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Structure of the case report
“Focus on your single educational message. Start with a brief 
abstract and a list of key words. The case description follows, 
and should contain the essential details and relevant test results, 
with normal values in parentheses. The discussion section comes 
next. The theme should be your educational message. Cite the 
literature only as needed to make your point; do not present your 
entire literature review. A review article is very different from a 
case report. Highlight the significance of what you are presenting 
and what your colleagues should learn—clearly and briefly! End 
with a summary or conclusions paragraph, which is generally 
your take-home message.” (Friedman, 2006, p. 343)

Guidelines for writing patient case report manuscripts 
(Cohen, 2006; Kogan & Shea, 2003)
(The following checklist is comprehensive; some items may 
NOT apply to all types of case reports*.)
I. Abstract

• Introduction and objective
• Case report
• Discussion
• Conclusion

II. Introduction
• Describe the subject matter
• State the purpose of the case report
• Provide background information
• Provide pertinent definitions
• Describe the strategy of the literature review and provide 

search terms
• Justify the merit of the case report by using the literature 

review
• Introduce the patient case to the reader
• Make the introduction brief and less than three  

paragraphs

III. Patient case presentation*
• Describe the case in a narrative form
• Provide patient demographics (age, sex, height, weight, 

race, occupation)
• Avoid patient identifiers (date of birth, initials)
• Describe the patient’s complaint
• List the patient’s present illness
• List the patient’s medical history

Editorial

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

The Victoria Centre, 84 Isabella Street, Pembroke, Ontario  K8A 5S5, email: info@pappin.com
Managing Editor: Heather Coughlin; Layout and Design: Sherri Keller
Advertising space is available/Disponibilité d’espaces pour messages publicitaires
For information, contact Heather Coughlin, Advertising Manager, Pappin Communications, 
The Victoria Centre, 84 Isabella Street, Pembroke, Ontario, K8A 5S5; telephone: 613-735-0952; fax: 613-735-7983
email: heather@pappin.com or visit our website at www.pappin.com

The CJNN is one of only two international nursing journals with 
a focus on neuroscience nursing. We at CJNN (the editorial staff 
and CANN board of directors) have had to make the difficult 
decision to reduce publication frequency from quarterly (four 
times per year) down to three editions per year. The reason 
behind this decision relates to the current lack of submitted arti-
cles for peer review and potential publication in the journal; it 
is difficult to put out a quality edition with only one or two new 
manuscripts. We would like to encourage Canadian neurosci-
ence nurses to share their insights and expertise with colleagues 
by writing about challenges and achievements in patient care, 
experiences encountered on a daily basis, or about unique/inter-
esting cases that may inform others in their practice.

Case reports are a good way to “get into” scholarly (academic) 
writing mode and are a traditional way of conveying knowledge 
and advancing practice. Indeed, many nurses find health con-
cepts easier to assimilate if they can be associated with an actual 
patient or patient experience. Information about what actually 
occurs in the practice setting can also inspire questions leading 
to observational or experimental research (Green & Johnson, 
2000). The case report is a specific type of research writing that 
reports on an aspect of the management of one or two patients 
and can take the form of an educational report, a diagnostic/

assessment report, or a treatment or management report. Edu-
cational reports offer readers up-to-date patient management 
strategies and a brief literature review. Diagnostic or assessment 
reports describe how nurses assess a patient and may report fol-
low-up assessments, but not actual treatment. Treatment/man-
agement reports give a full picture of assessment, management, 
and outcomes of treatment for a particular patient.

As with research study results, case reports can present retro-
spective, prospective, and time series data. In addition, certain 
elements must be present in a case report and there are tem-
plates or guides that can help frame the written manuscript (see 
the Uniform Requirements for Manuscripts Submitted to Bio-
medical Journals; http://www.icjme.org/index.html). A well-
written case report should be objective, structured, and contain 
a clear message for the reader. It is very important that the 
author be clear about the purpose of writing the case report—to 
describe and discuss a clinical event, not to prove anything and 
not to generalize beyond the actual case. As the author did not 
control variables, as with a rigorous research study, confound-
ing factors may well have influenced the outcomes described 
in the case report. It is also essential that you obtain written 
consent from the patient’s family and the patient, if appropriate, 
and document that consent on the patient’s chart.

continued on page 5…
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• List the patient’s family history
• List the patient’s social history
• List the patient’s medication history before admission 

and throughout the case report
• Ensure that the medication history includes herbals, 

vaccines, depot injections, nonprescription medications, 
and state that the patient was asked for this history

• List each drug’s name, strength, dosage form, route, and 
dates of administration

• Verify the patient’s medication adherence
• Provide renal and hepatic organ function data in order 

to determine the appropriateness of medication dosing 
regimens

• List the patient’s drug allergy status, including the name 
of the drug (brand or generic) and the date and type of 
reaction

• List the patient’s adverse drug reaction history and the 
dates of the reaction

• Provide pertinent serum drug levels and include the time 
of each level taken and its relationship to a dose

• Provide the patient’s dietary history
• Provide pertinent findings on physical examination
• Provide pertinent laboratory values that support the 

case
• Provide the reference range for laboratory values that 

are not widely known or established
• List the completed diagnostic procedures that are 

pertinent and support the case
• Paraphrase the salient results of the diagnostic 

procedures

• Provide photographs of histopathology, roentgenograms, 
electrocardiograms, skin manifestations, or anatomy as 
they relate to the case

• Obtain permission from the patient to use the patient’s 
photographs, or follow institutional guidelines

• Provide the patient’s events in chronological order
• Ensure a temporal relationship
• Ensure a causal relationship
• Ensure that the patient case presentation provides 

enough detail for the reader to establish the case’s 
validity

IV. Discussion*
• Compare and contrast the nuances of the case report 

with the literature review
• Explain or justify the similarities and differences between 

the case report and the literature
• List the limitations of the case report and describe their 

relevance
• Confirm the accuracy of the descriptive patient case 

report
• Establish a temporal relationship (timing of the 

relationship between a factor and an outcome)
• Establish a causal relationship (the relationship between 

cause and effect)
• Report the validity of the case report by applying 

a probability scale such as the Naranjo nomogram 
(Naranjo, Busto, Sellers, et al., 1981)

• Summarize the salient features of the case report
• Justify the uniqueness of the case
• Draw recommendations and conclusions

���������������������������������������������������������
���������������������������������������������������������
������������������������������������������������������������

������������������������������������������������

������������������������������������������������������
���������������������������������������������������������

������������������������������������������������������
������������������������������������������������������
������������������������������������������������
�����������������������

�������

�������

�������

������������

���������

�����������

����������
����������

(Graf, 2008)

…continued from page 4
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V. Conclusion
• Provide a justified conclusion
• Provide evidence-based recommendations
• Describe how the information learned applies to one’s 

own practice
• List opportunities for research
• Ensure that this section is brief and does not exceed one 

paragraph

Content that should not be included (Cohen, 2006) 
The following should NOT be included in a case report: 
1. Information that may identify the patient

A. Initials, date of birth (year is enough) 
B. Specific dates, e.g., hospital admission date 
C. Also, blackout identifying features in photos

2. Routine information that does not contribute to the  
diagnosis 
A. Daily vital signs 
B. Transfer from one hospital department to another

3. Extensive literature review 
A. Don’t include exhaustive review of normal cases 
B. Do include review of all similar (unusual) cases 
C. Do include selective review of cases that can be 

contrasted with yours

Steps to publishing a case report 
(adapted from Brodell, 2000)
1. A patient with an interesting condition presents to your 

clinical practice area
2. Identify a “take-home” message or teaching point from the 

case. Why is this case important?
3. Choose a journal appropriate for publishing the case report 
4. Obtain the journal’s “guidelines for authors”
5. Enlist a colleague to help share the workload
6. Perform a literature search of journals, textbooks, and 

electronic media
7. Compile all source articles in a file
8. Write up the case and discussion in the required format 

using citations to identify sources of information
9. Email or upload your manuscript with cover letter to the 

journal
10. Obtain reviewers’ comments and advice for revision
11. Revise paper using reviewers’ comments
12. If the article is not accepted by the journal, submit article 

to a second journal

Whether you are a clinical nurse or a clinical researcher and 
you have never published before, writing a case report is a good 
place to start. You can contribute to nursing knowledge and 
help others beyond your own clinical practice area.

Teri Green, Editor, CJNN

Websites of interest
Canadian Association of Neuroscience Nurses and  
Canadian Journal of Neuroscience Nursing website: www.cann.ca
Check this site often for updates on information. 
Reports will be on the website.

Canadian Nurses Association: www.cna-nurses.com

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

Canadian Journal of Neurological Sciences: www.CJNS.org

World Federation of Neuroscience Nurses: www.WFNN.org 
All CANN members are automatically members of WFNN.
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La structure d’un rapport de cas
« Concentrez-vous sur un seul message éducatif. Commencez par 
un court résumé et une liste de mots clés. S’ensuit la description 
du cas, qui devrait contenir les détails essentiels et les résultats 
des tests en rapport avec le cas, où les valeurs normales appara-
issent entre parenthèses. La section dédiée à la discussion vient 
ensuite. Le thème devrait être votre message éducatif. Ne citez 
les publications que lorsque c’est nécessaire pour soutenir votre 
propos; ne présentez pas l’intégralité des publications traitant 
de ce sujet. Un article de synthèse est très différent d’un rapport 
de cas. Soulignez l’importance de ce que vous présentez et ce 
que vos collègues devraient retenir—clairement et brièvement! 
Finissez par un résumé ou un paragraphe de conclusion, qui est 
en général ce dont les gens se souviennent. » 

(Traduction de Friedman, 2006, p. 343)

Guide pour la rédaction du manuscrit du rapport de cas 
d’un patient (Cohen, 2006; Kogan, & Shea, 2003)
(La liste suivante est exhaustive; certains éléments peuvent ne 
PAS s’appliquer à tous les types de rapport de cas*.)
I. Résumé

• Introduction et objectif
• Rapport de cas
• Discussion
• Conclusion

II. Introduction
• Décrivez le sujet
• Précisez le but du rapport de cas
• Fournissez des informations sur le contexte
• Fournissez les définitions pertinentes
• Décrivez la stratégie de recension des publications et 

fournissez les termes de recherche
• Justifier le mérite du rapport de cas à l’aide de la recen-

sion des publications
• Présentez le cas du patient au lecteur
• Écrivez une introduction courte, ne dépassant pas trois 

paragraphes

III. Présentation du cas de patient *
• Décrivez le cas de façon narrative
• Donnez les caractéristiques du patient (âge, sexe, taille, 

poids, race, métier) 
• Évitez les informations qui permettraient de reconnaitre 

le patient (date de naissance, initiales)
• Décrivez les plaintes du patient
• Présentez la maladie actuelle du patient
• Présentez les antécédents médicaux du patient
• Présentez les antécédents familiaux du patient
• Présentez l’histoire sociale du patient
• Établissez l’historique de la médication du client avant 

son admission et durant le rapport de cas

Éditorial
Le Journal canadien des infirmiers et infirmières en sciences 
neurologiques est l’un des deux journaux au monde à se 
concentrer sur les sciences infirmières en neurologie. Au JCIISN 
(La rédaction et le conseil d’administration de l’ACIISN), nous 
avons dû prendre la pénible décision de passer d’une publication 
quadrimestrielle (quatre numéros par année) à trois numéros 
par année. La raison derrière cette décision a trait au manque 
actuel d’articles soumis à révision et pouvant être publiés dans 
le journal. Il est difficile de sortir un numéro de qualité avec 
seulement un ou deux manuscrits. Nous aimerions encourager 
les infirmières et infirmiers en neurosciences à partager leurs 
idées et leur expertise avec leurs collègues au travers de leurs 
défis et réussites dans le soin des patients, de leurs expériences 
journalières, ou de cas uniques/intéressants qui pourraient 
profiter à la pratique d’autres professionnels.

Les rapports de cas constituent un bon moyen de « se mettre » 
à un style d’écriture universitaire (académique) et sont une 
façon traditionnelle de transmettre des connaissances et de 
promouvoir nos pratiques. En effet, certains membres du 
personnel infirmier trouvent plus facile d’assimiler certains 
concepts lorsqu’ils sont associés à un véritable patient ou 
à ses expériences. Les informations sur ce qui se pratique 
véritablement dans le milieu des soins peuvent aussi amener 
certaines questions, celles-ci provoquant alors des recherches 
par observation ou expérimentales (Green, & Johnson, 2000). 
Le rapport de cas constitue un type d’article bien précis qui 
décrit un aspect de la gestion d’un ou deux patients. Il peut 
se présenter sous la forme d’un rapport éducatif, un rapport 

de diagnostic/d’évaluation, ou un rapport de traitement ou 
de gestion. Les rapports éducatifs donnent aux lecteurs un 
compte-rendu à jour des stratégies de gestion des patients et 
un survol des publications à ce sujet. Les rapports de diagnostic 
ou d’évaluation décrivent comment le personnel infirmier 
évalue un patient et rendent compte des évaluations de suivi 
mais pas des traitements. Les rapports de traitement/de gestion 
présentent l’intégralité des moyens d’évaluation, de gestion et 
les résultats du traitement sur un patient précis.

Tout comme les résultats des études de recherche, les études de 
cas peuvent présenter des données rétrospectives, prospectives 
et chronologiques. De plus, certains éléments doivent être 
présents dans une étude de cas. L’auteur peut cependant s’aider 
de modèles et guides à la rédaction pour rédiger le manuscrit. 
(voir « Uniform Requirements for Manuscripts Submitted 
to Biomedical Journals » à la page http://www.icjme.org/
index.html). Une étude de cas bien écrite doit être objective, 
structurée, et doit adresser au lecteur un message clair. Il est très 
important que les intentions de l’auteur soient claires—décrire 
et discuter d’un évènement clinique, et non prouver quoi que ce 
soit ou généraliser au-delà du cas donné. L’auteur n’ayant pas le 
contrôle des variables—à la différence d’une étude de recherche 
rigoureuse—des facteurs confus peuvent parfaitement avoir 
influencé les résultats décrits dans le rapport de cas. Il est 
également essentiel d’obtenir par écrit le consentement du 
patient et de sa famille, si nécessaire, et de faire apparaitre sur 
le dossier du patient que son consentement a été obtenu.
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• Assurez-vous que l’historique comprend la phytothéra-
pie, les vaccins, les injections dépôts, la prise de médi-
caments en vente libre. Précisez que cet historique a été 
demandé au patient

• Dressez la liste du nom de chaque médicament, leur 
concentration, forme posologique, voie et date de leur 
administration

• Vérifiez l’adhésion du patient à sa médication
• Fournissez des données sur le fonctionnement des orga-

nes rénaux et hépatiques afin de déterminer si le dosage 
est approprié

• Précisez les allergies du patient aux médicaments, dont 
le nom du médicament (marque ou générique) et la date 
et le type de réaction

• Établissez un historique des réactions défavorables aux 
médicaments et la date de la réaction

• Fournissez la concentration sérique des médicaments 
pertinents et précisez le temps durant lequel chaque 
niveau de concentration a été pris et sa relation à la 
dose

• Fournissez un historique de l’alimentation du patient
• Fournissez les découvertes pertinentes faites lors des 

examens physiques
• Fournissez les valeurs de laboratoires pertinentes qui 

appuient ce cas
• Fournissez l’intervalle de référence pour les valeurs 

de laboratoire qui ne sont pas largement connues ou 
établies

• Énumérez les procédures de diagnostic complétées qui 
sont pertinentes et appuient le cas

• Paraphrasez les résultats saillants des procédures de 
diagnostic

• Fournissez des photographies de l’histopathologie, des 
radiographies, électrocardiogrammes, manifestations 
épidermiques ou de l’anatomie si elles se rattachent au 
cas

• Obtenez du patient la permission d’utiliser les pho-
tographies du patient ou suivez les lignes directrices 
institutionnelles

• Fournissez une liste chronologique des évènements 
vécus par le patient

• Établissez un lien temporel
• Établissez un lien causal
• Assurez-vous que la présentation du cas fournisse suf-

fisamment de détails au lecteur afin que ce dernier en 
reconnaisse la validité

IV. Discussion*
• Comparez et contrastez les nuances entre rapport de cas 

et la recension des publications
• Expliquez ou justifiez les similarités et les différences 

entre le rapport de cas et les publications
• Énumérez les limites du rapport de cas et décrivez leur 

pertinence
• Confirmez l’exactitude du rapport de cas descriptif du 

patient
• Établissez un lien temporel (rapport de temps entre un 

facteur et sa conséquence)
• Établissez un lien causal (rapport de cause à effet)
• Déclarez la validité du rapport de cas en vous servant 

d’une échelle de probabilité comme le nomogramme 
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Naranjo (Naranjo, Busto, Sellers, et al., 1981)
• Résumez les faits saillants du rapport de cas
• Justifiez la nature unique du cas
• Tirez des recommandations et des conclusions

V. Conclusion
• Fournissez une conclusion justifiée
• Fournissez des recommandations fondées sur des 

preuves
• Décrivez en quoi les informations apprises s’appliquent 

à la pratique de chacun
• Établissez les opportunités de recherche
• Assurez-vous que cette section soit courte et ne dépasse 

pas un paragraphe

Les informations qui ne doivent pas apparaitre  
(Cohen, 2006) 
Les points suivants ne devraient pas apparaitre dans un rap-
port de cas :
1. Les informations qui permettent d’identifier le patient

A. Initiales, date de naissance (l’année suffit)
B. Des dates spécifiques (exemple : la date d’admission à 

l’hôpital)
C. Également, noircissez sur les photographies les traits 

propres au patient qui permettraient de l’identifier

2. Les renseignements généraux qui ne contribuent pas au 
diagnostic
A. Les signes vitaux, sur une base journalière
B. Le transfert du service d’un hôpital à un autre

3. Une recension exhaustive des publications
A. Ne joignez pas une recension exhaustive des publica-

tions traitant de cas normaux
B. Joignez une synthèse de tous les autre cas (exception-

nels) similaires

C. Joignez une synthèse sélective des cas qui présentent 
un contraste avec le vôtre

Les étapes pour publier un rapport de cas  
(adapté de Brodell, 2000)
1. Un patient avec un trouble intéressant qui se rapporte à 

votre domaine de pratique clinique
2. Identifiez un message ou un point éducatif  à tirer du cas. 

Pourquoi est-ce important?
3. Choisissez une revue appropriée à la publication de ce rap-

port de cas
4. Obtenez les « principes directeurs à l’intention des auteurs » 

de la revue
5. Obtenez l’aide d’un collègue pour partager la tâche
6. Effectuez une recherche des publications sur le sujet parues 

dans les revues, manuels et les médias électroniques
7. Compilez tous les articles dans un dossier
8. Rédigez le cas et la discussion au format demandé et citez 

les articles afin d’identifier les sources d’information
9. Envoyez votre manuscrit par courriel ou téléchargez-le, et 

joignez une lettre d’accompagnement pour la revue
10. Obtenez les commentaires et conseils des lecteurs critiques 

pour d’éventuelles corrections
11. Corrigez votre article à l’aide des commentaires des lecteurs 

critiques
12. Si l’article n’est pas accepté par la revue, soumettez-le à une 

autre revue

Que vous soyez un(e) infirmier/infirmière clinicien(ne) ou un 
chercheur/une chercheuse et que vous n’avez jamais publié 
auparavant, la rédaction d’un rapport de cas est un bon point 
de départ. Vous pouvez contribuer aux connaissances en sci-
ences infirmières et aider d’autres personnes au-delà de votre 
propre domaine de pratique clinique.

Theresa Green, Rédactrice en chef, JCIISN

Brodell, R.T. (2000). Do more than discuss that unusual case. 
Write it up! Postgraduate Medicine, 108(2).

Cohen, H. (2006). How to write a patient case report. Am J 
Health-Syst Pharm, 63,1888–92. 

