believe
this path is encompassed in the following poem by Mary
Oliver. Once again, thank you for this honour to provide this
presentation.Figure 4. Conscious living and self-care

Facing these illusions

Conscious living

Self-care

Professional lifePersonal life
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The Journey
One day you finally knew
what you had to do, and began,
though the voices around you
kept shouting
their bad advice—
though the whole house
began to tremble
and you felt the old tug
at your ankles.
“Mend my life!”
each voice cried.
But you didn’t stop.
You knew what you had to do,
though the wind pried
with its stiff fingers
at the very foundations,
though their melancholy
was terrible.
It was already late
enough, and a wild night,
and the road full of fallen
branches and stones.
But little by little,
as you left their voices behind,
the stars began to burn
through the sheets of clouds,
and there was a new voice
which you slowly
recognized as your own,
that kept you company
as you strode deeper and deeper
into the world,
determined to do
the only thing you could do—
determined to save
the only life you could save.
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Abstract
Children with cerebral palsy may experience spasticity, which
may negatively impact their quality of life. One proven treat-
ment for such spasticity is selective dorsal rhizotomy (SDR),
whereby a partial sectioning of the dorsal roots from L2 to S1
is performed. SDR can be performed where the nerve root exits
the intervertebral foramina via multi-level laminectomies, or
at the level of the conus via a single-level laminectomy. At
British Columbia Children’s Hospital (BCCH), SDRs were per-

formed via multi-level laminectomies until 2005, when the sin-
gle-level technique was adopted. The single-level procedure is
technically more challenging and takes longer, but requires a
smaller incision and involves less muscle dissection. Functional
outcomes at one-year follow-up are similar for the two meth-
ods of surgery. It was hypothesized that post-operative pain
would be less, mobilization faster and hospital stay shorter
using the single-level technique. Using a retrospective case
series analysis, we compared nine patients who had had single-
level SDR to 18 matched controls who had undergone SDR
using the multi-level technique. There were no significant dif-
ferences in post-operative pain, duration of opioid infusion, or
time to mobilization. Length of hospital stay was significantly
decreased after the single level procedure: 3.4 versus 5.2 days
(p=0.01).

It is estimated that two to three children out of 1,000 have
cerebral palsy. Cerebral palsy (CP) is defined as a non-progres-
sive neurological condition that is associated with evolving
motor-related impairments (Morris, 2007). CP has been
attributed to brain injury occurring during the pre-natal, peri-
natal and post-natal periods. It may arise from birth complica-
tions such as asphyxia, intrauterine growth retardation, and/or
premature delivery. CP is characterized by motor impairment
and this is often manifested by spasticity in 70% to 80% of these
children (Krigger, 2006). Many children with CP are deemed to
have special needs and suffer impairment to their quality of life
because of pain, reduced mobility caused by muscle and bone
deformities and dysfunction related to spasticity (Liptak &
Accardo, 2004). As a result, most children who have CP
receive multimodal therapy to increase physical functionality.
These strategies may include physical therapy, medication and
surgery. Each of the treatments holds benefits, as well as draw-
backs. Physiotherapy does not require hospitalization or sur-
gery, but is time consuming and much of the work falls to the
patients’ primary caregivers (Steinbok, 2006).

Several medications have been found to be of limited benefit
in reducing spasticity, specifically some benzodiazepines.
However, many of these drugs are required in doses that are
over-sedating (Steinbok, 2006). Baclofen has been used orally,

Medtronic Award Paper presented at the
CANN Conference, Quebec City, Quebec, June 2010

Selective dorsal rhizotomy in
children: Comparison of outcomes
after single-level versus multi-level
laminectomy technique
By Christine Ou, RN, BN, MSN(c), Sarah Kent, RN, BScN, CNN(C),

Stacey Miller, PT, BSc, and Paul Steinbok, MBBS, FRCSC

Résumé
Les enfants avec une paralysie cérébrale peuvent avoir une
spasticité qui peut avoir un impact négatif sur leur qualité
de vie. Un traitement efficace pour cette spasticité est la
rhizotomie dorsale sélective (RDS) où une partie des
racines dorsales de L2 à S1 est sectionnée. La RDS peut être
pratiquée à l’endroit où la racine des nerfs sort par le fora-
men intervertébral avec une laminectomie élargie (à plu-
sieurs niveaux) ou au niveau du cône médullaire une
laminectomie simple (à un seul niveau). Au British
Columbia Children`s Hospital (BCCH), les RDS étaient
pratiquées par des laminectomies élargies jusqu’en 2005,
quand la technique à niveau simple fut adoptée. La procé-
dure à niveau simple est techniquement plus difficile et plus
longue à réaliser, mais requiert une plus petite incision et
inclue moins de dissection de muscles. Les résultats fonc-
tionnels un an après l’intervention sont similaires pour les
deux méthodes chirurgicales. Les hypothèses posées étaient
qu’il y aurait moins de douleur postopératoire, que la mobi-
lisation serait plus rapide, et que l’hospitalisation serait
plus courte en utilisant la technique à niveau simple. En
utilisant une analyse rétrospective d’une série de cas, neuf
patients ayant subi une RDS avec laminectomie simple ont
été comparés à 18 contrôles appareillés qui avaient subi
une RDS avec laminectomie élargie. Il n’y a pas eu de dif-
férence dans la douleur postopératoire, la durée
d’administration d’opioïdes, ou du temps de mobilisation.
La durée d’hospitalisation a été significativement diminuée
après la procédure simple: 3,4 versus 5,2 jours (p=0,01).
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as well as intrathecally via an implanted pump. However, the
oral preparation does not cross the blood brain barrier well
and its use may actually exacerbate muscle weakness and
ataxia (Hickey, 2003, p. 681). It, too, may cause sedation and
confusion (Mandigo & Anderson, 2006). There are inherent
risks associated with an implanted device, such as an intrathe-
cal pump. These include, but are not limited to: migrations,
breakage, malfunction, and skin erosion to name but a few.
Dantolen and Tizanidine have been used in the oral form.
However, their side effects are concerning. Dantrolene may
cause weakness, diarrhea, rash, and hepatic complications;
Tizanidine use leads to dizziness, sedation, and hypotension
(Mandigo & Anderson, 2006). Some patients and their fami-
lies opt for the use of botulinium injections given intramuscu-
larly while others may choose tendon-lengthening surgeries.
In summary, there is variability in the effectiveness for oral
pharmacological therapy with a narrow therapeutic window.
Intrathecal baclofen pumps are costly and may have mechan-
ical complications while botulinium injections only provide
temporary effects (Jacobs, 2001).

Selective dorsal rhizotomy (SDR) is a surgical technique cur-
rently being used to decrease spasticity, primarily affecting
the lower limbs. In this operation, the neurosurgeon surgical-
ly divides a portion of the dorsal rootlets from L2 to S1 inclu-
sive. This results in a reduction in lower limb spasticity and,
to a lesser extent, spasticity in the upper limbs. Multiple ran-
domized studies have shown that SDR in combination with
physiotherapy reduces spasticity and has a positive effect on
motor function for children with CP when evaluated by the
Gross Motor Function Measure (GMFM) at the time of one-
year follow-up (Steinbok, 2001; McLaughlin et al., 2002).

Literature review
Hesselgard, Reinstrup, Stromblad, Unden and Romner (2007)
define selective dorsal rhizotomy as “a neurosurgical proce-
dure treating lower extremity spasticity in children with cere-
bral palsy” (p. 108). SDR aims to reduce spasticity affecting
the lower limbs and, in doing so, improves motor function
(Golan et al., 2007; Ensberg, Ross, Collins, & Park, 2006).
Partial sectioning of the dorsal roots decreases afferent nerve
input to the spinal cord interneuron pool. This results in a
lessening of excitation of the alpha motor neurons, and a
resultant reduction of spasticity.

Dorsal rhizotomy is a procedure that has been used for well
over a century and, over time, surgical techniques have
evolved (Steinbok, 2007; Park & Johnston, 2006; Peacock &
Arens, 1982). McNeely and Farmer (2005) noted that Abbe
and Bennett (1889) had described the use of SDR for treating
patients with chronic limb pain. Foerster, in the early 1900s
reported that he had divided the entire dorsal roots of L2 to
S2, save for L5, for the treatment of spasticity. The operations
performed on these patients resulted in a discernible reduc-
tion in spasticity, but some patients had unacceptable sensory
loss. In the 1960s, Gros performed partial dorsal rhizotomies
that were far more selective and, thereby, reduced the number
of sensorimotor deficits in the post-operative period. Gros

and his colleagues also introduced the use of electromyo-
graphic (EMG) recordings, which allowed surgeons the
opportunity to identify which nerve rootlets were most
responsible for the dysfunctional muscle groups. In 1978,
Fasano et al. performed SDR at the level of the conus, where
all the roots of the cauda equina were concentrated.
Technically this was challenging and there was a significant
incidence of urinary dysfunction, presumably due to section-
ing of some of the S2 roots. In the early 1980s, Peacock and
Arens used the same electrophysiological criteria as Fasano,
but accessed the L2 to S1 roots at the level of their exit foram-
ina from the spinal canal instead of at the level of the conus
medullaris (Langerak et al., 2007). This required multi-level
laminectomies, but was easier to perform safely. Over the
next 10 years, SDR became widely utilized, but some surgeons
continued to do SDR at the level of the conus.

Currently, SDR is considered to be an accepted procedure for
the treatment of spasticity associated with CP (Steinbok,
2007) and, when coupled with rigorous physiotherapy, it has
emerged as the best option for treating this condition in this
patient population (McLaughlin et al., 2002; O’Brien & Park,
2006). O’Brien and Park concluded that patients who under-
go SDR for the treatment of spasticity caused by CP have sig-
nificantly less chance of requiring orthopedic surgery later
on. To further support this practice, SDR has been shown to
improve function, lessen spasticity and has no inherent
short-term risks that are thought to be unacceptable
(Langerak et al., 2007; McLaughlin et al., 2002; Farmer &
McNeely, 2005).

Two different techniques are currently being used for SDR:
one that involves a one- or two level approach at the level of
the conus and the other that involves a multi-level approach
at the level of the nerve root exit foramina. The multi-level
technique for SDR is considered by neurosurgeons to be tech-
nically less difficult than a single-level approach (Park &
Johnston, 2006; Steinbok, 2007). However, there has been
concern that multi-level laminectomies in children with spas-
tic diplegic and quadriplegic cerebral palsy, even when the
laminae are replaced, may lead to spinal deformities in the
longer term (Park and Johnston, 2006; Steinbok, Hicdonmez,
Sawatzky, Beauchamp, & Wickenheiser, 2005). O’Brien and
Park (2006) reported that after changing from the multi-level
to the single-level technique, none of their patients required
spinal stabilization after SDR and suggested that this tech-
nique might avoid the complications of progressive spinal
deformities. The single-level approach is more demanding
but, with the aid of the operating microscope, the procedure
can be done safely. In addition to the potential benefit with
respect to spinal deformities, SDR at the level of the conus has
other potential advantages. The multi-level technique creates
a significant scar length of approximately 12 centimetres,
whereas the single-level technique at the conus yields a scar of
only 2.5 to 5 centimetres (Mandigo & Anderson, 2006).
Furthermore, pain levels reported following multi-level SDR
tend to be much higher than those reported following single-
level SDR (Steinbok, 2007).
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Farmer and McNeely (2005) describe good candidates for
SDR as those patients who exhibit spasticity, but not dysk-
inesthia, rigidity or who are ataxic. Younger patients tend to
benefit most (McNeely & Farmer, 2005; O’Brien & Park,
2006). Others who are likely to profit from SDR are patients
who have spasticity affecting the lower limbs, are of normal
intelligence, exhibit adequate strength, have no fixed contrac-
tures, and have postural stability (Mandigo & Anderson,
2006).

Many patients with CP stand to gain improved mobility by the
reduction or elimination of the spasticity many of them expe-
rience. Selective dorsal rhizotomy has proven, over many
years, to be a safe, reliable method for helping these patients.
However, there is a paucity of research addressing the imme-
diate outcomes of the specific surgical techniques currently
being used such as post-operative pain experiences, length of
hospital stay, rates of nosocomial wound infections, and qual-
ity of life. This is essential information to gain, as many of
these children will likely undergo multiple procedures in their
lifetime and health care providers need to be concerned with
optimizing their patients’ post-operative wellness experience.
Regardless of the surgical technique used, nurses have an
important role to play in the post-operative care of children
undergoing SDR for the treatment of spasticity.

Research question
The primary objective of this study is to compare the length
of surgery, post-operative pain control, the time to post-oper-
ative mobilization, and the length of hospital stay between the
study group who underwent single-level SDR, and the control
group who had a multi-level SDR. This is in the light of the
knowledge that there is similar functional improvement at
time of one-year follow-up regardless of the type of surgery,
i.e., single- or multi-level SDR.

Methods
Study design
This study was approved by the institutional review boards at
the University of British Columbia and at British Columbia
Children’s Hospital. A retrospective chart review was per-
formed for patients who underwent SDR for the treatment of
spasticity at BCCH between 1987 and 2007. The first SDR at
our centre was performed in 1987 using the multi-level tech-
nique. This practice continued until 2005, when the neuro-
surgery team adopted the single-level operation at the level of
the conus. Patients who had undergone the single-level SDR
numbered nine in total between 2005 and 2007 and these
patients became the study group. A control group was creat-
ed by selecting patients with similar ages and pre-operative
GMFM scores who had undergone multi-level laminec-
tomies. The GMFM is an observational measure that is used
to measure gross motor function in children with cerebral
palsy (Russell, Rosenbaum, Avery & Lane, 2002). It has been
found to be reliable, valid, and responsive to change in gross
motor function in this patient population. The control group
was matched 2:1 to the experimental group. Information was

collected retrospectively on all patients. Demographics
included: gender, age at the time of surgery, length of surgery,
surgical technique used, clinical outcomes such as pain based
on assessments using validated pain assessment tools, time to
mobilization across three post-operative days, and length of
hospital stay. We defined post-operative day (POD) one as the
first day following surgery. Most patients’ hospital stays
ranged from three to five post-operative days.

