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Abstract
Although primary malignant brain tumours represent only
1.4% of all cancers, it is considered one of the most devastat-
ing types of cancers in adults. From the time of diagnosis, the
patient and family embark on a “roller coaster” ride of
uncertainty, fear and hope. Despite improved medical out-
comes, patients often experience severe functional impair-
ment, as well as behavioural and cognitive dysfunction.
Subsequently, they suffer from greater dependency and hope-
lessness than other cancer patients. The family caregivers
are faced with multiple demands such as taking on new roles
within the family and caring for their loved one while griev-
ing the loss of the person they knew. The role of the nurse is
to support the patient and the family throughout the illness
trajectory, identify and promote their strengths and mobilize
the necessary resources to facilitate patient and family cop-
ing. The purpose of this paper is to present, via a detailed
case study, the impact of a malignant brain tumour on the
patient and the family. The nursing strategies used to help
them make the necessary transitions throughout the illness
trajectory are discussed.

Introduction
The impact that brain tumours have on patients’ function,
quality of life and the lives of their families is tremendous.
This impact continues today with recent studies indicating
that only 18% of patients with primary brain tumours were
able to return to work as a consequence of their ongoing
symptoms (Armstrong, 2004). The incidence of primary
tumours in the United States is 14 per 100,000 with a slight-
ly higher incidence in males than in females (Doolittle,
2004). Although primary malignant brain tumours represent
only 1.4% of all cancers diagnosed in the United States
(Armstrong, 2004), they are one of the most aggressive can-
cers to treat and most challenging for patients and their fam-
ily members (Graham & Cloughesy, 2004). More than half of
the 18,400 primary malignant brain tumours diagnosed each
year in the United States are malignant gliomas that not only
confer high risk for death and severe disability, but also
threaten to steal what is held so highly as the essence of
human life: the mind and spirit (Fisher & Buffler, 2005).
Gliomas are the most common form of primary brain
tumours in adults and they occur most frequently in persons
aged 45 to 55 years (Fisher & Buffler, 2005). Amongst the
gliomas, glioblastoma multiforme (GBM) is the most com-
mon and most malignant type of tumour. The treatment of
malignant gliomas has traditionally been maximal resection

of the tumour, if feasible, followed by radiation therapy and
adjuvant chemotherapy (Fisher & Buffler, 2005). Despite
these treatments, however, the median survival is less than
one year from time of diagnosis and, even in the most
favourable situations, most patients die within two years
(DeAngelis, 2001; Gupta & Sarin, 2002). More recently,
there is great optimism around the new oral chemotherapy,
Temozolamide (temodal). Temozolamide is generally well-
tolerated (Graham, & Cloughesy, 2004) and is given concur-
rently with radiation therapy, as well as an adjuvant there-
after. It has shown an increase in median survival from 12 to
almost 15 months in GBM patients, as well as an increase in
their two-year survival rate, from 10.4% to 26.5% (Stupp,
Mason, van den Bent, Weller, Fisher, Taphoorn, et al., 2005).
Despite this medical advancement, however, patients living
with a brain tumour suffer from the complications related to
the brain tumour and its treatments, such as deep vein
thrombosis, seizures, confusion and side effects related to
steroids, which can have a negative impact on their quality
of life (Taillibert, Laigle-Donadey, & Sanson, 2004).

Impact on the family
From the time of diagnosis and throughout the illness trajec-
tory, the patient, along with the family faces with many con-
founding issues such as fear, uncertainty and hope (Hickey,
1997). What makes the brain tumour experience unique
compared to other types of cancer is that not only is the fam-
ily dealing with the diagnosis of cancer of their loved one,
but also the neurological changes that accompany the brain
tumour. Family members need to come to grips with the
personality and cognitive changes of their loved one and
grieve the loss of the person they once knew. From family
systems perspective, the change in one member of the fami-
ly brings on changes in all the other family members and the
whole system (Carter & McGoldrick, 2005). Depending on
the location of the tumour and symptom presentation, the
patient may be dealing with multiple losses such as loss of
independence as a result of inability to drive, work, speak,
walk and continue with the usual activities of daily living.
These losses bring along other changes within the family
that may disrupt its equilibrium and normal functioning.
Often, the spouse or a family member needs to adopt the
new role of a caregiver while maintaining prior roles and
responsibilities within the family. Family centred-care is
essential in the care of malignant brain tumour patients as it
is in palliative care. The patient’s illness affects the whole
family and, in turn, the family’s responses affect the patient
(Ferrell & Coyle, 2001). The role of the nurse then becomes

Ongoing transitions:
The impact of a malignant brain
tumour on patient and family
By Yasmin Khalili
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to assist the family in its struggle to adapt to the new
demands of the disease and help the family develop new
ways of functioning.

Transitions
The word transition is defined by Merriam Webster’s
Dictionary as “the passage of one state, stage, subject, or
place to another”; and “change” as defined by “a movement,
development, or evolution from one form, stage, or style to
another”; and also as “an abrupt change in energy or level (as
of an atomic nucleus or a molecule) usually accompanied by
loss or gain of a single quantum of energy”. Throughout our
life span, we experience transitions, development and move-
ment as we go through the life cycle, as in transitioning from
adolescence to adulthood or from being parents to becom-
ing grandparents. Although we may not be aware of it, each
transition brings with it changes that are accompanied by
losses and gains to which we need to adapt. When it comes
to life-altering circumstances such as terminal disease, how-
ever, these transitions may not be as desirable and as easy to
make.

The concept of transition is not a new one in the literature.
Parkes (1975) proposed the concept of psychological transi-
tion, which meant that in order for the individual to cope
with a newly altered space, he needs to change, that is to
abandon one set of assumptions and develop new ones. The
common view is that transitions are initiated by changes, by
the start of something new. However, Olsson and Ek (2002)
describe transitions as ongoing processes characterized by
change for an individual. Bridges (1980) was first to suggest
that most transitions actually begin with endings followed
by a period of confusion and distress, leading to new begin-
nings. This was true for the families of terminally ill cancer
patients in a study that examined their experience at home
and in the hospital (Davies, Chekryn Reimer, & Martens,
1990; Ferrell & Coyle, 2001). Findings from that study gener-
ated a theoretic scheme, which conceptualized families’
experiences as a transition – a transition that families them-
selves labelled as “fading away”. The transition of fading
away for families facing terminal illness began with the end-
ing of life as they knew it. They came to realize that the ill
family member was no longer living with cancer, but was
now dying from it.

When it comes to terminally ill patients and their families,
these transitions can be, at times, confusing and traumatic
(Duggleby & Berry, 2005). Examples of such transitions expe-
rienced by palliative patients and their families include transi-
tions from cure to comfort care, transitions related to loss,
changes in care settings and psychosocial and spiritual transi-
tions (Davies, Chekryn Reimer, Brown, & Martens, 1995;
Ronaldson & Devery, 2001). Amongst these, the transitions
from curative treatment options to a palliative approach have
been recognized as the most difficult process for individuals
(Ronaldson & Devery, 2001). Facilitating this challenging
transition is an important part of the nurse’s role, and various
strategies have been recognized as important in this process
(Thompson, McClement, & Daeninck, 2006). Seizing oppor-

tunities to provide information and support family caregivers
during the palliative stage of the patient’s illness are amongst
the key interventions to help with this transition (Waldrop,
Kramer, Skretny, Milch, & Finn, 2005; Thompson,
McClement, & Daeninck, 2006).

Given the ongoing changes that may occur in the treatment
plan due to brain tumour resistance, progression and recur-
rence, brain tumour patients and their families always seem
to be in stages of transition as they try to cope with the dis-
ease and its impact on their lives. Families describe how they
often feel like they are on a “roller coaster ride”, never know-
ing what to expect next. These ongoing transitions are not
limited to the palliative stage of the illness, but also refer to
the daily adjustments that patients and their families make
to cope with their deficits and learn new ways of living their
lives throughout the illness trajectory. The Victoria Hospice
Society and Cairns, Thompson and Wainwright (2003)
developed a framework looking at the journey of patients
and their families from diagnosis to death and through
bereavement. By using the Palliative Performance Scale, ver-
sion 2 (PPSv2), they linked the physical changes experienced
by the patient to the key psychosocial issues that frequently
occur at particular transitions in a patient’s disease process.
Their framework identifies significant transitions that
patients and their families may go through, defines the psy-
chosocial issues that each patient and family may face and
suggests interventions that can be used by those who work
with these individuals. These transitions are the following:
1) beginning the journey: early diagnosis and treatment, 2)
the path not chosen: recurrence, 3) entering the unknown:
the shift towards hospice and palliative care, 4) the long and
winding road: illness predominates, 5) watching and waiting:
as death approaches, 6) the parting of the ways: time of
death, and 7) transitions in bereavement: phases model of
grief. Although transitions can be traumatic for patients and
their families, nursing actions can be geared toward under-
standing and supporting people through them (Duggleby, &
Berry, 2005). The role of the nurse then becomes to recog-
nize the needs of the family at each point of transition and
help the patient and family cope with the changes that are
imposed on them.

The purpose of this paper is to tell the story and describe the
experience of a patient and his family as they moved through
the active treatment phase of the illness to the palliative stage
while struggling to maintain hope and quality of life. The
Victoria Hospice Society and Cairns and colleague’s frame-
work of transitions (2003), as mentioned above, was partly
used to guide work with the family throughout the illness tra-
jectory. As well, the McGill Model of Nursing was used with
its focus on strengths, resources, learning, development and
collaboration with the family (Gottlieb & Rowat, 1987).