Friedman, J. (2006). The case for … writing case reports. 
Paediatric Child Health, 11(6), 343–344.

Graf, J. (2008). Handbook of Biomedical Research Writing: The 
Clinical Case Report. Retrieved from http://www.hanyangowl.org/
media/biomedical/clinicalcasereport.pdf

Green, B., & Johnson, C. (2006). Writing Case Reports. Journal 
of Sports Chiropractic & Rehabilitation, 14(3), 51–59.

Kogan, J.R., & Shea, J.A. (2003). An assessment measure to evaluate 
case write-ups in a medicine core clerkship. Med Educ, 37(11), 1035–6.

Naranjo, C.A., Busto, U., Sellers, E.M., et al. (1981). A method 
for estimating the probability of adverse drug reactions. Clin Pharmacol 
Ther, 30(2), 239–45. doi:10.1038/clpt.1981.154

Singer, P.A. (2004). Consent to the publication of patient 
information. BMJ, 329, 566–8.

Références



10 Volume 33, Issue 2, 2011 • Canadian Journal of Neuroscience Nursing

What’s new in research

Treating sleep disorder improves  
stroke recovery, study finds
TORONTO, April 5/CNW — A new study shows that patients 
in stroke rehabilitation treated for their co-existing obstructive 
sleep apnea (OSA) recovered better from stroke than those 
whose OSA was not treated.

The study, published in the April edition of the journal Stroke, 
found “significant improvements” in functional and motor out-
comes, as well as the mood, of stroke rehabilitation patients 
who received continuous positive airway pressure (CPAP), a 
small mask placed over the patient’s nose during sleep that alle-
viates OSA.

“These new findings are important because functional and 
motor impairments are often the most disabling features of 
stroke, limiting people’s mobility and participation in daily 
activities,” says Dr. Clodagh Ryan, lead author of the Toronto 
Rehab study. Dr. Ryan is assistant director of Toronto Rehab’s 
Sleep Research Laboratory and an adjunct scientist.

“If stroke patients get greater improvement in motor and func-
tional outcomes, such as the ability to walk, dress and bathe 
themselves without assistance, they are going to be more inde-
pendent and will function better at home.”

Stroke is a leading cause of disability in Canada. Only 10 per 
cent of people who have a stroke recover completely. The rest 
are left with permanent or long-lasting disability. The impact for 
stroke survivors, and for their families, can be enormous.

OSA is a disorder that causes a person to stop breathing repeat-
edly during sleep because of recurrent collapse of the throat. 
About five to 10 per cent of otherwise healthy people are 
believed to have OSA—but as many as 70 per cent of stroke 
patients have the disorder. Stroke patients with OSA have 
greater functional impairment and higher death rates than 
stroke survivors without OSA.

The new study involved 44 inpatients in Toronto Rehab’s stroke 
rehabilitation service. All were diagnosed with OSA. Half of 
the patients were treated with CPAP, while the other half did 
not receive CPAP.

“The impact on patients’ mobility, which is the major problem 
for most of our stroke patients, was quite dramatic,” says study 
co-author Dr. Douglas Bradley, a Toronto Rehab senior investi-
gator who heads the hospital’s Sleep Research Laboratory.

During the four-week trial, he says, patients treated with CPAP 
showed “a markedly greater improvement in walking distance 
within six minutes, a test used to determine walking ability, 
compared to those not treated for sleep apnea.”

Impaired motor function of the leg is a major limitation to 
stroke recovery because it limits functional independence, the 
authors note. CPAP usage “could improve functional indepen-
dence and hasten return to community living.”

How CPAP treatment produced these benefits is not clear. It 
could be due to increased brain blood flow and oxygen delivery, 
which alleviates adverse cardiovascular effects of sleep apnea, 
and possibly through enhanced “neuroplasticity,” the authors 
suggest. Notably, CPAP treatment had marginal, if any, effects 
on cognitive outcomes in the new study.

The new study builds on previous research by Dr. Bradley that 
showed OSA plays a role in inhibiting recovery from stroke. His 
earlier studies found that stroke patients who have OSA spend 
much longer in rehabilitation and do not recover as well physi-
cally compared to stroke patients without the sleep disorder.

“With this study, we’ve moved forward to actually treat obstruc-
tive sleep apnea in these patients, and the results are exciting,” 
says Dr. Bradley. “These findings have implications for people’s 
independence and quality of life, and for reducing the burden 
on caregivers and the healthcare system.”

Although the findings are encouraging, several study limi-
tations, including the small sample size, make it difficult to 
know whether the results apply to the general stroke popula-
tion, the authors say. Also, larger, longer-term trials are needed 
to determine whether such improvements persist over longer 
periods.

The study’s other authors are Drs. Mark Bayley and Robin 
Green of Toronto Rehab, and Dr. Brian Murray of Sunnybrook 
Health Sciences Centre. The authors all hold appointments at 
the University of Toronto, and Drs. Ryan and Bradley also work 
at Toronto General Hospital, University Health Network.

The study was supported by an operating grant from the Physi-
cians’ Service Incorporated Foundation.

About Toronto Rehab
One of North America’s leading rehabilitation sciences centres, 
Toronto Rehab is revolutionizing rehabilitation by helping 
people overcome the challenges of disabling injury, illness or 
age related health conditions to live active, healthier more 
independent lives. Affiliated with the University of Toronto as 
a teaching and research hospital, Toronto Rehab integrates 
innovative patient care, groundbreaking research and diverse 
education to build healthier communities and advance the 
role of rehabilitation in the health system. Find out how at 
www.torontorehab.com.

From Clodah, M., Bayley, M., Green, R., Murray, B., & Bradley D. 
(2011). Influence of continuous positive airway pressure on outcomes 
of rehabilitation in stroke patients with obstructive sleep apnea. Stroke, 
42, 1–6. doi: 10.1161/STROKEAHA.110.597468. Copyright (2011) 
CNW Group Ltd. Reprinted with permission.
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NurseONE.ca
What is it and  
what can it do for you?
NurseOne.ca, a product of the Canadian Nurses Association, 
is an online nursing site offering a number of features to nurses 
across the country. These include: 

• Access to an extensive e-library specifically designed for 
nurses, thus allowing you access to articles with full text on 
CINAHL and MEDLINE.

• “Practice links” to online learning programs on the NurseOne 
site, which will enhance your knowledge on a variety of issues 
including health care policy and clinical practice.

• Resources available on the site will provide you with continu-
ing competence, career development assistance, and continu-
ing educational opportunities; and

• Guidelines and opportunity to develop and maintain ongo-
ing documentation of your own continuing education and 
certifications.

Publish your manuscript in the  

Canadian Journal of Neuroscience Nursing
We welcome the submission of original manuscripts in the areas of research, theory, practice, policy and education, which are 

of interest to the neuroscience nursing community. Submit manuscripts to Theresa Green, Editor, at cjnn@cann.ca 

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

Qu’est ce que c’est et que  
pouvez-vous faire sur ce site ?
NurseOne.ca est issu de l’Association des Infirmières et 
Infirmiers du Canada. Ce site de soins infirmiers en ligne 
offre un certain nombre de fonctions pour les infirmières et 
infirmiers partout au pays. Ceci comprend :

• Un accès à une bibliothèque virtuelle complète qui cible 
spécifiquement le personnel infirmier, vous permettant 
d’accéder aux articles avec les textes complets de CINAHL 
et MEDLINE.

• Des liens pratiques vers les programmes d’apprentissage en 
ligne sur le site NurseOne qui vous permettront d’améliorer 
vos connaissances sur une variété de sujets comprenant les 
politiques de soins de santé et la pratique clinique.

• Les ressources disponibles sur le site vous fourniront un suivi 
de compétence, une aide au développement de carrière, des 
opportunités de formation continue, mais aussi

• Des lignes directrices et des opportunités de développer et 
maintenir de la documentation continue pour vos formations 
permanentes et vos certifications.

NurseONE.ca
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42nd Annual General  
Meeting Minutes

June 16, 2011, 0830–1100 
Coast Plaza Hotel, Vancouver, BC 

Guilford Barclay Room

1. Call to order and opening remarks
• Meeting called to order by Deb Holtom, interim president 

at 0835
• Quorum met, 62 members in attendance

2. Agenda—additions/approval
• Addition of future conferences under new business 7.6

Motion by Cindy Hartley to accept the agenda with the addi-
tion of future conferences under new business, seconded by 
Liz Gray, carried.

3. Acceptance of 2010 AGM Meeting Minutes Quebec City, 
Quebec
• Deb read the minutes from last year’s AGM meeting in 

Quebec City.
Motion by Janet Chaney to accept the minutes as read 
from the AGM Meeting in Quebec City, seconded by Jill 
Kamensek, carried.

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

Waterhouse
• Karen presented a summary of the changes made to 

the Legislation and Bylaws and Terms of Reference 
as follows:
Changes were made to the L & B and the TOR of the 
president related to Neglect of Duties. The wording 
was looked at in January following the resignation of 
Sandra Berube as our president for 2010–2011 and 
it was felt that the terms needed to be written more 
clearly. These changes were approved at the midyear 
BOD meeting in January and are as follows:

V. Inability to Fulfill Duties
1. In the event of the death, resignation, absence 

or inability for any cause of the President to 
carry out the duties of the Presidency, the Vice 
President shall perform these duties until the 
President can resume the duties. If the Presi-
dent is unable to resume their duties, the Vice 
President will assume their duties for the 
remainder of the term at the discretion of the 
board and in that event the Past President shall 
remain on for one more term

• Other minor changes included:
■ Moving of booking of hotel for midyear from the 

VP TOR to the treasurer’s TOR
■ Membership cards will be signed by the member-

ship chair
■ Addition of the Application for the Abstract Award
■ Under the CJNN TOR changes were made to reflect 

the decrease in publication of the journal from four 
issues to three issues a year.

■ Deletion of the Lynn Ann Baldwin scholarship 
award guidelines. The last of the award money was 
handed out in 2010

Motion by Lynn Joseph to accept the Legislation and Bylaw 
changes as presented, seconded by Mary Ann Regan, 62 in 
favour, 0 no.

Motion by Wilma Koopman that the Legislation and Bylaws 
be posted on the General CANN website for members and 
non-members, seconded by Judy Wilson. Discussion fol-
lowed. Vote 58 in favour, 4 no, 0 abstained, carried.

5. Correspondence
5.1 AANN

• Executive unable to attend the meeting in Kansas 
City. Teri Green, editor of CJNN, attended on our 
behalf

5.2 Canadian Neurological Sciences Foundation (CNSF)
• Conference call with the CNSF in January
• The CNSF would like to have more collaboration with 

us in planning of meetings to help decrease costs
• The CNSF is in financial difficulties. CANN did not 

receive any funding from them this year for our meet-
ing. There will be no further funding from the CNSF 
until in better financial shape

5.3 Letter from Dr. Morley’s daughter was read. He was a 
founding member of CANN, along with Jessie Young

6. Reports (those not on website)
6.1 Treasurer’s Report

• Presented budget for 2011–2012 to the membership
• Discussion re. monies for research/award papers and 

dispersal of funds once paper published. Concerns 
regarding when research money is paid out. This year 
money was given out early
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• Review research award guidelines and add that money 
for research award will be paid out in June of each 
year at the annual meeting

• Question from Wilma, can we add print button to 
print off own membership card rather that sending 
out

• Aline discussed problems with registering online and 
the changes we are looking at to try and improve. 
Currently registration forms can be submitted with 
incomplete information or without the payment. 
Aline reports that it can take up a lot of time trying 
to contact these individuals for their payment and 
information. Also, it is difficult to match up the Pay-
Pal fees submitted with the registration forms. The 
fees may have been submitted under someone else’s 
name. CANN national is looking at adding Wufoo to 
help connect every registration form to PayPal where 
one cannot send registration form without paying 
and without completing registration form

• With every registration paid online through PayPal, 
we are charged a service fee per transaction, which 
is a percentage of the total amount paid. The service 
fee was to be added to registration fee for the CANN 
annual meeting this year, but it was missed. For this 
year the fee has been included in the expenses for the 
meeting and this will be changed for 2012

• Discussion re. members-only site on the website. 
Mark reviewed the email from Sharron regarding 
the costs of setting up the site. Will get Sharron to 
get quotes and referrals from the two individuals who 
do IT work on the side

• Discussion followed re. reviewing what other organi-
zations are doing, can we explore this with the CNA 
and what are their costs. Also, could there be the 
option of opting out of receiving the journal in hard 
copy and have access online to it instead to cut down 
on costs of publication of the journal

• Concerns were brought forth re. costs of having a 
members-only site from the floor (Lisa Pearlman). 
Do we need to do this? Janice Nesbitt pointed out 
that we need a members-only site to have the journal 
available online, otherwise no revenue from journal. 
Lynn Joseph also commented that other organiza-
tions have access to a members-only site

Motion by Nancy Thornton to approve the proposed budget 
as presented for 2011–2012, seconded by Janet Chaney, 62 
in favour, 0 No, carried.

7. New Business
7.1 Update from BOD meeting June 14, 2011

• No translation chairperson. Presently hiring transla-
tors on an as needed basis for the CJNN. Translator 
position remains open if anyone is interested in filling 
the position on the board

• Standards of Practice. Please review and send any 
suggestions for revisions to the BOD

• Award winners will be announced at the annual 
luncheon

• Research Award granted for $3,600 will be announced 
at lunch

• Online registration issues. Wufoo and PayPal
• Discussion re. chapters with large sums of money sit-

ting in their accounts. Reminder from Mark that we 
are a non-profit organization

• Is in the TOR that the councillors are to submit 
a report regarding a budget from their chapters 
(includes fundraising, expenses, etc., and what are 
plans to spend the money)

• Changes to call for abstracts and award for abstract. 
The winner will be reimbursed at the annual meeting 
following their presentation and changes to abstract 
guidelines

7.2 Strategic Plan 2008–2011
• Karen reviewed the strategic plan. Most goals have 

been met or are ongoing
• New goals for 2012–2015 are:

• Facebook/blog on the website. A blog was set up 
late last week on the website and we have created a 
Facebook group as of June 14, 2011. Will re-evalu-
ate at the midyear meeting how things are going 
with the blog and Facebook group

• Link to NurseOne on our website
• Online members access to past journal articles
• Online purchase of single articles for non-mem-

bers. Currently to purchase a single article is 
cumbersome and it needs to be simplified and 
streamlined 

• Thank you list on the website to sponsors for the 
AGM and throughout the year

• Encouragement of more advertising of local work-
shops on the web

• Executive photos and bios posted on the web
• Review of online registration and looking at adding 

Wufoo to help improve the process of registration 
and payment through PayPal

• Currently the translation portfolio remains unfilled. 
Decision was made at January 2011 midyear meet-
ing to hire a translator on an as needed basis for 
translation for the CJNN and abstracts

• Membership numbers continue to fluctuate. Mem-
bership Chairperson to complete an analysis of the 
membership numbers over the last few years for the 
midyear meeting in 2012

7.3 Members-only site on website
• See above for previous discussion re. members-only 

site
• Please send an email with anything that you would 

like to see on the site
7.4 Medtronic Award changes

• $1,000 was given to CANN this year due to financial 
concerns for the award. This award was not given out 
this year due to lack of a quality paper. Medtronic 
has requested that we keep the money for next year’s 
award

• Request from Medtronic that the award be given 
out as a travel grant to award paper based on best 
neuromodulation paper or best neuroscience clini-
cal practice paper. Due to new rules and regulations 
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regarding giving out funding for awards they need to 
give it out as a travel grant and would like CANN to 
request it as a travel grant when requesting the fund-
ing in the future

• Concerns from membership—do we need to change 
the wording of the TOR and guidelines? Karen will 
discuss further with Medtronic.

7.5 Certification Review Workshop
• Background discussion on why workshop was created 

and its history
• Seven individuals registered for the workshop this year 

and no one showed up. Speakers had been arranged 
and a lot of time was spent planning the session

• Discussion from the floor that it was not clear who 
the workshop was aimed at and what will be pre-
sented at it. It is a good concept, but timing is off 
(exam in April, conference in June)

• Can we change it to a traumatic brain injury work-
shop, for example? What do we want for a pre work-
shop? Do we want a pre workshop?

• Survey members on what they would like to see for a 
pre-conference workshop. Professional Practice and 
executive to look at it

• As with pre-conferences from other organizations, 
get a certificate of attendance for the pre-conference 
workshop

• Can we incorporate it into the program during the 
week?

• Will be reviewed further at the midyear BOD meeting 
and decision made at that time whether to continue 
with workshop. Please send any ideas for the work-
shop to the executive or professional practice chair.

7.6 Future Conferences
• Next meeting in Ottawa June 5–8, 2012
• Montreal in 2013
• Future conferences with the CNSF:

• Discussion from floor re. collaboration with CNSF. 
Do we want to look at having our conferences sepa-
rate and has it been suggested to CNSF to have the 
conference in smaller centres?

• Suggestion to survey the membership: Do we want 
to continue with our collaboration with the CNSF 
for the annual meeting or do we consider going our 
separate ways and move our meeting to smaller 
centres?

• Discussion from the floor whether or not to con-
tinue to hold our meetings in the same city as the 
CNSF. There was opposition from the floor by at 
least four members to continue to “follow” the 
CNSF in conference location planning and they 
recommended that we go our own way in terms of 
choosing location of conferences

• Further discussion from the floor noted that we 
have more than just a collaboration with the CNSF 
re. the social aspect; we also have professional ties 
with the CNSF. We are able to attend their meet-
ings for free. Members suggested that we stop 
talking to the hired help Dan, and speak to the 
physicians directly

• Suggestion from the floor that we could continue 
to maintain our status with the CNSF, but consider 
having our meeting in a smaller centre every sec-
ond year

• Deb will bring back to the midyear meeting and 
have discussions with physicians from CNSF. What 
is our affiliate status with CNSF, what does that 
mean, and bring back the pros and cons to the 
membership 

• WFNN is in Japan in 2013.

8. 2011–2012 Slate of Officers 
8.1 VP/Secretary, Councillors

• Councillors for 2011–2012 are:
• Brenda MacLeod, BC
• Janet Warner, AB South 
• Janet Chaney, AB North
• Aaron Gardner and Kristin Campbell, SK
• Tara Bergner, MB
• Mike Dupuis, ON West
• Linda Smith, ON Central
• Paula Poupore, ON East
• Martha Stewart, QC
• Rose Butler, NB/PE
• Janet White, NS
• Viola Finn, NL

•  Portfolios
• Legislation & Bylaws, Karen Waterhouse
• Archivist, Geri Fitzgerald will remain on until 

replacement is found
• Membership, Aline Mayer
• Professional Practice, Melodie Mortensen
• Research, Patti Gallagher
• Translation, remains unfilled
• Program Liaison, Cindy Hartley
• Scientific Liaison, Sue Kadyschuk

• Committee Chairs:
• Program Ottawa 2012, Melodie Mortensen
• Scientific Ottawa 2012, Lynn Joseph
• Comm. & Marketing (web), Sharron Runions
• Comm. & Marketing (subscriptions),  

Wendy MacGregor
• Editor, CJNN, Teri Green

• Representatives
• WFNN, Deb Holtom
• Think First, Jodi Dusik-Sharpe
• CABTO, Karen Waterhouse

• Executive
• Treasurer, Mark Bonin
• Past President, Karen Waterhouse
• President, Deb Holtom
• Vice President/Secretary, Sue Kadyschuk

9. Closing Remarks and passing of Gavel by Deb Holtom.

10. Motion by Cindy Hartley to adjourn meeting at 1045, sec-
onded by Liz Gray, carried.

Respectfully submitted,
Karen Waterhouse
Past-President, CANN
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Abstract
This descriptive correlational study examined relationships 
between mild stroke functional and psychosocial outcomes over the 
early post-discharge period among dyads of mild stroke patients 
(n=38) and their spousal caregivers (n=38). We measured patients’ 
functional scores using the modified Rankin Scale; patients’ and 
caregivers’ quality of life (QoL) using Stroke Impact Scale and 
Short-Form 36 respectively, mood using the Beck Depression 
Inventory-II, and marital function scores using the Family 
Assessment Device. Spousal caregivers also completed the Bakas 
Caregiving Outcomes Scale as a measure of caregiver strain.

