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Editorial

Éditorial
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Well, another successful Canadian Association of Neuroscience 
Nursing (CANN) Annual General Meeting and Scientific Ses-
sions has come and gone. This year’s program included work-
shops and short presentations on topics of interest to nurses 
working across the spectrum of neuroscience nursing. Innova-
tive programs, new research, and clinical practice issues were 
all presented to a crowd eager to advance their knowledge in 
neuroscience specialty areas. Kudos and a big thanks to all who 
enlightened us with their work.

In the world of scholarship, knowledge translation around 
research, innovative projects (e.g., quality improvement) and/
or clinical practice, updates are not considered ‘complete’ until 
the results are published. We, at the Canadian Journal of Neuro-
science Nursing (CJNN), strongly encourage all presenters to try 
their hand at writing up their work in a scholarly way, and sub-
mitting it to CJNN for the benefit of the wide readership of our 
journal. Editorial assistance will be happily provided to assist 
you in your writing. It is indeed difficult to put your work ‘out-
there’, open to critique at times, but more importantly, offering 
nurses a chance to applaud your efforts and learn! As editor of 
CJNN, I am privileged to be the first to read your work. 

Updates from CJNN
It is now my pleasure to introduce you to Corbin Lippert, RN, MN, 
NP, CNN(C). Corbin is the new assistant editor of CJNN. This is a 
new position approved by the CANN Board of Directors at the June 
meeting and his contributions will be extremely valuable in helping 
with the editorial process and responsibilities of editing our journal.

Another news item is that CJNN will no longer be published 
in print format. We are working with our current publisher, 
Pappin Communications, to move our journal on-line instead 
of in continuing with its present hard copy format. It will now 
be available to you on the new CANN website, in a member’s 
only section, and remains an integral part of your CANN mem-
bership. Please stay tuned to the current website for details 
and dates of the big transition to both the new website and the 
online journal. You will access the member’s only section with a 
user name and password, provided when you first log onto the 
new website. Our archived articles will be uploaded to the web-
site as well, and will be available in the members’ only section. 

Until next time, 
Theresa Green, RN, PhD
Editor CJNN

Et voilà, une autre édition de l’assemblée générale et des sessions 
scientifiques de l’Association canadienne des infirmières et infir-
miers en neurosciences (ACIIN) s’est achevée avec succès. Au 
programme de cette année figuraient des ateliers et de courtes 
présentations sur des sujets qui touchaient tous les domaines des 
sciences infirmières en neurosciences. Des programmes innova-
teurs, des nouvelles recherches et des questions touchant la pra-
tique clinique ont été présentés à un public désireux de parfaire 
ses connaissances dans diverses spécialités des neurosciences. 
Félicitations et merci à tous ceux dont le travail nous a éclairés.

Dans le monde académique, on ne considère pas que l’applica-
tion des savoirs fondés sur la recherche, les projets innovateurs 
(par ex., l’amélioration de la qualité) et /ou les mises à jour de pra-
tiques clinique soient « achevés » avant que leurs résultats n’aient 
été publiés. Au Journal canadien des infirmiers et infirmières en 
sciences neurologiques (JCIIN), nous enjoignons fortement tous 
les présentateurs et présentatrices à s’essayer à la rédaction acadé-
mique du compte-rendu de leur travail et à le soumettre au JCIIN 
afin que les lecteurs et lectrices du journal en profitent. Nous four-
nirons avec plaisir une assistance à la rédaction afin de vous aider 
dans cette tâche. En effet, il s’avère parfois difficile de rendre son 
travail public, parfois même à la portée des critiques, mais il est 
plus important de donner la chance aux infirmières et aux infir-
miers d’applaudir vos efforts et d’apprendre! En tant que rédactrice 
en chef du JCIIN, j’ai le privilège d’être la première à vous lire.