Pain assessment data collected from the audited charts
included the average pain score recorded on each post-opera-
tive day for three post-operative days, as well as the type of
pain scale used. The validated pain assessment tools used at
our centre include the Faces-Legs-Activity-Cry-Consolability
(FLACC) Scale (Merkel & Malviya, 2000), Faces Pain Scale
Revised (Hicks, von Baeyer, Spafford, van Korlaar &
Goodenough, 2001), and the Visual Analogue Scale
(Williamson, 2005). Scores were collected on a scale of zero to
10 with zero being “no pain” and 10 being “the worst possible
pain”. Additionally, the number of hours a continuous mor-
phine infusion (CMI) was required for analgesia was collect-
ed for all participants.

SDR surgical techniques
Multi-level laminectomy. The technique most commonly
used at BCCH before 2005 was a variation of the surgical
technique first described by Peacock and Arens (1982) via
laminectomies from L1 or L2 to S1. Dorsal nerve rootlets
were identified at their exit foramina, separated from the ven-
tral roots and partially sectioned. Sectioning of the ventral
roots may cause weakness or paralysis and, thus, must be
avoided. Using intra-operative electrophysiological examina-
tion, the dorsal roots that were associated with sustained
hyperactive responses were selected for sectioning, while
nerve rootlets that had more normal responses were left
intact. By cutting the dorsal roots, one interrupts the reflex
arc in the spinal cord and reduces spasticity without causing
weakness. Typically between 50% and 70% of dorsal roots
were cut at each level of the spinal cord with the exception of
the S2 level, where less than 35% of the posterior root was sec-
tioned to avoid bladder dysfunction. More than 200 SDR have
been performed using this technique at BCCH.

Single-level laminectomy. In 2005, a single-level operation
at the level of the conus medullaris was adopted by Dr.
Steinbok. This surgical technique for SDR required the tip of
the conus medullaris, the terminal end of the spinal cord, to
be localized between T12 and L3. This was done through a
series of ultrasonographic studies during the operation. One-
or two-level laminectomies were performed to expose the tip
of the conus and start of the cauda equina. Using an operat-
ing microscope, the dorsal roots from L2 to S1 inclusive were
separated and partial dorsal rhizotomies were carried out
using the same electrophysiological criteria as for the multi-
level technique.

Post-operative care after SDR
Post-operatively, patients who undergo SDR of either method
are recovered in the post-anesthetic care unit (PACU) at
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BCCH before transferring to the neurosurgical ward. A CMI
is initiated in PACU and is used in conjunction with oral or
rectal acetaminophen to manage the patient’s pain. Rectal or
oral diazepam may also be used to decrease muscle spasms.
After patients are weaned off CMI, they are given oral aceta-
minophen and codeine on a pro re nata (prn) basis. From the
operating room, the patient is maintained on bed rest in the
Trendelenburg position for 24 to 36 hours. The patient is then
mobilized with the help of a physiotherapist following this
period of bed rest. When the patient has gained satisfactory
pain control with oral analgesics, is able to mobilize, and nec-
essary splints have been fabricated, the child is usually dis-
charged between post-operative days three to five.

Statistical analysis
The data set was entered into the Statistical Package for Social
Sciences (SPSS version 17.0). Descriptive statistics were used
to present demographic data. T-test and chi-square test were
used to determine the equivalence between the study and
control groups in relation to age, pre-operative GMFM scores
and gender respectively. Independent sample t-tests were
used to compare outcomes related to length of surgery, length
of time on CMI, pain scores across three post-operative days
and total length of hospital stay. A chi-square test was used to
examine the difference between times to mobilization for
children in both groups.

Results
Demographics
There were 27 patients in total ranging from three to almost
nine years in age. There were nine patients in the experimen-
tal group who had undergone a single-level SDR and 18

patients in the control group who had undergone a multi-level
SDR. The mean age at the time of surgery was 5.9 ± 1.6 years
of age (Table 1). There were no significant differences
between the control and experimental groups in terms of age
and gender.

Pain scores
There were no significant differences between mean pain
scores when comparing the experimental and control groups
across each post-operative day (Table 2). Although the num-
ber of hours on CMI was not significantly different statistical-
ly, the range and mean for number of hours on CMI for the
multi-level SDR group was higher (range of 20–71 hours with
a mean of 42.7 hours) than for the single-level SDR group
(range of 20–48 hours with a mean of 35.5 hours).

Mobilization
A chi-square analysis was used for time to mobilization for
the two groups. They were split into categories of being mobi-
lized to sitting and dangling, standing, or walking according
to the child’s pre-operative ability either on POD 2 or POD 3
(Table 3). There was a significant trend towards earlier mobi-
lization for the single-level SDR group [c2(1, N = 26) = 8.7,
p=0.003], with eight of nine patients mobilizing on POD 2,
while only four of 11 patients in the multi-level SDR group
were able to mobilize on POD 2. We could not find informa-
tion regarding time to mobilization for three patients in the
multi-level SDR group, so analysis was continued for this out-
come without those cases.

Length of surgery. The average time spent in the operating
room for multi-level SDR was 3.6 hours, while the single-level
SDR averaged 4.6 hours (Table 4). Length of surgery was sig-

Table 1. Demographics of selective dorsal rhizotomy patients

Procedure Cases Age (years) Gender (female/male) Dates of Surgery

N M (SD) N Years

SDR 27 5.9 (1.6) 11/16 1992–2007

Multi-Level Technique 18 5.8 (1.7) 8/10 1992–2004

Single-Level Technique 9 6.1 (1.4) 3/6 2005–2007

Note. N = number; M = mean; SD = standard deviation

Table 2. Average pain scores in both SDR groups across three post-operative days

Pain Scores Across Three Post-operative Days

POD 1 POD 2 POD3 Hours on CMI

N M (SD) M (SD) M (SD) Range (M)

Multi-Level SDR 18 3.6 (2.9) 3.3 (2.4) 2.5 (2.1) 20–71 (42.7)

Single or 2-level SDR 9 3.4 (2.7) 2.3 (2.3) 2.7 (3.0) 20–48 (35.5)

t .152 .946 .186 1.175

Sig. (p) .881 .355 .854 .252

Note. POD = post-operative day N = number; M = mean; SD = standard deviation; t = t value; Sig. (p) = significance, p-value
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nificantly longer for the single-level SDR when compared to
the multi-level SDR by an average of an hour, t(24)=2.06,
p=0.05.

Length of stay. Length of stay was significantly shorter for the
single-level SDR group (t=3.98(24), p=0.01), and this was after
we had modelled the data by excluding an extreme outlier in
the multi-level SDR group. The outlier had a 19-day length of
stay. This patient had respiratory complications unrelated to
the surgery and otitis media.

Additionally, she became febrile on POD 2 and, eventually,
underwent incision and drainage of her surgical site. She then
received a 13-day course of intravenous antibiotics necessitat-
ing a prolonged hospital stay. Multi-level SDR patients had an
average of 5.2 days stay in hospital before discharge while sin-
gle-level SDR patients had an average length of stay of 3.4 days
(Table 4).

However, with the current trend to discharge patients home
earlier, we decided to compare the more recent patients who
had undergone multi-level SDR that occurred between 2002
and 2007 (n=7) against the nine single-level SDR patients. A
significant difference was still found, favouring the single-
level SDR patients with a mean of 3.4 days length of stay ver-
sus 4.3 days for multi-level SDR patients t(12)=3.4, p=0.005.

Discussion
Nursing implications
In our matched case-series analysis, we have seen that single-
level SDR is associated with a faster recovery time for chil-
dren, allowing them to be weaned off opioid analgesics earlier,
mobilize in a timely manner and, ultimately, return home
sooner, keeping in mind that the functional outcomes are sim-
ilarly improved after surgery regardless of single-level or
multi-level SDR. This suggests that a single-level SDR may be
preferable to multi-level SDR in children with spastic cerebral
palsy. In keeping with the technical challenges of single-level
SDR, the duration of surgery time was about an hour longer
than multi-level SDR. In this study, we examined the first nine
children undergoing the single-level technique at BCCH and
it is probable that with more experience, the duration of sur-
gery will decrease.

The pain patients experience following SDR is an important
consideration. It is known that post-operative pain after
multi-level laminectomy is often considerable (Hesselgard,
Reinstrup, Stromblad, Unden, & Romner, 2007; Geiduschek et
al., 1994). In the case of the multi-level technique, pain is
related to nerve root manipulation and can also be attributed
to the extensive surgical incision with extensive muscle dis-
section, and the removal of multiple laminae (Hesselgard et
al., 2001; Hesselgard et al., 2007). We found that although
there were no significant differences in pain scores between
the two groups across the three PODs, the patients who
underwent single-level SDR were weaned off the CMI nearly
seven hours earlier than those who experienced multi-level
SDR. Morphine may have several adverse effects including
nausea and vomiting, pruritis, constipation, respiratory
depression, dysphoria, and sedation. Therefore, it is impor-
tant to note that those patients who underwent the single-
level SDR were, perhaps, less likely to experience these effects
given that they received a shorter course of morphine admin-
istration than did their multi-level SDR counterparts.

More importantly, beyond comparing the outcomes for the
two different methods for selective dorsal rhizotomy are the
implications for post-operative care provided by nurses. Not

Table 3. Time to mobilization postoperatively

Time to Mobilization

N POD 2 POD 3

Multi-level SDR 18 4 11*

Single-level SDR 9 8 1

χ2 8.711

Sig. (p) .003

*There were three cases that were missing time to
mobilization data
Note. N = number; POD= post-operative day;
χ2=chi-square value; Sig. (p) = significance, p-value

Table 4. Secondary outcomes: Duration of surgery and length of stay

Secondary Outcomes

Procedure Duration of Surgery Length of Stay Recent Cases Length of Stay*

M (SD) M (SD) M (SD)

All SDR 3.94 (0.65) 4.6 (1.3) 3.7 (0.8)

Multi-level technique 3.6 (0.36) 5.2 (1.2) 4.3 (0.5)

Single-level technique 4.6 (0.47) 3.4 (0.5) 3.4 (0.5)

t 6.45 3.98 3.4

Sig. (p) <0.001 0.01 0.005

* SDR cases that occurred between 2002 and 2007
Note. N = number; M = mean; SD = standard deviation; t = t value; Sig. (p) = significance, p-value
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only is pain a primary concern for any patient undergoing sur-
gery, children who undergo SDR may have pain that is doubly
amplified because of the predisposition to have neuromuscu-
lar pain related to their spasticity (Roscigno, 2002).
Additionally, the experience and impact of pain is multifac-
eted for children due to biological and psychosocial factors
(McGrath, 1990). Assessing pain experienced by children can
be complicated by cognitive limitations, developmental level
and communication skills (McKearnan, Kieckhefer, Engel,
Jensen, & Labyak, 2004). Nurses must not overlook the value
and importance of regular pain assessments and should per-
form such assessments as a fifth vital sign. Unrelieved or
untreated pain may lead to post-operative complications. For
instance, untreated pain can cause or exacerbate nausea and
delay mobilization, which, in turn, can cause skin break down,
respiratory compromise, and constipation from prolonged
bed rest (Kehlet, 1999; Reimer-Kent, 2003; Tittle & McMillan,
1994). Unrelieved pain can also have detrimental effects on
psychological well-being for children (Lux, Algren, & Algren,
1999; Palermo, Drotar, & Lambert, 1998). By preventing and
treating post-operative pain, many post-operative complica-
tions may be precluded.

Traditional post-operative care involves treating pain and
other post-operative complications, such as nausea and vom-
iting reactively. By comparison, the concept of rapid surgical
recovery calls for multimodal post-operative interventions
that focus on enhancing recovery (Kehlet & Wilmore, 2008).
The nurse-derived Post-operative Wellness Model is one such
model of rapid surgical recovery care (Reimer-Kent). It pro-
poses that regular administration of analgesics be given
around the clock, rather than on a prn basis for the first few
post-operative days. This practice is done in conjunction with
advancing diet as soon as tolerated to normalize gastrointesti-
nal function in order to promote healing and aims to prevent
constipation. The model favours accelerated mobilization and
activity to prevent the harmful effects of prolonged bed rest.
Nurses are in an ideal position to facilitate post-operative
wellness for this patient population by ensuring their diet is
advanced as tolerated, encouraging activity and mobilization
when the patient is deemed ready, assessing pain and provid-
ing adequate analgesia.

In our sample we found that more patients were able to mobi-
lize on POD 2 in the single-level SDR group than were the
patients in the multi-level SDR group. The physiotherapy pro-
tocol for post-operative mobilization was not changed when
the single level SDR procedure was introduced and, therefore,
children would have been assessed for readiness to mobilize
on the same post-operative day, regardless of the surgical
technique. The ability to mobilize patients in the single-level
SDR group more quickly than the multi-level SDR group sug-
gests that the children in this group were more comfortable
and tolerant of bed mobility and stretching exercises. SDR is
followed by a period of intense physiotherapy. A surgical pro-
cedure with less muscular and bony disruption to the spine
and a faster recovery period may facilitate participation in the
post-operative therapy program. These rehabilitative inter-
ventions can be a cause of pain and discomfort for children

who have undergone SDR in the post-operative period
(McKearnan et al., 2004; Roscigno, 2002). With this in mind,
it is important for nurses to work in conjunction with physio-
therapists and provide prophylactic analgesia to patients prior
to physiotherapy.