The average age of stroke patients was 64 years and of spousal 
caregivers 58 years. All stroke patients were male; all spousal 
caregivers female. At three months post discharge, patient 
functional status scores had significantly improved from discharge 
(p=0.026) with a corresponding increase in QoL scores (p=0.012). 
Functional status was significantly correlated with patient 
perceptions of QoL at three months (r=.014, p=0.024) and spousal 
caregiver perceptions of physical domain QoL (r=.-.397, p=0.014). 
Spousal caregivers’ mood at three months post discharge was 
strongly correlated with their perceptions of marital satisfaction 
(r=.578, p=0.000) and caregiver strain (r=-.620, p=0.000).

In preparing patients for discharge following mild stroke, nurses 
must consider the psychological and social implications of the 
recovery process over time for both the patient with stroke and 
their spousal caregivers. 

Background
Stroke remains the fourth leading cause of death in Canada, 
and the leading cause of disability in adults. Thirty thousand 
Canadians experience a stroke annually and 500, 000 people 
currently live with the consequences of stroke (Heart and Stroke 
Foundation of Canada, 2002). Ischemic stroke accounts for 80% 
to 85% of all stroke subtypes, while hemorrhagic stroke (either 
intracerebral or subarachnoid) constitute the remaining 15% to 
20% (Heart and Stroke Foundation of Canada, 2002). Of those 
with acute ischemic stroke events, 25% will have no residual 
deficits, 60% will be left with some type of physical or cogni-
tive deficit (30% with minor deficits and 30% with moderate 
to severe deficits) and another 15% will die from their stroke 
(Carandang et al., 2006; Stegmayr et al., 1997).

Minor stroke is typically regarded in the health care commu-
nity as a non-disabling event resulting in minimal neurologi-
cal impairment, as measured on stroke severity and functional 
outcome scales (e.g. National Institutes of Health Stroke Scale—
NIHSS < 5, Modified Rankin Scale—mRS 0–3, or Barthel 
Index—BI > 80)*. There is an expectation that these patients will 

return to their pre-stroke status relatively quickly. Thus, minor 
stroke survivors are most often discharged directly home into 
the care of the family, with or without follow-up rehabilitation, 
within three to four days of the normal admission. While func-
tional deficits may be quite mild when measured on functional 
outcome scales, when assessed within the context of the stroke 
patient’s life situation (e.g., family, community/social, and work-
related situations as well as the patient and family’s own expec-
tations for recovery) the impact may be much worse. Clinically, 
it would appear that having severe functional deficits following 
stroke would cause the most distress for patients and caregiv-

Relationships between biophysical and 
psychosocial outcomes following minor stroke
By T.L. Green, RN, PhD, and K.M. King, RN, PhD

Les relations entre les conséquences 
biophysiques et psychosociales d’un 
accident vasculaire cérébral mineur

Résumé
Cette étude descriptive et corrélationnelle examine la relation 
entre les résultats fonctionnels et relationnels des accidents 
vasculaires cérébraux légers pendant la période suivant 
immédiatement la sortie de l’hôpital sur une dyade de patients 
ayant subit un AVC (n=38) et leurs partenaires aidant(e)s 
(n=38). Nous mesurons les scores fonctionnels des patients 
en utilisant l’échelle de Rankin modifiée (modified Rankin 
Scale), la qualité de vie des patients et de leurs aidant(e)s 
(QoL) en utilisant respectivement l’échelle de l’impact des AVC 
(Stroke Impact Scale) et le formulaire 36 (Short Form 36), leur 
humeur en utilisant l’inventaire II de la dépression de Beck 
(Beck Depression Inventory-II) et leurs fonctions maritales en 
utilisant l’outil d’évaluation de la famille (Family Assessement 
Device). Les partenaires aidant(e)s ont également complété 
l’échelle Bakas des aidant(e)s (Bakas Caregiving Outcomes 
Scale) pour mesurer leur stress.

L’âge moyen de patients ayant subits l’AVC était 64 ans et celui 
des partenaires aidant(e)s, 58 ans. Tous les patients étaient 
des hommes et leurs partenaires aidant(e)s des femmes. 
Trois mois après leur sortie de l’hôpital, l’état fonctionnel 
des patients s’était notablement amélioré (p=0.026) avec 
une amélioration de leur perspective sur leur  qualité de 
vie (p=0.0120). L’état fonctionnel était en étroite corrélation 
avec la qualité de vie des patients après trois mois (r=0.014, 
p=0.024) et la qualité de vie dans le domaine physique des 
épouses aidantes (r=.374, p=0.014). L’humeur des épouses  
aidantes trois mois après la sortie d’hôpital étaient fortement 
en corrélation avec la perception de leur satisfaction conjugale 
(r=.578, p=0.000) et de leur stress (r=.620, p=0.000).

Le personnel infirmier doit prendre en considération les 
implications psychologiques et sociales dans le processus 
de guérison des patients ayant subit un AVC léger et leurs 
épouses aidantes quand il les prépare à sortir de l’hôpital.* NIHSS range 0–42,lower scores better; mRS range 0–6, lower 

scores better; BI range 0–100, higher scores better
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ers. However, research has not wholly supported this (Duncan 
et al., 1997; Edwards, Hahn, Baum, & Dromerick, 2006). While 
minor stroke patients may achieve independence in activities 
of daily living, many report dependency in more advanced 
activities such as household management, banking and leisure 
activities, as well as experiencing decreased quality of life over 
time (Duncan et al., 1997; Edwards et al., 2006; Mayo, Wood-
Dauphinee, Cote, Durcan, & Carlton, 2002). Further, family 
roles, patterns of communication, and daily routines/activities 
may be disrupted and may hinder full reintegration into fam-
ily life over time. As well, cognitive and behavioural/emotional 
sequelae may affect patients, carers, and other family members. 
Thus, the effects of distress associated with living with stroke 
may accumulate over time. Indeed, it is reported that emo-
tional and cognitive dysfunction post stroke causes the most 
significant amount of stress and adaptation required by the 
patient and family caregivers (de Witte, Schure, Sanderman, 
Meyboom-de Jong, 2005; Dennis, O’Rourke, Lewis, Sharpe, & 
Warlow, 2000; Forsberg-Warleby, Moller, & Blomstrand, 2001; 
Ostwald, 2008; Robinson, Murata, & Shimoda, 1999; Rochette, 
Desrosiers, Bravo, St-Cyr-Tribble, & Bourget, 2007).

Post-stroke, patients may require some degree of help due to 
residual weakness, cognitive disability or fatigue. It often falls 
to the spouse of the patient with stroke to provide this ongoing 
informal caregiver support. However, stress and strain among 
caregivers of persons with stroke may also stress the family sys-
tem. Thus, strain in interpersonal relationships, disrupted fam-
ily roles and communication patterns, difficulty in reintegration 
to community, social and family roles and dissatisfaction with 
caregiving may be consequences of stroke. Although, intui-
tively, one might anticipate these issues as being problematic 
in patients with moderate to severe functional disability post 
stroke, similar outcomes may present following minor stroke 
(Adams, 2003; Bakas, Austin, Kenechi, Lewis, & Chadwich, 
2002; Blonder, Langer, Pettigrew, & Garrity, 2007; Duncan et 
al., 1997; Green & King, 2009).

Due to this apparent disconnect between biophysical and psy-
chosocial effects of stroke, we conducted a prospective cohort 
study of 38 male patients with minor stroke and their wife-care-
givers to assess these outcomes over the first three months post 
stroke. The purpose of this paper is to report the associations 
between biophysical and psychosocial factors in this popula-
tion. Full study results have been reported elsewhere (Green & 
King, 2009; Green & King, 2009; Green, 2007).

Methods
Study participants were recruited from the stroke unit and 
inpatient neurological units at a major tertiary care hospital 
in southern Alberta. Participants were recruited who had an 
identified minor stroke, as verified by diagnostic imaging and/or 
confirmation of the attending stroke neurologist, were being dis-
charged directly home or spending less than 15 days on an active 
rehabilitation unit, were able to speak and comprehend English 
and were married or living in a spousal-type relationship.

This study was approved by the Conjoint Health Ethics Review 
Board. Following informed consent, patients and their wife-
caregivers completed baseline questionnaires assessing func-

tional status, quality of life, depression, and marital function. 
Thereafter, participants were interviewed by phone at one, two, 
and three months post discharge to reassess perceived recovery, 
functional status, quality of life, depression, marital function 
and caregiver burden.

Measurement tools
Patient functional status, patient and wife-caregiver health-
related quality of life (HRQOL) and depression, caregiver strain, 
and marital dyad functioning were examined over three months 
post discharge to describe transitions in the early discharge 
period. The mRS (Rankin, 1957) was selected as the functional 
outcome variable to include in the correlation analyses, as the 
scale provides a single measure of impairment, disability, and 
dependency and is easily administered when using telephone 
survey techniques. The Mini-Mental State Examination (MMSE) 
was used to screen patients and caregivers prior to admission 
into the study (Folstein, Folstein, & McHugh, 1975). A MMSE 
cut-off score of 24 was used in this research to enhance sensi-
tivity to mild dementia and to accommodate those participants 
with less than ninth grade education (Murden, McRae, Kaner, & 
Bucknam, 1991). Data were also collected on participant demo-
graphic characteristics, including type of employment, return to 
work and the need for retraining post minor stroke.

Biophysical measures
Stroke severity and functional status
Stroke severity and functional status were examined using the 
National Institutes of Health Stroke Scale (NIHSS) (Brott et al., 
1989), modified Rankin Scale (mRS) and the Barthel Index (BI) 
(Mahoney & Barthel, 1965). The NIHSS is an 11-item clinical 
evaluation tool used to assess stroke severity and neurogical 
outcomes for patients with stroke. Scores range from 0 (best) 
to 42 (worst) and patients having a score of 0 to five are consid-
ered to have minor stroke, six to 15 moderate stroke, 15 to 20 
moderately severe, and > 20 severe stroke. The mRS and BI are 
simple to administer subjective rating scales used to measure 
handicap and disability. The mRS has five categorically defined 
levels of disability (0 = no disability to 5 = severe disability) and 
one for death (Kelly-Hayes, 2004). The BI is used to measure 
the presence and extent of physical aspects of disability. Total 
scores range from zero to 100 with scores of 0 to 20 indicating 
total dependency, 25 to 60 indicating severe dependency, 65 to 
90 moderate dependency and 95 to 100 slight to no dependency. 
A cut score of 65 was used in this research to determine inclu-
sion/exclusion in the study.

Psychosocial measures
Quality of life
Patient HRQOL was captured using the Stroke Specific Quality 
of Life Scale (SS-QOL) (Williams, Weinberger, Harris, Clark, 
& Biller, 1999) while wife-caregivers completed the Short 
Form 12v2 (SF12v2) (Ware & Sherbourne, 1992). The SS-
QOL is a 49-item, 12-domain scale in which the overall score 
is an unweighted average of the domain scores ranging from 1 
(worst) to 5 (best). The SF-12v2 measures physical and mental 
health components of HRQOL. Two overall scale scores are 
created, each ranging from 0 to 100. While higher scores are 
indicative of better HRQOL, scores are typically mapped to a 
scoring algorithm based on country standards.
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Depression
Depression was measured using the Beck Depression Inven-
tory-II (BDI®-II) ) (Beck, Epstein, Brown, & Steer, 1988; Beck, 
Ward, Mendelson, Mock, & Erbaugh, 1961). The BDI®-II is a 
21-item self-report questionnaire with total scores ranging from 
0 to 63. Scores of 0 to 13 indicate no to minimal depression, 14 
to 19 mild, 20 to 28 moderate, and 29 to 63 severe depression. 
A score of ≥ 17 was used as a cut-point in this study to differ-
entiate depressed patients from non-depressed (Beck, Steer, & 
Brown, 1996).

Marital function
Marital function was captured using the Family Assessment 
Device General Functioning Subscale (FADGFS) (Epstein, Bald-
win, & Bishop, 1983). This is a 12-item subscale with each item 
having four possible responses from strongly agree to strongly 
disagree. Scores range from healthy (1.0) to unhealthy (4.0). An 
established cut-off score of > 2.0 distinguishes effective from 
ineffective family function.

Caregiving outcomes
Caregiver strain was measured using the Bakas Caregiving 
Outcome Scale (BCOS) (Bakas & Champion, 1999; Bakas, 
Champion, Perkins, Farran, & Williams, 2006). The BCOS is 
a 15-item scale designed to measure life changes when assum-
ing the caregiving role for a family member with stroke. Total 
scores range from 15 to 107 with higher scores indicating less 
caregiver strain.

Data analyses
Analysis of the data was undertaken using the SPSS™ 14 (Chi-
cago, Il., 2006) computer software program. Descriptive sta-
tistics were used to summarize participant sociodemographic 
and stroke characteristics. Associations between biophysical 
and psychosocial measures at baseline, and at one, two, and 
three months post discharge using Pearson’s Correlation Coef-
ficient test were examined. Due to the small sample size, these 
were then confirmed/refuted by using Spearman Rank Order 
correlations.

The strength of each correlation is described based on the 
Cohen’s guidelines: a small positive or negative correlation is 
r = .10 to .29; a medium or moderate correlation is r = .30 to .49 
and a large correlation is r = .50 to 1.0.

Table 1. Baseline demographic characteristics

Variable Patient 
(N=38)

Wife-Caregiver 
(N=38)

Age (years)  mean (SD) 63.9 (12.0) 58.5 (11.7)

MMSE  mean (SD) 29.5 (1.71) 29.5 (1.27)

Ethnicity % (n)

   Caucasian 100 (38) 96.0 (36)

   Other - 4.0 (2)

Employment % (n)

   Retired 26.3 (10) 23.7 (9)

   Employed 65.8 (25) 52.6 (20)

   Unemployed 7.9 (3) 23.7 (9)

Employment Type % (n)

   Professional 36.8 (14) 23.7 (9)

   Small Business/Clerical 7.9 (3) 10.5 (4)

   Skilled 34.2 (13) 21.1 (8)

   Unskilled 2.6 (1) 7.9 (3)

   Farming 10.5 (4) 2.6 (1)

   Homemaker - 34.2 (13)

   Other/Unknown 7.9 (3) -

Education Level % (n)

   ≤ High School 29.0 (7) 7.9 (3)

   High School Graduate 34.2 (13) 21.1 (8)

   Post-Secondary 47.5 (18) 71.0 (27)

Note: MMSE indicates Mini Mental State Examination

Table 2. Stroke characteristics

Variables Total Group (N=38)

Type of Stroke  (%/n)

   Ischemic Lacunar 28.9 (11)

   Ischemic Embolic 65.8 (25)

   Hemorrhagic 5.3 (2)

Location of Stroke  (%/n)

   Supratentorial 63.1 (27)

   Brainstem 10.5 (4)

   Unknown 18.4 (7)

Lesion Side  (%/n)

   Right 55.3 (21)

   Left 44.7 (17)

Outcome Scores mean (SD)

   NIHSS (range 0–42) 2.0 (1.69)

   mRS (range 0–6) 1.4 (.95)

   BI (range 0–100) 93.2 (12.44)

Note: NIHSS indicates National Institutes of Health Stroke 
Scale; mRS, modified Rankin Score; BI, Barthel Index.
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Results
Participant characteristics
As seen in Table 1, 38 predominantly Caucasian (97%) couples 
were enrolled in the study. Participants were well educated 
(70% had at least some post-secondary education). The mean 
age of patients was 63.4 years (range 39 to 83 years) while wife-
caregivers had a mean age of 58.5 years (range 33 to 75 years). 
The average number of years married or together was 29.7 
years (range one to 55 years). Analysis of employment status 
at the time of the patient’s stroke revealed that only 7.9% of 
patients were unemployed while 23.7% of the wife-caregivers 
identified themselves as a homemaker or unemployed out-
side the home. Most patients (97%) in the study had experi-
enced an ischemic stroke event, primarily in the supratentorial 
regions of the brain (63%) (see Table 2). The majority of these 
events were embolic in nature (66%) while lacunar infarction 
accounted for 29% of the stroke events. Biophysical and psy-
chosocial scores, over time, are shown in Table 3.

Associations between biophysical  
and psychosocial characteristics
Hospital discharge
As seen in Table 3, at time of discharge from acute care, patient 
HRQOL scores were high, indicative of good perceived quality 
of life, while the wife-caregivers placed their physical and mental 
health slightly above the midpoint on the SF12-v2. There was no 
evidence of depression in either partner, although wife-caregiver 
mean scores on the BDI-II were slightly higher than those of the 
patients. While wife-caregiver perceptions of marital function 
at discharge were slightly worse than patient perceptions, scores 
were not indicative of dysfunctional marital relationships.

Better patient functional outcome scores were moderately asso-
ciated with higher patient HRQOL scores (Table 4). Patient 
impressions of HRQOL and wife-caregiver’s marital function 
assessments were strongly correlated (r = -.55, p = 0 < 0.001). 
As patient HRQOL improved, wife-caregiver marital function 
improved. Similarly, as patient depression scores improved, 
wife-caregiver marital function scores also improved. 