Dernières nouvelles du JCIIN
J’ai maintenant le plaisir de vous présenter Corbin Lippert, IA, 
MSc. Inf., IP, CSIN (C). Corbin a pris les fonctions de rédacteur 
adjoint du JCIIN après que ce nouveau poste eut été approuvé 
par le conseil d’administration de l’ACIIN lors de l’assemblée 
de juin. L’aide de Corbin nous sera très précieuse au niveau du 
travail de rédaction et de révision de notre journal. 

Je vous informe également que le JCIIN ne sera plus publié en 
format imprimé. Nous travaillons actuellement en collabora-
tion avec notre maison d’édition, Pappin Communication, afin 
de publier notre journal en ligne et non plus en format papier. 
Vous pourrez désormais le consulter sur le nouveau site web 
de l’ACIIN, dans la section réservée aux membres, et, en tant 
que tels, sa lecture demeure l’un de vos privilèges. Restez à 
l’écoute pour ne pas manquer les détails et les dates de la grande 
transition pour le site web et le journal en ligne. Vous pourrez 
accéder à la section du site réservée aux membres à l’aide d’un 
nom d’utilisateur et d’un mot de passe, à condition de vous 
connecter d’abord au nouveau site. Les articles archivés seront 
également téléchargés vers le site web et seront accessibles dans 
la section réservée aux membres.

À la prochaine,
Theresa Green, IA, PhD
Rédactrice en chef du JCIIN
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1.0 Call to order at 1500.

2.0 Motion to approve Agenda, Beverly Irwin; Seconded by 
Martha Stewart.

3.0 Motion to accept minutes of 2012 AGM, Brenda MacLeod; 
Seconded by Linda Smith.

4.0 Business Arising
4.1 Results of the survey were sent out to all members 
regarding where we would like to go in 2015. The majority of 
the people who responded said Newfoundland. The decision 
was made at midyear that we should go with what the mem-
bership wants, the Newfoundland Chapter, though small 
(four members), is up for the challenge and New Brunswick 
has agreed to do Scientific Chair/Committee.
•	 Are	we	breaking	away	from	the	physicians—no	we	are	not,	

we asked the membership and they said what they wanted. 
In the past it was always east then west, with every prov-
ince getting an opportunity. The decision was made by the 
CNSF to go with large centres only in a limited number of 
cities: Vancouver, Victoria, Montreal, Quebec City, Cal-
gary, Toronto, and Halifax.

•	 What	we	are	asking	is	for	a	nursing	voice	in	what	cities	to	
go to.

•	 Having	a	conference	in	your	city	allows	an	opportunity	
to showcase CANN to potential members and increase 
membership.

•	 Also,	it	helps	that	chapter	to	raise	funds	to	support	their	
members to attend conferences in other cities.

•	 We	will	find	out	where	the	physicians	are	going	in	2016	and	
then bring that to midyear, where a decision can be made.

•	 Question	from	the	floor	regarding	fear	of	losing	funding	
because	we	are	not	with	the	physicians—over	the	past	
few years funding has been decreasing from CNSF and 
in 2012 we were given nothing. For the 2013 conference 
it was suggested by Dan Morin that we apply for funding: 
$5,000 was applied for and received.

•	 In	the	past	we	got	$10,000	without	any	conditions	and	this	
was given so that we would not compete for donations 
from sponsors.

5.0	Cost	of	midyear—discussion,	see	item	9.2

6.0 Think First amalgamation with PARACHUTE
•	 Letter	from	Jodi	Dusik-Sharpe	read	regarding	this	amalgama-

tion. “Think First has formally merged with three other national 
injury prevention organizations, collectively called “PARA-
CHUTE”. The PARACHUTE board structure is elected with 
representation from all four groups and a CANN rep is not and 
will not be part of the structure. Jodi is, therefore, no longer 
part of the Think First BOD and no longer privy to any informa-
tion aside from that which is received as a Chapter Coordinator.