Quality of life. Hammar, Ozolins, Idvall, and Rudebeck
(2009) note that during adolescence, persons with motor dis-
abilities may start to view themselves as different from their
peers. As revealed in our review of the literature, many
patients with CP may undergo a multitude of surgeries
throughout their lifetime, necessitating frequent and some-
times lengthy hospital stays. Resulting scarring, lost time for
peer group interactions, and dependence on their parents or
caregivers may negatively impact their self-esteem and body
image, especially during difficult adolescent years. Shields,
Murdoch, Loy, Dodd and Taylor (2006) found that some chil-
dren with CP may have lower self-esteem than those children
without a disability. Female children with CP seem to be at
increased risk for developing low self-esteem and poor body
image, especially in relation to their physical appearance
(Shields, Murdoch, Loy, Dodd and Taylor).

Although seemingly minor, the smaller scar size associated
with the single-level SDR may help these adolescents feel, at
least, less physically different from their peers. This may be
evident during such activities as physical education, swim-
ming, and when choosing attire that is considered to be fash-
ionable by their peer group. By not perceiving differences in
their body image, adolescents may be more inclined to join in
with their peers during such activities, which are important
for the development of positive self-esteem and for develop-
ing a sense of belonging. Similarly, a decreased length of hos-
pital stay, albeit by one or two days, may be significant to a
child who would rather be at home or school and able to join
in with their peers. For these children, who may have frequent
hospital stays, the difference of two days less spent in hospital
would surely be significant. Nurses should be cognizant of
potential self-esteem disturbances among this population and
include psychosocial assessments when providing nursing
care. Perhaps even more importantly, an increased length of
stay in hospital has been shown to increase a patient’s risk for
acquiring a nosocomial infection (Tess, Glenister, Rodrigues,
& Wagner, 1993). Although this study did not look specifical-
ly at the SDR population, it is likely that any patient may have
an increased likeliness to develop a nosocomial infection the
longer they remain in hospital. In turn, the acquisition of a
nosocomial infection can then increase the patient’s length of
stay (Rambani & Okafor, 2007). This, of course, means more
dollars are spent on an already overburdened health care sys-
tem and, again, may have implications for the individual
patient, as those named above. Although we are fortunate to
live in a country with socialized health care, individuals and
families from other countries may have to pay for their health
services usage. A nosocomial infection can turn from a phys-
ical to financial burden for families. Moreover, earlier dis-
charge home has important system level effects, as well.
Having patients discharged sooner means more beds for other
patients who are on waitlists for necessary procedures and
surgeries.
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Evidence-based practice and quality improvement. Arguably,
the small sample size in our study may limit its generalizabili-
ty to the larger population of children who need to undergo
SDR to improve their functional mobility. In recent times,
there has been a call for a re-evaluation of what constitutes evi-
dence-based practice (EBP) in health care. EBP is derived from
a concept known as evidence-based medicine, which was cre-
ated and defined by Sackett and his colleagues as the judicious
use of current best evidence in making patient care decisions
(Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996). EBP
has evolved to mean that only highly empirical and experimen-
tal designs, such as double-blind randomized control trials,
can generate high-quality evidence for assessing the efficacy of
interventions to help guide practice. Nonetheless, EBP could
be much too limiting if considered in the traditional sense of
gathering evidence to support or refute practice based on only
information from randomized control trials. Many researchers
and clinicians have been advocates for a broader view of EBP
to include a variety of data not necessarily collected in the con-
text of randomized controlled trials and propose that smaller-
scale research projects can also contribute valuable evidence
(Berwick, 2005; Des Jarlais, Lyles, & Crepaz, 2004; French,
1999; Rycroft-Malone et al., 2004).

As discussed, this study had a small sample size. This, in turn,
may have limited power to find significant differences in pain
scores between the two methods of SDR. However, we strove
to strengthen the study by matching similar patients. In our
view, it is worthwhile to disseminate our experiences related
to the outcomes from the two SDR techniques in light of a
broader view of evidence-based practice.

Strengths and limitations
With any retrospective study, researchers are limited by the
data available and confounders that may prevent total compa-
rability between cases and controls (Polit & Beck, 2008). In our
study, we encountered several instances of missing data. This
is problematic because the potential exists that the missing
values may come from patients with a different set of charac-
teristics that could cause bias (Polit & Beck). We did not gath-
er data for some of the known complications of SDR such as
intra-operative bronchospasm, urinary incontinence, transient
dysthesias, wound infection, and spinal deformities related to

SDR (Abbott et al., 1993; Steinbok & Schrag, 1998). This would
have added an adverse event outcomes dimension to our study.
Conflicting literature suggests that SDR may either influence
an increase or conversely a decrease in the incidence of spinal
deformity (Harada et al., 1993). This was also a topic we did
not look at, but may be an area for future study.

Conclusion
Spastic cerebral palsy can cause impairments to quality of life
and difficulties in performing activities of daily living for chil-
dren with cerebral palsy and may negatively impact their care-
givers and families. The most effective treatment for the
reduction of spasticity is through selective dorsal rhizotomy.
We compared the single-level technique to the multi-level
technique and found that post-operative outcomes were bet-
ter for patients undergoing single-level technique in relation
to post-operative mobilization, less opioid analgesic use and
time to discharge home in our sample. Nurses play a vital role
in ensuring positive patient outcomes by providing care that
is directed at preventing post-operative complications. By
ensuring patients receive adequate pain control, mobilize in a
timely manner, and by encouraging positive self-esteem, nurs-
es are in an ideal position to enable patients to achieve best
possible results following SDR.
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Abstract
Traumatic brain injury (TBI) is a devastating injury for both
patients and their family members. The goal of this study is to
identify the needs expressed by family members, as patients
with severe brain injury progress through their recovery. A
qualitative study was undertaken with 25 family members who

were associated with 15 injured relatives. Data are reported
from 44 interviews conducted at two time periods: discharge
from ICU (Time 1) and discharge from acute care facility to
home or rehabilitation (Time 2). The findings are part of a
larger mixed method study of both qualitative and quantita-
tive data collected over three time periods.

Family members identified a variety of needs during the acute
hospitalization period. Thematic analysis at Time 1 identified
four main themes that described the trajectory of the families’
experiences: getting the news, uncertainty, making sense of the
news and moving on. At Time 2, themes of the family experi-
ence included uncertainty, looking for progress, transition and
letting go/building a new connection. Themes that identified
the needs of families included managing life, involvement in
care, and holding on to hope. Support required by the family
included the need for information, professional support and
community support. Families had intensive needs in the acute
phase of the injury and their needs changed over time. Findings
of the study will assist neuroscience nurses in understanding
their role in providing for the needs of families of TBI patients.

Background
Traumatic brain injury (TBI) has long been recognized as a
major public health concern, given the large number of
patients affected each year and the morbidity associated with
this condition. Conservative estimates suggest that 44 people
a day sustain a TBI in Ontario, of which close to 7,600 individ-
uals require hospital admission each year (Ontario Brain
Injury Association, October 2005). While the sheer number of
Canadians who sustain a severe TBI is impressive, it does not
speak to the physical, psychological, cognitive and emotional
impact of the injury.

The impetus for this study arose from the researchers’ experi-
ence of seeing families struggle with the diagnosis of TBI. The
challenges in the transfer of knowledge to families regarding
TBI are numerous. Factors include limitations in the ability of
CT to diagnose Diffuse Axonal Injury (DAI) and in the ability
to perform a comprehensive neurologic exam when the
patient is intubated. In addition, ICU staff may not be aware
of the significant recovery that patients with severe brain
injury may achieve. Also, the variability in recovery from TBI
is significant. All of these elements contribute to the difficul-
ty in providing understandable information to the family.
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CANN Conference, Quebec City, Quebec, June 2010

The needs of family members of severe
traumatic brain injured patients during
critical and acute care: A qualitative study
By Alanna Keenan, RN, MScN, and Lynn Joseph, RN, MScN, CNN(C)

Les besoins des familles de
patients avec un traumatisme
crânien sévère en phase critique
et aigue : une étude qualitative
Le traumatisme crânien est un évènement dévastateur
pour les patients ainsi que pour les membres de leur famil-
le. Le but de cette étude était d’identifier les besoins expri-
més par les membres de la famille de patients présentant
un traumatisme crânien sévère lors de leur hospitalisation.
Une étude qualitative a été réalisée auprès de 25 membres
de la famille de 15 personnes ayant subi un traumatisme
crânien sévère. Les données sont été recueillies lors de 44
entrevues réalisées à deux occasions: lors du congé de
l’unité de soins critiques (T1) puis lors du congé de
l’établissement de soins aigus pour le retour au domicile ou
vers un établissement de réadaptation (T2). Les résultats
présentés font partie d’une étude mixte (qualitative et
quantitative) plus large comportant trois temps de mesure.

Les membres de la famille ont identifié plusieurs besoins
durant la période d’hospitalisation en soins aigus. L’analyse
thématique à T1 a permis d’identifier quatre thèmes prin-
cipaux décrivant la trajectoire de l’expérience des familles:
Recevoir la nouvelle; l’incertitude; donner un sens à ces
nouvelles; et aller au-delà. À T2, les thèmes ont inclus:
l’incertitude; la recherche de progrès; la transition; et lâcher
prise/reconstruire. Les besoins des familles identifiés ont
été: gérer leur vie; être impliqués dans les soins; garder
espoir; et recevoir de l’information, du soutien professionnel
et du soutien dans la communauté. Les familles ont rap-
porté des besoins intenses lors de la phase aigue de
l’évènement et que ces besoins ont changé avec le temps. Les
résultats de cette étude aideront les infirmières en neuros-
cience à comprendre leur rôle au regard des besoins des
familles lors de l’hospitalisation des patients avec un trau-
matisme crânien sévère.
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Literature review
Severe TBI is a devastating injury for patients and their fami-
lies (Stebbins & Leung, 1998; Kolakowsky-Hayner et al.,
2001), an injury that will forever change their lives. Significant
variability in the physical, cognitive and social aspects of
recovery exists, making the prognosis for the individual
uncertain. Due to this uncertainty, families often exhibit
intensive needs for information, emotional support and
involvement in care, as they struggle to adapt to the changes
in their life (Duff, 2002; Mathis, 1984).

Duff (2002) described how the family begins the process of
“negotiating uncertainty” when their close relative has experi-
enced a TBI. The family’s initial focus, during the critical peri-
od when the patient is in the Intensive Care Unit (ICU), is on
the survival of their relative, followed by a focus on the hope
that healing will be complete and the person will be restored
to their previous level of function.

This need for hope was identified in several studies (Johnson,
1995; Engli & Kirsivali-Farmer, 1993; Mathis, 1984). While
families want to receive realistic information regarding the
patient’s prognosis, they also want medical professionals to
give them hope for the future. Families in Duff ’s study report-
ed physicians, in particular, as being very pessimistic, result-
ing in the need for family to be physically near the patient
during this uncertain time. In contrast, the families in Bond’s
study (2003) wanted information that was realistic, regardless
of the outcome.

The need for information during the acute care phase has
been consistently identified as a primary need for families of
severe TBI patients. In earlier research, Mathis (1984) identi-
fied the desire for medical information and the uncertainty of
obtaining it as one of the central themes of families’ needs.
Family members seek reassurance and support from the
health care team during this period of intense uncertainty.
Engli and Kirsivali-Farmer (1993) replicated Mathis’ study
and confirmed that the need for information was a priority.
Bond (2003) identified the needs of family members of
patients admitted to a neurosurgical ICU. The need for con-
sistent information was identified as problematic, with con-
tradictory information being given by different staff. Five of
seven relatives expressed the wish for uniform, condensed
information by a single doctor.

Bond (2003) identified the family’s need to be involved in
physical care and decision-making, which usually began three
to six days after admission. Duff (2002) also identified the
family’s desire to be involved in the care of their close relative,
and reported that seeing the patient’s progress positively
affected the family members. Family members eagerly
watched for, and tried to provoke improvements in awareness
and cognition. Positive responses by the injured individual
reinforced and intensified family efforts. In contrast, the need
to be involved in care was not reflected in the top 10 needs
studied by either Mathis (1984) or Engli and Kirsivali-Farmer
(1993). However this may be because these were quantitative
studies, which did not present this option.

Duff (2002) and Grossman (1994) identified several aspects of
recovery that are particularly stressful for families, such as
transition from ICU to a hospital ward, or transition from
hospital to a rehabilitation centre or to the community.

Purpose
The purpose of the study was to identify the needs of individ-
ual family members of a relative who sustained a severe TBI
and to determine if these needs change over time.

Methods
Design
This study used a qualitative approach (Polit & Beck, 2010),
using demographic information and semi-structured inter-
views over two time periods. The results are part of a larger
study that employed mixed methods, using the Family Needs
Questionnaire (FNQ), Frontal Systems Behavioral family rat-
ing form (FRSBE), State-Trait Anxiety (STAI) and the
Functional Independent Measures (FIM) as quantitative tools,
in addition to the qualitative data collection. Future analysis
will compare additional qualitative data collected at six
months post discharge from acute care, and triangulate it with
quantitative data obtained from these same participants.

Study participants
Purposive sampling was utilized to identify family members
of patients between 16 and 65 with a severe TBI, as defined by
a Glasgow Coma Score (GCS) of nine or less within the first
24 hours and post-traumatic amnesia in excess of one week. A
family member was defined as an individual looking after the
physical, social, and financial needs and included parents,
spouses and any other individual involved in caring for the
affected person. Family members themselves identified who
was considered family and was interested in participating.
Most families identified two members to participate in the
study. However, all research participants were interviewed
individually. The study was conducted with English- and
French-speaking participants.