Beginning the journey:
The case of Mr. Joe Smith
Joe was an active, pleasant 58-year-old man who had his own
business. He lived with his common-law wife, Lynn, of 12 years.
He enjoyed outdoor activities such as walking his dog, skiing,
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gardening, woodwork and water sports with his family. He was
previously married and had two children from that marriage.
His daughter Caroline was married with a five-year-old
daughter and lived in Vancouver; his son James lived in
Montreal with his wife and his eight- and 10-year-old boys. His
common-law wife Lynn was also married previously and her
daughter Sarah, 18 years of age, lived with them in Montreal.
Lynn was also an energetic, capable woman who worked full-
time in the fashion industry. The couple had a full life togeth-
er and enjoyed going out and inviting family and friends to
their house.

Joe started to have headaches for about two months, which
were not relieved by Tylenol. Early November, he went to
Vancouver to visit his daughter and he noticed having difficul-
ty walking and was bumping into things. On his flight back to
Montreal, he had some urinary incontinence and some left
hand numbness. Upon arrival, Lynn took him immediately to
the emergency room for further investigation and this was the
beginning of their brain tumour journey. The CT scan and MRI
showed two solid necrotic lesions, one in the left frontal and
another in the right temporal/parietal regions, and significant
cerebral edema. Immediately after being seen by the neurosur-
geon, a meeting was held with the patient and his partner to
describe the need for surgery. Within two weeks, Joe underwent
two craniotomies, one week apart. The first craniotomy was on
November 19 for the complete resection of the frontal lesion
and the second craniotomy was on November 26 for a partial
resection of the temporal lesion. The final pathologies revealed
a GBM. After the surgeries, Joe was no longer bumping into
things and his gait was back to normal. The numbness in his
left hand also disappeared. He was put on steroids and plans
began for four weeks of radiation therapy and chemotherapy.

Beginning the journey describes the impact of the life-
threatening disease on the lives of patients and their families
(Victoria Hospice Society & Cairns, Thompson &
Wainwright, 2003). Receiving the diagnosis is an especially
critical part of this transition, at which point people begin to
have a tangible sense of what lies ahead. In a qualitative
study of brain tumour patients’ experience before and after
surgery, it was found that patients’ reactions to diagnosis of
a tumour varied from calm, fearless attitude to shock, fear
and disbelief (Lepola, Toljamo, Aho, & Louet, 2001). While
some became depressed, others felt an awakening and a
pause in their life. In the case of Joe, he had always thought
of himself as an active, healthy person since he had never
been seriously ill before in his life. To be told that he had two
brain tumours and that he not only needed surgery, but most
likely also radiation and chemotherapy, was a real shock to
him. This was a time of great uncertainty, confusion and fear
for both Lynn and Joe, especially while waiting for the
pathology report. They had many questions related to the
diagnosis, possible treatments and their outcomes. On the
one hand they were struggling to learn a new medical lan-
guage and navigate the medical system, while on the other
hand they were faced with the diagnosis and needed to make
critical decisions in a short period of time. As indicated by
the Victoria Hospice Society and Cairns et al. (2003), while

there is a great need for information during this transition,
people are often overwhelmed with all the information that
is provided to them. Many feel powerless to alter the out-
come. Others, however, become determined to fight and
survive the crisis.

The key nursing interventions used with the couple at this
stage were providing, clarifying, repeating information and
offering support by providing consistent opportunities for
them to talk and express their thoughts and feelings (Hickey,
1997). Giving information and providing opportunities for
the patient and family to talk about the illness experience are
found by Lepola et al. (2001) to be important nursing inter-
ventions in the experience of brain tumour patients, partic-
ularly in the post-operative stage. Information was given at
different intervals; the pre-operative stage followed by post-
surgery and upon discharge and follow-up visit to the brain
tumour clinic. Information was given both verbally and in a
written format (example: The Brain Tumour Handbook by
Brain Tumour Foundation of Canada) about the type of
tumour, location and medications, as well as the types of
treatments that were to follow. Efforts were made to match
the learning needs of the couple based on their readiness.
Although both Joe and Lynn wanted information, Lynn
wanted more details and coped better with the information
given and Joe preferred for her to get the details rather than
him. Post-operatively, the need to talk about the illness expe-
rience, which was present before surgery, was found to be
more pronounced. In conversations with Joe, he often
reflected and searched for meaning as to how this could have
occurred. This event was indeed like a pause in his life.
Although he felt quite well after the surgeries and his symp-
toms diminished, he questioned that maybe he had been
working too hard in his life and needed to slow down the
pace. He was relieved that the cause of his symptoms was
found and was determined to “fight the tumours”. At this
point, the main focus for the couple was to recover from the
surgeries and gather enough information to make their deci-
sions about radiation and chemotherapy.

“The path not chosen”: The first progression
Following four weeks of radiation therapy and concurrent
chemotherapy, Joe developed focal seizures and was put on
antiepileptic medications. He continued with adjuvant
chemotherapy until five months after his initial diagnosis,
when he began to have weakness in his left arm and numb-
ness in his left hand. His MRI showed that his tumour on the
right side had progressed. He subsequently underwent a re-
opening and a right temporal-parietal craniotomy for
tumour resection in April. Post-operatively, his gait
improved and his left arm regained strength. Overall, he felt
better, however, he started to have subtle cognitive deficits.
He started his new chemotherapy regimen for a period of
eight months during which time his functional status gradu-
ally started to deteriorate.

Recurrence is a traumatic event for both the patient and the
family, as it generates fear, anxiety related to loss of control
and suffering, uncertainty and, often, dashed hopes (Herth,
2000). People are shaken that despite their best efforts the dis-
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ease is progressing. During this transition, the patient re-eval-
uates his goals and priorities while having concerns about
becoming a burden to the family. The family may take on
more responsibilities while their own needs become second-
ary and communication can become impaired in wanting to
protect their loved one. Hope must be maintained throughout
this transition (Victoria Hospice Society & Cairns et al., 2003)
since it is defined as one of the most essential elements in the
lives of people with cancer (Cutcliffe & Herth, 2002). Hopes
shift as people try to make sense of what is happening and it
is incumbent upon nurses to promote hope in patients and
their families knowing that the nature of hope can change
with the illness trajectory from hope for cure, to hope for
remission, to hope for comfort and, finally, to hope for a good
death (Ferrell & Coyle, 2001; Herth & Cutcliffe, 2002; Parker-
Oliver, 2002).

From the time of diagnosis, Joe and his family remained pos-
itive about the outcomes and believed that they were going to
beat the odds. For this reason, the first sign of tumour pro-
gression was difficult for them and Joe became quite upset at
the news. This is consistent with reports indicating that many
patients say adjusting to recurrence is harder than adjusting to
the diagnosis because recurrence is more damaging to their
sense of hope and belief that they can beat the disease
(Victoria Hospice Society & Cairns et al., 2003). For Lynn, it
felt like a wake-up call, that this tumour was more aggressive
than expected. Joe still wanted to “fight the tumour”, but was
afraid of yet another surgery. He expressed that although he
still wanted to fight the disease, he did not want to be in a veg-
etative state. This was a cue to begin end-of-life discussions
with Joe and his family and to encourage them to have their
own discussions in this regard.

Initiating end-of-life discussions early allows patients to
make informed choices and achieve better palliation of
symptoms and to have more opportunities to work on issues
of life closure (Quill, 2000; Norton & Talerico, 2000; Larson
& Tobin, 2000). Clinical indications for discussing end of life
care include when the patient is expressing hopes and fears,
when disease progression occurs and when there is discus-
sion about the prognosis and treatment success (Quill,
2000). In light of the recent cognitive deficits (short-term
memory deficits and decreased concentration) noted in Joe,
it was even more important, before his status further deteri-
orated, to get a sense of what his wishes were in relation to
his care and assess the family’s readiness to engage in these
discussions. In collaboration with the neurosurgeon, I
organized a meeting with the family to discuss the treatment
options and answer their questions about the tumour.
Efforts were made to present the information in a clear,
empathic and simple manner, with as much opportunity as
possible for the family to discuss their concerns (Reimer et
al., 1991; Norton & Talerico, 2000). The family had under-
stood that the tumours were malignant and not curable, and
that the proposed surgery and subsequent chemotherapy
were ways of containing the disease. Patient and family
expressed their shock and disappointment at how fast-grow-
ing this type of tumour was. They were also relieved that

another surgery with minimal risk was possible, and that
chemotherapy was still an option. However, in discussion
with the family, Joe began to realize that what was important
to him was to remain autonomous and not be bed-bound
and completely dependent. He remained hopeful about this
surgery and wanted to further continue with his chemother-
apy as long as it maintained a certain level of functioning
and quality of life.

Although the discussion with the family at this stage did not
cover the whole scope of the disease and prognosis, it was an
important step to “lay the ground work” as described by
Norton and Bowers (2001). These authors describe laying
the groundwork as an important step in establishing trust
with patients and their families, especially when a patient
has a life-threatening illness. “Laying the ground work”
involves teaching the patients and families and helping them
get a better understanding of the disease process. It also
involves planting seeds, that is, opening up the door for
future discussions with the family regarding end-of-life
wishes in order to facilitate the transition to palliative care
(Norton & Bowers, 2001).