•	 Question	from	the	floor—How	will	this	affect	the	Think	
First school program? The TD Think First curriculum is still 
available.

•	 Could	we	send	a	letter	to	the	PARACHUTE	board	and	
include Dr. Tater and let them know that we had a collegial 
relationship, we look forward to continued relationship and 
correspondence and thank you for our years of involvement?

•	 Make	our	place	known.

7.0	Correspondence—letter	read	from	Pam	Del	Maestro	letting	
us know that she will no longer be a member of CANN. Cindy 
Hartley will fill out the nomination forms to nominate Pam for 
an honorary membership and bring it to midyear.

8.0 Reports not on the web

Treasurer’s report

Motion to accept Andrew Kwan; Seconded by Jessica 
Milley—Unanimous.

Funding of reps was brought up for discussion – it was decided 
at midyear that the WFNN rep would receive monies to attend 
the conference in Japan.

We did not send a rep to the AANN and in light of the financial 
situation of CANN, Cindy Hartley will not be funded to attend 
the 2014 AANN Conference.

Our	partner	organization	NNF—did	not	give	out	travel	grants	
this year.

AANN did not send a representative to CANN.

CJNN 
•	 is	no	longer	sustainable	in	a	print	only	version.
* it was decided at the BOD meeting that the journal will now 

be electronic on the members-only section of the website.
•	 the	journal	won	an	award	as	one	of	the	top	journals	for	LPN	

to BN curriculum.

9.0	New	business—Sue	gave	highlights	from	the	BOD	meeting
9.1	Website	redesign—put	the	website	up	for	everyone	to	
see. 
•	 again	discussion	about	colour.
•	 the	logo.
•	 Sharron	will	work	with	Pencilneck	regarding	colours.

9.2 Cost of midyear
•	 From	the	floor—Trudy	Robertson—mindful	of	how	hard	

the board is working, but we need to build revenue from 
increasing memberships and conference attendance.

•	 Corbin	Lippert	mentioned	how	hard	a	working	meeting	
it was.

•	 although	we	are	in	a	deficit	budget	the	board	has	worked	
very hard to decrease costs.

44th Annual General Meeting Agenda
June 13th, 2013 • 1500-1730

Fairmont Queen Elizabeth: Saint Francois Ballroom
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•	 some	of	the	deficit	is	related	to	the	loss	of	the	$10,000	from	
CNSF, as well as a decrease in conference attendance.

•	 neither	membership	 fees	 nor	 conference	 fees	 have	
increased in a few years.

•	 communication—increase	social	media,	for	example,	
Facebook.

•	 Alexis	Near—new	co-councillor	for	Ontario	East	has	
agreed to make a YouTube video.

•	 A	member	of	CANN	gets	20	hours	of	education	credit	for	
being a member.

•	 In	an	attempt	to	save	money,	is	it	time	to	stop	having	a	
conference? This was not an option.

9.3 Increasing membership fees
•	 Motion	on	the	table	to	increase	membership	fee	to	$85.00.	

Moved by Nancy Thornton; seconded by Martha Stewart 
that the CANN membership fee be increased to $85.00. 
Motion passed 12 for, 5 against.

•	 This	motion	was	brought	to	the	AGM	for	voting.
•	 Much	discussion	around	why	we	need	to	increase	fees	but,	

at the same time, if we are having trouble getting people 
to join at $75.00, how are we going to get them to join at 
$85.00?

•	 It	may	not	seem	like	a	lot	of	money	for	some	people,	but	
for others in have-not provinces it can be quite a stretch

•	 Another	motion	was	put	on	the	table.
•	 First	motion	vote	26	for,	37	against.	Motion	denied.
•	 New	motion	by	Andrew	Kwan;	Seconded	by	Corbin	Lip-

pert—Increase	membership	fee	to	$85.00	for	new	mem-
bers and $75.00 for renewal. 54 for, 9 against. Motion 
passed.