Table 3. Biophysical and psychosocial measures at discharge, one, two, and three months post discharge

Scales  
(possible range) Discharge N=38 One month N=37 Two months N=35 Three months N=35

Mean (SD) Range Mean (SD) Range Mean (SD) Range Mean (SD) Range

Functional Status 
mRS (0–6) 1.43 (.94) 0–3 1.35 (.84) 0–3 1.27(.80) 0–2 1.0 (.75) 0–2

HRQOL Patient 
SS-QOL† (1–5) 4.08 (.50) 2.5–4.8 4.08 (.50) 3.0–4.8 4.17 (.479) 2.7–4.8 4.17 (.479) 2.7–4.8

Median (SD) Range Median (SD) Range Median (SD) Range Median (SD) Range

HRQOL Wife-
caregiver SF-12v2 
(0–100)
Physical Domain
Mental Health

54.34 (9.45)
49.8 (9.90)

30–61.4
32.2–68.9

51.10 (8.19)
49.09 (9.63)

29.5–62.8
23.9–65.2

53.39 (7.75)
53.37 (7.68)

17.2–60.0
25.2–63.1

54.9 (10.09)
55.2 (10.64)

20.8–68.7
15.45–66.25

Depression BDI-II 
(0–63)
Patient
Wife-caregiver

6.18 (6.70)
7.21 (5.73)

0–28
0–21

7.53 (8.30)
5.42 (6.99)

0–35
0–28

5.0 (6.36)
5.0 (5.58)

0–25
0–24

6.0 (6.64)
6.39 (3.50)

0–29
0–23

Marital Function 
FADGFS (1–4)
Patient
Wife-caregiver

1.58 (.503)
1.73 (.471)

1.0–3.0
1.6–2.5

1.92 (.411)
1.82 (.485)

1.0–2.67
1.0–2.92

2.0 (.445)
1.82 (.429)

1.0–2.67
1.58–2.58

2.0 (.428)
1.83 (.519)

1.0–2.67
1.0–3.33

Caregiver  
Outcomes BCOS* 
(15–105)

- -

57.13 (7.55) 34–76 60.0 (.610) 38–71 60.0 (8.70) 32–85

Note: † mean score reported as distribution normal. 
HRQOL indicates Health-related Quality of Life; mRS, modified Rankin Scale; SS-QOL, Stroke Specific Quality of Life Scale; 
SF-12v2, Short Form-12v2; BDI-II, Beck Depression Inventory-II; FADGFS, Family Assessment Device General Functioning 
Subscale; BCOS, Bakas Caregiving Outcomes Scale.
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Table 4. Correlation matrix of biophysical and psychosocial factors

Discharge

mRS HRQOL Patient HRQOL 
Mental health 
Wife-caregiver

Depression 
Patient

Depression 
Wife-
caregiver

Marital 
Function Patient

HRQOL
Patient

r=-.39
p=0.02

HRQOL 
Physical Domain 

Wife-caregiver

HRQOL 
Mental Health 
Wife-caregiver

r=-.47 
p=0.003

Depression  
Patient

r=-.58 p<0.001

Depression 
Wife-caregiver

r=-.62 p<0.001

Marital Function 
Patient

Marital Function
Wife-caregiver

r=-.55 p<0.001 r=.44 p=0.005 r=.36 p=0.026 r=.42 p=0.009

Caregiver  
Outcomes

BCOS

One Month Post-Discharge

mRS HRQOL 
Patient

HRQOL Physical 
Domain Wife-
caregiver

HRQOL 
Mental Health 
Wife-caregiver

Depression 
Patient

Depression 
Wife-
caregiver

Marital 
Function Patient

HRQOL
Patient

r=-.37
p=0.023

HRQOL 
Physical Domain 

Wife-caregiver

HRQOL 
Mental Health 
Wife-caregiver

r=.47 p=0.003

Depression  
Patient

r-.66 
p<0.001

Depression 
Wife-caregiver

r=.34 p=0.037 r=-.71 p<0.001

Marital Function 
Patient

r=.36 p=0.026

Marital Function
Wife-caregiver

r=.45 p=0.004 r=.47 p=0.003

Caregiver  
Outcomes

BCOS

r=.34 p=0.038 r=-.52 p=0.001

continued on page 20…
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…continued from page 19

Two Months Post-Discharge

HRQOL Patient HRQOL Physical 
Wife-caregiver

HRQOL 
Mental Health 
Wife-caregiver

Depression 
Patient

Depression 
Wife-
caregiver

Marital 
Function Patient 

HRQOL
Patient

HRQOL 
Physical Domain 

Wife-caregiver

HRQOL 
Mental Health 
Wife-caregiver

Depression
Patient

r=-.49 p=0.002

Depression
Wife-caregiver

r=-.73 
p=<0.001

Marital Function
Patient

r=.36 p=0.026

Marital Function
Wife-caregiver

r=.38 p=0.030 r=.34 p=0.040 r=.58 p=0.000

Caregiver  
Outcomes

BCOS

r=.65 p=0.000 r=-.74 
p=<0.001

Three Months Post-Discharge

mRS HRQOL 
Patient

HRQOL Physical 
Domain Wife-
caregiver

HRQOL  
Mental Health 
Wife-caregiver

Depression 
Patient

Depression 
Wife-
caregiver

Marital 
Function Wife-
caregiver

HRQOL
Patient

r=.01 
p=0.024

HRQOL 
Physical Domain 

Wife-caregiver

r=-.39 
p=0.014

HRQOL 
Mental Health 
Wife-caregiver

r=.50 
p=0.001

r=-.39 p=0.027

Depression
Patient

r=-.76 
p=<0.001

r=-.54 p=0.001

Depression
Wife-caregiver

r=-.36 
p=0.027

r=-.80 
p=<0.001

r=.52 p=0.001

Marital Function
Patient

Marital Function
Wife-caregiver

r=-.48 p=0.002 r=.61 
p=<0.001

r=.59 
p=<0.001

Caregiver  
Outcomes

BCOS

r=.58 
p=<0.001

r=-.62 
p=<0.001

r=-.46 p=0.004

Note: HRQOL indicates Health Related Quality of Life; BCOS, Bakas Caregiving Outcome Scale.
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One month post discharge
At one month post discharge, patient HRQOL scores remained 
high while wife-caregiver’s decreased somewhat. Depression 
scores were higher at one month post discharge for men and 
lower for women than at hospital discharge, although again not 
indicative of clinical depression. Both patients and wife-care-
givers perceptions of marital function worsened (both patient 
and wife-caregiver marital function scores approached the 
dysfunctional level at one month post discharge) while wife-
caregiver impressions of burden related to the caregiving role 
were minimal.

Again, there were associations evident between patient percep-
tions of their functional status, depression and HRQOL. As 
functional scores improved, HRQOL and depression scores 
also improved (r = -.37, p = 0.023; r = -.66, p < 0.001 respectively). 
Patient perceptions of depression and marital function also 
showed an association, with increases in depression reflected 
by an increase in marital dissatisfaction (r = .36, p = 0.026). 
Similarly, an association remained between patient and wife-
caregiver marital function. As patient perceptions of marital 
function worsened, wife-caregiver perceptions also worsened 
(r = .47, p = 0.003). Wife-caregiver assessments of physical health 
on their HRQOL scale were positively associated with assess-
ments of marital function; with better scores on the physical 
health domain, marital function scores also improved (r = .45, 
p = 0.004). Conversely, if wife-caregivers perceived their men-
tal health to be worse, their marital function scores worsened. 
Similarly, poorer mental health scores on either the SF12-v2 
or the BDI-II (indicative of increased depression) were associ-
ated with perceptions of increased caregiver burden (r = .34, 
p = 0.038; r = -.52, p = 0.001 respectively).

Two months post discharge
At two months post discharge, patient HRQOL scores remained 
stable while wife-caregiver HRQOL scores were slightly bet-
ter than at one month post discharge. Again, neither patient 
nor wife-caregiver depression scores were indicative of clinical 
depression. Patient marital function scores remained worse 
than wife-caregiver scores at two months post discharge while 
wife-caregiver burden scores improved at this time.

As with previous measurements, patient perceptions of HRQOL 
remained associated with assessment of depression; as HRQOL 
declined, depression scores worsened (r = -.495, p = 0.002). Patient 
impressions of depression were positively associated with both 
patient and wife-caregiver perceptions of marital function; as 
depression scores worsened, marital function scores also wors-
ened (r = .36, p = 0.026; r = .38, p = 0.030). There was also a strong 
association between wife-caregiver depression and assessment of 
marital function; as depression scores improved, marital function 
scores also improved (r = .58, p = < 0.001). 

Three months post discharge
At three months post discharge, functional status as indi-
cated by the mRS continued to improve, with men demon-
strating higher levels of depression and slightly worse marital 
function scores than the wife-caregivers. Again, patient and 
wife-caregiver depression scores were not indicative of clinical 
depression, nor did the marital function scores indicate marital 
dysfunction.

At this time there was no association noted between patient 
functional status and HRQOL. There was, however, a small 
negative correlation between patient functional status and wife-
caregiver HRQOL physical domain. As patient functional status 
scores decreased (improved), wife-caregiver HRQOL scores also 
improved (r = -.39, p = 0.014). Patient perceptions of HRQOL 
were strongly associated with wife-caregiver perceptions of their 
HRQOL mental health (r = .50, p = 0.001), as well as with both 
patient and wife-caregiver assessments of depression (r = -.76, 
p = < 0.001; r = -.36, p = 0.027 respectively); as patient HRQOL 
scores decreased or worsened, depression scores increased or 
also worsened. Improvement in wife-caregiver HRQOL mental 
health domain scores were also associated with improvement 
in their depression (r = -.80, p < .0001), marital function (r = -.48, 
p = 0.002), and caregiver burden scores (r = .58, p < 0.001).

Discussion 
The results of these analyses demonstrate little association 
between men and wife-caregiver’s perceptions of recovery 
following minor stroke in the early recovery period. While 
biophysical measures revealed consistent improvement, psy-
chosocial measures did not. Patients in this study strongly 
associated physical recovery with HRQOL; worse functional 
outcome scores resulted in lower perceptions of quality of life. 
With most functional recovery occurring early in the recovery 
process (Jorgensen et al., 1995; Mayo et al., 2002; Weimar et 
al., 2003), it is not surprising that the stroke survivors were 
reassured during the first two months post-discharge period 
that life would soon be back to normal. This expectation of 
a quick return to normality has also been reported in earlier 
research examining the recovery trajectory of post-stroke life 
habits (Brosseau et al., 2001; Jorgensen et al., 1995; Robinson et 
al., 1999). This positive perception was tempered somewhat by 
two months post stroke, as patients began to report struggles 
in (re)establishing daily routines and coping with “down time”. 
Down time is described as time not spent in normal activities, 
as a result of physical limitations imposed by the stroke event 
(Rittman et al., 2004). Indeed, the patients in this study were 
distressed by the inability to contribute to the structure and 
function of the family in their normal capacity, in turn affect-
ing their perceptions of quality of life. These very real losses in 
role functioning necessitated discovering and establishing new 
routines that allowed the stroke survivor to continue to be a 
productive contributor to family life.

Although scores on psychosocial measures were indicative of 
change for the better, overall, and remained quite stable over 
two and three months post discharge, this period marked an 
appreciation of the impact of minor stroke on life. The ability 
or inability to attend to family roles, self-care needs, and work 
provided patients and spouses in this study with a measure of 
stroke recovery outside of functional recovery. This is consis-
tent with recent evidence in which more subtle consequences of 
mild stroke, such as depression or cognitive dysfunction, were 
identified as playing a more influential role in perceptions of 
life quality and satisfaction than functional recovery (Edwards 
et al., 2006).

At three months post stroke, while a positive association was 
noted between functional mRS scores and patient HRQOL, 
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nearly half the study patients (n = 18/38) still indicated difficulty 
with performance of normal daily life routines and integrating 
residual physical deficits into life activities. Typically, it was ele-
ments of physical function such as fatigue and endurance that 
hindered their recovery and full reintegration into family, com-
munity and work roles, and not actual motor weakness. Addi-
tionally, while six of 38 men returned to paid employment within 
the first month post stroke, 19 wives became the sole bread-
winner for a time, balancing this role with normal child and home 
care roles. As well, of the 18 men employed in traditional “blue-
collar” jobs prior to their stroke, three were investigating career 
retraining due to lack of complete functional recovery, which 
impeded their return to prior employment. Of the 25 wife-care-
givers employed outside the home prior to their spouse’s stroke, 
two had not returned to work at three months post discharge in 
order to provide ongoing care and support to their spouse.

The women in this study balanced care provision for the 
stroke survivor and assumption of non-traditional roles with 
other routine household tasks and roles, including child care 
(n = 3/38) and care for elderly parents (n = 9/38). These wife-
caregivers tended to rely most heavily on informal family sup-
port systems to help accommodate their increased workload. 
Most of the patients in this study did not utilize and were not 
referred to community rehabilitation services post discharge. 
They relied on family and the primary caregiver (wife) to pro-
vide physical and psychosocial support needed, thus placing an 
increased burden on the spouse.

Patient perceptions of depression were significantly correlated 
with perceptions of marital function at each timepoint in the 
study. Nine of 38 patients with minimal depression at baseline 
indicated an unhealthy marital functional status, while 12 of 38 
patients with minimal depression considered marital function 
to be unhealthy at three months post discharge. This change in 
stroke patient’s perceptions of marital function reflects previ-
ous work, whereby a significant deterioration in family function 
(related to depression) was reported in a sample of 60 stroke 
survivors and their caregivers between hospital discharge and 
12 months post discharge (Clark & Smith, 1999). In this study, 
family functioning was also reported to be a significant predic-
tor of caregiver mental health.

A significant correlation was apparent between wife-caregiv-
ers’ perceptions of HRQOL and caregiver strain at one month 
post discharge. Despite this correlation, the Bakas Caregiver 
Outcome Scale scores at one month post discharge were not 
significant predictors of marital function at three months post 
stroke (although did approach significance). It has been sug-
gested that with incomplete recovery from stroke for at least 
50% of all stroke survivors (Mayo et al., 2002), caregiving will 
likely continue indefinitely and it may take longer than three 
months for caregiving to become a significant stressor (White, 

Mayo, Hanley, & Wood-Dauphinee, 2003). This trend towards 
significance in our study highlights the need to examine the 
minor stroke recovery process for wife-caregivers over an 
extended time period.

Limitations of the study
This study has a number of limitations. Participants were 
recruited from only one southern Alberta hospital and were 
predominantly white, middle-class, and self-selected. The 
sample size was small, stroke survivors were all male; caregivers 
female. Thus, generalizability of the findings to the broader 
population of people experiencing minor stroke is limited. As 
well, there is an assumption in administration of HRQOL scales 
to the same individuals over time that the point of reference 
and internal standard of measurement will remain the same. 
However, as physical changes occur rapidly post stroke, these 
might influence the individual’s judgment of what value on 
a scale constitutes bad, good, or excellent HRQOL. It then 
becomes difficult to discern the objective change due to stroke 
from response shift (Ahmed et al., 2005). As the use of statistical 
techniques to measure response shift require large sample sizes 
and the present pilot study had a small sample size, response 
shift was not measured. It is possible that changes in the patient 
and wife-caregiver scores on the HRQOL measures were related 
to recalibration of their internal measurement scale and/or 
reconceptualization of the meaning and value ascribed to 
HRQOL (Ahmed, Mayo, Wood-Dauphinee, Hanley, & Cohen, 
2004). As most of the measures in this study were based on 
self-report, we also relied on the participant’s willingness to 
respond and accurately assess their own psychosocial health 
and well-being. Finally, as participants were asked to respond 
to four separate interviews, self-selection bias may have been 
created or contributed to loss to follow-up.

Conclusions
While the present study examined male patients and their wife-
caregivers, further investigation is warranted to explore longi-
tudinally the recovery trajectory of patients with minor stroke 
from both sexes and their respective spousal care-givers. This 
would allow comparison of factors associated with recovery 
and caregiving based on gendered roles and age/life stage of 
participants. 
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Abstract
Posterior fossa syndrome (PFS), or cerebellar affective 
syndrome, is a severe and distressing complication that may 
occur in up to 40% of children following posterior fossa brain 
tumour resection. Depending on the type, size and location 
of the tumour, clinical presentations of PFS can vary widely. 
Patients may exhibit mutism, emotional lability, high-pitched 
crying (sole form of vocalization), poor oral intake, extreme 
irritability, decreased motor movements and urinary retention. 
Typically, the onset of the syndrome occurs one to five days after 
surgery resulting in a devastating situation for patients and 
families. PFS may persist up to four months with resultant long-
term impairments and permanent disability. The development 
and initiation of nursing strategies for patients with PFS is 
critical. They support family coping, decrease stress and anxiety 
after surgery and, ultimately, enable optimal patient and 

family outcomes. By managing acute symptoms, promoting 
rehabilitation and initiating strategies to restore behavioural 
and physiological function, neurosurgical nurses play an 
essential and instrumental role.

Introduction
In Canada, brain tumours comprise 20% of all pediatric cancers 
and account for 30% of all cancer-related deaths in patients less 
than 19 years of age (Canadian Cancer Society/National Insti-
tute of Canada, 2008). Approximately 60% of all pediatric brain 
tumours originate in the posterior fossa region (National Insti-
tute of Neurological Disorders and Stroke, 2005). First described 
in 1979, PFS or cerebellar affective syndrome is a devastating 
complication that may occur in up to 40% of children follow-
ing the resection of posterior fossa brain tumours (Hirsch et 
al., 1979; Souweidane, 2010). The role of the multidisciplinary 
team and particularly nursing has been identified as integral 
to the care provided to patients and families in the postopera-
tive period. Nursing efforts can prevent or minimize patient 
complications and promote patient and family understanding 
of and coping with the syndrome.

This paper will discuss the anatomy and physiology of the pos-
terior fossa; the onset of PFS including pathophysiology of the 
syndrome, clinical manifestations and associated patient risk 
factors. Finally, an exploration of nursing strategies, grounded 
in theoretical and conceptual frameworks including Family 
Centred Care (FCC), Peplau’s Theory of Interpersonal Rela-
tions and Erikson’s Psychosocial Developmental theory (EPD) 
for patients and families with PFS will be undertaken.

Anatomy of PFS
The posterior fossa contains the cerebellum and the brainstem 
(refer to Appendix on page 30). The brainstem is responsible 
for critical functions such as heart rate, respiration, swal-
lowing and voluntary skeletal movements. The cerebellum is 
the second largest part of the brain and is composed of five 
lobes. The two lateral lobes and the cerebellar hemispheres 
are split by the vermis and three paired cerebellar peduncles 
attach the cerebellum to the brainstem (Tortora & Grabowski, 
2003).

The cerebellum has multiple functions that are essential in 
maintaining optimal behavioural and physiological function. 
The cerebellum refines and coordinates both gross and fine 
movements by detecting and correcting discrepancies. Motor 
function results from this coordination of posture, muscle 
tone and balance (Huber et al., 2006). Damage to the median 
structures of the cerebellum (excluding the dentate nuclei) 
can cause disordered speech, while impairment to the dentate 
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Résumé
Le syndrome de la fosse postérieure (PFS) ou syndrome 
cérébelleux affectif est une complication sérieuse et pénible 
qui peut subvenir chez jusqu’à 40 % des enfants suite à la 
résection d’une tumeur cérébrale de la fosse postérieure. 
Les présentations cliniques de PFS varient grandement 
en fonction du type, de la taille et de l’emplacement de la 
tumeur. Les patients peuvent manifester du mutisme, de 
la labilité émotionnelle, des pleurs aux sons aigus (seule 
forme de vocalisation), une absorption orale réduite, une 
irritabilité extrême, des mouvements moteurs réduits et la 
rétention des urines. Typiquement, le syndrome apparait 
entre un et cinq jours après l’opération, ce qui est dévastateur 
pour les patients et les familles. PFS peut persister jusqu’à 
quatre mois et être accompagné de troubles sur le long 
terme et d’invalidité permanente. Le développement et 
l’amorce de stratégies en matière de soins pour les patients 
présentant PFS sont essentiels. Ils aident les familles à 
faire face, à réduire le stress et l’anxiété pendant la période 
postopératoire et surtout à obtenir de meilleurs résultats 
avec les patients et leurs familles. Les infirmières et infirmier 
en neurochirurgie jouent un rôle essentiel et déterminant 
grâce à la gestion des symptômes graves, la réadaptation, 
et l’initiation des patients et des familles aux stratégies qui 
permettent de restaurer les fonctions comportementales et 
physiologiques.



Volume 33, Issue 2, 2011 • Canadian Journal of Neuroscience Nursing 25

nuclei can lead to difficulty in initiating voluntary movements 
(Kupeli et al., 2010). The cerebellar vermis is thought to assist 
in regulating emotions and social behaviours; vermal lesions 
cause disturbances in social and communicative behaviour, 
evoking irritability and social avoidance (Riva & Giorgi, 2000). 
Levisohn and colleagues (2000) found that extensive vermal 
damage resulted in dysregulation of affect including lability, 
irritability, impulsivity and disinhibition with poor attention 
and impaired behavioural modulation. The presence of recip-
rocal connections between the cerebellum and associated 
areas of the cerebral cortex suggest the cerebellum may have 
non-motor functions such as cognition, linguistic processing, 
working memory, executive function, visual-spatial function 
and attention (Beckwitt Turkel et al., 2004; Robertson et al., 
2006). Children with posterior fossa lesions classically present 
with ataxia, mood changes, cognitive and behavioural problems 
reflective of cerebellar involvement (Beckwitt Turkel et al., 2004; 
Ozgur et al., 2006). Functional Magnetic Resonance Imaging 
(fMRI) and Positron Emission Tomography (PET) studies have 
demonstrated activation of the cerebellum during non-motor 
tasks including executive, expressive language and verbal mem-
ory tasks. This suggests that the manifestations of PFS are not 
attributed to one neuroanatomical region but, instead, are the 
result of any disruption of this broad neural circuitry (Wells et 
al., 2008; Catsman-Berrevoets & Aarsen, 2010).

Characteristics of PFS
PFS typically presents one to five days after surgery. Patients 
exhibit normal speech and behaviour immediately post-opera-
tively, but then quite suddenly develop signs of PFS (Wells et 
al., 2008; Robertson et al., 2006). The rapid deterioration in 
clinical status associated with PFS is confusing and extremely 
distressing for patients and families.