Throughout this transition, while Joe was in the hospital and
upon his discharge, ongoing opportunities were provided for
the couple to verbalize their fears and concerns. Other key
nursing interventions put in place were active listening via fol-
low-up telephone calls and clinic visits, helping family man-
age symptoms by teaching them about medications and what
signs and symptoms might signal deterioration, arranging for
homecare services, providing information and support,
involving the rehabilitation team and encouraging the couple
to attend support groups, which are ways to promote hope
and quality of life (Lovely, 1998; Herth & Cutcliffe, 2002;
Victoria Hospice Society & Cairns et al., 2003).

Grieving the losses
As the couple continued their journey after Joe’s third sur-
gery and subsequent chemotherapy, they were struggling to
adapt to the ongoing changes brought on by the disease. Joe
developed increased fatigue, which has been found to be one
of the leading symptoms decreasing quality of life (Lovely,
2004; Taillibert et al., 2004). He also developed weakness in
his legs, a common complication of steroid therapy in brain
tumour patients (Wen & Marks, 2002; Kaal & Vecht, 2004).
His cognitive deficits persisted, such as poor short-term
memory. These changes may be related to the tumour itself,
but also to the treatments such as radiotherapy, chemother-
apy and anti-epileptic drugs (Taillibert et al., 2004). Similar
to 70% of brain tumour patients, Joe was faced with the
uncertainty related to treatment duration, efficacy and the
fear of another recurrence (Taillibert et al., 2004). Joe began
to realize that he was not going to go back to work and this
was very difficult for him to accept. He also missed spending
time and doing outdoor activities with his family. In addi-
tion, his inability to drive and feelings of being a burden on
Lynn were very troubling to him. At this stage, I gave Joe and
his family opportunities to express their thoughts and feel-
ings and find meaning in their suffering (Ferrell & Coyle,
2001). It was evident that they needed to talk about the ill-
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ness and share their experience. Joe expressed not feeling
like himself anymore since he could not do half of the activ-
ities he used to do. He subsequently was found to be increas-
ingly depressed, unmotivated and unhappy. At this point, we
arranged for a psychiatric evaluation and he was put on an
anti-depressant.

Lynn, on the other hand, was noticing subtle personality
changes in Joe that others, or friends would not necessarily
notice right away. For example, Joe was known in the family as
a joker and having a great sense of humour. However, at times
he would be slightly inappropriate or he would be unusually
quiet and passive. She realized that the personality changes
were due to the tumour and was doing her best to continue as
“normal”. She did not feel burdened by the care and felt it was
her role to care for Joe. She had learned to reassure him con-
tinuously of that in order to decrease his sense of being a bur-
den. Lynn was slowly, however, beginning to grieve the person
she had known over the years and was trying to adapt and get
to know the new aspects of Joe’s personality.

The couple felt that over the past few months, their focus had
been so much on the brain tumour and its treatments that
they had not had any intimate moments together. This was
difficult for both of them. Joe was trying to adapt to his new
image. For 42% of brain tumour patients, the changes in body
image cause suffering and affect their self-esteem (Taillibert
et al., 2004). He felt that he was not the man he used to be,
with his hair loss and weight gain. Lynn did not want to
“make a big deal” out of this and would “pretend” that things
were okay when they were not. As Joe became slower and
weaker physically and cognitively, he was no longer able to
carry out his regular daily activities and chores around the
house. He had difficulty taking out the garbage, but he want-
ed to continue doing it. Lynn, wanting to be helpful, would
not allow him to do it and would do it herself instead. By
doing this, however, she had more chores on her shoulders
and he, in turn, felt that he was inadequate and a burden to
his family. This often occurs in patients who can no longer
continue in their roles and tasks due to their deficits
(Taillibert et al., 2004).

Living and managing the illness
At every encounter with the family during this transition,
efforts were made to tease out the existing strengths in the
family and empower them to problem-solve based on their
strengths. In subsequent contacts with the family, they had
been able to reframe and reported that they were trying to
cope as best as they could with the disease. Lynn had decided
to take time off work to spend more quality time with Joe. Joe
also was attending the support groups, which he now saw as a
way of encouraging the newly diagnosed patients and provid-
ing support to them. This was an important role for Joe,
which Lynn valued and encouraged. It gave him a sense of
purpose and meaning in his life. He expressed feeling new
again when talking to people about his experience. Knowing
this about Joe, I asked him to participate in a workshop on
brain tumours for nurses, and share his personal experience
with them. By doing so, he felt happy to have contributed to
the learning of others.

Taking the time to explore how the couple was coping was
also an important intervention. I asked them what had been
helpful to them at this time. After some thought, Lynn
reported drawing from her previous cancer experiences in
her family with both her mother and aunt who had died of
gastric cancer. These experiences taught her to live one day at
a time and enjoy the moments she had with Joe and continue
with their usual lives as much as possible. For example, they
celebrated their anniversaries together even if it meant only
doing something small. Both Lynn and Joe expressed that
they were trying to shift their expectations from wondering
about the next month or even the next week to just today and
maybe tomorrow. As a couple, they stopped planning trips
too far in advance, but rather planned each day as it came and
enjoyed what they could together. This was a key strategy for
the family to help them cope with the uncertainty in their
day-to-day life.

Following ongoing meetings and discussions with Joe and
Lynn, they had the chance to discuss his end-of-life wishes
and put their affairs in order. So, while Joe was not immi-
nently dying, the couple recognized that these issues needed
to be addressed early. At this point, I explored if they had
had discussions with their children and, if not, what was
holding them back. The couple reported having vaguely dis-
cussed the disease with the children since they did not want
them to worry. However, when probed further, they both
had noticed that Sarah was becoming rebellious and uncom-
municative in the past few months, the grandchildren who
visited seemed scared of Joe and would withdraw from him.
The couple recognized that the children were also very
much affected by the tumour despite efforts to protect them.
Time was set aside to acknowledge the couple’s struggle to
protect their family and encourage them to use the open
communication style that they had with each other towards
the rest of the family. I explained how this would help the
family to cope with the impact of the disease on their lives.
Joe was not sure how he would approach his grandchildren
given their young age. Information and rationale was given
to the couple as to how to approach young children in an
age-appropriate language. It was at this point that Joe dis-
closed how his relationship with his son had been character-
ized by conflict over the past few years. He chose not to dis-
cuss it any further other than expressing his wish that his
son could be more present in his care and in his life. I
empathized with Joe in this regard and commended the cou-
ple for their openness to learn new ways of dealing with the
disease and their ability to reflect on their actions vis-à-vis
the rest of the family.

The issue of intimacy was explored since it had been a concern
for the couple over the past few months. The couple appreci-
ated having someone to speak to in this regard. Although they
had difficulty being sexually intimate, more recently they had
been able to rekindle that intimacy. This had meant a lot to
them. They had learned to take some time away for them-
selves, and get away from the disease to recreate their
romance. Their ongoing communication and ability to try to
focus on one thing at a time seemed to have been helpful.
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As I worked with this family, it was important to recognize
and reflect their strengths as they dealt with the different
challenges throughout the illness trajectory. Communication
skills were an obvious strength for this couple. Despite the dif-
ficulties imposed by the disease, both were able to share with
each other how certain aspects of the disease experience were
affecting them. For example, Joe was able to verbalize to Lynn
that he felt “useless” and wanted to do more at home and
when she fussed over him, it really made him feel bad. When
I encouraged the couple to discuss this openly, we were able
to look at what chores and activities Joe could do on his own,
as well as those he agreed he needed help with. This strategy
gave him a sense of control, which is found to be important in
patients with cancer and in palliative care (Duggleby & Berry,
2005). It also gave Lynn the security that Joe was safe to do a
few things around the house (Ferrell & Coyle, 2001).

Resourcefulness was another strength this couple possessed.
Once they learned about the support group meetings, they
attended them regularly. Lynn also explored other existing
resources in the community to help them cope with the dis-
ease. These included counselling to allow them to express
their thoughts and feelings, and support from friends and
family when necessary. They always remained hopeful that
things would get better and they were able to reframe situa-
tions that were more difficult. They used humour at all stages
of the illness when they could. For example, as difficult as it
was to cope with the side effects of steroids and the body
image changes, they were able to laugh and have fun with it.
In the support group meetings, Joe would describe how
everyone stared at him in the street due to his cushinoid-look-
ing face and his strategy was to stare them right back with a
smile. This not only brought laughter to him and his wife, but
also those around him. Therefore, one important nursing
strategy was to highlight the strengths within this family and
offer commendations for their efforts to cope with this disease
(Wright & Leahey, 2005).

Entering the unknown: The shift towards palliative care
Joe’s last admission to the hospital was in December, after
eight months of chemotherapy following his third surgery.
Three weeks before his admission, Joe had begun to gradual-
ly deteriorate at home. He had started to have increased dif-
ficulty sleeping at night, and was experiencing fluctuating
periods of confusion and agitation. This was terribly worri-
some for Lynn and their daughter Sarah. He was on high
doses of steroids to decrease the cerebral edema and the side
effects of the steroids were preventing him from sleeping at
nights. For example, Lynn described how one night, as she
was getting ready for bed, she realized that Joe was not in the
house. After many searches, she realized that he had gone out
wandering with the dog and had gotten lost. Lynn had to go
out in the neighbourhood looking for him with the car for
several hours. He also had begun having left-sided weakness,
decreased coordination, and was at risk for falls. He required
supervision when walking and needed a cane, but he did not
always use it. As these deficits persisted, plans were made to
admit him to the hospital and perform an MRI. Upon admis-
sion to the hospital, Joe had a generalized seizure requiring a
short stay in the intensive care unit (ICU). He became quite

agitated and delirious and developed decadron psychosis.
Psychiatric and palliative care consults were put forward. Joe
subsequently became calmer, however, he had difficulty swal-
lowing, was slow to react and was sleeping a lot more. The
MRI at this point showed once again disease progression of
both the left frontal and the right parietal lesions. Joe and
Lynn were faced with decisions related to the possibility of
another surgery, further chemotherapy and palliative care.