Strategic	Plan—due	to	time	constraints	the	strategic	plan	will	
be sent out to the board for discussion at midyear.

To	be	deferred	to	midyear—how	can	we	support	members	in	
provinces with limited resources?

10.0 The 2013–2014 Slate of Officers
Councillors
British Columbia: Trudy Robertson
Alberta South: Christianne Krassman
Alberta North: Andrew Kwan
Saskatchewan: Kristen Campbell & Aaron Gardner
Manitoba: Jodi Dusik-Sharpe
Ontario West: Corbin Lippert
Ontario Central:
Ontario East: Aline Bourgoin & Alexis Near

Quebec: Elizabeth Murphy-Lavalée & Helen Fong
New Brunswick/PEI: Shelley Paul
Nova Scotia: Joan Pacione
Newfoundland: Jessica Dwyer-Milley

Portfolios
Legislation & Bylaws: Sue Kadyschuk
Archivist: Betty Ross
Membership: Janet White
Professional Practice/Research: Nancy Thornton
Translation: Unfilled
Program Liaison: Martha Stewart
Scientific Liaison: Rosa Sourial

Committee Chairs
Program Chair: (Banff 2014): Christianne Krassman
Scientific Chair: (Banff): Nancy Thornton
Communication & Marketing (Web): Sharron Runions
Communications & Marketing (subscriptions): Jennifer 
Purkiss
Editor CJNN: Teri Green; Co-Editor: Corbin Lippert

Representatives
WFNN: Sue Kadyschuk
Canadian Alliance of Brain Tumour Organizations 
(CABTO): Karen Waterhouse

Executive
President: Cindy Hartley
Vice President/Secretary: Tara Bergner
Past President: Sue Kadyschuk
Treasurer: Mark Bonin

11.0 Passing of the Gavel

12.0	Motion	to	close—meeting	adjourned	at	1710

Incoming/Outgoing Board Meeting

It was decided earlier that all new councillors would get their 
Terms of Reference, the Legislation and bylaws, and the Stra-
tegic plan via e-mail.

There was a brief discussion around support for new council-
lors and that the outgoing councillor would be their primary 
source of support.

Cindy Hartley will make up the new BOD list and send to the 
new councillors along with the TOR, L & B, and the Strategic 
Plan.
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1.0 Ouverture de l’assemblée générale à 15h.

2.0 Proposition d’approbation de l’ordre du jour par Beverly 
Irwin, appuyée par Martha Stewart.

3.0 Proposition d’approbation du compte-rendu de l’assem-
blée générale de 2012 par Brenda MacLeod, appuyée par Linda 
Smith.

4.0 Suivi de l’assemblée précédente :
4.1 Les résultats de l’enquête portant sur un lieu de destina-
tion possible en 2015 ont été envoyés à tous les membres. La 
majorité des personnes ayant répondu a choisi Terre-Neuve. 
La décision a été prise durant le bilan de milieu d’exercice 
que nous devrions choisir ce que veulent les membres. Bien 
que de petite taille, le chapitre de Terre-Neuve (4 membres) 
est prêt à relever le défi, et le Nouveau-Brunswick a accepté 
de faire Président scientifique/comité.
•	 Nous	séparons-nous	des	médecins	–	Non,	nous	avons	

demandé aux membres et ils ont dit ce qu’ils désiraient. 
Dans le passé, c’était toujours à l’est puis à l’ouest, et 
chaque province avait une chance. La FSNC a pris la déci-
sion de ne choisir que de larges centres dans un nombre 
limité de villes : Vancouver, Victoria, Montréal, Québec, 
Calgary, Toronto et Halifax.

•	 Nous	demandons	à	ce	que	les	infirmières	et	infirmiers	
aient une voix en ce qui concerne le choix de la ville.

•	 Le	fait	d’avoir	une	conférence	dans	votre	ville	vous	permet	
de présenter l’ACIIN à des membres potentiels et d’ac-
croître le nombre de membres.