Data collection
Data were collected over a 29-month timeframe and occurred
in a Level 1 trauma academic health institution where care for
patients and their families is provided from critical care
through rehabilitation within one institution. Time 1 inter-
views occurred in acute care within four days of the patient
having been transferred out of ICU. Interviews at the time of
discharge from acute care (Time 2) occurred primarily in the
same setting, or in rehabilitation or complex care settings,
within one week of discharge.

Three open-ended questions were used to elicit the family
member’s experience:
1. Can you tell us what it’s been like since (your family mem-

ber) was injured?
2. What has been the most difficult for you since your family

member was injured?
3. What has been the most helpful for you since your family

member was injured?

Additional prompt questions were used to ensure specific
areas were included in the responses (Appendix 1).
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Qualitative data analysis
Thematic analysis (Braun & Clarke, 2006) was used to exam-
ine the qualitative data. The analysis of qualitative material
begins with examining the data for recurring topics. Themes,
which are abstract entities that bring meaning and identity to
a current experience and its variant manifestations, emerge
from the data (Polit & Beck, 2010). Qualitative coding
methodology, as outlined by Streubert and Rinaldi Carpenter
(2007), was used. Transcripts from the interviews were read
and re-read in their entirety. A code book was developed so
that phrases that described any aspects of the family mem-
ber’s responses were organized into codes based on similarity
of responses. These codes were amalgamated into broader
categories. Using an inductive approach (Fereday & Muir-
Cochrane, 2006), categories were merged into themes. This
process was undertaken over an 18-month period by the
researchers and verified regularly through consensus deci-
sion-making with two researchers experienced in qualitative
methods. A journal was utilized to record all data analysis
decisions. The responses of individual family members at
each of the time periods were compared both within and
across Time 1 and Time 2.

Study results
Overview of study participants
Twenty-five family members participated in the study and 44
interviews were completed and analyzed. The majority of the
participants in the study were female (84%) with almost half
of them being mothers (40%) (See Table 1). Family members
ranged in age from 16 to 58, with a mean age of 44 years.

Family members were associated with 15 patients who had
sustained a severe TBI. Fourteen of the patients were male
and ages ranged from 17 to 58 with the mean age of 30.7. All
but three patients sustained their brain injury as a result of
motor vehicle collisions, with two incurring falls and one con-
struction incident (See Table 2, page 28).

Interviews at the time of discharge of the patient from ICU
identified various preoccupations of family members. All
descriptions were categorized and the transcripts generated
57 codes of rich descriptive data. Using a thematic analysis
approach, 26 categories were extracted with the emergence of
11 resultant themes. Four themes described the trajectory of

the families’ experiences: getting the news, uncertainty about
the prognosis, making sense of the news and moving on. The
needs of the family members identified the following themes:
involvement in care, looking for progress, managing life and
holding on to hope. How the family lived this experience was
influenced by three additional themes related to support:
information, professional support and community support
(Figure 1).

These themes are described in the following transcripts. Note:
“X” refers to the patient in the transcript.

Trajectory of the families’ experiences at Time 1
Getting the news
Getting the news included the initial aspects of receiving the
news, identifying the “inventory of injuries”, and the “first
look” at their injured relative. The family members demon-
strated a need to recount in great detail the events surround-
ing the injury. The news that their relative was involved in a
serious injury provoked an intense emotional reaction, which
remained very vivid even at the time of interview.

I just grabbed all my clothes and got in the car and I was just
like shaking… you automatically know when it is bad… I don’t
know how you know. (You have) the physical symptoms you
just feel like... you can’t even describe... it is awful (starting to
cry). I don’t know if you ever have that feeling again. You know,
you just feel like you are going to vomit... you can’t throw up...
I never experienced that physical feeling that I had and it stays
with you…

Uncertainty
After admission to hospital, “uncertainty” was a major senti-
ment that pervaded the family’s thoughts. The initial focus of
uncertainty was the patient’s survival, which resulted in the
family’s need to be physically close to the patient. The theme of
uncertainty comprised three phases: not knowing (whether the
patient would survive, how severe the injury was), waiting (for
information regarding their injury, for the patient to begin to
wake up) and uncertainty (of their prognosis and how much the
lives of the patient and family would change). Some families did
not want to hear negative predictions and others felt a profound
lack of control regarding the situation.

Table 1. The relationship of family members
at Time 1 and Time 2

Relationship Time 1 Time 2

Mother 9 5

Father 3 3

Wife 5 4

Sister 4 3

Girlfriend 3 3

Brother 1 1

Total 25 19

�e needs of the family

Involvement
in care

Looking
for progress

Managing
life

Holding
onto hope

Getting
the news Uncertainty Making sense

of the news Moving on

Information Professional
support

Community
support

Responding to the family’s needs

Figure 1. The needs of family members of severe TBI
patients: Time 1 (11 themes)
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Not knowing... ya, the difficult for sure is the not knowing. You
know because you need a crystal ball and nobody knows and
that would be the hardest, and especially in the ICU where we
were waiting and not being able to help... and feeling so com-
pletely helpless and you can’t do anything… you are just wait-
ing. I mean he was so critical, like he was hour by hour you
know, he was like that for days and that would be the hardest…
the waiting and the unknown.

Making sense of the news
Making sense of the news comprised various themes, includ-
ing receiving information about their relative’s injury and
progress; receiving professional support; looking for patient’s
progress and holding on to hope.

Moving on
Following the patient’s transfer from ICU, families were
already beginning to demonstrate the initial stages of “moving
on”. They had absorbed information about the injury and
prognosis. They were beginning to shift some of their focus
towards work and managing the family and were verbalizing
initial thoughts about what adjustments might be required in
the future.

The needs of the family
How the families lived the experience depended on two over-
riding influences: the families’ strengths and inter-relation-
ships and the support they received from professionals and

Table 2. Demographics of patients and family members’ participation at Time 1 and Time 2

Patient Family member

Sex Injury Age Relationship Age Language Time 1 Time 2

1 M MVC * 38 Mother 65 English √ √

2 Father 67 √ √

3 M MVC 25 Mother 53 French √ √

4 M Construction 34 Wife 51 French √ √

5 Father 59 √ √

6 M MVC 17 Mother 42 English √ √

7 Girlfriend 16 √ √

8 M MVC 39 Wife 38 English √ √

9 M Fall 58 Wife 55 French √ Nil

10 M MVC 20 Mother/Sister ** 46/21 English √ √**

11 Girlfriend 19 √ √

12 F MVC 19 Mother 48 English √ √

13 Father 60 Nil √

14 M MVC 18 Mother 45 English √ Nil

15 Sister 20 √ Nil

16 M MVC 22 Mother 47 English √ √

17 M MVC 18 Mother 51 English √ Nil

18 Sister 21 √ Nil

19 M Fall 24 Mother 48 English √ Nil

20 Girlfriend 28 √ √

21 M MVC 48 Wife 48 English √ √

22 Sister 44 √ √

23 M MVC 51 Wife 50 English √ √

24 M MVC 37 Sister 37 English Nil √

25 Brother 44 Nil √

* Motor vehicle collision (MVC)
** Study participant # 10 died between Time 1 and Time 2 and sister became the primary caregiver.



Canadian Journal of Neuroscience Nursing • Volume 32, Issue 3, 2010 29

their community. The four family themes included managing
life, involvement in care, looking for progress and holding on
to hope.

Involvement in care
In the initial days and weeks immediately following injury, the
family focused almost exclusively on the injured person and
maintained a constant presence by the patient’s bedside. The
need to be close was the primary way families were involved
during the initial stages. While some families felt detached
due to the severity of their relative’s injuries, simply being
present made others feel involved.

My needs didn’t matter; nobody was going to kick me out of
there. It was my baby—it was my blood, and even though there
were nurses, I just would not leave my baby.

Supportive hands-on actions such as putting cream on the feet
and wiping the mouth were specific activities that gave fami-
lies a sense of involvement and feeling close to their relative.

Looking for progress
Family members spent extended periods of time with the
patient, and were extremely vigilant about noticing and
reporting small improvements in the patient’s behaviour.
These behaviours provided a basis for optimism that the
patient was improving and hope that the progress would con-
tinue. As patients became more interactive, families were able
to distinguish the moment where they began “connecting” to
their environment. The first time they opened their eyes, the
first time they responded to commands, the first word they
spoke—all were intensely positive moments for the family.

And I remember it took almost two weeks till she started open-
ing her eyes just a little bit. And after that it went fast, within
two or three days I think, she had her eyes wide open. She
wouldn’t move them too much and had a fixed look but, then
again, within a few days she started following us in the room.
Then it got better, got better because we knew she was saved—
she wasn’t dying.

Managing life
During the initial period following injury, the family focused
on the injured person, while other responsibilities were post-
poned or delegated. As it became evident the patient would
survive, but that recovery would be prolonged, family mem-
bers began to recognize that other family obligations, work
and community life must take precedence.

I leave at night and then I go home and I kind of pamper (my
son) because I don’t want him to think that he is not important.
For me, it’s important that he knows that today I was with the
daughter and tonight I’m here and I’m cooking for you.

Holding on to hope
The family’s perspective, determined by their emotional
response, their positive outlook, their past experience, hope
and spirituality impacted how they gave meaning to the situ-
ation. While some family members described emotional
responses of sadness or detachment, others shared feelings of
being positive, optimistic and hopeful.

I cried for, it must have been eight days, non-stop. The team
used to come around and do their rounds in the morning and

I’d just be sitting in the chair with my great big tissues and I’d
just be listening to them and the tears would be pouring down
my face and they kept looking at me. So it’s been hard.

Another family said: “I really felt that… from the beginning,
that it was going to be OK. Just the bottom of my gut, but I
don’t know if everyone thinks that about their family.”

Responding to the family’s needs
Family members needed significant support from profession-
als regarding information and emotional support, as well as
emotional and instrumental support from family and friends.

Information
The need for information generated the greatest number of
descriptors from the family. The family expressed an intense
“need to know” about their relative’s injuries and what the
prognosis was. Most families wanted information that was
consistent, understandable, honest and updated on a frequent
basis. The families needed information that was specific to
their relative and not based on statistics or probabilities.
While most families felt well-informed, some members were
not reassured and felt they needed more information.

Professional support
This theme consisted of the manner in which families felt sup-
ported by the health care team. All references to interactions
between the family and the professional staff, except those
related to information, were coded in this category. Families
were overwhelmingly positive about their interactions with
staff, in particular nurses (especially in ICU), physicians and
social workers. The combination of relevant, understandable
information being delivered to the family in a way that was
consistent and caring established the development of trust in
the family. This sense of trust was reinforced by all positive
interactions and diminished by negative ones. Concrete sup-
portive actions identified by the family included access to the
patient, a comfortable environment and responsive staff. Staff
members who demonstrated confidence, were upfront and
honest, and who responded to family requests, provided reas-
surance to the family. Early identification of needs and
respecting the individual were also key concepts expressed.

The residents were great... the doctors were really good... again
good explanations of things. Lengthy, you know... not just
brushing you off, they go into depth. You know, they were kind
and had a nice bedside manner.

While the vast majority of responses regarding professional
interactions were positive, some concerns regarding care were
identified. Interactions that the family felt negatively about
focused on staff who did not know the patient and who made
them feel insecure about the care that was being given. As one
family member verbalized, “We have had a few instances
where we were very unsure about the nurses and knowing his
history and that was very unsettling”.

Community support
Social support theory (Stewart, 2000) defines three aspects of
functional support: emotional, instrumental and information-
al support. Emotional support from family and friends during
the time the patient was in ICU included visitations, receiving
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phone calls, receiving cards with messages of prayers and
hope, and having family ask the “right” questions of hospital
staff, especially if they had a medical background.

We ate… we cried a lot... we came to the hospital. And it was
loose... it was supportive. I can’t say enough about those two
men and their genuine concern for me... that brotherhood that
men have... that they are going to look after their brother and
cousin and that his family is included in such a generous warm
way (crying).

Families sometimes found the magnitude of phone calls from
friends and relatives overwhelming. All of their energy was
focused on their relative and dealing with other people’s ques-
tions left them drained. The hospital staff was often able to
assist families by limiting the number of calls at the hospital
and by supporting their decision to limit their interactions
with extended family and friends.

Instrumental support from the community included the
delivery of meals, transporting family to hospital and children
to their activities, mowing the grass and providing money. It
also was evident in terms of family member’s work environ-
ments being emotionally and financially supportive.

Results at Time 2
Trajectory of the families’ experiences at Time 2
Time 2 reflected the period between the patient’s transfer
from ICU and discharge from acute care. The amount of time
varied depending on the patient’s recovery and ranged from
17 days to 134 days. Although all patients were initially diag-
nosed with a severe brain injury, they experienced vastly dif-
ferent degrees of recovery. Some improved significantly and
were being admitted to a rehabilitation program, while others
remained in a semi-responsive state and were transferred to
complex continuing care.

The researchers extracted 27 categories with the emergence
of 10 themes. Many of the same needs identified at Time 1
remained important, but the significance and the nuances
were altered. Families evolved along a trajectory from uncer-
tainty to looking for progress, to transition and finally letting
go/building a new connection (Figure 2).

Uncertainty
Although uncertainty continued to be a preoccupation of
family members, especially when the patient had shown lim-
ited progress, it now focused on what quality of life patients
would have, rather than survival.

The most difficult, I guess, would still be the “not knowing”
part, not knowing the extent of his injuries, not knowing what
damage has been done, not knowing if he is going to know us,
to be able to speak to us, to be able to walk, talk, or whatever.
Umm, that’s the most concerning right now. And, we don’t
know what to do—will he be in a long-term care facility and
dependent on others for the rest of his life? That’s not a very
happy thought right now. That’s the most difficult thing… just
not knowing.