All this was very stressful to Lynn and Sarah, as well as
Caroline who was in Vancouver. Joe had gradually become
more communicative and less drowsy with fluctuating periods
of confusion. He still had difficulty ambulating due to his over-
all weakness and a minor left hemiparesis. The need for a fam-
ily meeting became evident because of disease progression,
Joe’s impending death and the family’s unanswered questions
(Shah & Lloyd-Williams, 2003). Joe was beginning to inquire
about further chemotherapy and Lynn wanted to know what
the next step was going to be. The team felt there were no
other surgical options available and the next possible treat-
ment would be experimental chemotherapy. Once again the
family was faced with a crisis and it required quick responses.

“Entering the unknown, the shift toward hospice and pallia-
tive care” is the transition that begins when the disease is
advanced and a cure is not possible (Victoria Hospice
Society & Cairns et al., 2003). This change of focus is a
painful shift for everyone involved, particularly for the
patient and the family. Communication with the family can
be difficult at this time since everyone is trying to protect
each other from the harsh reality. The family may have fears
of being abandoned and rejected by a treating team they
have come to trust. Norton and Bowers (2001) describe
three strategies in helping families shift from a curative to
palliative treatment choices. These strategies are laying the
groundwork, shifting the picture and accepting the new pic-
ture. We had previously begun one of these strategies, laying
the groundwork when the tumour had initially recurred. To
help the patient and family “shift the picture”, the team had
to reconnect with the family and review their current expec-
tations and understanding of the situation. This was fol-
lowed by summarizing and explaining the status of the
tumours and treatment efficacy. It was important at this
stage for the team to work together and give consistent and
clear information to avoid giving mixed messages. Mixed
messages can lead to distress and frustration in patients and
their families (Blatt, 1999).

Joe’s family had noticed that his level of consciousness had
improved over the week and they were wondering if this
meant that he could go back on the same chemotherapy reg-
imen or perhaps have another surgery. It was important that
they all understand that his tumours had progressed despite
receiving standard chemotherapy treatments, and what
remained was the possibility of experimental chemotherapy.
However, the oncologist did not recommend that option
given Joe’s poor functional status. The neurosurgeon and I
also discussed issues related to levels of intervention (such as
DNR status) and Joe strongly felt that he did not want to be
resuscitated in the event of a cardiopulmonary arrest. It was
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important, at this point, to raise the value of palliative care,
and reassure the patient and family that the goal was to con-
tinue to care for him while focusing more on comfort meas-
ures rather than curative measures. Clear and simple lan-
guage that was easily understood by Joe and his family were
also key facilitators in this process. The nurse’s comfort level
in these discussions also conveyed a new type of hope and
reassurance to the family. Words that conveyed hopelessness
such as “there is nothing that can be done” or “there is not
any hope” were avoided and focus was put on what can be
done to make the patient comfortable (Norton & Bowers,
2001; Norton & Talerico, 2000). Working with the family to
“shift the picture” and “create a new picture” involved more
than one meeting. An important role for the CNS was to
repeat and reiterate the information given, clarify misunder-
standings while providing hope in the new picture (Norton &
Bowers, 2001).

During these meetings with the patient and family, I explored
their thoughts and feelings, their understanding, their beliefs
and what was helpful to them at this time. Lynn was con-
cerned about how Joe would deteriorate, what that would
look like, whether he would have any pain and what signs to
look for and, finally, what to do for him. Information regard-
ing symptoms and their management was given to Lynn with
the assurance that Joe’s comfort and quality of life were the
goals of care. Issues of feeding and hydration were also dis-
cussed with Lynn with emphasis on comfort care. It was again
important to promote hope for Joe and his family and help
them to redirect their hope towards newly identified goals
(Sullivan, 2003). Offering hope at this stage was to assure that
everything was going to be done to promote Joe’s comfort.

The couple, although disappointed and sad, felt that they had
been preparing for this and were not terribly surprised at
arriving at this point. Joe was able to express how he did not
want to spend the rest of his life in a hospital or on
chemotherapy feeling ill. He was quite aware that he was pal-
liative, but wanted to continue having hope. He expressed
being tired and wanting to rest. His hope was to return home.
He also expressed that he was not afraid to die. His strong
faith in God had helped him throughout the illness. At this
point, I asked Joe what were the most important things that
he wanted to do in whatever time that he had left. He paused
for a moment and said that his only worry or regret was that
he had not completed the past with his son as he had hoped.
He also hoped to see his daughter once again. Most impor-
tant, however, for Joe was his wish to marry his partner of 12
years before he died. This brought Lynn to tears. She, too, was
hoping that they could have an official wedding with their
immediate family members present.

Joe was aware that his being at home had been difficult for
both him and his family. He was at risk for falls and required
24-hour supervision. Lynn expressed how concerned she was
for his safety at home since the last couple of months had been
quite difficult. However, she felt comfortable taking him
home if there was help available from home services. I
explored with Lynn what her main concerns were. Together
with the rest of the team who had assessed Joe, a request was

sent to the community home services for occupational and
physiotherapy home safety evaluation and homecare nursing
follow-ups. I also discussed with Joe whether he wanted to
stay at home until his death or be transferred to a palliative
care residence. The couple decided that he would stay at
home for as long as possible, but that an application was to be
sent to the palliative care hospice near their home as a second
plan. Therefore, plans were made to apply to the palliative
care residence in case Joe’s needs increased at home.

As both Joe and Lynn were preparing for the discharge home,
Lynn began to have struggles that needed to be addressed. On
the one hand, the couple was trying to take advantage of the
time they had with each other, but on the other hand Lynn
was trying to prepare for the worst. She had begun to do some
anticipatory grieving and preparing herself for Joe no longer
being there. Lynn was also struggling with what is referred to
in the literature as the paradox of living while dying. This
stems from the fact that the patient is both living and dying
and the family is having to deal with a paradox of their own:
they want to care for their loved one and spend time with the
patient, but also hope for a “normal life” (Ferrell & Coyle,
2001; Reimer et al., 1991). In discussing this, Lynn expressed
her guilt regarding her feelings. I normalized how she was
feeling and pointed out to her that this is a normal reaction in
the family and we discussed how children can also feel the
struggle of hanging on and letting go (Ferrell & Coyle, 2001)
in relation to their dying parent. I pointed out to her that
those spouses who find ways to manage the demands while
attending to their own needs tend to cope best with this par-
adox (Ferrell & Coyle, 2001) and that this was what she was
trying to do at this time. I discussed with her relaxation and
distraction strategies to prevent burnout such as yoga, medi-
tation and taking respite time for her with the help of the
community resources put in place.

After arrangements were made for Joe to go home with the
help of the home care services, a follow-up phone call was
made to Lynn to explore how they were managing. Lynn
expressed how they have many good moments together, but
that Joe had become incontinent, increasingly weak in his
extremities and falling at home. He was already on 16mg of
dexamethasone (Decadron) per day and it could not be
increased due to his past experience with drug-induced psy-
chosis and current steroid-related muscle weakness. In line
with the established plan, arrangements were made, in collab-
oration with the community partners, to transfer Joe to the
community palliative care centre. Once at the palliative care
centre, I remained in contact with the palliative care team as
a liaison and also continued to support Lynn via telephone
calls. Joe’s short-term memory and his level of alertness con-
tinued to fluctuate and he developed increased difficulty
ambulating. At this point, as I had discussed Joe’s end-of-life
wishes with the treating team, their focus became to follow-
up on Joe’s goal of marrying Lynn, his partner of 12 years. The
wedding ceremony took place at the palliative care centre with
Joe giving a small speech saying he’s “the luckiest man in the
world”. The new Mrs. Smith described the ceremony as beau-
tiful and quite meaningful to her and the rest of the family.
Lynn was grateful that Joe did quite well during the ceremony
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and even managed to dance with his new bride for a short
while. Joe’s daughter and grandchildren were able to attend
the wedding form Vancouver, which gave Joe his wish to see
his daughter again. One last important closure in Joe’s journey
was that his son James and his grandchildren were present at
the wedding. This had meant a whole lot to Joe given that
their past relationship had been full of struggles.

Following the wedding, I made a phone call to Lynn as a fol-
low-up to the end-of-life discussions we had had. She
expressed having mixed feelings of happiness and sadness
regarding the impending death of Joe. She also felt exhaust-
ed from the emotional intensity of the past weeks. Overall,
however, she felt at peace with her marriage and their choic-
es. She reported that other family members were more sup-
portive now than ever before. At that point, the couple want-
ed to continue taking things one step at a time, which, by
now, had become their “mantra” and to enjoy the time they
had together. Over the next three weeks, Joe gradually
became more confused and somnolent. Exactly three weeks
after their wedding, Joe died peacefully at the palliative care
residence. His wife described him as having been comfort-
able and pain-free, surrounded by his family and loved ones,
having achieved all his end-of-life goals. He had had a good
death. Lynn was at peace, yet still trying to cope with the loss
of her husband. She attended the memorial service organ-
ized by the brain tumour program as a gesture of keeping
Joe’s memory alive.

The names of the patient and his family and certain details
were modified to preserve their anonymity.