The defining characteristic of PFS is transient mutism, or the 
total absence of speech and sound in conscious patients. The 
resolution of mutism can take up to six months and is followed 
by a period of temporary dysarthria. Dysarthria may present 
as loud, monotonous, slurred speech with a slow rhythm and 
pitch fluctuations, typically also resolving within six months 
(Catsman-Berrevoets & Aarsen, 2010). In addition to mutism, 
the clinical features associated with PFS occur secondary to 
cerebellar damage (De Smet et al., 2007). The spectrum of PFS 
characteristics include: emotional lability (e.g., apathy, extreme 
irritability, agitation, anger, sadness), neurobehavioural abnor-
malities (e.g., impulsivity, disinhibition, inattention, personality 
changes), urinary disturbances, decreased initiation of voluntary 
movements (Kupeli et al., 2010); ataxia and hypotonia (Korah 
et al., 2010); decreased spontaneous eye opening, and oropha-
ryngeal dyspraxia (Aarsen et al., 2004; Mueller & Chang, 2009); 
and impairments in visual-spatial function, expressive language 
and verbal memory (Beckwitt Turkel at al., 2004; Robertson et 
al., 2006). Mutism, ataxia, and hypotonia are typically severe in 
75% of patients with PFS (Korah et al., 2010) and greater than 
90% of patients may have moderate to severe PFS symptoms 
beyond one month (Robertson et al., 2006). The probability of 
long-term impairment increases in relation to the severity of 
PFS symptoms (Wells et al., 2010).

The duration of PFS symptoms varies widely and can range 
from 12 hours to 2.5 years with a mean duration of 49.7 days 
(Kupeli et al., 2010; De Smet et al., 2007). Persistent impairments 
can include: inattention, behavioural dysregulation, executive 
dysfunction, memory deficits, problem solving difficulties and 
high-level linguistic problems. Research has shown that gait and 
coordination recovery may take longer than speech (Robertson 
et al., 2006; Wells et al., 2010). One year after diagnosis, 92% of 
patients had ataxia, 66% speech and language dysfunction and 
59% had some degree of global cognitive impairment. Robertson 
et al. (2006) found that 43% of patients experienced severe symp-
toms. A long-term follow-up study with PFS patients showed 
that persistent motor speech deficits, such as significantly slowed 
speech rate, were still present after five years (Huber et al., 2006). 
Unfortunately, even at the seven-year follow-up mark, 78% of 
affected children showed incomplete recovery with a lasting 
impact on global language and cognitive skills (Korah et al., 2010). 
Considering the vast array of potential difficulties and lengths of 
recovery, patients and families experience considerable distress 
for a significant period of time. The role of the neurosurgical 
nurse is, therefore, paramount to both the emotional coping and 
physical recovery of these vulnerable patients and families.

Risk factors
There are no consistent demographic, clinical or radiographic 
predictors of PFS. Given the absence of symptoms preopera-
tively, damage from the tumour itself is unlikely (Wells et al., 
2008). PFS is also unrelated to cerebellar hemorrhage, infection 
or disease (Kupeli et al., 2010). However, several associations 
and potential mechanisms of PFS have been postulated and will 
be explored in more detail.

The incidence of PFS is much higher in pediatric patients com-
pared to adults. PFS is hypothesized to be under-reported in 
children due to inaccurate and inconsistent recognition and 
diagnosis; this can be attributed to the lack of a formally rec-
ognized pediatric definition and classification tool (Robertson 
et al., 2006). PFS has been found to occur most frequently in 
patients aged 1.5 to 16.5 years with a mean age of 7.4 years 
(De Smet et al., 2007). The prominence of PFS in children is 
related to posterior fossa tumours, including medulloblas-
tomas, being much more common in children (Wells et al., 
2008). The incomplete maturation of cerebellar pathways in 
children is an important predisposing factor for PFS develop-
ment as younger patients are more vulnerable to injury from 
direct insult or retraction (Kupeli et al., 2010). Specifically, the 
incomplete development of language and speech motor control 
in children may be a precursor for PFS development (Catsman-
Berrevoets & Aarsen, 2010).

PFS is 7.2 times more likely to occur after a medulloblastoma 
resection compared to other tumour types (Kupeli et al., 2010). 
This is related to the common nature of this tumour type relative 
to others in children (20% of all central nervous system tumours 
and 40% of all cerebellar tumours), as well as the larger size of 
the tumour at the time of diagnosis (Mueller & Chang, 2009, p. 
570). A large tumour size (i.e. >5 cm) is associated with a higher 
risk of PFS development (Catsman-Berrevoets & Aarsen, 2010). 
Larger studies such as those conducted by Robertson et al. (2006) 
and Wells et al. (2010) have refuted this hypothesis. Mid-line 
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tumour location has been reported as a significant risk factor 
for PFS. Kupeli et al. (2010) found that PFS occurred 6.7 times 
more often in tumours located in the median structures of the 
posterior fossa and in a mid-line location.

There are several surgical mechanisms that contribute to PFS 
development. The traditional approach to resecting posterior 
fossa tumours has involved establishing a mid-line corridor 
between the cerebellar hemispheres and incising and split-
ting the vermis. Subsequent damage to the cerebellar vermis 
and deeper nuclei is associated with PFS. Surgical approaches 
in which the vermis is not split and the fourth ventricle is 
approached from below rather than behind is associated with 
lower PFS rates (Kupeli et al., 2010; Shirane et al., 2001). It is 
important to note that direct damage to the cerebellar vermis 
is inconsistently reported as causing PFS and avoidance of sur-
gically splitting the vermis does not necessarily prevent PFS 
(Robertson et al., 2006; Wells et al., 2008).

Postoperative edema within the brainstem and middle and 
superior cerebellar peduncles has been found to be a distin-
guishing feature of PFS (Kupeli et al., 2010). Resection and 
manipulation of the cerebellum can cause spasm of the vas-
culature leading to transient ischemia and subsequent edema. 
The time required for edema to develop in critical structures is 
reflected by the delayed onset of PFS (Wells et al., 2010). This 
may account for the range of PFS onset between 0 and 11 days 
postoperatively with a mean onset of 1.5 days (De Smet et al., 
2007). Computerized Tomography (CT) scans of patients with 
mutism have demonstrated hypoperfusion of the cerebellum, 
which normalizes with the resolution of mutism (Robertson et 
al., 2006). MRI images one year after medulloblastoma resection 
showed that patients with PFS had increased diffuse cerebellar 
and brainstem atrophy compared to patients without the syn-
drome (Wells et al., 2010).

There are surgical strategies that can prevent PFS including: the 
use of peri-operative steroids, minimal retraction to decrease 
edema in the surrounding resection cavity, preservation of the 
brain stem and cerebellar peduncles and minimal degree of ver-
mian corticectomy (Souweidane et al., 2010). It is important for 
nurses to understand the strategies to better prepare patients 
and families that may be at risk for PFS.

Nursing strategies in caring  
for pediatric patients with PFS
The development of effective nursing strategies for patients with 
PFS is essential for family coping, decreasing stress and anxiety in 
the post-surgical period and, ultimately, enabling optimal patient 
and family outcomes. Nursing care for children and families suf-
fering from PFS are based on the foundations of Family Centred 
Care (FCC), Peplau’s Interpersonal Relations theory, and Erik-
son’s Psychosocial Developmental theory (EPD).

FCC recognizes the “patient” as both the child and the family, 
highlighting the essential role that family members play in a 
child’s life (Wong, Perry, Hockenberry, Lowdermilk, & Wil-
son, 2006). A family-centred philosophy recognizes that every 
patient and family is different; subsequently, each member will 
have unique physical, emotional, spiritual and psychological 

needs that must be addressed as part of the healing process. 
Wherever possible, patients and families must be viewed as 
active partners in the care plan. These plans must incorporate 
family cultural preferences and beliefs in order to provide holis-
tic, culturally competent care.

The FCC philosophy and Peplau’s Interpersonal Relations theory 
both emphasize the development of a therapeutic nurse-fam-
ily relationship based on the foundational elements of respect, 
collaboration and support (George, 2002; Wong et al., 2006). 
Peplau’s theory provides a framework for development of the 
nurse-patient relationship, accomplished by using various skills, 
technical abilities and adjusting the nursing role to meet the 
unique needs of individual patients (Peplau, 1989). There are 
four phases in Peplau’s theory: orientation, identification and 
exploitation (also known as the working phase), and termina-
tion. In the orientation phase the nurse, patient and family come 
together as strangers; the nurse then assists them in recognizing 
and gaining understanding of the present issues. The nurse also 
provides information, as appropriate, in the capacity as teacher 
and resource person. It is during the orientation phase that trust 
begins to build between the nurse and patient/family and will 
persist and develop through subsequent therapeutic interactions. 
The identification phase involves discovering and understanding 
the nature of the health issues; while, in the exploitation phase, 
the nurse uses communication techniques, counselling skills and 
advocacy to promote the highest level of care and interventions 
for the patient and family. In the termination phase, the profes-
sional relationship is concluded with the needs of the patient and 
family being met through collaborative efforts. Attention needs to 
be given to anticipating any dependence issues that may be pres-
ent leading into termination and open discussion must occur to 
ensure that the emotional well-being of all parties is maintained 
(George, 2002; Peplau, 1989; Peplau, 1997).

Pediatric nurses also must be attentive to the unique needs of 
children based on identification of developmental stages and 
expected milestones. Erikson’s Psychosocial Developmental 
theory is widely accepted as a tool to guide nursing care includ-
ing effective communication and interactive techniques based 
on the child’s emotional and physical developmental stage 
(Wong et al., 2006). Erikson outlines the following develop-
mental stages (Erikson, 1963):
Infant: trust versus mistrust
Toddler: autonomy versus shame and doubt
Preschooler: initiative versus guilt
School-age child: industry versus inferiority
Adolescent: identity versus role confusion
Young adult: intimacy versus isolation.

Given that the majority of PFS patients are school-aged children, 
it is important for the nurse to understand that developmen-
tally the child is trying to refine life skills and gain self-esteem. 
If skills are not refined this can contribute to low self-esteem 
and inferiority, compared to children with normal develop-
ment (Erikson, 1963). Given that PFS can result in delayed skill 
development and impairments, it is critical to recognize that 
during the healing process the patient might exhibit signs of 
poor self-esteem and require additional psychological support 
to promote a sense of worth and confidence.
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Caring for patients with PFS presents a significant challenge for 
neurosurgical nurses and requires a multidisciplinary approach 
to ensure comprehensive care and ensure optimal patient out-
comes. This is achieved through collaborative goal setting with 
the family and multi-disciplinary team. These goals are attained 
by utilizing patient-specific nursing strategies and completing 
the outlined steps in a sequential pattern. It is through this 
purposeful structure that nurses can monitor patient progress 
and modify accordingly.

The following discussion of proposed nursing strategies will be 
structured according to the 1998 American Nurses’ Association 
(ANA) standard of clinical nursing practice (George, 2002). 
The ANA standard is consistent with the College of Nurses of 
Ontario (CNO) standard of practice regarding knowledge. This 
standard requires nurses to seek, review, and apply research in 
practice according to current legislation and standards. The 
nurse then uses theory and evidence to make clinical decisions 
and implement appropriate nursing strategies (CNO, 2006). 
Overall, these strategies facilitate the appropriate manage-
ment of acute symptoms, decrease long term complications 
and restore behavioural and physiological function.

Mitigating the psychosocial  
impact of PFS
Nursing diagnosis
Altered patient and family coping related to the presenting 
symptoms of PFS.

Outcome identification/goal setting
Family exhibits healthy emotional responses and coping mecha-
nisms; adaptation of usual roles and functions to accommo-
date patient status; family displays understanding of treatment 
pathways; family incorporates directives and recommendations 
from the multidisciplinary team in patient care.

Planning nursing strategies
Peplau’s theory outlines the importance of clarifying percep-
tions and expectations during the orientation phase of the 
nurse-patient relationship. Setting expectations and ensuring 
mutual understanding decreases the feelings of helplessness 
and hopelessness, creating an optimistic attitude from which 
inner strength ensues (George, 2002). To enable this process, 
nursing interventions are implemented by working with the 
family to determine priorities, expected outcomes and identify 
knowledge gaps. In this phase, it is important that the nurse 
conveys an attitude of acceptance, concern and trust in order 
to maintain the therapeutic relationship (George, 2002).

Pre-operative 
The emotional impact of PFS can be lessened with a detailed 
informed consent process with the parents by the medical team 
including possible alterations in verbal, sensory and behav-
ioural abilities (Souweidane et al., 2010). This allows the patient 
and family to be better prepared and understand the potential 
postoperative complications, thereby reducing anxiety and fear 
(Wong et al., 2006, p. 1366).

Post-operative
The nurse supports the family by acting as a resource and mak-
ing appropriate referrals to the multidisciplinary team members. 

In this way, the nurse decreases tension and anxiety associated 
with the felt need and fear of the unknown. Nurses facilitate 
family well-being and coping through emotional support, clari-
fying information and providing an ongoing support network. 
The nurse can also identify additional resource systems (e.g., 
relatives, friends, religious groups, health care services, com-
munity programs) to enable the family in developing a strong 
support network. Throughout this process it is important to 
maintain an open discussion while validating family concerns 
and opinions (Astedt-Kurki et al., 1997).

The level of information a family has to assimilate can be over-
whelming. Allowing time for questions and feedback provides 
the opportunity for nursing staff to develop a therapeutic rela-
tionship, while assessing the family’s level of comprehension 
and offering an opportunity for clarification. This stage can-
not be rushed, as information is often misunderstood and may 
require reiteration (Wong et al., 2006).

Understanding the family state is crucial as the illness of one 
family member causes disruption in everyday activities and 
family relations. The emergence of PFS causes turmoil in the 
family structure. Families will require significant education and 
support to adapt to their current situation. In order to cope 
through the stages of PFS family members must maintain a 
sense of normalcy and control. Orientation to unit routines 
and operations allows familiarization and comfort for families. 
Nurses facilitate coping through open and honest communica-
tion. This is achieved by coordinating the detailed care plans 
with the family daily and making compromises as needed based 
on family needs and expectations (Astedt-Kurki et al., 1997).

Implementation
Post-operative 
The family must be given the time to absorb any information 
that has been provided and to adjust to the diagnosis. Nurses 
can then instill hope in patients and families by framing, focus-
ing on the daily goals and identifying the small incremental 
improvements achieved by the patient. This prevents the patient 
and family from becoming overwhelmed and defensive when 
the reality of the long course of recovery is presented. Reward 
systems, such as stickers and bravery beads offer distraction and 
a tangible sense of accomplishment. Knowing that both patients 
and families require a constructive outlet for expression of feel-
ings, nurses must be proactive in providing appropriate out-
lets. Facilitating therapeutic age appropriate play activities (e.g., 
blocks, puppets, painting/colouring) are effective communica-
tion strategies for neurologically impaired patients. Adult family 
members, on the other hand, often need an appropriate time 
and space away from the patient to constructively express their 
expected feelings of anger, fear and frustration. Being accessible 
to families and using therapeutic communication techniques 
creates a sense of control for families and enables better coping 
and understanding (Wong et al., 2006).

Alleviating physical symptoms of PFS
Catsman-Berrevoets and Aarsen (2010) strongly advocate 
for timely recognition and intervention to mitigate long term 
consequences of PFS. The primary nursing priority in car-
ing for these patients and families is to prevent complica-
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tions resulting from the presenting characteristics and to 
facilitate rehabilitation therapies following the stabilization 
of acute postoperative symptoms (e.g., pain, neurological or 
vital sign instability). Three quarters of all patients affected by 
PFS present with severe mutism, ataxia, hypotonia and global 
cognitive impairment (Korah et al., 2010). This can decrease 
the patients’ ability to verbalize their physical and emotional 
needs to caregivers, thus interfering with effective coping 
mechanisms (Levisohn et al., 2000). Ataxia hinders ambula-
tion and completion of activities of daily living, particularly 
in attaining developmental milestones. Regular adjustment of 
body positions, adequate dietary and fluid intake, maintenance 
of urinary continence and regular bowel routine are also com-
promised (Kupeli et al., 2010; Korah et al., 2010).

Nursing diagnosis
Risk for multi-system complications related to PFS. 

Outcome identification/goal setting
The main nursing outcomes include: preservation of skin integ-
rity as evidenced by no reddened areas over bony prominences, 
skin lesions or dryness; maintenance of full range of motion 
and muscle tone by minimizing muscle wasting and contrac-
tures; sustained dietary and fluid intake demonstrated by stable 
weights and equivalent intake and output; and lastly the pres-
ervation of normal patterns of elimination (Black & Hawks, 
2005; Wong et al., 2006).

Planning nursing strategies
In order to achieve proposed nursing outcomes, continued 
consultation and involvement with the family and multidisci-
plinary team is required (George, 2002). Maintaining a com-
prehensive understanding of PFS enables nurses to identify the 
characteristics and associated care elements that are provided. 
Ongoing systematic assessment facilitates the comparison and 

Table 1. Nursing strategies to alleviate symptoms of PFS

PFS 
characteristic

Complications Nursing Strategies

Mutism and 
impairments 
in expressive 
language and 
verbal memory

Inability to 
verbalize physical 
and emotional 
needs interferes 
with effective 
coping 

• Providing appropriate and effective nursing care by minimizing pain and suffering 
increases the patient’s sense of safety and enhances coping (Astedt-Kurki et al., 1997)

• Encourage patients to constructively express feelings via age appropriate 
therapeutic play activities (e.g., blocks, puppets, painting and colouring)

• Utilize positive reinforcement and reward systems to encourage patients’ 
appropriate behaviour & completing tasks (Wong et al., 2006)

Multidisciplinary team involvement: Family, Physician, Speech-Language 
Pathologist, Occupational Therapist, Social Worker, Chaplaincy and Child Life 
Specialists 

Ataxia, hypotonia 
and decreased 
initiation of 
voluntary 
movements

1. Impaired skin 
integrity
2. Decreased 
ROM, muscle 
wasting and 
contractures

Preserving skin integrity 
• Assess, inspect and cleanse skin, mucous membranes and perianal area regularly to 

prevent irritation and breakdown (Black & Hawks, 2005)
• Assess, inspect and cleanse skin, mucous membranes and perianal area regularly to 

prevent irritation and breakdown (Black & Hawks, 2005)
• Bathing regimens are based on patient status and family preference (Potter et al., 

2006)
• Keep linens clean, dry and smooth to prevent skin irritation (Wong et al., 2006)
• Turn and reposition every two hours to promote circulation and prevent skin 

breakdown (Black & Hawks, 2005) 
• Use pressure reduction mattress, foam pads to protect bony prominences; massage 

skin with lotion regularly to stimulate circulation and prevent pressure ulcers 
(Wong et al., 2006) 

• Lubricate lips to prevent drying and cracking (Wong et al., 2006)
• Apply TEDS stockings to prevent stasis and deep vein thrombosis by promoting 

venous return (Potter et al., 2006)
Maintaining full range of motion and muscle tone 
• Use positional supports (e.g., rolls) to align limbs properly in functional position to 

prevent contractures (Black & Hawks, 2005)
• Perform passive range of motion (ROM) frequently to keep joints mobile and 

minimize muscle wasting (Black & Hawks, 2005)
• As the patient regains strength and muscle control, encourage active ROM (Potter 

et al., 2006)
• Encourage ambulation via transferring patient to wheel chair to improve 

circulation (Wong et al., 2006)
Multidisciplinary team involvement: Family, Physician, Physiotherapist and 
Occupational Therapist

continued on page 29…
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…continued from page 28

Emotional 
lability and 
neurobehavioural 
abnormalities 

Interrupted 
family processes

• Patient and family requires emotional support from the health care team via 
maintaining hope, accepting all emotions and being present (Astedt-Kurki et al., 
1997)

• It is important for the nurse to take an active interest in family well-being and level 
of family coping (Astedt-Kurki et al., 1997)

• Explore parents’ reaction, suggest that they touch & hold child to provide comfort 
and control (Wong et al., 2006)

• Suggest that the parents spend time with siblings to prevent feelings of neglect 
(Wong et al., 2006)

• Involving family members in patient care prevents feelings of guilt and helplessness 
(Astedt-Kurki et al., 1997)

Multidisciplinary team involvement: Family, Physician, Social Worker, Chaplaincy 
and Child Life Specialists

Decreased eye 
opening

Corneal abrasion Lubricate eyes and assist them to close to prevent drying and corneal irritation 
(Wong et al., 2006)
Multidisciplinary team involvement: Physician (most responsible and 
Ophthalmologist) and Pharmacy

Oropharyngeal 
dyspraxia

Malnutrition and 
dehydration

• Assess gag and swallow reflex postoperatively to determine readiness to feed orally 
(Black & Hawks, 2005)

• Alterations in feeding route (e.g., enteral feeding tubes) might be deemed necessary 
until patient regains gag/swallow ability (Black & Hawks, 2005)

• Education prior to insertion re: rationale, duration, equipment required and 
eventually how to administer feeds are all necessary to decrease fear, stress and 
anxiety and empower families to become active members of team (Wong et al., 
2006)

• Consult with Dietitian to ensure adequate dietary and fluid intake (e.g., increased 
fibre, protein and vitamin C requirements and decreased calcium) (Wong et al., 
2006)

• Assess patient’s mucous membranes to ensure they remain moist (Potter et al., 2006)
• Monitor weight daily to assess nutritional adequacy (Potter et al., 2006)
• Administer stool softeners, osmotics, stimulants, suppositories and enemas in a 

stepwise manner to aid bowel elimination (Potter et al., 2006)
Multidisciplinary team involvement: Family, Physician, Occupational Therapist, 
Pharmacy and Dietitian 

Urinary 
disturbances (e.g., 
incontinence )

Renal retention 
and calculi

• Maintain urinary output to prevent calculi 
• Monitor intake and output (I&O) and hydration status
• Assess urine specific gravity, electrolytes, BUN, creatinine, urine characteristics to 

assess for adequate hydration (Wong et al., 2006)
Multidisciplinary Team Involvement: MD and Dietitian

recognition of subtle changes in these characteristics. The nurse 
can then report these changes to the medical team and suggest 
appropriate consultations and interventions. At this time, the 
nurse can advocate for the initiation of special education and 
rehabilitative measures to address neurocognitive impairment 
associated with PFS as the earlier the treatment begins, the 
better the neurological and cognitive outcomes (Grill et al., 
2004). The nurse and family work collectively with the multi-
disciplinary team to identify goals, determine priorities, and 
expected outcomes. From this work an individualized care plan 
based on the patients’ nursing diagnosis is created (De Smet et 
al., 2007; Potter et al., 2006).