Looking for progress
The patient’s actions and behaviours had a significant influ-
ence on the family’s feelings about their recovery. As the
patients progressed, the variability of patients’ actions from
day to day encouraged the families when it was positive, but
was very disheartening when the behaviours showed regres-
sion. Families continued to search for indications of “return-
ing to normal” and to monitor the patient’s behaviour very
closely in order to identify any positive changes.

She was pulling at her tubes and I told her, “No, take my face-
cloth” and I put it in her hand and she said, “No”—that’s the
very first word she said—and she threw the facecloth. She was
mad. But she knew I was there because she looked at me and it
was not an empty look—it was very lively.

Transition
The transition from one level of care to another was often a
difficult time for families. The difficulty that the families
experienced was due to many factors, including the need to
adapt to different staff, the change in pace of the unit, and the
perceived delay in care while the patient was being assessed.
Many families had spent weeks on a particular unit, at a very
difficult and stressful period in their lives. The support and
familiarity they had come to know was suddenly changing and
it was hard for the family to adapt to the new environment.
Many of the less-positive comments regarding professional
support occurred during the transition from acute care to
rehabilitation or complex continuing care.

(When you are) going in to an acute care setting every day and
you get to know people and there was a routine that went with
that and you can almost mask the actual injury… So ya, it was
really difficult and now I have been here (complex care facili-
ty) for a week—it’s like you have to start over again; you have
to establish relationships with new nurses and home care
providers and doctors and a... a frustrating aspect to that is
you see someone one day and then you may not see them
another day and it is a whole process that starts all over again.
It can be… ya, daunting… and wearing.

Transition was especially difficult for families if the patient’s
recovery was limited. Having a relative transferred to a com-
plex continuing care facility was seen as a negative sign, and
re-emphasized the severity of the injury and the poor progno-
sis for the future.

�e needs of the family

Managing
life

Involvement
in care

Holding
onto hope

Uncertainty Progress
of patient Transition

Letting go/
building a

new connection

Information Professional
support

Community
support

Responding to the family’s needs

Figure 2. The needs of family members of severe TBI
patients: Time 2 (10 themes)
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It didn’t matter if it was the Taj Mahal, I still didn’t want to be
there, I didn’t want my husband there emotionally, and it sort
of hit me—the reality of his head injury. Our three children
also articulated it very similar to that—they had to go into this
facility and see their dad there and they knew that his injury—
was a serious injury.

Letting go of the past/Building a new connection
Families whose relative remained severely compromised
began to accept that the injury had forever changed the per-
son they once knew. Severely injured patients were not capa-
ble of caring for themselves, which affected family’s
interactions at both a cognitive and a basic care level.

Certainly the brother I knew doesn’t exist anymore…. Because
once your brain changes, it is not the same. He is not dead, but
the brother I talked to… doesn’t exist anymore. And whenever
my brother comes out of it (coma), I will be meeting my broth-
er all over again—someone different. So you have to accept
that… which I have, but at the same time I wish I had stopped
and talked to him longer… I should have taken another half
hour, but I said “I will talk to you tomorrow.” Well, tomorrow
never came.

Needs of the family
Three of the family themes identified at Time 1 remained rel-
evant at Time 2: managing life, involvement in care and hold-
ing on to hope. Because looking for progress became such an
integral component of the family’s experience, it was catego-
rized as part of the trajectory of dealing with a relative with a
severe TBI.

Managing life
Following the critical period, managing life became one of the
most demanding aspects of dealing with a relative who was
brain injured. Five sub-themes were identified: managing the
family’s routine, managing interpersonal conflict, managing
the patient’s care, managing practical issues and managing self
care. Managing the family’s routine, the patient’s care and
practical issues focused on the tasks of being at the hospital
with the patient, providing food for the family, washing laun-
dry, dealing with school, dealing with insurance companies,
organizing appointments and transportation. Tasks were
often given to different members of the family to avoid con-
flict and to divide the required work so that one person didn’t
bear the brunt of the care.

Managing interpersonal issues
Managing family relationships became intensified due to the
stress of the situation and the uncertainty they faced. In fami-
lies where interpersonal conflict was already present, the stress
of having someone with a brain injury intensified the situation
and sometimes resulted in a deterioration of relationships.

...the other thing that’s arisen is the dynamics (within our fam-
ily). It’s been very difficult. It’s been a hardship, like a fall full of
hardships with, you know, just our relationship really. You
know, it’s been difficult because I think she’s probably had a
very severe reaction to this. Obviously her husband has a
severe head injury and it’s been hard for me to watch her go
through that—the different stages that she’s gone through and
sort of knowing how to best deal with her in terms of my rela-
tionship and how I could best help my brother through her…

Conflict between parents and girlfriends arose and created
more difficulty in dealing with an already challenging situation.

Managing self-care
Self-care aspects included activities that family members
engaged in to ensure they had enough time for sleep, nutri-
tion, work obligations and leisure. For most family members,
the focus of their energy remained with the patient’s needs,
although the shift towards recognizing their own needs was
beginning to develop.

My own needs? To myself, the way I felt was that I put every-
thing for myself on the back burner. I felt that that was not
important because the only thing I had on my mind was my
husband and that I wanted him to get better to come home to
us. Now I know that that was not the best decision not to take
care of me, but I wanted to be there for him.

As the length of time in acute care became extended, families
began to realize that recovery would be prolonged and they
had to begin making time for their needs.

I would spend the whole day there doing the same thing, but
after a couple more weeks, I don’t know, I realized I couldn’t
take it anymore. So we made an arrangement. I would go in
early in the morning, (and then) go back when my ex would go
home and stay with her ‘til she fell asleep. That was hard.

Involvement in care
Families defined involvement in care in the manner that was
most meaningful to them. Some family members were
extremely involved in all aspects of the patient’s care; others
saw their role as helping the staff to understand their relative.
Parents of young adults or wives were most involved in giving
physical care. For wives, in particular, being involved in this
way made them feel that they were helping their husband. All
families were very committed to being there for the patient, to
understanding what their plan of care was and to ask ques-
tions. Being a patient advocate, commitment to the patient
and planning for the future were identified as sub-themes.
Some family members wanted to be more involved, but were
uncomfortable about caring for a person with such significant
injuries, and were concerned that they “do the right thing”.
Nurses played an instrumental role in helping the family
become more involved.

Well, I was very nervous at the beginning, but they make it
very, very gradual and I remember we started that—with the
nurses. One of them asked (me if I wanted to help wash her
hair), and I was pleased to do it, but I was very, very nervous.
But I was offered an opportunity that I could have not taken,
but I did and was happy I did. I really felt they let us play the
role when it was time for us to. They made us a place and I felt
better ’cause I could feel X felt secure.

Holding on to hope
The descriptors ranged from having a positive outlook, recog-
nizing the value of maintaining hope and being supported by
spiritual aspects, to feeling guilty about enjoying life and
being overwhelmed and very fragile and losing hope that
things were going to change significantly.
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Yes, I always kept a positive side. I always looked at the posi-
tive side. Even though sometimes I felt that I was not strong
enough, but I always repeat to myself, “I have to be strong for
him. He needs me”. I’ve had my days. I cried a lot. I was not well
with myself. But I prayed a lot and I kept that positivity. And I
never let anyone say anything negative.

Families relied on professional staff to encourage them to
maintain hope and paid close attention to words of encour-
agement. Physicians were seen as being more pessimistic so
encouraging words from them were particularly poignant.

Those people who say “Don’t give up”, “Remember we’ve all
seen miracles”, they’re not trying to confuse the issue or any-
thing like that; I don’t think they’re offering false hope.
They’re just saying, you know, “Keep the faith” type of thing.
And that, I think, is a positive thing that is coming out…
Some of the doctors aren’t quite as optimistic; they’re a little
bit more pragmatic and practical. “Well, this is what hap-
pens in this instance and this is what happens in that
instance.” Umm, but it was a doctor who said, “We’ve seen
miracles happen”.

Families spoke with others who had had similar experiences
and “surfed the net” for stories of miraculous recoveries. They
wanted time for their relative to recover, and didn’t want their
hope to be destroyed, although they realized the severity of
the injury.

You understand the injury, but you are not prepared to say
there is no hope and say goodbye, like four months... that is pre-
mature... let’s give him some space—time.

The emotional turmoil members experienced remained sig-
nificant during acute care, in particular when the patient’s
progress had been limited and their status remained signifi-
cantly compromised. The fragility of the family member’s
emotions was evident and simply talking about their experi-
ence brought tears to the surface.

Family members experienced feelings of guilt when they felt
they were enjoying life while their relative was confined to a
hospital bed because of their impairment.

This is the worst... there is an element of my husband… you
know he knows that he is not in a good space right now and it
is certainly heartbreaking… heartbreaking. This is where a
shadow of guilt comes through. They told me that I would have
to deal with guilt and I didn’t get that when they said that. “I
didn’t do anything wrong.” But my kids wanted me to decorate
the house for Christmas and I... didn’t want to do that. But you
decorate your house for Christmas and you look around and it
looks so pretty and you… like, oh my God... my husband is in a
hospital room and I’m in this beautiful home and all nicely
decorated.

Responding to the family’s needs
The patient’s progress and the information and emotional
support that they received from professionals helped them to
understand and accept their new reality. The support of mem-
bers of their community became more important, as families
continued to strive to manage the demands of everyday life
while maintaining their involvement in their relative’s care.

Information
In the acute care stage, communication of tangible informa-
tion regarding the severity of the injury, the steps of the recov-
ery process, and plans for transfer to a different level of care
became pertinent. Although the need for information
remained important, the intense “need to know” diminished.
The number of exemplars related to information needs
decreased by more than 50% from ICU to acute care. Most
families realized that there were no definite answers and that
they were able to judge the patient’s progress in much the
same way the professionals were able to.

Nobody could tell us the time thing and we understand that…
you just always want to know, but there is no real answer. It is
sort of unpredictable, so they told us what they could… give us
the negatives and the positives—which we always didn’t want
to hear the negatives, but they have to and that is the way it is.
The positives come along. You just feel you have another
accomplishment and they are there to support you.

Professional support
This theme, where families described feeling supported by the
health care team, elicited the most descriptors during acute
care, which may suggest that emotional support from profes-
sionals becomes more important than the need for informa-
tion at this stage. The majority of the descriptors referred to
the positive support provided by the team as a whole, rather
than to particular individuals. Nurses were identified as pro-
viding support most often, with about half of the exemplars
describing nurses specifically. One reason nurses were so
appreciated was because they spent so many intimate hours
with both the patient and family, and developed an extremely
close link, leading to expressions of being treated as family.
Competence and effective communication were two key fac-
tors contributing to positive descriptors of nursing care.

The nurses make you feel at ease by two ways: you get a good
sense of how competent they are… the level of competency, their
level of enthusiasm and attentiveness that puts you at ease...
that’s support. You know when he is being taken care of by a
conscientious dedicated individual, and you know right off the
bat who that is, and who it isn’t. That’s… that’s half the stress
released. And then the way they communicate with you. Those
are all huge (emphasis) things that reduce the stress and
involve you in the care of the person.

Physician support was often linked to brief communication
that was delivered in a supportive manner.

Community support
Community support continued to be a vital factor that assist-
ed family members in coping during this challenging period.
Emotional support from family and friends was described as
a necessary part of the recovery, so that families didn’t feel
alone in dealing with the challenges.

Oh, the most helpful has been the support that we’re getting
from his friends and our friends and our families. It’s very
important to have that support because you’re not in this alone,
this continues to be a major part of our rehab, both my wife and
mine, ’cause it’s a long process and we need some support from
friends and families and we’re getting it, and it’s helpful.
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When patients remained severely injured and were non-
responsive to visitors, family members were concerned that
the emotional support, especially from the friends of the
patient, would begin to lessen as time went on and no
improvement was evident.

As the time has gone by, I think that perhaps, I shouldn’t say
that their interest is less, but I’ve indicated to them by emails
and things that umm, “even a kind word or a hug or whatever,
is so uplifting,” and umm, “please don’t stop” is what I’ve said.
So I’m getting little tiny email messages back saying “baby
steps” and “keep it up” and “we’re thinking of you”… We need
this support and we need it to continue.

Instrumental support, as reflected by the assistance of insur-
ance and financial services and work accommodation, began
to be a priority, as transfer of the patient to the community
became imminent. Insurance assistance, which most families
had access to, as the majority of severe injuries were the result
of motor vehicle crashes, was important in helping families.

But the fact that the insurance company has been there and
is there to provide the financial support, otherwise, we just
couldn’t cope. But that need has been very realistic. Now we
realize how important it is because otherwise, financially
speaking, it would have been just overwhelming, we don’t know
how we’d handle it.

Discussion and comparison of
critical and acute care needs
Significant differences in the family members’ experiences
emerged on transfer from ICU (Time 1), as compared to the
time of discharge from acute care (Time 2). Initial priorities
included the need to recount the circumstances of the injury
in detail, tremendous uncertainty regarding the survival and
prognosis for their injured relative, making sense of the infor-
mation they were receiving and beginning to move on
towards acceptance of the consequences of the injury. In con-
trast, at Time 2, that intense uncertainty had diminished, in
particular when the patient had made noticeable progress,
and the family acknowledged that a new relationship had
evolved and they were beginning to move on to a new reality.
Although their experience differed during the two time peri-
ods, the resources that families used to help them cope
remained similar, although the nuances and details of these
themes differed. Information and support from health profes-
sionals, as well as from the community, remained important
as families became increasingly involved in the patient’s care.
The challenge of managing the family became more of a real-
ity and although the need to maintain hope remained strong,
the strain of dealing with this injury began to be evident.