Discussion
The journey of living with a brain tumour is a tumultuous one
both for the patient and the family. It involves facing uncertain-
ty and fear while struggling to maintain hope in adversity. From

the time of diagnosis to the palliative stage, the family is dealing
with multiple losses and constant adjustments and ongoing
transitions. Given the rapid and aggressive nature of malignant
gliomas, end-of-life discussions must be initiated as early in
care as possible to allow the patient and family time to grieve,
time to plan and make the necessary closures in their life.

Nurses are often in the ideal position to assess the need to ini-
tiate end-of-life discussions (Norton & Talerico, 2000).
However, they must develop a level of comfort to have these
conversations about death with the patient and family (Ferrell
& Coyle, 2001). Establishing a trusting relationship and identi-
fying the need for end-of-life discussions are strategies to allow
the family to express their thoughts and feelings comfortably.
This, in turn, eases their transition into palliative stage. The
role of the nurse involves viewing the family as a unit, but also
giving consideration to the individuals who make up that unit
and attending to the needs of the individual and the family as
a whole. Active listening, highlighting strengths, promoting
hope and providing and clarifying information are strategies
that the nurse must repeatedly use over the illness continuum
based on the needs of the patient and family.

Conclusion
Caring for patients with brain tumours involves dealing with
the cancer diagnosis, as well as the neurological effects of the
tumour itself. Despite the inherent uncertainty and ongoing
losses with this disease, patients and families have the poten-
tial to cope andmake the necessary adjustments to the disease
and maintain quality of life. Joe and Lynn showed tremendous
strength and resilience in dealing with Joe’s malignant brain
tumours. In collaboration with the team, they were able to
make the necessary transitions that enabled them to live a day
at a time with this disease, give meaning to their experience
and achieve their goals.
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Abstract
Stroke has a significant impact on personal, social and financial
factors for individuals, families and the health care system. Stroke
prevention clinics (SPCs) were developed in order to address the
needs, identified through research, for improved recognition and
reaction to TIA/stroke symptoms, as well as for expediting inves-
tigations and implementing early stroke prevention interventions.
Along with the advent of SPCs came a new role for nurses. As part
of an interdisciplinary team, the nursing role continues to evolve
in the southeastern region of Ontario. SPC nurses play an impor-
tant role in assisting to coordinate activities in and outside the
clinic setting, and are instrumental in raising public and health
care provider awareness of TIA, stroke, stroke prevention and risk
factor management. In this article, the evolution of SPCs in
Ontario is discussed. A case study is used to illustrate both the role
of SPCs in expediting diagnosis and treatment for patients expe-
riencing TIA or stroke symptoms, as well as the nursing role and
how evidence is incorporated into practice. Results of some pre-
liminary research and the issues involved in establishing an
appropriate outcome evaluation process are explored. As well, the
potential for nursing research within SPCs and future directions
for the nursing role are appraised.

Case study
Sally, a 67-year-old woman, was shopping with her daughter
when she suddenly experienced weakness in her right arm. The
weakness lasted approximately 15 minutes. Sally attributed
this feeling to carrying too many parcels, so she stopped, put
the parcels down and took a rest. Once her arm returned to
normal, she and her daughter carried on shopping.

An hour later, while speaking to her daughter, Sally suddenly
had difficulty finding the words she wanted to say and her
speech sounded slurred. Her daughter remembered the televi-
sion advertisement she had recently seen about the signs and
symptoms of stroke. They included sudden onset of one-sided
weakness of arm or leg, sudden changes in speech or vision,
dizziness, or a severe headache. Sally’s daughter called 911
because she had learned that stroke is a medical emergency.

The ambulance attendants arrived within minutes and took
Sally to the nearest regional stroke centre, approximately 45 min-
utes away. However, within minutes of arriving at the emergency
department, Sally’s speech was clear and she no longer had trou-
ble finding the words she wanted to say. Sally thought this very
odd and stated that she had a similar episode the previous day

that lasted only about 10 minutes. She felt embarrassed and
apologized to the physicians and nurses for “bothering them” with
something she felt was not important enough to go to the emer-
gency department. The emergency department staff reassured
Sally that her daughter had responded correctly by calling 911.

Had Sally experienced a stroke or a transient ischemic attack
(TIA), a significant risk factor for stroke? The emergency physi-
cian discussed his suspicion of TIA with Sally and her daugh-
ter. He explained the need for further diagnostic testing and
referral to the stroke prevention clinic (SPC) in their communi-
ty for follow-up care. Routine blood work and a 12-lead ECG
were done in the emergency room to rule out metabolic causes
and arrhythmias. Outpatient blood work for lipid profile and
fasting glucose, as well as a CT scan of the head, carotid
Doppler’s and an echocardiogram were ordered. She was start-
ed on an antiplatelet agent, an angiotensin converting enzyme
inhibitor and a statin medication daily.

After remaining symptom-free for six-and-a-half hours, Sally
was discharged home. She was informed that she had been
referred to the SPC close to her home. She was given written
information about TIA and stroke, along with instructions
explaining what to expect to occur at the SPC. Sally was also
informed that she was at risk of having a stroke and was, there-
fore, instructed not to drive for one month.

Background –
The importance of stroke and TIA
Sally’s story is not uncommon. Ischemic cerebrovascular dis-
ease, including transient ischemic attack (TIA) and stroke, are
among the most common neurologic disorders in the adult
population. Ontario’s Ministry of Health and Long-Term Care
(MOHLTC, 2000) has estimated that each year 15,000 to
20,000 people in Ontario experience a stroke. Stroke has been
defined as a rapid onset of focal neurological deficit lasting
more than 24 hours with no apparent cause other than dis-
ruption of the arterial blood supply to the brain (World
Health Organisation, 1989).

Stroke is the fourth leading cause of mortality in Canada,
accounting for approximately seven per cent of all deaths annu-
ally (Heart and Stroke Foundation of Ontario, 2004; O’Rourke,
Dean, Akhtar, & Shuaib, 2004). It is the leading cause of disabil-
ity, as few stroke survivors make a complete recovery.
According to Sacco (in Birns & Fitzpatrick, 2005), 12% to 18%
are left with speech problems, 25% are unable to walk, 50% have
residual weakness and 24% to 53% remain dependent upon car-
ers for day-to-day activity. Research evidence consistently
demonstrates that TIA precedes stroke in up to 15% of cases
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presenting to emergency departments, 50% of these occurring
within the first 48 hours after TIA symptoms (Eliasziw,
Kennedy, Hill, Buchan, & Barnett, 2004; Gladstone, Kapral,
Fang, Laupacis, & Tu, 2004; Johnston & Hill, 2004; Lovett,
Coull, & Rothwell, 2004). The chief importance of TIA is as a
precursor of major stroke, heart attack, or death. A TIA pres-
ents with symptoms similar to stroke, but the key distinction is
that TIA resolves completely within 24 hours (Albers et al.,
2002). TIAs typically last less than 20 minutes and result in
episodes of focal neurologic dysfunction that are entirely
reversible and without residual deficit. They may recur with
stereotypical uniformity or vary in symptomatology depending
on the location of the interruption in cerebral blood flow.

Research evidence indicates that the reported numbers of
TIAs are an under-estimation, as many people who suffer
these symptoms do not present to the emergency department
or their family physician, leaving TIA under-recognized and
under-treated (McCombe, 2002). These studies emphasize
the importance of improving recognition and reaction to
TIA/stroke symptoms both for lay and professional people, as
well as the needs for expediting investigations and imple-
menting early stroke prevention interventions. It has been
speculated that preventing even 25% of strokes, through time-
ly recognition and treatment of TIA, could save Ontario
approximately $541 million annually (O’Rourke et al., 2004).

The Ontario Stroke System and the
evolution of stroke prevention clinics
In recognition of the growing personal and financial burden of
stroke, the Heart and Stroke Foundation of Ontario (HSFO) and
the MOHLTC conducted research that led to development of
the Ontario Stroke Strategy (2000, http://www.hhrc.net/pubs/
workshops/pds_stroke.pdf), now known as the Ontario Stroke
System (OSS) (2005). This is a province-wide initiative that
established the infrastructure and parameters for the standardi-
zation and optimization of accessibility to services and manage-
ment of stroke care across the continuum (Figure One).

As part of the system, nine acute care hospitals have been des-
ignated as Regional Stroke Centres and 18 have been desig-

nated District Stroke Centres across the province. Kingston
General Hospital is the Regional Stroke Centre for southeast-
ern Ontario, and Quinte Health Care, Belleville General
Hospital, is the District Stroke Centre in the region. The pri-
mary role of Regional and District Stroke Centres is to coor-
dinate best practices in stroke care across all points of the care
continuum within communities and the entire region
(MOHLTC, 2000). An important part of the OSS mandate is
for the provision of stroke prevention and health promotion
services. It was determined that these services could best be
delivered through specialized stroke prevention clinics, using
an interdisciplinary team approach. The map in Figure Two
depicts the location of the SPCs in eastern Ontario with the
southeast region highlighted.

Stroke prevention clinics
In the report of the Joint Stroke Strategy Working Group
(MOHLTC, 2000), it was estimated that approximately 50% of
strokes could be prevented with the implementation of best
practice guidelines (BPGs) for stroke care across the province.
This report strongly correlated with other research findings
concerning the gaps between evidence-based interventions and
everyday practice (McCombe, 2002). Stroke prevention clinics
were developed in order to address some of the needs identified
in the research. SPCs are outpatient, hospital-based clinics that
provide individualized, evidence-based prevention strategies
for people at high risk for stroke. SoutheasternOntario has four
SPCs located in Kingston, Belleville, Brockville and Perth.