Implementation
The strategies used to alleviate physical symptoms of PFS 
highlight the importance of basic nursing care (Table 1). This 

includes: providing physical care and teaching family mem-
bers to perform these tasks appropriately; and coordinat-
ing postoperative diagnostics, procedures and rehabilitative 
therapies (George, 2002; Peplau, 1989). These basics can often 
be overlooked in practice or delegated to family with insuf-
ficient guidance. Incorporating family as active members of 
the health care team requires nurses to provide them with the 
sufficient knowledge, skill and judgment to complete the del-
egated tasks. Educating the family regarding the importance 
of alternating periods of rest with activity throughout the day 
helps elicit optimal patient recovery (Potter et al., 2006). Due 
to the lack of verbal ability, the prevention of overstimulation 
requires the recognition of subtle patient-specific behavioural 
and physiological cues. Over stimulating patients with PFS can 
aggravate emotional lability, increasing stress on caregivers and 
diminishing effectiveness of nursing interventions. Creation of 
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a daily schedule provides structure and facilitates consistency. 
Regular use of this strategy fosters family strengths and abilities 
while preventing overstimulation and maintaining their sense 
of control (Wong et al., 2006).

Evaluation of nursing strategies
Similar to Peplau’s termination phase, the evaluation stage 
determines if the desired outcomes have been achieved for 
the patient. This is decided in collaboration with the nurse 
and family members. Termination of the acute care phase is 
accomplished by reviewing outcomes, ensuring goals are met, 
and determining the need for follow-up and long term care 
plan requirements. The termination phase brings an end to 
the therapeutic relationship and promotes family and patient 
independence in pursuing achievement of rehabilitation goals. 
Recognition must be given for potential future challenges and 
possible re-engagement of the family with the primary health 
care team (George, 2002; Wong et al., 2006).

Current limitations and future directions
Researchers have suggested 
multiple rationales for the 
wide range of PFS incidence. 
Given the importance for 
early recognition of PFS by 
medical practitioners, the 
need for a clear definition and 
agreed-upon name for this 
syndrome is necessary (Rob-
ertson et al., 2006). Through-
out research literature there 
are multiple names for simi-
lar neurocognitive character-
istics with no clear definition 
or distinguishing features. 
These names include: pos-
terior fossa syndrome (PFS), 
cerebellar mutism syndrome 
(CMS), cerebellar affective 
syndrome (CAS), cerebellar 
cognitive affective syndrome 
(CCAS), and syndrome of 
(cerebellar) mutism and sub-
sequent dysarthria (MSD). 
Utilizing classification tools 
(e.g., COG survey), would 
allow for increased accuracy 
and frequency of identifica-
tion of patients with PFS, thus 
initiating appropriate inter-
ventions to mitigate long-
term consequences (Korah 
et al., 2010; Robertson et 
al., 2006). Moreover, Sadeh 
and Cohen (2001, as cited in 
Wells et al., 2008) suggest that 
adult patients with cerebellar 
cognitive affective syndrome 

(CCAS) have undergone extensive neuropsychological evalua-
tions allowing for the initiation of rehabilitation for neurocog-
nitive deficits; whereas, neuropsychological evaluations are 
rarely conducted on children with PFS. This demonstrates the 
lack of pediatric recognition and treatment of cognitive and 
psychological characteristics of PFS.

Conclusion
PFS is one of the most debilitating complications in children 
following posterior fossa tumour resection. The syndrome pro-
duces significant neurological, behavioural and psychological 
symptoms that can be of an enduring nature. In this paper the 
role of nursing is reviewed in enabling adaptive patient and 
family coping during the PFS recovery period with specific 
examples of nursing diagnoses, goals of care, interventions and 
evaluation processes that are clinically relevant to any pediatric 
neurosurgical environment. Due to the complexity of PFS and 
the variation in clinical presentation, nursing staff must have 
knowledge, skill and abilities in four key areas: 1) Compre-
hensive understanding of PFS (anatomy, characteristics and 
risk factors), which enables early identification of symptoms 

Appendix. Anatomy of cerebellum and brainstem (Netter, F.H., 2009) 
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and initiation of appropriate therapies; 2) Establishment of 
therapeutic relationships with the patient/family to provide 
optimal family-centred, theory-based care; 3) Effectively com-
municating all care-related processes to family members and 
actively involving them in patient care, enables effective cop-
ing while decreasing stress and anxiety; and 4) Strong nursing 
assessment skills and understanding of developmental stages 
to assist in providing quality care to the PFS patient. Nurses 
are well positioned to effect positive care outcomes because 
of the depth and breadth of their knowledge, and have been 

identified as pivotal in preventing long-term complications and 
even permanent disability associated with PFS.
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Abstract
Purpose: With advances in pediatric health care, many 
adolescents with complex chronic neurological conditions live 
well into adulthood. As such, the movement toward adult health 
care services is an expected and desired outcome of pediatric 
care. When the young adult has an intellectual impairment in 
addition to a complex chronic neurological condition, parental 
involvement is critical in the transition process, as these young 
adults are unable to make informed decisions independently and 
require significant guidance from caregivers. Thus, the transition 
process should address not only the direct health care needs of the 
young adult, but also the needs and concerns of the parents who 
are instrumental in guiding that process. The objective of this 
study was to identify salient issues confronting these parents.

Methods: A qualitative interpretive design was used to gain an 
in-depth understanding of parents’ perceptions of their young 
adults’ transition process from a pediatric to an adult health 
care setting. Data were analyzed using the constant comparative 

method, in which interview data were simultaneously collected 
and analyzed throughout the data collection process. Purposive 
sampling was used to interview 17 parents of 11 young adults 
who had transitioned to an adult health care setting.

Results: Findings suggest that parents perceived a tremendous sense 
of abandonment from the heath care team during the transition 
process. They experienced a sense of loss, fear and uncertainty, as 
they navigated the transition of their young adult. Parents believed 
that what hindered the transition process was a lack of sufficient 
coordination within the health care system, the vulnerability of 
the young adult at the time of transition, the lack of appropriate 
resources in the adult health care system given the unique and 
multifaceted needs of the young adult, and their own tenuous 
health status. The transition process was felt to be facilitated by 
the parent’s resourcefulness, family support and ability to establish 
new relationships within the adult health care setting.

Conclusions: This study has provided a greater understanding 
of parental perceptions of transition care for young adults with a 
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Résumé

La transition des soins de santé 
pédiatriques vers les soins de santé 
pour adultes pour les jeunes adultes 
atteints de troubles neurologiques : 
une perspective parentale
But : Les progrès en soins de santé pédiatriques ont permis à 
de nombreux adolescents souffrant de troubles neurologiques 
chroniques complexes d’atteindre l’âge adulte. Ainsi, la transition 
vers des services de soins de santé désignés pour les adultes est un 
résultat attendu et souhaitable des soins pédiatriques. Lorsque 
le jeune adulte a un handicap intellectuel en plus d’un trouble 
neurologique chronique complexe, l’implication des parents est 
essentielle dans le processus de transition car ces jeunes adultes 
sont incapables de prendre des décisions informées de façon 
indépendante et nécessitent beaucoup de soutien des personnes 
qui les entourent. C’est pourquoi le processus de transition ne 
concerne pas seulement les besoins de santé directs du jeune 
adulte mais aussi les besoins et les préoccupations des parents, 
ces derniers jouant un rôle déterminant tout au long de ce 
processus. Le but de cette étude était d’identifier les problèmes 
saillants que rencontrent ces parents.

Méthodes : Nous avons recouru à une méthode qualitative et 
interprétative afin de comprendre clairement la perception des 
parents sur le processus de transition que suivent leurs jeunes 
adultes, alors qu’ils passent d’un milieu de soins pédiatriques 
vers un milieu pour adultes. Les données ont été analysées 
à l’aide d’une méthode comparative constante, au cours de 

laquelle les données des entrevues ont été simultanément 
recueillies et analysées tout au long du processus de collecte 
de données. Nous avons constitué un échantillonnage des 
entrevues avec les 17 parents de 11 jeunes adultes qui ont suivi 
une transition vers un milieu de soins pour adultes.

Résultats : Nos résultats suggèrent que les parents se sont sentis  
abandonnés par l’équipe de soins de santé durant le processus 
de transition. Ils ont éprouvé des sentiments de désarroi, de 
peur et d’incertitude alors qu’ils suivaient la transition de 
leurs jeunes adultes. Les parents estimaient que le processus 
de transition était entravé par un manque de coordination 
au sein du système de soins pour adultes, la vulnérabilité des 
jeunes adultes au moment de cette transition, le manque de 
ressources nécessaires dans le système de soin de santé pour 
adultes au vu des besoins uniques et complexes des jeunes 
adultes, et leurs propres problèmes de santé. Les parents ont 
pensé que le processus avait été facilité par leur créativité, le 
soutien familial, et la possibilité d’établir de nouvelles relations 
au sein du milieu de soins pour adultes.

Conclusions : Cette étude nous a aidés à mieux comprendre les 
différentes façons dont les parents perçoivent la transition des 
soins pour un jeune adulte atteint de troubles neurologiques 
chroniques complexes et d’un handicap intellectuel. L’impact 
émotionnel est conséquent et doit être considéré de manière 
réfléchie lorsqu’on prépare le processus de transition pour 
ces jeunes adultes. Bien que tous les parents aient reconnu 
les immenses difficultés et l’adversité auxquels ils ont fait face 
au cours de ce processus, ils ont estimé que l’expérience des 
familles à venir pourrait s’avérer positive avec de meilleurs 
conseils et ressources.
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complex chronic neurological disorder who have an intellectual 
impairment. The emotional toll on the parents is tremendous 
and requires thoughtful consideration when planning the 
transition process for these young adults. Although all parents 
acknowledged the hardships and adversity they faced during the 
process were immense, they all felt that with better guidance and 
improved resources, the experience for future families could be 
a positive and satisfying experience.

Introduction
The challenges of transition care for young adults with com-
plex chronic neurological conditions who have an intellectual 
impairment and their parents are considerable. This popula-
tion is unique in that young adults who have an intellectual 
impairment require significant guidance from their parents 
for decision making regarding their care, and their reliance on 
their parents is unlikely to diminish over time. In view of the 
fact that these young adults cannot advocate for themselves, it 
is essential that we understand the challenges their parents are 
facing, from their own perspective.

Literature review
The health care transition process
With advances in pediatric health care, many adolescents with 
complex chronic neurological conditions live well into adult-
hood. As such, the movement toward adult health services is a 
normal, expected and desired outcome of pediatric care. The 
transition process of moving from pediatric to adult-centred 
health care is an important and necessary process in the lives of 
young adults with special health care needs. The optimal goal of 
transition is to provide health care that is uninterrupted, coordi-
nated, developmentally appropriate, psychosocially sound and 
comprehensive (Blum, 1993). It is a gradual and purposeful pro-
cess rather than a static event. One common misinterpretation 
is that transition is synonymous with transfer. In fact, transfer 
to adult care is one of many events in a much larger transi-
tion process (Callahan, 2001; McDonagh, 2003). The essence 
of transition care is that it starts early and it involves a com-
mitment from the family and multidisciplinary team to move 
forward through assessment, planning, and the generation of 
interventions to optimize satisfaction (Blum, 1993; Sawyer, Blair 
& Bowes, 1997; McDonagh, 2003).

Differences in pediatric and  
adult approaches to health care
The Canadian Pediatric Society (CPS), in a position statement 
from the Adolescent Health Committee (2007), described 
pediatric- and adult-oriented health care as two different cul-
tures. Pediatric care is family focused, relies on developmen-
tally appropriate care with significant parental involvement in 
decision-making, and prescribes care within a multidisciplinary 
team. Adult care is patient-focused and investigational, requires 
autonomous, independent consumer skills, and lacks consistent 
multidisciplinary support. Adult health care differs significantly 
from pediatric care in the type and level of support, decision-
making, the consent process and family involvement. Given 
these differences it is understandable that the transition from 
pediatric to adult health care is a complex one.

Optimizing the transition process for young  
adults who have an intellectual impairment
Promoting high-quality parent-team interactions may be one 
means to improve the delivery of health care transition for 
young adults with special health care needs and their families 
(Reiss, 2005; Scal, 2005; Betz, 2007). Integrated comprehensive 
transition services within network providers are paramount. As 
these young adults have complex care issues, interdisciplinary 
and interhospital collaboration are essential to optimize the best 
possible transition process. However, the vast majority of stud-
ies that examine transition care for young adults with special 
health care needs focus on their physical disabilities (Russell, 
1996; Liptak, 2001; McDonagh, 2003; Kennedy, 2007). While 
these studies provide insight into the process that young adults 
with chronic conditions and their families engage in as they 
prepare for transition, important differences may exist when 
the young adult has an intellectual impairment in addition to a 
physical disability. Thus, the existence of an intellectual impair-
ment in the young adult is an important variable to consider 
when examining transition. Parental involvement is critical in 
that these young adults are unable to make informed decisions 
independently and require significant guidance from caregivers. 
Thus, the transition process involves not only the direct health 
care needs of the young adult, but the needs and concerns of 
the parents who are instrumental in guiding that process.

Few studies have acknowledged family involvement in the tran-
sition process when a young adult has an intellectual delay, and 
parental perceptions and experiences remain relatively unex-
plored. A recent position paper (Camfield, 2011) discussed 
several models of transition/transfer for children with chronic 
neurological disorders. It suggested that few primary care set-
tings cope well with multiply-handicapped children and con-
cluded that the adult outcomes for young adults with chronic 
neurological disorders are often unsatisfactory. Reiss (2005) used 
a descriptive exploratory design to examine the transition expe-
rience of young adults with disabilities and special health care 
needs, family members and health care providers. Focus groups 
were conducted with 49 young adults, 44 family members and 
50 health care providers. The transition process was described as 
being more complex and generally more difficult for those with 
more severe functional or intellectual limitations. However, par-
ticipants in this study had many disabilities and diagnoses, and 
the impact of an intellectual impairment on the transition process 
was not explored. A systematic review by Freed (2006) concluded 
that young adults with severely impaired cognitive function relied 
heavily on the support and guidance of their families. However, 
the nature of parental involvement and parental concerns were 
not elaborated upon. A subsequent review by Betz (2007) found 
that parents who were most involved in transition programs were 
more likely to have positive expectations of their young adult’s 
future. While parents in both reviews were considered important 
in facilitating the transition process, there was no discussion of 
what parental expectations were regarding that process.

Purpose
Young adults with complex chronic neurological conditions 
who have an intellectual delay require significant guidance 
from their parents for decision-making regarding their care, 
and the reliance on their parents is unlikely to diminish over 
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time. Parental involvement is crucial. However, there is little 
understanding of parental perceptions regarding the transition 
process from pediatric to adult health care services. The salient 
issues confronting these parents are essential to enhance transi-
tion care. Thus, the research questions were: (1) What are par-
ents’ perceptions of the transition of health care from pediatric 
to adult services for the young adult with a complex chronic 
neurological condition and who has an intellectual impairment? 
(2) What facilitated and/or hindered these parents’ and young 
adults’ transition from pediatric to adult health care?

Methods
Design
A qualitative interpretive design (Thorne, 1997; Sandelowski, 
2000) was used to gain an in-depth understanding of parents’ 
perceptions of their young adults’ transition from pediatric to 
adult health care services. The aim of this design was to capture 
the contextual and unique nature of each parent’s experience 
while seeking to elucidate the shared realities of similar transition 
experiences of parents whose young adult has a complex chronic 
neurological condition and an intellectual impairment.

Sample
Purposive sampling was employed and 17 parents of 11 young 
adults with a complex chronic neurological condition and intel-
lectual impairment were recruited. Five interviews involved the 
young adult’s mother, five interviews included the mother and 
the father, and one interview involved the young adult’s grand-
mother and foster mother. They ranged from 39 to 56 years of 
age. Nine parents were married and two were divorced. The 
young adults were between 18 and 21 years of age, had intracta-
ble seizures and, as per psychological evaluation, all had a severe 
intellectual deficit. Five of the young adults were non-ambulatory 
and did not speak, four required enteral feeding, and two had 
tracheostomies. These five young adults were dependent on their 
parents for all activities of daily living while the others required 
supervision. Ten of the young adults resided with their parents 
and one lived with a foster family. All had been followed in a 
pediatric neurology clinic in a university-affiliated hospital for 
more than 10 years, and had attended at least one appointment in 
the adult neurology setting. Nine of the young adults had one to 
five siblings. The siblings ranged in age from four to 24 years.