The initial uncertainty and need for information is reflected
in previous research by Duff (2002), Bond et al. (2003), and
Engli and Kirsivali (1993). Bond also identified the need to
make sense of the experience as a high-priority need. At
Time 2, the need for information had evolved from the
intense “need to know” to a need for consistent information

on the longer-term prognosis. Families were becoming adept
at evaluating the patient’s progress themselves and realized
that there were no definite answers in terms of the speed or
degree of recovery.

Professional support superseded the need for information, as
families began to understand the severity of the injury and
needed support in their adaptation. Unlike Duff (2006), this
study found that family members were very satisfied with the
care given, particularly in the ICU, but also at the intermedi-
ate level of care. Duff suggests that the lack of continuity of
patient assignment was a major factor in the family’s dissatis-
faction, whereas continuity of nursing assignment and spe-
cialty knowledge of traumatic injury were present in the study
environment, which may explain the differences in results.

The need to be involved, also identified by Bond and Duff,
was significantly transformed between Time 1 and Time 2.
Although most families felt involved throughout the experi-
ence, their initial involvement centred on being present and
providing a supportive role. Over time, most families began to
assume the physical care of their close relative, and family
members verbalized the need for support and encouragement
from staff to allow them to gradually increase their comfort.

Following the injury, all energy focused around the injured
relative and “managing the family” was achieved primarily by
letting others do necessary tasks while they remained at their
relative’s bedside. Protecting other family members from
stress was a priority and self-care was nominal. In contrast, at
discharge from acute care, although the focus remained with
the injured relative, families had organized themselves and
were beginning to divide responsibilities. They realized that
they needed to care for themselves in order to have the stam-
ina that would be required over a prolonged period. These
findings have not been previously identified in the literature.

The extent of the patient’s progress significantly influenced
the family’s response and needs through critical and acute
care. Similar to Duff ’s study, family members eagerly watched
for improvements in the patient’s response. Families of
patients who remained impaired expressed more uncertainty
and emotional difficulties, and required more professional
support. Duff suggested that these families had difficulty
maintaining a positive outlook, which was not seen in this
study. Similar to Johnson (1995) and Engli and Kirsivali-
Farmer (1993), these family members emphasized the need to
maintain hope, although they expressed feelings of guilt at
enjoying life while the relative was hospitalized and had diffi-
culty with the transition to a long-term facility.

The need for ongoing community support was evident
throughout the families’ experiences. However, it transformed
into a new reality upon the patient’s discharge from acute care.
Emotional support predominated initially, but the need for
instrumental support gained importance as the injured relative
returned to the community. Insurance and financial supports
were very important aspects of community support. Families
whose relative remained significantly compromised began to
accept that their lives would never be the same and that the
individual they once knew was forever gone.
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Study limitations
The decision to interview family members individually may
have impacted the identification of different family needs
more than might have been identified by interviewing the
family as a whole. Although the number of families not inter-
ested in participating was low (three of 28 family members),
family members lost to attrition may have needs not
described by study participants.

The study results may not be transferable, as participants
shared individual stories that only they were experiencing.
The large number of female caregivers may not reflect the
reality of male caregivers. Although the sample included sis-
ters and girlfriends as participants, a larger sample would pro-
vide a more complete description of their needs.

Implications for
neuroscience nurses
This study demonstrated several implications for neuro-
science nurses working in critical and acute care settings.
Nursing support for families is crucial at a time of crisis.
Nursing attributes described by family members included
good listening skills, getting to know the family, demonstrat-
ing knowledge and competence in caring for the brain-injured
relative, and establishing effective communication amongst
all health care providers. As one father stated: “Gone are the
days when the nurse says, ‘You’ll have to ask the doctor’—
thank God!” Supporting the family’s need for hope by identi-
fying the patient’s progress and validating the family
members’ feelings are key elements. Initiating these strategies
early will create an atmosphere of trust with the family.
Application of a social support framework for families may be
important for nursing units to consider.

Allowing family members to stay with their relative,
acknowledging their need for rest, food and sleep and
answering their questions are critical factors in the first few
days and weeks. Nurses need to reinforce to families that self-
care needs to be a priority for them. Establishing a sense of
trust, based on competence and knowledge of the patient,
was critical in allowing the family to feel comfortable about
leaving the unit. Families who were from out of town verbal-
ized the feelings of lack of support from family due to dis-
tance and felt very much alone in the situation, and may
require additional support.

Supporting the family in becoming more involved in the phys-
ical care of their relative was identified as important.
Choosing the right moment, the right task and supporting
them in undertaking the task increased the comfort level and
confidence in the family’s ability to become independent in
caring for their relative.

Nurses played a central role in assisting the families during
this critical time. Nurses need to recognize the value of their
work and be proactive in becoming more involved in the
family’s psychological health. Family conferences are a val-
ued mechanism for providing an in-depth discussion of the
patient’s status. However, they can be intimidating and over-

whelming for family members. Neuroscience nurses, with
their knowledge of brain injury, should actively participate
in these conferences in order to clarify terminology, ensure
follow-through with goals of care, and provide support to
families.

One of the challenges that the family faces is dealing with
financial and legal matters for the patient, in particular when
a Power of Attorney has not been identified prior to injury.
Nurses should take the initiative to consult social work, or
other relevant members of the inter-professional team who
can support the patient and family in their recovery.

Transition from one level of care to another was often difficult
for family members. Nurses in all receiving areas need to
inform families about the next steps in the trajectory of recov-
ery, as well as clarify misconceptions that may exist. Proactive
discharge planning and acknowledging the differences in the
units in advance of the transfer may facilitate the adjustment.
In particular, patients who are transferred to a long-term care
facility may require more support, as family members may see
the transfer as the confirmation of the seriousness of their rel-
ative’s injury.

This study was unique in the fact that sisters, brothers and
girlfriends were included to participate. It is important for
nurses to work collaboratively with them, while still respect-
ing privacy laws.

Conclusion
This study described how family members experienced the
injury in very dramatic and meaningful ways and reacted at an
intensely emotional level. Although many factors impacted on
the family’s experience, families “lived the injury” in similar
ways along the recovery, but differed in how they reacted and
coped. The need to talk about their experience, to receive
information about the injury and prognosis, to be supported
by professionals in becoming involved in their relative’s care
and the assistance of the community in managing life were
identified themes. The health care team can play an instru-
mental role in helping the family manage this difficult situation
by recognizing the uniqueness of the family characteristics and
by providing care and support that allows them to navigate this
journey, even if the patient’s recovery is limited.
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Appendix
Research and prompted interview questions.

Research questions
1. Can you tell us what it has been like for you since your

family member was injured?
2. What has been most difficult for you since _____(name)

was injured?
3. What has been most helpful for you since _____(name)

was injured?

Prompt questions
a) How do you feel about the information you’ve received

regarding ___(names’) condition?
b) How do you feel about the support you’ve received from

staff?

c) How do you feel about how your needs have been met?
d) How do you feel about the services provided by the team?

(physiotherapy, occupational therapy, social worker and
other health team members)

e) How do you feel about the support you’ve received from
friends and family?

f ) How do you feel about your own involvement in
____(name’s) care?
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Case report summary
A previously healthy 16-year-old female of Asian descent pre-
sented to a pediatric hospital with a three-month history of
headaches, and having missed her menstrual cycles for
approximately seven months. She was first seen by a family
physician who ordered a brain CT scan, which showed a
lesion in the right frontal area. She was taken to hospital after
awaking with left-sided numbness and weakness, facial weak-
ness, and slurred speech. On neurological exam, she had bilat-
eral sixth cranial nerve palsies and bilateral disc edema. A
brain MRI also confirmed the right frontal lesion.

She underwent a right frontal craniotomy for biopsy of the
lesion a day after admission. Resection was not attempted given
the diffuse and infiltrating nature of the tumour. The pathology
was Gliomatosis Cerebri, high-grade glioma. She was initiated
on Dexamethasone and Phenytoin for seizure prophylaxis.

Neuro-oncology was asked to consult and a disclosure of the
diagnosis and poor prognostic outlook was shared with the
girl’s parents. The father spoke limited English, but assumed
the role of interpreter for the mother, as was his request. The
parents were grief-stricken. Chemotherapy and radiation ther-
apy were offered as treatments, but it was made clear to the
parents that they were not curative interventions. Palliative
care was raised as an option, but refused by the parents. They
requested that they be the ones to disclose the news to their
daughter. She was started on her first cycle of Temozolomide.

During her course of chemotherapy, she was considerably
unstable, ataxic, fatigued, and demonstrated a left upper
extremity neglect. She was impulsive, required constant
supervision and, yet, remained lucid. Parents had still not dis-
closed their daughter’s prognosis to her, but the patient was
aware she had a “cancerous tumour”. Radiation therapy was
also initiated at this time. She was heard to make statements
about returning to school and finishing her senior year, and
seeing her friends again. Staff nurses also noted her saying,
“…people live with this”, when referring to her tumour. As
well, she was observed by a nurse to have been researching
her diagnosis on the world-wide-web on the unit computer.

A follow-up meeting with the parents revealed that although
the patient was aware of her diagnosis, she was not aware of
the grim prognosis. The parents expressed that they were
“hoping for the best” and for any recovery. At this point in
time, the patient was noted to be “teary” and “sad” by the

nursing staff, partly due to her hair loss and exhaustion from
her treatments, and to the side effects of her steroid therapy.
The members of the health care team, particularly the nursing
staff, grew increasingly uncomfortable with this ethical dilem-
ma: Should the patient have the right to know the truth and
who should tell her? Whose rights were they protecting, the
patient or her parents? Did ethical or moral distress play a fac-
tor in this dilemma?

It is these complex questions and additional contributing vari-
ables that presented a challenge for the nursing and inter-pro-
fessional health care team. With reference to the posed case
study, the following discussion will highlight the notion of
truth-telling, from the perspective of the adolescent patient,
along with the ethical principles that relate to the situation.
Although this article does not strive to reach a universal deci-
sion for practice, recommendations for nursing care will be
shared. Given the patient’s diagnosis of a malignant brain
tumour and anticipated illness trajectory, neuroscience nurs-
es will appreciate the following discussion and its applicabili-
ty to their practice from an ethical standpoint.

Background to the diagnosis
Gliomatosis Cerebri (GC) or infiltrative diffuse astrocytosis is
a rare primary brain tumour that was initially described by
Nevin in 1938. It most commonly presents as a diffusely infil-
trating glial neoplasm of the central nervous system and is
associated with a variable clinical course and generally poor
prognostic outcome (Armstrong et al., 2006). The World
Health Organization (Kleihues & Cavenee, 2000) had further
classified GC as a neuroepithelial tumour of uncertain origin,
composed of elongated cells resembling astrocytes that affect
at least two brain lobes, as confirmed by magnetic resonance
imaging (MRI) studies. This tumour may also infiltrate
infratentorial structures of the brain and the spinal cord. All
age groups may be affected by GC, but the vast majority of
patients reported in the literature are adults (Armstrong et al.,
2006), with few cases reported in children (Jennings,
Frenchman, & Shehab, 1995). An optimal treatment strategy
has not yet been well established. Surgery is limited to biopsy
given the infiltrative nature of the tumour (Levin, Gomori, &
Siegal, 2004). Radiation therapy is an option, but can lead to
substantial delayed toxicity (Elshaikh et al., 2002).
Chemotherapy such as Temozolomide can be offered as an
initial treatment (Levin et al., 2004; Sanson, Cartalat-Carel, &
Taillibert, 2004).
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Should the patient have
the right to know the truth
and who should tell her?
The College of Nurses of Ontario (CNO) Practice Standard
for Ethics (2009a) states that “truthfulness means speaking or
acting without intending to deceive. Truthfulness also refers
to providing enough information to ensure the client is
informed. Omissions are as untruthful as false information”
(p. 13). It is legislated that nurses are not authorized to com-
municate a diagnosis except for nurse practitioners (CNO,
2009b), and the disclosure of prognosis is widely and legally
recognized as the responsibility of the primary or attending
physician. In this patient’s case, that was her oncologist. There
were a number of behavioural directives outlined by the CNO
(2009a). The only one met by the nurses involved in this case
was “giving consideration to families’ and/or significant
other(s)’ points of view when they do not want clients to be
told about their health condition” (p. 14). This directive is in
keeping with the nurses honouring the parents’ wishes to
withhold the truth. However, the patient in this case demon-
strated her desire to know the truth by attempting to find out
about her disease. A staff nurse witnessed and documented
the patient researching her diagnosis on an internet search
site. It could then be argued that the nurses were not effective-
ly advocating for her right to receive information. This was
evidenced by the nurses not facilitating the patient’s search for
answers. One could question whether the nurses were acting
deliberately deceitful. It is not within the nurses’ scope of
practice to disclose the diagnosis and prognosis to a patient.
However, it is within the profession’s ethical accountability,
and deemed as an important ethical value to advocate for the
patient’s wish to seek the truth (CNO, 2009a).

Purposefully withholding information from a patient can be
justified by the concept of ‘benevolent deception’ whereby dis-
closure of a diagnosis would violate the duties of beneficence
(do good) and nonmaleficence (do no harm) by causing serious
consequences (Leikin, 1981). The College of Nurses (2009a)
Practice Standard: Ethics, further stresses, that “honesty builds
on trust, which is successful to the therapeutic relationship
between nurses and clients” (p. 13). If honesty is lacking, this
could be perceived as a breach of trust in the therapeutic rela-
tionship between the nurses and this patient. The pediatric
patient with a life-threatening illness starting treatment must
be able to trust the professionals providing care, as well as trust
his or her family members. Non-disclosure of diagnosis may
jeopardize both the parent-child relationship and the profes-
sional-child relationship (Gupta, Willert, Pian, & Stein, 2008).