The overall goals of the SPC are to reduce the incidence of
stroke in each catchment area, enhance public and profession-
al education of the warning signs of stroke and risk factor man-
agement and provide comprehensive medical management.
Interventions focus on the identification of risk factors and the
provision of rapid diagnostic testing and timelymedical and/or
neurosurgical/neurointerventional services with the goal of
reducing the risk of stroke. The clinics provide rapid access to
critical diagnostic procedures such as blood work, echocardio-
graphy, electroencephalography, holter monitoring, carotid
Doppler, angiography and CT/MRI scans. The clinics are
instrumental in providing timely follow-up with patients for
communicating test results, definitive diagnoses, counselling
surrounding risk factor management and, when needed, refer-
rals to community resources and other specialists.

Patients may be referred to an SPC in their area by an emer-
gency physician or by a community-based family physician or
nurse practitioner. Current evidence suggests that individuals
who have experienced a TIA are at greatest risk of having a
stroke within 48 hours following a TIA (Gladstone et al., 2004;
Johnston & Hill, 2004). Establishing efficient, effective meth-
ods of recognition, initiation of treatment and diagnostic test-
ing processes and expedited referrals to SPCs are priorities for
the clinics.

Nurses’ role in the
stroke prevention clinic
Along with the advent of stroke prevention clinics came a new
role for nurses. Nurses working in the SPCs are integral mem-
bers of a multidisciplinary team that includes patients and

The Ontario Stroke System
Best Practice across the Continuum of Care

Stroke Recognition
Prevention

Stroke
Recognition

Prevention

Prehospital

Emergency Acute

Transition

Rehab

Community

Patient, Family &
Health Care Team

Figure One.



16 Volume 28, Issue 3 • Spring 2007 • AXON

families, physicians, technologists and clerical support and
may also include dietitians, physiotherapists, occupational
therapists, speech-language pathologists, mental health serv-
ices, neurology/neurosurgery and other specialized services as
needed. Although the role of the nurse in each clinic varies
depending on the nurse’s credentials (i.e., RN, RN-extended
class, clinical nurse specialist or nurse practitioner), physician
availability, geographic location of the clinic and type of serv-
ices available on-site, it is always an interdisciplinary role.
There is a shared scope of practice between the nurse and
physician in the everyday assessment, planning, intervention
and case management with each patient. The nurse also shares
a scope of practice with other health care professionals such as
the dietitian, diabetic educator, counsellor and social worker.

The SPC nursing role is multi-faceted and integrates the func-
tions of clinician, educator, counsellor, coordinator, collabora-
tor and advocate. The focus is always client-centred, as defined
by the Registered Nurses’ Association of Ontario (RNAO)
(2006), with an emphasis on enabling patients to optimize
their health goals. Client-centred care is described as:
“An approach in which clients are viewed as whole; it is not
merely about delivering services where the client is located.

Client-centred care involves advocacy, empowerment, and
respecting the client’s autonomy, voice, self-determination,
and participation in decision-making.” (RNAO, 2006, p. 2).

An analogy that may be used to describe the nurses’ role is
that of an “invisible hand”. Advanced knowledge in the art and
science of nursing combined with stroke expertise and knowl-
edge of the health care system allows nurses in SPCs to appro-
priately support and guide patients and families through their
experiences.

Having established the processes for referrals to and from the
clinics, SPC nurses play an important role in assisting to coor-
dinate activities in and outside the ambulatory setting. Nurses
initiate partnerships with community agencies, such as local
chapters of the Heart and Stroke Foundation and Public
Health Units, to gather resources and be aware of program-
ming available within the community. SPC nurses are also
instrumental in raising public and health care provider aware-
ness of TIA, stroke, stroke prevention and risk factor manage-
ment through workshops and presentations offered within
their communities and regions. Some SPC nurses have also
been involved in provincial and national initiatives, such as
the development of key indicators for stroke prevention eval-
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uation and the dissemination of BPGs in stroke assessment
and intervention, and the management of hypertension
(RNAO, 2005).

Stroke prevention clinics were primarily established to provide
secondary prevention strategies for people at high risk for stroke.
However, SPC nurses are also finding that they play a significant
role in many aspects of primary care. When a patient presents
to the SPC, the SPC nurse leads a discussion that encompasses
the individual’s complete health history and focuses on identify-
ing modifiable risk factors for stroke. Risk factor identification
and control is the most effective approach to decreasing the
impact of strokes and early recognition of warning signs and
modification of risk factors to prevent stroke is recommended
(Bisaillon, Douen, Neabel, Pageau, & Selchen, 2006). Risk factors
such as tobacco smoking, sedentary lifestyle and atherosclerosis
are common tomany chronic illnesses, but health problemsmay
not be manifest at the time of the SPC visit. Due to their signif-
icance, these risk factors are addressed with each patient and
family with the goal of prevention in mind. Through these dis-
cussions, nurses determine with patients what their health goals
are and plans are made to assist them towards these goals.

The SPC does not assume the role of primary practitioner, but
acts as an adjunct to that service and communicates with the
primary care practitioner. When patients do not have a fami-
ly physician, more emphasis is placed on self-management
strategies and knowing how and when to access services such
as walk-in clinics for non-emergency health care assistance.
SPCs follow patients until mutually agreed upon goals such as
target blood pressures or lipid levels are met, there are no
recurrent TIA or stroke symptoms and patients feel that they
are able to carry on with their health plans and goals.

Case study: Sally is assessed at the SPC
Sally and her daughter came to the SPC approximately 10 days
following the TIA event, at which time the results of her diag-
nostic tests were available. Her CT scan indicated that she had
a small lacunar infarct in the left parietal area of the brain,
explaining her right arm weakness and her difficulty with
speech. Her carotid Doppler revealed some atherosclerotic
thickening bilaterally, but no significant stenosis. Her ECG and
echocardiogram were normal. Sally’s cholesterol levels were ele-
vated; TC 6.16, LDL 4.0, HDL 1.14, TG 2.32, TC/HDL 5.4, and
her fasting glucose was 8.6 with a hemoglobin A1C 6.7%.

Sally’s blood pressure was measured five times with an auto-
matic cuff while she sat quietly in the waiting room, and an
average reading of 143/99 was obtained. Her height and weight
were measured and her body mass index calculated at 41, with
a waist circumference of 116 cm. Her health history was unre-
markable and she was a non-smoker. She did not engage in reg-
ular physical activity of any kind since her dog died, prior to
which she used to walk two to three miles a day.

The nursing assessment
and collaborative plan
Rapid recognition and reaction to warning signs of stroke are
the first step in improving stroke prevention (Heart and
Stroke Foundation of Ontario, 2003). Sally is at risk for a sec-

ondary event, and she must know what to do if she experi-
ences a recurrence. As part of the nursing assessment and
interventions, the SPC nurse will review the signs and symp-
toms of stroke with Sally.

The SPC nurse performed a medication reconciliation; the
process of determining an accurate list of Sally’s current pre-
scription and non-prescriptionmedications, dosages, frequen-
cy and route and any allergies. This is done in order to ensure
patient safety by reducing the likelihood of adverse reactions
and over- or under-prescribing (Institute for Safe Medication
Practices, 2006). Since the SPC is an adjunct to Sally’s primary
and emergency health care services, and it is likely that she will
require further medication, this step is extremely important. It
is equally as important for both Sally and her primary care
practitioner to know what, if any, medications have been
changed or added. This was explained to Sally and a formal let-
ter sent to all practitioners involved in her care so that all
members of the team are aware of her plan of care.

Evidence indicates that the prevalence of hypertension is
directly correlated to that of stroke and that clinicians must
treat it more aggressively (Wolf-Maier, 2003). This includes
educating patients, families and other health care profession-
als about appropriate target blood pressures and how to
achieve them. The RNAO best practice guidelines for the
Nursing Management of Hypertension (2005) recommends
that nurses become actively involved in the detection, diagno-
sis, assessment and development of treatment plans that
include lifestyle modification, medication, adherence, moni-
toring and follow-up. The SPC nurse explained the signifi-
cance of high blood pressure as a risk factor for stroke to Sally
and her daughter and discussed strategies such as the DASH
(Dietary Approaches to Stop Hypertension) diet, physical
activity, medications and self-monitoring with home blood
pressure equipment.

Sally’s height, weight and waist circumference were measured,
her body mass index calculated and these indices were
explained. Discussion ensued about Sally’s diet and physical
activity status and whether she had any specific goals for her-
self. Sally felt that she consumed a diet rich in fruits and veg-
etables and low in salt and saturated fats, but had difficulty
resisting sugary snacks. She wanted to lose about 25 pounds
and felt this would be possible for her if she began walking
again. The SPC nurse validated Sally’s self-efficacy and
explored the barriers and enablers associated with this goal.
Together, they formulated a plan for Sally and the nurse pro-
vided printed materials about local walking groups and sites.

Because Sally’s fasting glucose and hemoglobin A1c were ele-
vated, the nurse explained the target values for these parame-
ters, the development of diabetes and its health implications.
Options such as referral to the diabetic educator and dietitian
were offered and the role of medication, diet and exercise
explained. As part of the discussion about her blood work, the
significance of elevated cholesterol levels and the atheroscle-
rotic process were also explained. Dietary means of choles-
terol reduction and the use of medication were presented as
options to meet target values.
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Initial visits are often overwhelming, with information and
options to consider. SPC nurses spend a great deal of time lis-
tening to patients and exploring their health beliefs and goals.
They work with patients and families to establish mutual
goals for stroke prevention that are specific, measurable,
achievable, realistic, time-framed and based on research evi-
dence and clinical expertise. The process ensures recognition
of the individual’s specific needs, values and preferences in the
decision-making process. This sets the context of the SPC
visit and prepares the patient and family for further explana-
tions and discussion of diagnoses and treatments with the
SPC physician and other team members.