Procedure
The study was approved by the institution’s research ethics board. 
Potential participants were contacted by the nurse in the epi-
lepsy clinic of an adult hospital and asked if they were willing 
to be contacted by the researcher. Although the epilepsy clinic 
was not specifically chosen for recruitment of participants, the 
vast majority of young adults with complex chronic neurologi-
cal disorders and intellectual impairment who require transition 
to adult neurological care have a seizure disorder. Once verbal 
consent was obtained, the researcher contacted the parent by 
telephone, explained the study, and arranged a time and place for 
an interview. Parents themselves decided who would participate 
in the interview. They were asked to participate in one interview, 
with the possibility of a follow-up phone call at a later date. All 
parents referred by the nurse agreed to participate. Although the 
researcher had previously provided care to 10 of the 11 families in 
the pediatric setting, her role as a researcher was clearly differen-
tiated from that of the young adult’s current health care provider, 

and any clinical issues that arose during the course of the inter-
view were referred to clinicians at the adult health care setting. 
The researcher met with four families at their homes, two at the 
pediatric hospital, four at the adult hospital and one parent at her 
office. At the time of the interview the study was explained again 
and written, informed consent was obtained from all parents.

Data collection
Data were collected from in-depth semi-structured interviews 
(see Appendix A, page 39) with the parents of the young adults. 
Semi-structured interview questions were used to ensure that vari-
ous dimensions of parents’ perceptions were explored, while allow-
ing parents to freely describe their own unique experiences (Morse 
& Field, 1995). Data were collected over a period of eight months. 
Interviews lasted approximately 60 minutes. All interviews were 
audio-taped and transcribed verbatim, and field notes were written 
at the completion of each interview. Confidentiality was maintained 
by keeping consent forms in a locked cabinet and by removing iden-
tifiers from the data and replacing them with a code number.

Data analysis
Data were analyzed using the constant comparison method 
(Burnard, 1991), in which interview data were simultaneously 
collected and analyzed throughout the data collection period. 
Line-by-line coding of the data from each interview was done 
and, during subsequent interviews, the codes were checked and 
verified with parents to verify the authors’ interpretation of the 
data. Categories of parental perceptions were identified, includ-
ing perceived facilitators and barriers to transition.

Evaluation of rigor
Confirmation of preliminary interpretations was sought through 
member checking. Member checks took place through a follow-
up telephone phone call to five parents who had participated in 
the interviews and with the parents of subsequent interviews. 
Triangulation was used to draw conclusions about what con-
stitutes the truth (Loiselle & Profetto-McGrath, 2004), through 
the use of field notes, transcriptions, member checks and review 
with the authors. An audit trail of all interview transcripts, field 
notes, data reduction and documentation on working hypoth-
eses were systematically collected to ensure dependability of 
the study (Polit & Beck, 2004).

Results
Perceptions of transition care
Parents perceived numerous challenges associated with the 
transition process of the young adult with a complex chronic 
neurological condition and an intellectual impairment from a 
pediatric health care setting to an adult health care setting.

Sense of abandonment by the health care system
Parents felt they had received little, if any, preparation for the 
eventual transition from the pediatric health care setting to the 
adult health care setting. There were limited discussions about 
the process in the year preceding the transition, and it was gener-
ally only at their young adult’s last appointment in the pediatric 
setting that future care was discussed. Some pediatric services 
provided referrals to specialists in the adult setting while others 
did not. When a specific referral was not provided, the parents 
felt abandoned, as the onus was on them to locate adult special-
ists. One parent said, “I was very nervous and upset at the (pedi-
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atric) team for not preparing me. It was scary. It was lonely. It was 
like, where do I start? I knew which neurologist she was going to 
see, but what about all the other specialists that she needed? The 
door was closed and we had no one to help us.” Another parent 
stated, “It was like after all those years we had depended on the 
(pediatric) hospital to help us, and now we had the impression 
that we were on our own. No one knew us, we were nothing. We 
were a number.” The parents felt that the services they had been 
receiving for more than 10 years had been abruptly terminated 
without ensuring that future care was available.

The majority of parents reported that a gap of between two 
months and two years between their young adult’s last pediatric 
appointment and their first appointment in the adult setting. It 
was during this period that they felt most abandoned, as they 
were without any services. Several parents reported that during 
this “gap” period their young adults required care, but they did 
not know who to turn to for guidance. Four families contacted 
the emergency room in the pediatric setting and were told that 
they could not, in fact, be seen in the pediatric setting. A parent 
described her feelings of abandonment during that time: “He was 
really sick. I called the (pediatric) ER and they said that I could 
not bring him there. I said that he has not yet been seen by an 
adult doctor, and he is complicated and they know what to do at 
the (pediatric) hospital. And they said that did not matter.” Other 
parents reported that following their last appointment in the pedi-
atric setting they were no longer entitled to contact their previous 
health care professionals and, therefore, did their best to manage 
their young adult’s health care needs on their own. Parents also 
felt that the decision from the health care setting to transition 
their young adult at the age of 18 years old was arbitrary, as their 
young adult would always remain a “child” given their intellectual 
impairments. As one parent lamented, “Turning 18 does not mean 
that she is suddenly an adult. She will always be the same.”

Fear and uncertainty during transition
Parents were fearful of the unknown in relation to the availabil-
ity of appropriate services to address the multifaceted needs of 
not only the young adult, but the needs of the family, as well. All 
parents reported that through the years they had developed a 
trusting relationship with the health care team in the pediatric 
system and learned how to navigate that system. They were con-
fident that when their young adult required care, the team was 
available. They felt they had developed a partnership with the 
pediatric health care team, and their opinions were welcomed 
and valued. They also felt that not only were the needs of the 
young adult addressed, but the needs of the whole family were 
of importance. At the time of transition they were uncertain 
as to whether their expertise would be appreciated, especially 
in light of the young adult’s intellectual impairment. As one 
mother stated, “Sometimes I would call the (pediatric) hospital 
when I felt overwhelmed. Now I don’t know if anyone would 
care about how I feel or what I need. Would they help me?” The 
parents also perceived that their young adults were unique and 
complex, and while care had previously been adapted to meet 
these needs, they were not convinced that this would be a pri-
ority in the adult health care setting. For example, one father 
stated, “She is petrified of needles. They (pediatric hospital) fig-
ured out how to make her comfortable. Since she has changed 
hospital we don’t do them (blood tests) anymore. We just go by 
how she is doing. Will they give up on her?”

Facilitating transition from the  
pediatric to adult health care system
Establishing relationships within the adult health care setting
Parents felt a tremendous sense of relief following their first 
appointment with the adult health care professional. They felt reas-
sured that they had begun the process of developing new relation-
ships. One parent stated, “He (neurologist) took his time with us. It 
was very reassuring. He listened. Even though we are still not sure 
what we would do in an emergency, we felt better. We can at least 
say there is someone who knows us.” Five parents reported having 
a positive experience following a timely response after requesting 
assistance from a health care professional in the adult health care 
system, which, in turn, enhanced their confidence in the system. 
As one mother reported, “I am happy that when I left the nurse a 
message she called me back. Even though she could not give me an 
answer right away, she said she would call me back and she did.”

Parental resourcefulness
Seven parents spoke about their informal support network that 
they used to help guide them through the process of transition. 
They spoke with other parents of young adults with similar 
impairments, as well as teachers, friends, and neighbours who 
had experience with adult health care. Two parents spent a 
considerable amount of time independently preparing for the 
transition of their young adult. They did so as they felt their 
present health care team was not proactive enough and were 
worried about the availability of future services. One parent 
described her experience: 

Several months before A. turned 18, I wrote to the (pediat-
ric hospital) requesting a copy of her chart, and requested 
that it be sent to (adult neurologist). About four months 
later, I called the secretary and said that I need an 
appointment. I didn’t say that she is a new patient, but 
asked her if she got the file and when would her appoint-
ment be. Everything went well.

All parents spoke about the amount of time and effort required 
to locate new services once their young adult was no longer able 
to receive care in the pediatric setting. They spoke of this time as 
being incredibly difficult, but all were persistent in attempting to 
locate new resources. Some parents were successful while others 
were still trying to find services for their young adults. One father 
said, “I spent a lot of time on my days off and lunch hours looking 
for doctors on the internet and then calling for appointments.” 
One mother described the efforts of trying to find a specialist 
through contacting a former student nurse who had previously 
worked with her son at his school. This person was able to assist 
the family with locating the specialist they needed.

While all parents felt they had been able to successfully navi-
gate the pediatric health care system (although several parents 
reported that it took many years to become confident), only half 
of the parents reported some confidence in navigating the adult 
health care system, and the rest found it extremely difficult. For 
those who had gained some confidence, they felt it was because 
of their perseverance. One parent explained, “I have being doing 
my best for her for 18 years, and I’m not going to stop now. I will 
keep calling until I get the answers that I need.” Another parent 
stated, “I have a file for her at two hospitals. It took me a while 
to coordinate everything, and make sure that everyone was okay 
with this, but this way we get the services that we need.”



36 Volume 33, Issue 2, 2011 • Canadian Journal of Neuroscience Nursing

Family support system
The availability of others within the family to share household 
responsibilities was perceived as important by all parents. They 
spoke of how the care for their young adult within the family 
had evolved over the years, and during the process of transi-
tion these shared responsibilities for care remained stable. While 
three parents reported that their relationships within the fam-
ily had become strained during the transition period, they had 
coped with much stress in the past with the care of a child with 
multiple needs and, as a result, felt these current difficulties were 
temporary. For four families there were two parents who were 
equally involved in the management of the care involved in the 
transition process, and for seven families there was one parent 
who was primarily responsible. However, all parents spoke about 
the importance that their families had in supporting them during 
this process. As one mother simply stated, “I don’t know what 
I would have done without my sister. She is my rock”. Another 
couple stated, “There is so much to do when your child turns 18. 
It is such a heavy load, but we are fortunate to have each other.”

Factors perceived to hinder transition  
from pediatric to adult health care
Inadequate resources
Parents perceived a termination of existing well-established 
health care resources and expertise, without the establishment 
of new services. They felt there were few resources available to 
meet the complex needs of their young adults. Although they 
may have had a referral to an individual specialist, they felt an 
interdisciplinary team approach was required, yet this was not 
available to them. As the parents themselves reached out for 
resources they met numerous obstacles. Several parents reported 
a lack of basic expertise and resources to assist with the general 
care of their young adults. As one parent described in her quest 
for assistance when her young adult developed a fever: 

I called our local hospital and they refused to see her. They 
said she was too complex and to bring her to (university 
hospital). But that hospital is far from our house. I called 
several doctors and they said they were not taking any new 
patients. They said that they do not have a place for B. They 
told me that they did not have specialized care. So I took her 
to the clinic. They asked me to bring her back three times 
before finally saying she is too complex and they do not 
know what to do. They said she is better off at the hospital, 
but the local hospital said they do not know what to do.

Another parent related a similar experience:
I took him to an adult ER, but they really did not understand. 
They said who is his doctor? I said that he doesn’t have one. 
The next time he was sick I changed his medications on my 
own and hoped for the best. I tried to get a doctor, but every-
one said they were not taking new patients. I called back the 
(pediatric hospital) and they said call the CLSC (community 
clinic). The CLSC said he is too complicated. I knew he would 
eventually have an appointment in neurology, but I was on 
my own for everything else and no one seemed to care.

Insufficient coordination
Parents perceived very limited coordination in the transition of 
their young adult’s care from a pediatric to adult health care set-
ting. They felt there was a lack of communication among health 
care professionals before and after the transition process had 
begun. Parents spoke of their frustrations at the lack of coordi-
nation and preparation of the transition in the months before 

their young adult turned 18. One parent angrily stated, “She is 
not a child where she broke her arm and one day it will get better. 
Her problems are for life. So it should not be any surprise that 
when she turned 18 she would need the same care as she did at 
(pediatric hospital). So why could her transfer not have been bet-
ter organized?” Many parents assumed that their young adult’s 
health records and summaries would be available to the adult 
health care professional. They believed that this process would be 
automatically completed by the pediatric setting. However, all but 
one parent reported that at their young adults’ first appointment 
in the adult setting, no information, except for a referral sheet, 
was available to the adult service. In the words of one mother, “At 
our first appointment, the doctor did not have any information. 
We had a referral with two sentences on it. Two sentences does 
not explain 18 years of care. We told him our story, but he needed 
test results. We had to reschedule our appointment. We thought 
that the file would have already been transferred.”

Parents reported a fragmentation in care, as the young adult 
transitioned from one setting to the other. They perceived the 
gap in care, ranging from two months to two years, was directly 
related to insufficient planning and coordination. For those 
parents who experienced a gap between their young adult’s 
last appointment in a pediatric setting and their first appoint-
ment in an adult setting of greater than five months, there was 
a tremendous sense of anxiety and stress. As one parent sadly 
stated, “The gap was so long. It was the most stressful time of 
our lives.” Another tearfully stated, “We were so scared. It was 
the first time in our lives that we felt completely alone.”

The majority of parents reported that given the complex nature 
of their young adults’ needs, their care was no longer available 
at one location; rather, it was divided among many speciality 
services located in a variety of settings. They perceived this was 
not only detrimental to their young adults’ care, but also placed 
considerable burden on them to coordinate and communicate 
care among the speciality services. As one parent eloquently 
stated, “He is now being followed for his pieces and no one looks 
at him as a whole, as a person.” They also perceived that the like-
lihood that the various health care members would work as a 
team would be minimal, and that their young adults would suffer 
in terms of a lack of comprehensive care. In their experience, 
they believed that communication within a health care setting 
was often difficult and, thus, perceived this difficulty would be 
exaggerated by dealing with multiple settings. Although they 
perceived that they were strong advocates for their young adults, 
they felt the onus was now on them to coordinate the care and 
this was too much of a responsibility and caused great turmoil. 
One mother described her feelings about this burden:

He is now followed in four different hospitals. When he has 
GI problems it affects his seizures, and when he has seizures 
it affects his breathing. Who do I call first? GI, respirology or 
neurology? When I finally reach someone, and if they make a 
medication change, then it might affect his other medications. 
Then what? I want to be his mother, and that is sometimes 
very hard. How can I be expected to do everything else?

Compromised parental health
The majority of parents perceived the process of transition as an 
extremely stressful time in their lives. These parents spoke of the 
fact that they themselves had less energy than when they were 
younger to cope with the stress. They felt that at the beginning of 
their young adults’ lives they required a tremendous amount of 
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energy to cope with the initial understanding of their child’s needs. 
Through the years there were many times of stress. However, they 
had reached a certain amount of stability, which they now felt they 
had lost. They spoke of how this impacted their personal emotional 
and physical well-being. Five parents reported that since the pro-
cess of transition began, they themselves had been diagnosed with 
significant medical illnesses. Parents also perceived that given the 
competing demands intrinsically involved in being a parent to a 
young adult with complex needs, they were also the parent of that 
young adult’s siblings, as well as a wife/husband and daughter/son, 
and they were tired. As one mother stated, “My husband got sick, 
then my mother. Then I got sick. And you keep going, but your 
body is giving you signals and you don’t listen to it. I don’t have it 
in me anymore. I do it because I have no choice. But it is hard. You 
know, you get older and you don’t have that energy anymore.”

Vulnerability of the young adult
Parents perceived that the instability of their young adults’ health 
status was not truly appreciated by the pediatric services during 
the process of transition. Three young adults were not stable in 
the months prior to transition and required admission to an 
adult hospital during the process. One parent reflected on the 
belief that decisions made regarding the care of their young adult 
may have been different if they had been guided by the pediat-
ric team who had known their young adult over the years: “His 
breathing problems started to get worse. He was taken to (com-
munity hospital). He was in the ICU. He needed a trach, so they 
put one in. It was very hard. There was no one who knew us, to 
help us decide what to do. Maybe we would have made a differ-
ent decision if he had been taken to (pediatric hospital).”

Although all of the young adults whose parents participated in 
this study had an intellectual impairment, four of them had some 
limited knowledge about the transition. The parents of these 
young adults spoke about how they attempted to prepare them 
for the changes. Parents perceived their young adults would real-
ize the difference only once they began to meet the new health 
care professionals, and the routines developed throughout the 
years were altered. For three of these young adults, the transition 
was hard, as they had developed trusting relationships with the 
health care professionals who knew them well. As one mother 
said, “She got used to how things worked at (pediatric hospital). 
So, for her, the transition was very hard. Even though she cannot 
see, she knows she is somewhere different.”

In summary, parents of young adults who have a complex chronic 
neurological condition as well as an intellectual impairment per-
ceived a tremendous sense of abandonment from the health care 
team during the transition from pediatric to adult health care 
services. They experienced a sense of loss, fear and uncertainty, 
as they navigated the transition of their young adult. Parents 
believed that what hindered the transition process was a lack of 
sufficient coordination within the health care system, the vul-
nerability of the young adult at the time of transition, the lack of 
appropriate resources in the adult health care system given the 
unique and multifaceted needs of the young adult, and their own 
tenuous health status. The transition process was facilitated by 
the parent’s resourcefulness, family support and the ability to 
establish new relationships within the adult health care setting

Discussion
The purpose of this study was to enhance our understanding of 
parents’ perceptions of the transition process from pediatric to 

adult health care services when their young adult has a complex 
chronic neurological condition and an intellectual impairment. 
Results indicate that parents perceived the transition process to 
be an extremely difficult period of time in their lives. They felt an 
immense sense of loss, fear and uncertainty related, in part, to 
their belief that they had been abandoned by the pediatric health 
care setting. Despite having well established and trusting relation-
ships within the pediatric health care setting, these were abruptly 
terminated at transition with little guidance for future care. The 
parents believed that the pediatric health care professionals had 
become a part of their family through the years. They felt let down 
by this extended family in one of their greatest times of need, and 
were extremely saddened and hurt by this lack of support.

Parents’ perceptions may have been associated with a pediatric 
system that promoted the transfer of care to an adult health care 
setting, rather that the transition of this care. Parents reported 
little, if any, discussion about future care services, and informa-
tion about their young adults’ impending needs were discussed 
at their last visit in the pediatric setting. Much has been written 
in the literature (Blum, 1993; McDonagh, 2003; Callahan, 2011) 
about transition being a gradual and purposeful process rather 
than a static event. This study has revealed that when the transi-
tion process is minimized, the impact on parents is enormous.

Parents perceived several factors as hindering or facilitating the 
transition process. Health care resources available to parents and 
their young adult were felt to be inadequate in the adult system. 
Parents felt the ability of the adult health care setting to meet 
the needs of a young adult with complex care needs was limited 
by its subspecialty health care structure. While they felt relieved 
that individual adult health care specialists were excellent, the 
availability of an interdisciplinary team within the health care 
setting was found to be lacking. For some young adults, their care 
was now dispersed across various health care settings, limiting 
the potential for communication among the health care team 
members. This resulted in a tremendous sense of burden on the 
parent to be the coordinator of their young adult’s care. In the 
quest to find health care resources, some of these young adults 
were deemed too complex, and in other situations the services 
were simply not available. The multisystem complexity of these 
young adults and the lack of available health care resources were 
associated with parents’ perceptions of feeling overwhelmed and 
fearful for the well-being of their young adult.

Parents also perceived insufficient coordination from the pedi-
atric health care team in preparation for the transition process. 
The literature supports the importance of preparing the young 
adult for the process of transition, (Greenen, 2003; Scal, 2005; 
O’Brien, 2006; Wong, 2010; Jurasek, 2010). However, there is 
limited understanding of the parental requirements during this 
process, as they are the ones who require preparation. Parents 
felt that they had received little guidance and that the onus was 
on them to learn to navigate the adult health care system with-
out support. Some parents were very resourceful in their ability 
to locate and establish new resources, while others continued to 
struggle in this endeavour. When the pediatric health care service 
did provide a referral to a specific adult health care service, the 
appropriate accompanying documentation was lacking. Parents 
perceived this lack of coordination placed their young adults’ 
well-being at risk. In addition, the gap between the termination 
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of care in the pediatric setting and the introduction of care in 
the adult setting left the young adult vulnerable to not receiv-
ing appropriate care when necessary. Parents reported that it 
was during this period of time that they felt most distressed and 
alone. They felt they had to make health care decisions for their 
young adult without the guidance of a health care team.