As demonstrated in the case report, “withholding information
or lying to young people seriously threatens this trusting rela-
tionship if, as frequently happens, the juvenile learns the truth
from other sources” (Leikin,1993, p. 3345). Tuckett (2004)
outlines arguments for and against truth-telling, but empha-
sizes there are no absolutes. However, current practices
among North American health care professionals have shift-
ed towards truthful and honest disclosure of diagnosis and
prognosis, which embodies the ethical principle of patient
autonomy.

Whose rights were being protected?
Patient autonomy is an integral ethical principle that holds that
a person be allowed to be self-determining and independent in
his or her decision-making (Edwards, 1996). Respect for
autonomy is also respect for people and their capacity to rea-
son and to make decisions. A more specific definition of
“capacity” refers to a person’s ability to understand information
relevant to a treatment decision and to appreciate the conse-
quences of a decision or lack of a decision (Etchells, Sharpe,
Elliott, & Singer, 1996). Autonomy is protected by the instru-
ment of informed consent (Freyer, 2004). Not to elicit consent
for treatment from patients is to violate a patient’s autonomy
and to fail to respect them as persons (Leikin, 1981).

Age of consent to treatments is not nationally decided; it is
determined at the provincial level. Each province and territo-
ry varies significantly in how they mandate the rights of chil-
dren and adolescents with respect to consenting to their own
treatment. Certain provinces and territories have established
an age of consent while others have implemented a process to
determine capacity to consent rather than age (Canadian
Paediatric Society [CPS], 2004). In Ontario, under the Health
Care Consent Act (College of Physicians & Surgeons of
Ontario, 1996), there is no minimum age of consent, and peo-
ple under the age of 18 years should be assessed for their deci-
sion-making capacity in the same manner as an adult. Patients
just have to demonstrate that they truly understand the risks
and potential benefits of going ahead or refusing a treatment.
Conversely, in Manitoba a person who is under 16 years of age
does not have the capacity to make health care decisions.
Thus, people under 16 do not have capacity to give consent
for any medical decisions (CPS, 2008).

The patient described in the case report is an adolescent, a
developmental stage where autonomous decision-making is
approaching almost-adult capacity (Weithorn & Campbell,
1982). However, discrepancies exist within the definition of
‘adolescence’, which could impact the legal, ethical and devel-
opmental factors that relate to this stage (Freyer, 2004).
Adolescence can be defined chronologically (Lind, Anderson
& Oberle, 2003) or by assessing a young person’s mental capac-
ity (CPS, 2004). Adolescent involvement in various aspects of
the current health care system continues to be a source of
debate among many pediatric health care professionals. Thus,
there is possibly no definite consensus as to how to approach
ethical dilemmas of truth-telling among this population. It can
be argued that adolescent patients deemed competent have the
legal and ethical right to determine their own care. However,
in order to avoid ambiguity and confusion among health care
professionals, patient competency must be defined.

Among the majority of modern-day North American pedi-
atric health care environments, autonomy is highly regarded
as a fundamental framework for provision of care. A shift with
regard to the communication and involvement of patients in
health care decisions has occurred over the previous 50 years
in North America (Parsons et al., 2007). Historically, a pater-
nalistic or “knows best” approach to the care and disclosure of
childhood and adolescent diagnoses was the foundation of
many North American health care settings. Although this
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philosophy may be currently viewed as a primitive means of
care, its principles provide the basis of the “protectionist”
approach (Lowden, 2002, p. 103).

A “protectionist” approach, as dictated by the National
Children’s Bureau (1992; as cited in Lowden, 2002), to care of
the adolescent views the parent or primary caregiver as the
sole decision-maker. In this relationship, the adolescent (or
child) does not bear any rights towards the involvement in his
or her care. This individual is then deemed incompetent
(Lowden, 2002). In the case study, a “protectionist” approach
was clearly adopted by the health care team in choosing to
withhold the truth about the patient’s prognosis from her. As
a consequence, this patient’s ability to exercise her autonomy
and make decisions related to her care was compromised.
Although the patient was physically weakened by her disease
process and the effects of the medications, was she capable or
competent enough to have participated in decisions regarding
her treatment options if given the opportunity? Clearly, she
was demonstrating her autonomy by actively seeking infor-
mation about the tumour, and her statement of being able to
“live with it”, in reference to the tumour, seemed an attempt to
affirm her future survival. Was the patient thinking the treat-
ments she was being given were curative? Indeed, she was
heard to make comments about returning to school and being
with her friends again. It was unclear as to what the patient
actually knew of her illness at this point in time, as she had not
been given any information at all related to her prognosis
other than what she may have gathered from the internet.

Conversely, the parents’ autonomy must also be considered.
Parents are perceived as morally, ethically and legally account-
able for their child’s care and well-being (Leikin, 1981). Thus,
parents are recognized as the primary source of knowledge
regarding their children. They are in an optimal position to
advocate for the child’s needs to the health care team (Shields,
Kristensson-Hallstrom, & O’Callaghan, 2003). Allowing par-
ents to assert their rights in nondisclosure of their child’s prog-
nosis, as in the case study, enables them to act autonomously
as decision-makers of their child’s care. The health care team’s
support of the parents’ wishes of non-disclosure was in keep-
ing with the “protectionist” approach. Essentially, the parents’
rights were being protected, not those of their child. Candib
(2002) argues that due to the strong international presence of
the North American viewpoint on disclosure in medical set-
tings, health care professionals may regard “a family’s prefer-
ence not to disclose a cancer diagnosis to their loved one as, at
best, paternalistic and at worst, hopelessly backward” (p. 214).

Given the Asian background of the parents in the case study,
could culture have influenced their decision to withhold med-
ical information from their daughter? Culture can be defined
as the “thoughts, communications, actions, customs, beliefs,
values and institutions of racial, ethnic, religious or social
groups” (Office of Minority Health, 2001, pg. 2). Candib (2002)
strongly emphasizes that current values, beliefs and means of
practice within the North American health care system are not
always shared with those of different cultures. It is paramount
for practitioners and care providers to be cognizant that “we
are culture-bound in our approach” (p. 226), in order to pro-

vide holistic care to the family and patient at the end of life.
The parents’ statement of “hoping for the best” and for any
recovery speaks of their hopes for a positive outcome for their
daughter. For some cultures such as Asian ethnicities, nondis-
closure of diagnosis and unfavourable prognosis to a patient is
a means of fostering hope (Parsons et al., 2007). It is also
important to note that in the case study, the parents’ mother
tongue was not English and a formal interpreter was not used.
One could speculate that language played a role in distorting
the information that was communicated from the medical
team, thus impacting the parents’ capacity to make informed
decision-making. Sensitivity to all aspects of culture is integral
to providing comprehensive care to families in such challeng-
ing ethical situations.

Did ethical or moral distress
play a role in this dilemma?
The nurses caring for the patient in the case study were expe-
riencing uneasiness and uncertainty with the decision to with-
hold the truth from her. For many of these nurses, this decision
conflicted with their ethical and professional responsibilities,
as trusted patient advocate and caregiver to the patient. The
stress the nurses were feeling in this ethical dilemma is part of
a growing phenomenon first conceptualized by Jameton in
1984 where he states, “Moral distress arises when one knows
the right thing to do, but institutional constraints make it near-
ly impossible to pursue the right course of action” (p. 6). The
Canadian Nurses Association’s (CNA’s) Code of Ethics for
Registered Nurses (2002) uses the terms “ethical” and “moral”
distress interchangeably, and defines either as “situations in
which nurses cannot fulfill their ethical obligations and com-
mitments (i.e., their moral agency), or they fail to pursue what
they believe to be the right course of action, or fail to live up to
their own expectation of ethical practice, for one or more of
the following reasons: error in judgment, insufficient personal
resolve or other circumstances truly beyond their control
(Webster & Baylis, 2000). They may feel guilt, concern or dis-
taste as a result” (CNA, 2002, p. 6). Building upon this notion
of ethical or moral distress, current research (Pauly, Varcoe,
Storch, & Newton, 2009; Rodney et al., 2002) has further iden-
tified some of the constraints that nurses encounter in their
care environment when attempting to enact their moral obli-
gations. Often these constraints may be external to the nurses
such as their relationships with their peers and the physicians,
the patients themselves, and the policies or procedures of the
hospital. The nurses in the case study were struggling with
being unable to support the patient in her quest to seek the
truth. They were constrained by a decision that they were not
necessarily involved in making. The nurses were resigned to
following the lead of their physician colleague who, in turn,
took his direction from the parents. “Nurses feel a strong obli-
gation to respect patients’ wishes and the desire to affect the
appropriate outcome, yet often fail in their attempts. Nurses
feel that they do not have a voice, as they struggle against pow-
erful authorities” (Nathaniel, 2006, p. 428). As the patient
received her treatments, which were meant to alleviate symp-
toms, but not to cure them, the nurses continued to experience
the escalating stress of non-disclosure. Medical prolongation
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of dying without informed choice is a major source of ethical
distress for nurses (CNA, 2003). Rodney (1994) argues that
“the processes by which the health care team institutes or
withdraws life-prolonging treatment can be fragmented and
entail inadequate involvement of patients and families, as well
as inadequate involvement of the nurses” (p. 43). This frag-
mentation in team decision-making can generate moral dis-
tress in the patients’ caregivers and affect the quality of care
provided. In order to move towards better team decision-mak-
ing, barriers to informed consent of patients and families must
be addressed, as well as professional communication conflicts
among health care professions. Moreover, health care team
members need to come together to foster a shared caring
moral community between them, the patients, and their fami-
lies (Rodney, 1994).

Directions for future nursing care
Candib (2002) questions how practitioners can be “both
patient-centred and family-centred in addressing end of life
issues with patients from cultures other than [one’s] own” (p.
221). Within most pediatric health care settings, family-cen-
tred care is a model widely accepted as fundamental to the care
and support of the patient and family (Harrison, Kenny,
Sidarous, & Rowell, 1997). By definition, family-centred care,
as an action, model and philosophy, notes the family and child
as a unit, where all needs are recognized and paramount
(Sheilds, Pratt, & Hunter, 2006). Dix, Klassen, Papsdorf,
Klasssen, Pritchard, and Sung (2010) highlight that family-cen-
tred care is a means in which the family and health care
provider form a working partnership, so the families are
“involved in every aspect of the child” (p. 1079). People
employing this model of care recognize the needs of the entire
inclusive family and consider how decisions affect each mem-
ber. Further, this model strives to acknowledge that each fam-
ily member has a responsibility to one another, with regard to
the vulnerable patient (Dix et al., 2010; Harrison et al., 1997).

The patient and her parents could have benefited from the
implementation of a family-centred care model. This frame-
work of practice is crucial to facilitating family autonomy. In
keeping with the concept of family autonomy, practical clini-
cal applications for nursing may include inquiring upon
admission about the family’s preferences for information dis-
closure, thus allowing the health care team to anticipate
potential ethical conflicts. Tuckett (2004) suggests that rather
than making assumptions, health care providers should utilize
therapeutic communication and ask patients and their fami-
lies what informational requirements are preferred. Beale,
Baile and Aaron (2005) recommend the following six strate-
gies for communicating with dying children and their fami-
lies: establish, engage, explore, explain, empathize, and
encourage. Establish early an open communication between
the child, parents and caregivers. Engage the child in early dis-
cussion at key points such as disclosure of a new diagnosis or
if their clinical status changes. Explore the child’s understand-
ing and interpretation of their illness, and provide clarifica-
tion. Explain the medical information in a manner that is
developmentally appropriate for the child. Empathize with the
child’s emotional response to the information given, acknowl-

edging their reaction and providing the necessary supports.
Encourage or reassure the child that he/she is being support-
ed and that the nurse will be physically and emotionally atten-
tive to the child’s needs. Nurses, by virtue of their front-line
proximity to patients and families, are optimally situated to
use these strategies as a means of developing therapeutic rela-
tionships that facilitate truth-telling.

In many care facilities, resources such as bioethics commit-
tees are available to support the patients and their families, as
well as the members of the health care team in providing
objective resolutions of ethical dilemmas. In this case study,
the involvement of the bioethics committee was lacking and
would have been of significant benefit to ameliorating the
moral distress experienced by the nursing and the health care
team. Furthermore, there was lack of consensus among the
team members on what information was to be disclosed to the
patient. The bioethics committee could have been instrumen-
tal in facilitating dialogue and ensuring collaboration regard-
ing the best approach to the patient’s care. Storch et al. (2009)
supports the involvement of these institutional resources in
ethical decision-making. Consultation with an ethics commit-
tee can help to clarify the particular ethical problem and the
barriers to the action the nurse desires (CNA, 2003).