The SPC nurse provided Sally and her daughter with printed
information and resources specific to their needs at the end of
their visit. This may assist them in answering questions or
recalling information that was verbally conveyed to them dur-
ing their visit. Sally was scheduled to return to the SPC for fol-
low-up to assess how she is doing with her plans and goals and
whether she is encountering any difficulties. This step is cru-
cial in supporting and maintaining any changes Sally may be
making and to ensure that she is not experiencing any further
symptoms that may require investigation. Her family physi-
cian will be kept informed about each visit to the SPC and
what has transpired.

Outcomes of SPCs:
We are making a difference
Evaluation of clinical and fiscal outcomes is paramount in
establishing the benefits of any intervention or program and is
fast becoming the standard for Quality Assurance and
Accreditation initiatives (Daley & Wright, 2000; Duffy, 2002;
Urden, 2001). Nurses within the region have been involved in
establishing appropriate indicators, data collection, synthesis
and reporting for some preliminary research studies that will
assist in informing standards and benchmarks for stroke pre-
vention services. This is important work as it will form the basis
of expected outcomes for the clinics and for the populations
they serve. What is measured and how it is measured will
determine how key stakeholders, such as governments and
agency administrators, perceive the relative benefits of the pro-
gram. For example, if key indicators are heavily weighted
toward wait times for diagnostic testing such as CT scans, CTA
or MR scans that are not readily available in smaller communi-
ties, then stroke prevention services will appear sub-standard
for some clinics. If outcomes such as achieving target blood
pressures or lipid levels are to be paramount, then there must
be a methodology that also measures patient adherence with
prescribed therapy. There are many such issues involved in the
process of outcomes evaluation and the SPC nurses must be an
integral and vocal part of the decision-making process.

Some data have been collected that reflect stroke prevention
services, such as the recent Stroke Evaluation Advisory
Committee (SEAC, 2005) report that found an 18.5% reduction
in TIA admissions to acute care beds across the province. The
SEAC (2005) also noted a 41% reduction in these admissions in
southeastern Ontario alone. This dramatic change in clinical
practice related to TIA with reduced utilization of inpatient
acute care resources has been attributed to the development of

OSS-funded SPCs. However, the reduction in admissions to
hospital means that patients and families often leave emergency
departments without definitive diagnosis and with a great deal
of uncertainty. Nurses are often in a position to be able to assist
individuals and families in mitigating some of their uncertainty
by providing timely explanations and support. Thus, it has been
part of the SPC nursing role to ensure that other health care
providers, such as emergency room physicians and nurses have
resources to aid them and their patients in understanding this
illness-related event; for example, information sheets and pam-
phlets explaining the diagnostic tests and referral to the SPC.
The nursing roles of direct provision of information and support
continue when the patient presents to the SPC where their indi-
vidual needs can most appropriately be met.

The MOHLTC conducted an evaluation of the OSS in 2004
that examined patient satisfaction with SPC services in many
dimensions. A preliminary report stated that there was a high
degree of patient satisfaction with SPC care, but no final
report has been published to date. Patient satisfaction is an
important nurse-sensitive outcome as it reflects both the
process of care provided as well as the impact of the care
provider from the consumer perspective (Urden, 2001).
Nurses in the SPC have an impact on this measure as they
focus on ensuring that individualized patient and family
needs for information, health care system navigation, com-
munity resources and follow-up care are met.

Future directions for nurses working in SPCs
There is a great potential for nursing research in SPCs. Nurses
who work in this setting perceive themselves and the relation-
ships they develop with patients and families as instrumental in
affecting patient outcomes, but there are no studies that define
this relationship or support this observation. How to accurate-
ly measure the effects of nurse-patient relationships, nursing
interventions and nurse-sensitive outcomes are the subject of
much debate (Sidani, Doran, & Mitchell, 2004; Urden, 2001).

Long-term outcomes are lacking in many areas of research,
and longitudinal cohort studies are expensive to conduct.
Studies designed in this manner could provide indications of
whether clinical outcomes such as hypertension manage-
ment, for example, are sustained after discharge from SPC
care. Information about functional outcomes (e.g. successful
maintenance of smoking cessation), as well as psychosocial
indicators (e.g. return to meaningful work and/or leisure
activity), could be examined. Simpler, cross-sectional studies
using survey and/or interview methods could substantiate
nursing interventions, for instance, evaluation of the effec-
tiveness of stroke/TIA education, or the efficacy of smoking
cessation counselling provided by nurses in the clinics.

The SPC nurses in the southeastern Ontario region meet
monthly via videoconferencing to discuss issues relevant to the
clinics. This pooling of intellectual resources provides them
with support for individual and group initiatives. It also enables
them to continue to mentor each other in areas such as lifestyle
modification counselling, risk factor profiling and the develop-
ment of patient and professional educational materials. Nurses
are working towards developing an appropriate tool for triaging
patients based on risk and are active participants in the estab-
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lishment of quality of care indicators for stroke prevention.
They are active disseminators of evidence-based practices
related to stroke and stroke prevention. However, there is still a
great deal of work to be done in integrating stroke prevention
concepts throughout the continuum.

Conclusion
Stroke prevention clinics are meeting an identified need for
comprehensive, evidence-based, client-centred care of individ-
uals who are at high risk for TIA and stroke. SPC nursing is a
unique blend of primary care, secondary prevention and case
and outcomes management that requires nurses to be pro-
active and innovative in developing their roles. Through their
clinical knowledge and application of evidence-based practice,
SPC nurses are in a position to significantly impact patient
outcomes. More nursing research needs to be done in order to
understand and inform the therapeutic relationships and
interventions that are utilized in the SPC setting. Through the
support of the OSS and southeastern Ontario mentors such as
the regional advanced practice nurse, program coordinators and
regional educator, SPC nurses have the opportunity to advance
both in clinical nursing and in nursing scholarship.
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Abstract
In this review paper, the prevalence and characteristics of
central auditory processing disorder (CAPD) are reviewed.
The causes, pathology and diagnosis of CAPD are also dis-
cussed. Recommendations are made for classroom interven-
tions and a case study is presented. CAPDs are complex, het-
erogeneous disorders involving the process of auditory stimuli
within the mechanisms of the central nervous system that can
result in profound personal, social and academic conse-
quences. Specificity in diagnosis, support by family members,
neuroscience and allied health professionals and educators,
and self-management and advocacy are required for chil-
dren, adolescents and adults to have successful academic and
work outcomes.

Introduction
Central auditory processing disorders (CAPD) or auditory
processing disorders (APD) are complex communication
syndromes related to auditory routing, identification, and
sorting of auditory stimuli in the central nervous system so
that these data can be correctly interpreted, understood and
integrated by the individual. The communication and learn-
ing difficulties that ensue from CAPD are often complex
and are highly dependent on the setting, context, personal-
ity and cognitive abilities of the individual. While the disor-
der may improve with neurological development through
normal growth and development, most individuals live with
CAPD throughout their lives. Therefore, a life-long
approach with an emphasis on self-management is impor-
tant (Masters, Stecker, & Katz, 1998). Central auditory
processes include: sound localization and lateralization;
auditory discrimination; auditory pattern recognition; tem-
poral resolution, integration and ordering; and auditory
performance with degraded or competing sound (Chermak,
& Musiek, 1997) and are most simply defined as “what we
do with what we hear” or what goes on between the ears
(Katz, 1992).

CAPD is included in the “specific learning disability” catego-
ry under the Individuals with Disabilities Education Act
(IDEA) in the United States. Specific learning disabilities are
identified as neurological conditions that result in a discrep-
ancy between skills and intelligence. It is defined under
IDEA as “a disability that causes problems in comprehend-
ing the social and interpersonal content of language …
stem[ming] from the fact that the disability makes it difficult
to separate communication from background noise”.

Prevalence
APDs are remarkably common estimated at between 2% to 3%
(Chermak & Musiek, 1997) and 7% of the population
(Bamiou, Musiek, & Luxon, 2001). It is more common in
males than females with a 2:1 ratio. CAPD is often the source
of other speech language disorders, dyslexias, learning and
behavioural disorders. CAPD is a physical disorder according
to the Americans with Disabilities Act (ADA).

Characteristics
There are many cues that an individual may have a CAPD
(Schminky & Baran, 1999; Waterloo County Board of
Education, 1990).They include:
1. Difficulty hearing in noisy situations
2. Difficulty following long conversations
3. Difficulty hearing conversations on the telephone
4. Difficulty learning a foreign language or challenging

vocabulary words
5. Difficulty remembering spoken information (i.e., auditory

memory deficits)
6. Difficulty taking notes
7. Difficulty maintaining focus on an activity if other sounds

are present; child is easily distracted by other sounds in
the environment

8. Difficulty with organizational skills
9. Difficulty following multi-step directions
10. Difficulty in directing, sustaining, or dividing attention
11. Difficulty with reading and/or spelling
12. Difficulty processing nonverbal information (e.g., lack of

music appreciation)
13. Easily fatigued
14. Likes TV and other audio stimuli louder than normal
15. Unusually sensitive to sound
16. Memorizes poorly
17. Ignores people if “engrossed”
18. Hyper- or hypoactive behaviour patterns

Causes, pathology and diagnosis
Bamiou and colleagues (2001) noted the central auditory
nervous system (CANS) includes all the anatomical and
processing mechanisms between the cochlear nucleus in
the brainstem to the auditory cortex in the temporal region.
The cells in the primary auditory cortex are sensitive to spe-
cific frequencies and evidence based on imaging of brain
activity related to those snippets of sound that get “stuck in
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our heads” suggests that auditory memories are also stored
in this area. This area receives direct input from the medial
geniculate nucleus of the thalamus. The cortical and sub-
cortical areas responsible for auditory processing are
Heschl’s gyrus and the Sylvian Fissure. The left planum
temporale is thought to control language processing. In
addition to Broca and Wernicke’s areas and interconnec-
tions, an area in the parietal lobe, which has been termed
Geschwind’s territory, has recently been confirmed through
specialized MRI scans, which also functions to connect
Broca and Wernicke’s areas and is associated with complex
language abilities such as the ability to read and write
(Catani, Jones, & ffytche, 2005).