The importance of appreciating the young adults’ overall health 
stability during the transition process is well documented in the 
literature (Betz, 2007; Freed, 2006; Wong, 2010). However, there 
is limited discussion about the potential for compromised paren-
tal health as an important variable in the timing of transition. 
Given the aging nature of this parental population, it is not sur-
prising that parents reported serious personal medical and emo-
tional issues. Parents spoke of their responsibilities in providing 
care for not only the young adult, but also themselves and other 
family members. This placed competing demands on parents 
who, at times, felt extremely overwhelmed. To cope with these 
challenges, family relationships were instrumental in providing 
support. For most parents, it was the emotional support they 
received from family members that was most highly valued.

Implications for practice
The findings from this study suggest that current practice 
requires review in order to move forward in promoting and 
enhancing transition care. Nurses with expert knowledge about 
complex neurological conditions and family relationships have 
a unique and pivotal role in facilitating and guiding the process 
of health care transition for the parents and young adults.

Parents reported that they had received little, if any, prepara-
tion for the eventual transition from the pediatric health care 
setting to the adult health care setting. They felt the preparation 
for the process should begin two years prior to the transition to 
an adult health care setting. Parents spoke of the loss of trust-
ing relationships within the pediatric health care setting and 
greatly missed these bonds. Thus, discussions should occur 
outside of formal clinic visits and include the opportunity for 
the parents to reflect on the end of care in the pediatric setting. 
Parents also spoke of the lack of concrete information avail-
able. Therefore, written information guides for parents would 
be beneficial to provide direction for the transition process. 
Although some parents were resourceful in seeking out infor-
mation through their informal social networks, the information 
they obtained was largely inconsistent. Parent group meetings 
involving interdisciplinary professionals from the pediatric and 
adult health care services would be beneficial to provide parents 
with a comprehensive exploration of services in the adult health 
care setting, as well as an overview of tasks, including legal and 
governmental matters that require their attention prior to the 
young adult becoming 18 years of age.

As parents spoke of the tremendous sense of abandonment by 
the pediatric health care system, and the gap between appoint-
ments in the pediatric health care setting and the adult health 
care setting, it is crucial that the pediatric setting continue to 
provide care for the young adult until adult health care resources 
have been fully established. Furthermore, these pediatric health 
care professionals should remain available to the parents for 
assistance in guiding them with finding adequate resources and 
services within the adult health care setting. As well, referrals 

for subspecialty services should be arranged by the pediatric 
setting, including ensuring the arrangement of the first appoint-
ment in the adult settings and the establishment of a link with 
appropriate nursing resources. A summary of the young adults’ 
pediatric care should be completed prior to the transition and 
all pertinent information forwarded to the adult health care ser-
vice to improve the continuity of care between settings. Finally, 
the timing of the transition should take into consideration the 
well-being of the young adults and the parents themselves, as 
the vulnerability of this population is considerable.

As parents were required to assume the role as coordinator of the 
young adults’ care, it suggests that a nurse coordinator is essential 
in the subspecialty setting of the adult health care milieu. The role 
of the coordinator would be to provide direct expert knowledge 
and support to the parents and young adults, and also to ensure 
ongoing collaboration and communication among all health care 
professionals involved in the care of the young adults.

Parents felt there were few resources available to meet the needs 
of the young adults, and that an interdisciplinary approach was 
required, yet not available to them. Thus, a dedicated group of 
adult health care professionals from various subspecialties, inter-
ested in the care of young adults with complex neurological disor-
ders, should be clearly identified and available to provide ongoing 
care to these young adults. To improve the comprehensive care 
and reduce the fragmentation of care all attempts should be made 
to provide services within one institution and, when this is not 
feasible, to establish “expert” resources within the community. 
Where “expert” resources are lacking in the community, assisting 
with the establishment of these resources would be crucial.

Limitations and  
implications for research
The findings from this study are limited by recruitment from a 
single site. There was limited variability in the socio-economic 
status and cultural diversity of the parents, which may have 
biased the results. As well, the nature of the university setting of 
subspecialty adult health care institutions available for this popu-
lation may limit the generalizability of the results, as compared to 
health care services available within one institution. The severity 
of the neurological disorder and the need for multiple speciality 
services varied among the young adults and this may have influ-
enced parents’ perceptions on the availability of resources.

This study examined parental perceptions of transition for their 
young adults who were between 18 and 21 years of age. Further 
studies are necessary to explore whether parents’ perceptions 
change with time and experience in the adult health care set-
ting. To provide a more comprehensive view of the impact of 
the transition process on the entire family, further research is 
needed on the perceptions and insight of siblings. Finally, the 
implications for clinical practice suggested in this study will need 
to be implemented and evaluated for effectiveness in facilitating 
the transition from pediatric to adult health care services.

Conclusion
This study has provided a greater understanding of parental 
perceptions of transition care for young adults with a com-
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plex chronic neurological disorder who have an intellectual 
impairment. The emotional toll on the parent is tremendous 
and requires thoughtful consideration when planning the 
transition process for these young adults. Although all parents 
acknowledged the hardships and adversity they faced during 
the process were immense, they all felt that with better guid-
ance and improved resources, the experience for future families 
could be positive and satisfying.
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Appendix A. Interview Questions
1. Had you thought about the eventual transfer of (young 

adult) from (pediatric health care services) to adult health 
care services prior to it occurring?

2. What were your expectations regarding the transfer of 
(young adult) from (pediatric health care services) to adult 
health care services?

3. What discussions (if any) did you have with members of the 
health care team (pediatric health care services) prior to the 
transfer of (young adult) to adult health care services?
■ How did you feel about those discussions?
■ How did you feel about the information that you received?
■ Is there any information that you would have liked to 

have received?
4. Did you feel that you were ready for (young adult’s) trans-

fer from (pediatric health care services) to adult health 
care services?

5. Describe the experience to date since (young adult) was 
transferred from (pediatric health care services) to adult 
health care services? What aspects were/are negative? 
What aspects were/are positive?

6. Can you describe any concerns that you had about the 
transfer of (young adult’s) health care from (pediatric 
health care services) to adult health care services?
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The Ontario East Chapter of CANN invites you to come and 
experience the heart of the nation’s capital in Ottawa. Situated 
along the banks of the Ottawa River and the Rideau Canal, 
Ottawa offers visitors a combination of national pride, a union 
of French and English culture and plenty of Canadiana through-
out the streets of the city. Guests are invited to stay at the Mar-
riott, ideally situated within a few blocks of both Parliament 
Hill, the National Arts Centre and the Bytown market. There are 
plenty of 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 2012 CANN Sci-
entific Sessions. We anticipate a challenging and educational 
scientific program with content for both novice and expert prac-
titioners, 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 pro-
cess, reviewed by the scientific committee. You may submit your 
abstract in English or French. Submissions may be in the catego-
ries 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 neurosci-
ence 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 exper-
tise. 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/ses-
sions they would like to attend.

Requirements for preparing abstracts—Note new dates
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. Sub-
mit 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, neuro-
surgery, 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 sub-
mission. Details of the awards available are at www.cann.ca, 
or speak with your local chapter councillor.

Please forward the above to:
Lynn Joseph 
email: lynn.joseph@sympatico.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 Lynn, 
please contact her at:

Scientific Chair—Ottawa 2012
Lynn Joseph
53 Arco Way, 
Nepean, ON  K2G 0E2 
(H) 613-226-1246
(W) 613-562-6262-2425
Home email: lynn.joseph@sympatico.ca
Work email: Lyjoseph@bruyere.org

Knowledge in Bloom
Call for Abstracts 

43rd Annual Meeting and Scientific Sessions, June 5–8, 2012 
Canadian Association of Neuroscience Nurses, Ottawa, Ontario
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Critical dates
• November 15, 2011—All abstracts for paper and workshop 

presentations must be received. If the Codman, Brain Tumour 
Foundation Award, or Medtronic Award are being sought, 
this must be noted at the time of abstract submission.

• November 15, 2011—All abstracts for poster presentations 
must be received.

• February 15, 2012—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 15 of each year; 

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

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

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

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

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

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

Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to 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, 2012.

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

meeting;
2. The paper will be published in the July 2012 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 15 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) in 

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

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

from CANN in the past two years. The type of award and 
date it was received will be provided to the scientific 
committee.
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Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to current neuroscience nursing;
3. The author(s) presents a logical development of ideas based 

on scientific evidence and a comprehensive review of the 
literature;

4. The author(s) demonstrates creativity and originality;
5. The paper has implications for neuroscience nursing practice, 

education, administration, or research;
6. The paper reflects current trends in nursing;
7. Demonstrates comprehensive knowledge of the topic.

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

Selection
1. The paper is selected by the Scientific Program Committee 

through consultation with the Editor of CJNN and the 
Scientific Liaison;

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

3. Papers for consideration must be received by the Scientific 
Program Committee by February 15, 2012.

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 15 of each year; 

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

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

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

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

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

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

Content
1. The paper is approached from a nursing perspective;
2. The paper is relevant to current neuroscience nursing;
3. The author(s) presents a logical development of ideas based 

on scientific evidence and a comprehensive review of the 
literature;

4. The author(s) demonstrates creativity and originality;
5. The paper has implications for neuroscience nursing practice, 

education, administration, or research;
6. The paper reflects current trends in nursing;
7. Demonstrates comprehensive knowledge of the topic.

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

Selection
1. The paper is selected by the Scientific Program Committee 

through consultation with the Editor of CJNN and the 
Scientific Liaison;

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

3. Papers for consideration must be received by the Scientific 
Program Committee by February 15, 2012.

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.



Volume 33, Issue 2, 2011 • Canadian Journal of Neuroscience Nursing 43

Nos connaissances en plein essor
Demande de résumés : sessions scientifiques de l’ACIISN : 5–8 juin 2012

Veuillez considérer la soumission d’un résumé pour la 43ème réunion  
annuelle et les sessions scientifiques de l’Association canadienne  

des infirmières et infirmiers en sciences neurologiques

Le Chapitre de l’ACIISN de l’Ontario East vous invite à vivre 
une magnifique expérience à Ottawa. Située sur les rives de la 
Rivière Ottawa et du Canal Rideau, Ottawa offre à ses visiteurs 
un mélange de fierté nationale, de fusion des cultures franco-
phone et anglophone, ainsi qu’une profusion de canadianas à 
travers la ville. Les participants à la conférence sont invités à 
séjourner à l’hôtel Marriott, idéalement situé à quelques rues 
de la Colline du Parlement, du Centre national des Arts et du 
marché de Bytown. On y trouve une multitude d’attraits touris-
tiques, 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 
2012. Nous prévoyons un programme scientifique dynamique 
avec un contenu éducationnel en français et en anglais qui con-
viendra aux novices autant qu’aux experts. Nous espérons 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 soumet-
tre votre résumé en français ou en anglais. Vous pouvez choi-
sir une des catégories suivantes: l’évaluation neurologique, la 
pédiatrie, l’épilepsie, la colonne vertébrale, l’accident vasculaire 
cérébral, les tumeurs cérébrales, le développement professionnel 
ou n’importe quel autre sujet qui se rapporte aux sciences neu-
rologiques.  Nous sommes ouverts à toutes les possibilités!

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

La raison d’être des sessions scientifiques est de donner aux 
infirmières l’occasion d’accroître leurs compétences pratiques et 
de promouvoir le développement des soins infirmiers en scien-
ces neurologiques. Nous invitons les infirmières, ainsi que les 
autres professionnels de la santé pratiquant cette spécialité, 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, ate-
lier ou affiche en haut de la page. Le premier auteur inscrit 
devrait être la personne qui fera la présentation de l’article, 
de l’atelier, ou de l’affiche. Également, veuillez envoyer une 
deuxième copie de ce résumé avec le titre seulement. N’ins-
crivez 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 au format 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 comprenant des renseignements sur 

l’auteur et ses besoins en 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 
vous pouvez communiquer avec la conseillère du chapitre 
de votre région.

Faites parvenir votre demande à :
Lynn Joseph
Courriel: lynn.joseph@sympatico.ca

Un accusé de 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 Lynn, 
veuillez la contacter à :

Présidente scientifique—Ottawa 2012
Lynn Joseph 
53 Arco Way 
Nepean, ON K2G 0E2
(H) 613-226-1246
(W) 613-562-6262-2425
Courriel maison: lynn.joseph@sympatico.ca
courriel travail: lyjoseph@bruyere.org
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Dates importantes à retenir :
• 15 novembre 2011—Tous les résumés de présentations ou 

ateliers doivent être reçus. Si vous désirez faire une demande 
pour le prix Codman, le prix de la Fondation des tumeurs 
cérébrales ou le prix Medtronic, veuillez le mentionner lors 
de votre soumission.

• 15 novembre 2011—Tous les résumés pour présentations 
d’affiche doivent être reçus.

• 15 février 2012—Tous les articles scientifiques complétés 
et soumis pour le prix Codman, le prix de la Fondation des 
tumeurs cérébrales ou le prix Medtronic doivent être reçus. 
Les articles doivent être prêts à être publiés avant que le prix 
puisse être accordé. La rédactrice en chef du JCIISN peut vous 
aider dans 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’hon-
neur de Pamela Del Maestro, IA, B.Sc.N., membre de l’ACIISN 
et co-fondatrice de la Fondation canadienne des tumeurs céré-
brales. Il sera présenté à l’auteur ou aux auteurs d’un travail 
écrit pour son excellence dans le domaine des soins infirmiers 
en neuro-oncologie. Il est entendu que l’argent sera utilisé à des 
fins de développement professionnel.

Admissibilité
1. Au moins l’un des auteurs est membre de l’Association cana-

dienne des infirmières et infirmiers en sciences neurologi-
ques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipule(nt) par écrit leur intention de par-
ticiper au concours du prix Codman, au plus tard le 15 
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 s’ils ont déjà reçu des prix 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 depuis une perspective de soins 

infirmiers;
2. Le sujet se rapporte aux soins infirmiers promulgués aux 

patients atteints d’une tumeur cérébrale;
3. Le ou les auteurs présentent un développement d’idées logi-

ques basées sur des connaissances scientifiques;

4. Le ou les auteurs font preuve d’originalité et de créativité;
5. Le travail présente des implications au niveau des soins infir-

miers en sciences neurologiques, notamment la pratique, 
l’éducation, l’administration ou la recherche;

6. L’article est en lien avec les pratiques actuelles des sciences 
infirmières en neurosciences dans le soin de patients atteints 
de tumeurs cérébrales;

7. Le ou les auteurs font preuve d’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 espace.

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. 
Le Comité du programme scientifique se réserve le droit de 
ne pas accorder de prix, si aucun article ou document soumis 
ne répond pas aux critères de sélection;

2. Les articles doivent être reçus par le Comité du programme 
scientifique le 15 février 2012 au plus tard.

Présentation
1. L’auteur doit apporter l’article sous forme de texte et sur 

disque au congrès annuel de juin;
2. Le travail sera publié dans le Journal canadien des infirmières 

et infirmiers en sciences neurologiques de septembre 2012. 

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

JCIISN ou à la personne désignée (réviseur), lors de la réu-
nion annuelle;

2. La portion monétaire du prix sera gardée jusqu’à la publica-
tion 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 pour son 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 l’un des auteurs est membre de l’Association cana-

dienne des infirmières et infirmiers en sciences neurologi-
ques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention de partici-
per au concours du prix Codman, le 15 novembre de chaque 
année au plus tard;

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;
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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 depuis une perspective de soins 

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

neurologiques;
3. Le ou les auteurs présentent un développement d’idées logi-

ques basées sur des connaissances scientifiques et une recen-
sion des écrits sur le sujet;

4. Le ou les auteurs font preuve d’originalité et de créativité;
5. Le travail présente des implications au niveau des soins infir-

miers en sciences neurologiques, notamment la pratique, 
l’éducation, l’administration ou la recherche;

6. L’article reflète les pratiques actuelles en soins infirmiers;
7. Le ou les auteurs font preuve d’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 cana-
dien 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 répondent pas aux critères de sélection;

3. Les articles doivent être reçus par le Comité du programme 
scientifique le 15 février 2012 au plus tard.

Présentation
1. L’auteur doit apporter l’article sous forme de texte et sur 

disque au congrès annuel 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 publica-

tion dans le JCIISN.

Règlements du concours  
de la compagnie Medtronic
Le prix Medtronic sera présenté à l’auteur ou aux auteurs d’un 
article pour son excellence dans le domaine des soins infirmiers 
en sciences neurologiques. Il est attendu que l’argent sera utilisé 
à des fins de développement professionnel.

Admissibilité
1. Au moins l’un des auteurs est membre de l’Association cana-

dienne des infirmières et infirmiers en sciences neurologi-
ques (ACIISN) et était membre l’année précédente;

2. Le ou les auteurs stipulent par écrit leur intention de partici-
per au concours du prix Codman, le 15 novembre de chaque 
année au plus tard;

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 depuis une perspective de soins 

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

logiques;
3. Le ou les auteurs présentent un développement d’idées logi-

ques basées sur des connaissances scientifiques et sur une 
recension des écrits sur le sujet;

4. Le ou les auteurs font preuve d’originalité et de créativité;
5. Le travail présente des implications au niveau des soins infir-

miers en sciences neurologiques, notamment la pratique, 
l’éducation, l’administration ou la recherche;

6. L’article reflète les pratiques actuelles en soins infirmiers;
7. Le ou les auteurs font preuve d’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 cana-
dien des infirmières et infirmiers en sciences neurologiques.

Choix des gagnants
1. Le travail est sélectionné par le Comité du programme scientifi-

que 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 attribuer le prix si aucun des travaux ne rencontre les 
attentes du comité;

3. Tous les participants au concours du prix Medtronic doivent 
faire parvenir leur travail au comité du programme scientifi-
que au plus tard le 15 février 2012. 

Présentation
1. L’auteur doit apporter l’article sous forme de texte et sur dis-

que au congrès annuel de juin;
2. Le prix est remis aux membres de l’ACIISN par un représen-

tant 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 doit être soumis au rédacteur du JCIISN ou une 

personne désignée (Par exemple: un réviseur) lors du Con-
grès Annuel, en vue de sa publication;

2. La portion monétaire du prix sera gardée jusqu’à la publica-
tion dans le JCIISN.
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Canadian Journal of 
Neuroscience Nursing

Manuscript Guidelines 
for Publication

1. The Canadian Journal of Neuroscience Nursing (CJNN) is 
a peer-reviewed journal.

2. APA formatting is used for both the body of the paper and 
the references. For further information, please refer to 
the latest edition of: American Psychological Association. 
(2010). Publication Manual of the American Psychological 
Association (6th ed.). Washington, DC: American 
Psychological Association.

3. Papers must be word processed and submitted in Word 
format. A hard copy and disk may be sent by mail or the 
paper may be submitted by e-mail attachment to Theresa 
Green, RN, PhD, Assistant Professor, University of Calgary, 
Faculty of Nursing, Room 2210, Professional Faculties 
Building, University of Calgary, 2500 University Dr. NW 
Calgary, AB  T2N 1N4, Canada or cjnn@cann.ca.

4. Two peer reviewers review all papers received for content. 
The Editor appraises the paper for formatting, style, 
grammatical accuracy, and appropriateness for publication.  
This process usually takes five to eight weeks. Papers may 
be: a) accepted as submitted, b) returned for revisions, or 
c) rejected and returned with feedback.

5. Manuscript guidelines 
■ Maximum length is 6,000 words or 20 pages
■ Margins 1", double spaced, Times New Roman, 12-point 

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

affiliation
■ Abstract of less than 200 words
■ Left justified, paragraphs indented 5 spaces
■ Headings typically include: Introduction; Review of the 

literature (conceptual and data based); Research question/
Objectives/Hypotheses/Clinical concern; Methodology 
and method; Analysis/Findings; Discussion including 
specific Clinical implications/recommendations; 
Summary/Conclusions; and References. (Please note, 
not all of 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).

■ Drug citations include the generic name in lowercase 
letters and brand names in parentheses.

Le journal canadien des 
infirmiers et infirmières en 

sciences neurologiques
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 : 6 000 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.