Conclusion
Truth-telling in the context of the adolescent with a poor
prognosis poses a challenge for all those involved, particular-
ly the family and the health care team. Finding a peaceful
solution is rarely simple and is more often a difficult and emo-
tional process. Nurses are in a unique position to advocate for
the needs of the patient, as well as the family, during this
stressful time. Ethical situations such as the case study provid-
ed will encourage nurses and their colleagues to reflect on
their own values, beliefs and practice, which will serve as the
foundation to improve patient care. More specifically, neuro-
science nurses have the specialized knowledge, skills and
expertise to effectively support patients and families where
curative measures are not an option, but rather the focus is on
quality of life. Clinicians, particularly neuroscience nurses
“can play a crucial role in helping the adolescent, in the face of
death, to experience the richness of life and the dignity of self-
determination” (Freyer, 2004, p. 381). This role may hold truer
for neuroscience nurses than those in other specialties
because of the devastating diagnoses that they frequently
encounter in their daily practice, thereby exposing them more
often than not to the moral obligations of caring for these
compromised patients. Neuroscience nurses have the distinct
opportunity to advocate for such patients and their families,
managing often unexpected, challenging and life-altering sit-
uations. Unlike other nursing specialties, neuroscience nurses
care for a broad and highly complex set of patient acuities,
traumas and chronic conditions that commonly affect cogni-
tive function, and the emotional, physical and psychological
body response. Thus, neuroscience nurses must demonstrate
competence and moral insight in responding to these patient
concerns that could, at any point, place those they serve, their
families and themselves in complicated ethical dilemmas such
as the dying young girl with a malignant brain tumour.
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The British Columbia Chapter of CANN invites you to come
and experience the magnificent jewel that is Vancouver. Situated
alongside the majestic Coastal Mountains and the sparkling
Pacific Ocean, Vancouver is endowed with naturally spectacular
scenery. In addition to its scenic advantages, Vancouver is also
a modern metropolis, world renowned for its diversity. Guests
are invited to stay at the Coast Plaza Hotel & Suites, ideally
situated within a few blocks of both English Bay and Stanley
Park. There are plentiful opportunities nearby for sightseeing,
entertainment, shopping and dining, all guaranteed to make
your meeting a truly memorable experience!

We are excited and proud to be hosting the 2011 CANN
Scientific Sessions. We anticipate a challenging and
educational scientific program with content for both novice
and expert practitioners, as well as networking opportunities
for neuroscience nurses and our colleagues. Please consider
submission of an abstract! The abstract selection process is a
blind review process, reviewed by the scientific committee.
You may submit your abstract in English or French.
Submissions may be in the categories of neuro assessment,
pediatrics, epilepsy, spine, stroke, brain tumours, professional
development or 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.

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.).
• 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:
Sue Kadyschuk, email: skady@shaw.ca

Acknowledgement of receipt of any files or communication
will be sent via email soon after receipt. If you do not receive
such acknowledgement, or if you need to communicate with
Sue, please contact her at:

Scientific Chair—Vancouver 2011
Sue Kadyschuk
12122 220th Street
Maple Ridge, BC V2X 5R5
(H) 604-466-0677
(W) 604-777-8345
Home email: skady@shaw.ca
Work email: susan.kadyschuk@fraserhealth.ca

Call for abstracts: CANN Scientific
Sessions, June 14–17, 2011
Please consider submitting an abstract for the 42nd Annual Meeting and
Scientific Sessions of the Canadian Association of Neuroscience Nurses
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Critical dates
• November 1, 2010—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, 2011—All abstracts for poster presentations
must be received.

• February 15, 2011—All submissions for the Codman
Award, Brain Tumour Foundation Award, or Medtronic
Award must be received.

Canadian Journal of Neuroscience Nursing has the first
right of refusal for the publication of the Mary Glover,
Codman Award, Brain 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, CANN member and a co-founder of
Brain Tumour Foundation of Canada. It will be presented to
the author or authors of a written paper that demonstrates the
achievement of excellence in neuroscience nursing related to
brain tumours. 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) 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 care of patients with brain

tumours;
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. The paper is relevant to current trends in neuroscience

nursing with brain tumour patients;
7. Demonstrates comprehensive knowledge of the topic.

Style
1. The paper is written according to the manuscript

guidelines for publication as established by the Canadian
Journal of Neuroscience Nursing.

2. The paper shall not exceed 20 double-spaced typed pages.

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, 2011.

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

meeting;
2. The paper will be published in the September 2011 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 a the CANN
Annual Meeting in the year the award is being presented;

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

author(s); this must be stated;
6. The award may not be presented to the same author(s) two

consecutive years;
7. The author(s) may not be the recipient of any other CANN

awards in the same given year;
8. The author(s) must indicate if they have received any

awards from CANN in the past two years. The type of
award and date it was received will be provided to the
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, 2011.

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 aa the
CANN Annual Meeting in the year the award is being
presented;

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

author(s); this must be stated;
6. The award may not be presented to the same author(s) two

consecutive years;
7. The author(s) may not be the recipient of any other CANN

awards in the same given year;
8. The author(s) must indicate if they have received any

awards from CANN in the past two years. The type of
award and date it was received will be provided to the
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, 2011.

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

meeting;
2. The award is presented to the author(s) by a representative

of the Medtronic 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.
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Le Chapitre de l’ACIISN de la Colombie-Britannique vous invi-
te à vivre une magnifique expérience à Vancouver. Située dans
les montagnes de l’ouest canadien et près de l’océan Pacifique,
Vancouver jouit de paysages naturels spectaculaires. En plus
d’avoir une vue magnifique, Vancouver est aussi une métropo-
le moderne, de renommée mondiale pour sa diversité. Les par-
ticipants a la conférence sont invités à demeurer à l’hôtel Coast
Plaza Hotel & Suites, situé près des sites touristiques tels que le
Parc Stanley et English Bay. On y trouve une multitude d’attraits
touristiques, du magasinage, des restaurants, enfin, tout ce qu’il
faut pour faire de votre conférence une expérience mémorable.

Nous sommes fiers d’être les hôtes des sessions scientifiques
de 2011. Nous prévoyons un programme scientifique dyna-
mique avec un contenu éducationnel en français et en anglais,
qui conviendra aux novices autant qu’aux experts. Nous espé-
rons avoir l’occasion d’offrir des présentations en français.
Pour ce, nous avons besoin de vos résumés et présentations en
français pour nos membres qui les désirent. 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 vasculaire cérébral, les tumeurs cérébrales, le déve-
loppement professionnel ou n’importe quel autre sujet qui se
rapportent aux sciences neurologiques. Nous sommes
ouverts à toutes les possibilités!

Nous vous encourageons à participer. Vous pouvez même
faire publier vos travaux dans notre revue : le Journal cana-
dien des infirmières et infirmiers en sciences neurolo-
giques. 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 spé-
cialité, à contribuer à notre programme scientifique.

Les résumés aident :
a) le Comité scientifique à sélectionner des articles appro-

priés et pertinents pour nos membres tout en procurant
une variété de sujets intéressants;

b) les participants de la conférence à choisir les sessions aux-
quelles 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 fera 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 communiquer avec la conseillère du chapitre de
votre région.

Faites parvenir votre demande à :
Sue Kadyschuk, courriel : skady@shaw.ca

Un accusé réception des documents reçus vous sera envoyé
par courriel. Si vous n’avez pas reçu de réponse après une
semaine, ou si vous avez besoin de communiquer avec Sue,
veuillez la contacter à :
Présidente scientifique-Vancouver 2011
Sue Kadyschuk
12122 220th Street, Maple Ridge, BC V2X 5R5
(H) 604-466-0677; (W) 604-777-8345
Courriel maison : skady@shaw.ca
Courriel travail : susan.kadyschuk@fraserhealth.ca

Dates importantes à retenir
• 1er novembre, 2010—Tous les résumés de présentations ou

ateliers doivent être reçus. Si vous désirez faire une deman-
de pour le prix Codman, le prix de la Fondation des
tumeurs cérébrales ou le prix Medtronic, veuillez le men-
tionner dans vote envoi.

• 1er février, 2011—Tous les résumés pour présentations
d’affiche doivent être reçus.

• 15 février, 2011—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.

Demande de résumés : Sessions
scientifiques de l’ACIISN : 14–17 juin, 2011
Veuillez considérer soumettre un résumé pour la 42ème réunion annuelle et les sessions
scientifiques de l’Association canadienne des infirmières et infirmiers en sciences neurologiques
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Les articles doivent être prêts à être publiés avant que le prix
puisse être accordé. La rédactrice en chef du JCIISN peut
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 ou le prix Medtronic.

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, IA, BScN., membre de
l’ACIISN et co-fondatrice de la Fondation canadienne des
tumeurs cérébrales. Il sera présenté à l’auteur ou aux auteurs d’un
travail écrit qui démontre l’atteinte de l’excellence dans le domai-
ne 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 neuro-
logiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention d’appliquer
pour le prix, 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 divulgués aux

patients avec tumeur cérébrale;
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 infirmiers en sciences neurologiques, éducation,
administration ou recherche;

6. Le travail reflète les pratiques courantes en soins infirmiers;
7. Le ou les auteurs démontrent une grande connaissance du

sujet.

Format
1. Le travail est écrit en accord avec les directives établies

pour la rédaction d’un article pour fins de publications

dans le Journal canadien des infirmières et infirmiers en
sciences neurologiques.

2. L’article ne doit pas excéder 20 pages écrites à double espaces.

Choix des gagnants
1. Le travail est choisi par le comité du programme scientifique;

en collaboration avec la rédactrice en chef du Journal cana-
dien 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;

2. Les articles doivent être reçus par le Comité du program-
me scientifique au plus tard, le 15 février 2011.

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 2011.

Publication
1. L’article complété doit être remis à la rédactrice en chef du

JCIISN ou à la personne désignée (réviseur), lors de la
réunion annuelle;

2. La portion monétaire du prix sera gardée jusqu’à la publi-
cation 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 neuro-
logiques (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 au concours
du prix Codman;

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 s’ils ont déjà reçu des prix de

l’ACIISN au cours des deux dernières années. Le type de
prix et la date auquel il a été reçu doivent être 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 courants en

sciences neurologiques;
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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 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 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 program-
me scientifique au plus tard, le 15 février 2011.

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 publi-
cation 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 neuro-
logiques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention de par-
ticiper au concours;

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 s’ils ont déjà reçu des prix de

l’ACIISN au cours des deux dernières années. Le type de
prix et la date auquel il a été reçu doivent être 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 neu-

rologiques;
3. Le ou les auteurs présentent un développement d’idées

logiques basé sur des connaissances scientifiques et sur la
littérature sur le sujet;

4. Le ou les auteurs démontrent de l’originalité et de la
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 doi-
vent faire parvenir leur travail au Comité du programme
scientifique au plus tard, le 15 février 2011.

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 repré-

sentant 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 2011.
2. La portion monétaire du prix sera gardée jusqu’à la publi-

cation dans le JCIISN.
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Manuscript Guidelines
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1. The Canadian Journal of Neuroscience Nursing is a peer-
reviewed journal.

2. APA is used for both the body of the paper
and the references.

3. Papers must be word processed and submitted in Word
6.0 or WordPerfect format. A hard copy and disk may be
sent by mail or the paper may be submitted by email
attachment to Theresa Green, Editor, 1468 Northmount
Dr. N.W., Calgary, Alberta T2L 0G6 or cjnn@cann.ca

4. All papers received are reviewed for content by peer
reviewers and for format by the editor. This process
usually takes five to eight weeks. Papers may be accepted
as submitted, returned for revisions, or returned with
feedback.

5. Manuscript guidelines
• Maximum length is 6,000 words or 20 pages
• Margins 1”, double-spaced, Times New Roman, 12 pt

font size
• Title page with full title, name, and institutional

affiliation
• Abstract of fewer than 200 words
• Left justified, paragraphs indented 5 spaces
• Headings often include: Introduction, review of the lit-

erature (conceptual and data based), research question/
objectives/hypotheses/or clinical concern, methodolo-
gy and method, analysis/findings, discussion including
specific clinical implications/recommendations, sum-
mary/conclusions, and references. (Please note, not all
these headings are needed or may apply to all papers)

• Abbreviations should always be preceded by the full
term. An example would be traumatic brain injury
(TBI)

• Drugs are cited using the generic name in lowercase
letters and brand names in parentheses.

6. For further information, please refer to the American
Psychological Association. (2009). Publication manual
of the American Psychological Association (6th ed.).
Washington, DC: American Psychological Association.

Le journal canadien des
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Réglements de
publication dans le JCIISN

1. Le Journal canadien des infirmiers et infirmières en
sciences neurologiques est une publication révisée par
ses propres membres.

2. APA est utilisé pour la rédaction du journal et pour les
références.

3. Les manuscrits doivent être transcrits par traitement de
texte utilisant Word 6.0 ou Word Perfect. Une copie, sur
papier et disquette, peut être envoyée par la poste ou le
manuscrit peut être envoyé par courriel à Theresa Green,
rédactrice en chef, 1468 Northmount Dr. N.W., Calgary,
Alberta T2L 0G6 ou cjnn@cann.ca

4. Le contenu de tous les manuscrits reçus est révisé par
réviseurs puis adapté pour fins de publication par la
rédactrice en chef. Ce processus nécessite environ 5 à 8
semaines. Les articles pourraient être acceptés tels quels,
retournés pour révision ou retournés accompagnés de
commentaires.

5. Spécifications se rapportant à la rédaction du manuscrit :
• Longueur maximale du manuscrit : 6000 mots ou 20

pages.
• Marges de 1 pouce, double interligne, « Times New

Roman », 12 lettres au pouce
• Page titre avec titre complet, le nom et le lieu d’emploi

de l’auteur
• Un résumé de moins de 200 mots doit être inclu.
• Marge de gauche, laisser 5 espaces pour les nouveaux

paragraphes
• Les entêtes peuvent inclure : introduction, revue de la

litérature, (concept et données), but de la recherche,
objectifs, hypothèses, aspect clinique, méthodologie et
méthodes, analyses et résultats, discussions avec
implications d’ordre clinique, recommendations, résumé
et conclusion, références. Veuillez prendre note que
toutes ces entêtes ne s’appliquent pas nécessairement à
tous les manuscrits présentés au comité

• Les abréviations doivent toujours être précédées du
terme complet, par exemple : Accident cérébrovasculaire
(ACV)

• Les médicaments sont nommés utilisant le terme
générique écrit en lettres minuscules et le nom
commercial écrit entre parenthèses.

6. Pour de plus amples informations, veuillez consulter la
publication suivante : The American Psychological
Association. (2009) Publication Manual of the American
Psychological Association (6e éd.) Washington, DC.