There is no single cause of CAPD. The condition may be
genetic, developmental or idiosyncratic, causes that are likely
to persist throughout life. Additionally, CAPD may be caused
by “trauma, tumours, degenerative disorders, viral infections,
surgical compromise, lead poisoning, lack of oxygen and audi-
tory deprivation” (Schminky & Baran, 1999; Strata et al.,
2005). It is important to pinpoint the deficits as there is a very
heterogeneous presentation to this disorder and management
needs to be individualized.

CAPD cannot be tested until children have sufficient matu-
rity to cooperate with auditory testing. This usually occurs
around age six or seven. However, hearing deficits can be
ruled out before this. Additionally, testing for CAPD should
be repeated as the child matures due the inherent plasticity
of the developing brain. Other tests that are helpful in diag-
nosing CAPD include: electrophysiological tests such as
evoked auditory potentials that can be compared to age-
appropriate norms; behavioural tests in which a message can
be understood even with missing elements; auditory dis-
crimination tests, COAT/BOAT, FISH/SHIP; dichotic digit
tests (7, 4/3, 8; test of nonverbal auditory signals and pat-
terns; auditory figure-ground problems, or discrimination of
auditory stimuli with background noise; and tests of alter-
nating speech perception (Right ear: PU A ZE AP S N
SA…Left ear T DON PLES I THE CK). An individual should
be able to process the whole sentence if the auditory stimuli
are alternatively presented to each ear as: PUT A DOZEN
APPLES IN THE SACK (American Speech-Language
Association, 2005).

Cacace and McFarland (2005) argue that it is imperative to
improve the specificity of diagnosis within the area of CAPD
through research rather than reliance on expert opinion, and
that CAPD should be distinguished from other cognitive, lan-
guage, attentional and learning disorders. They note that
CAPD currently lacks a “gold standard” for assessment and
requires further investigation and refinement. Teachers, par-
ents and health professionals all have a role in identifying chil-
dren with CAPD. Often, children with CAPD have speech,
language and academic problems that are apparent in both
social and school situations. As part of the diagnostic process,
teachers are often asked to complete observational checklists
such as the Screening Instrument for Targeting Educational
Risk (SIFTER), and parents are asked to complete Fisher’s
Auditory Problems Checklist (FAPC).

Co-existing disabilities
While individuals with CAPD may have difficulty maintain-
ing focus or attending to tasks and directions, the problem is
with disability rather than with motivation. CAPD is often
confused with attention deficit/hyperactivity disorder
(ADHD), hearing disorders, social anxiety disorder, opposi-
tional defiant disorders, developmental and cognitive disor-
ders. While these co-morbidities are possible, diagnosis and
management of CAPD may resolve or control these other
concerns.

Instructional strategies
Bamiou, Campbell, and Sirimanna (2006) noted that interven-
tions related to auditory training can be either “test driven” or
“profile driven”. The best instructional strategies specifically
address the individual’s assessed deficits. In this case, inter-
ventions are prescribed based on test results. However, some
general principles can be applied. Profile-driven interventions
are suggested based on a CAPD profile or subtype. The two
most prevalent classification systems are the Bellis/Frerre
model and the Buffalo model.

Interventions strategies include (Patton, n.d.; Whitehead,
1995):
• Using clear, multi-modal communication strategies
• Repetition, reiteration, having the child repeat instructions
heard for omissions

• Cue for attention and eye contact
• Modify language: simple, slow, pauses, emphasize key
words

• Increase response time
• Blackboard notes
• PowerPoint presentations
• Posters
• Handouts
• Class website
• Practising, pretutoring, and reviewing

Modifying/quieting the environment
• One-to-one instruction
• Small classes
• Carpeting, tennis balls on chair and desk legs
• Structured classrooms
• Individual seating close to teacher/quiet place
• Breaks from listening activities

Auditory training
• Reading
• Pronunciation
• “Earobics”
• Language-building exercises
• Chunking, chaining…

Use of devices/aids
• Computer assisted instruction and note-taking
• Auditory trainers/Assistive listening technologies/FM
devices

• Study buddy
• Earplugs
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Teaching self-advocacy
• Build understanding of CAPD
• Helping the child to develop good organizational and study
skills

• Self-assertiveness regarding needs for accommodation
from teachers and school

• Self-monitoring of learning achievements and needs
• Rest
• Move away from distractions/ask for quiet

CAPD case study
Maddy presented for CAPD testing as a 12.5-year-old grade
seven student who was having some speech/language difficul-
ties, specifically, mispronouncing multi-syllable words, making
some consistent grammatical errors, having difficulty following
multi-part instructions, and having fairly indistinct speech
that was not always easily understood by others. Maddy had
experienced bouts of otitis media as a young child and she had
evidenced mild speech delays as a pre-schooler with many per-
sistent baby words such as laylee for telephone and comma-
commy for ice cream cone. However, hearing tests were normal
prior to beginning school and again at age 12. Maddy was
enrolled in a French immersion school from senior kinder-
garten to grade six.

Behaviourally, Maddy was noted to be a friendly girl who
socialized well with her peers. She was described as a follower
rather than a leader in social situations, hesitant with new
activities, tending to stand at the back of a line and watch what
others were doing prior to trying new things herself. Her moth-
er described her as a very intuitive girl who read body language
well. She took piano lessons and passed all the Royal
Conservatory exams up to grade three. However, she had diffi-
culty with playback and clap-back exercises in practice situa-
tions and on tests.

Maddy was described as a highly motivated student whose
school results did not commensurate with either her apparent
intelligence or effort. She had difficulty following spoken
instructions, especially multi-step instructions and frequently
required repetition of instructions and information. She was
very distracted by background noise, doing much better on the
first part of tests than the latter part when some students
began moving around the classroom during a test. She found
mandatory band practice “shattering”, enjoyed languages but
had to work hard to acquire facility in a second language, and
she frequently came home from school exhausted and
headachy. While very healthy and reporting a good energy
level, Maddy was described as a child who required a lot of
sleep and “peace and quiet” by her mother. Maddy was born
four weeks prematurely, had the cord around her neck and
suffered some hypoxia prior to birth. She was delivered by vac-
uum extraction due to signs of hypoxia during the final stages
of labour.

In very noisy environments Maddy often was observed to
yawn repeatedly and she reported experiencing panic attacks
characterized by heart palpitations, trembling, feeling of chok-
ing, nausea, dizziness and fear of “going crazy” from not being

able to shut out the sounds. This was exacerbated when she
was less able to cope due to tiredness or anxiety. Maddy often
would lose focus and daydream or doodle during class or long
conversations.

While Maddy’s hearing tested within normal range both at
age five and age 12, the latter test suggested auditory pro-
cessing problems rather than hearing deficits. She was
referred to a speech language pathologist for further testing.
Tests noted that her performance was below expected levels
in all areas in which auditory stimuli were used and this was
consistent with observations by parents and teachers. Most
notably, Maddy had significant weakness in short-term
auditory memory and her ability to process information
deteriorated in the presence of competing noise. However,
written language and vocabulary were in the high average to
above-average range. These findings were consistent with a
diagnosis of a central auditory processing disorder. Maddy
was relieved to find that there was an explanation for her
difficulties with learning and processing information. She
had spent years with teachers and others telling her to “pay
attention” or “focus” and not be rude by doodling or yawning.
In fact, Maddy was delighted when the audiologist told her
she must be “absolutely brilliant” to have survived seven
years in French immersion despite a CAPD. However, she
was very resistant to being singled out in any way with
noticeable classroom strategies other than individual test-
taking environments.

In grade nine, Maddy’s parents enrolled her in a private
school that was willing to accommodate her need for small
classes, individual attention and test-taking in a quiet room.
She graduated with honours from high school, received a uni-
versity entrance scholarship, and is currently an undergrad-
uate student in English and International Studies. Maddy
continues to need some accommodation for CAPD, especial-
ly in terms of writing tests and examinations in a quiet envi-
ronment. Surprisingly, despite her auditory processing
deficits, Maddy continues to study in French and is enrolled
in Kiswahli at University and has done well in all courses in
her first year of university.

Summary and conclusion
It is apparent from the review of the literature and the case
study that CAPD is a neurological disorder that has signifi-
cant impact on personal coping, self-esteem, and social and
academic outcomes. CAPD is only fairly newly described
and defined in the clinical and scholarly literature. As a
result, teachers, neuroscience nurses, and allied health pro-
fessionals such as audiologists, psychologists and speech
language pathologists all have an obligation to become
knowledgeable about the condition. They also have a role as
part of an interdisciplinary team in screening, diagnosing
and assisting individuals to learn to self-manage their audi-
tory deficits in order to achieve academic, social and inter-
personal goals.
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