•	 Cela	permet	aussi	à	un	chapitre	de	récolter	des	fonds	afin	
d’aider ses membres à participer à des conférences dans 
d’autres villes.

•	 Nous	déterminerons	où	les	médecins	se	rendent	en	2016	
et présenterons cette information au bilan de milieu d’ex-
ercice,	où	une	décision	peut	être	prise.

•	 Il	y	a	eu	une	question	de	l’assemblée	évoquant	la	peur	de	
perdre un financement parce que nous ne sommes pas 
avec	les	médecins—au	cours	des	dernières	années,	l’aide	
financière que nous recevons de la FSNC a diminué, et en 
2012, nous n’avons rien reçu. Dan Morin a suggéré que 
pour la conférence de 2013, nous demandions un finance-
ment de 5000$, que nous avons reçu.

•	 Dans	les	années	précédentes,	nous	recevions	10	000$	sans	
aucune condition, et ce, afin d’éviter toute compétition 
pour des dons provenant de sponsors.

5.0 Coût du bilan de milieu d’exercice.

6.0	Pensez	d’abord—fusion	avec	PARACHUTE
•	 Lecture	de	la	lettre	de	Jodi	Dusik-Sharpe	au	sujet	de	cette	

fusion—« Pensez	d’abord	a	officiellement	fusionné	avec	trois	
autres organismes nationaux de prévention des lésions dont 

le nom collectif est “PARACHUTE”. Le conseil y est élu et 
représente les 4 groupes. Aucun membre de l’ACIIN ne fait 
ni ne fera partie de cette structure. Jodi n’appartient donc 
plus au conseil d’administration de Pensez d’abord et n’aura 
plus accès à aucune information, à l’exception de celles que 
je reçois en tant coordonatrice d’un chapitre. »

•	 Question	de	l’assemblée—En	quoi	cette	décision	affectera-t-
elle  le programme scolaire Pensez d’abord? - le programme 
d’étude TD Pensez d’abord est toujours offert.

•	 Pourrions-nous	envoyer	une	lettre	au	conseil	de	PARA-
CHUTE en incluant le Dr. Tater, et leur faire savoir que 
nous entretenions une relation collégiale avec eux, que nous 
espérons poursuivre cette relation et notre correspondance, 
et que nous les remercions de ces années de collaboration.

•	 Faire	connaître	notre	position.

7.0	Correspondance—Lecture	de	la	lettre	de	Pam	Del	Maestro	
nous indiquant qu’elle ne sera plus membre de l’ACIIN.

Cindy Hartley remplira les formulaires de nomination afin de 
faire nommer Pam membre honoraire, ce qu’elle présentera au 
bilan de milieu d’exercice.

8.0 Les rapport ne figurent pas à l’Internet.

Rapport du trésorier

Proposition d’accepter Andrew Kwan, appuyée par Jessica 
Milley—unanime.

Discussion relative au financement des représentants – il a été 
décidé au bilan de milieu d’exercice que le représentant de la 
Fédération mondiale des infirmiers en neurosciences (WFNN) 
recevrait des fonds pour participer à la conférence au Japon.

Nous n’avons pas envoyé de représentant à l’AANN et au vu 
de la situation financière de l’ACIIN, Cindy Hartley ne recevra 
pas de financement lui permettant de participer à la conférence 
2014 de l’AANN.

Notre organisation partenaire, la NNF, n’a pas accordé de sub-
vention de voyage cette année.

L’AANN n’a pas envoyé de représentant à l’ACIIN.

JCIIN
•	 N’est	plus	viable	en	format	papier.
•	 Il	a	été	décidé	durant	la	réunion	du	conseil	d’administration	

que le journal sera maintenant  accessible en format électro-
nique uniquement sur le site Internet destiné aux membres.

•	 Le	Journal	a	remporté	un	prix	car	considéré	comme	l’un	des	
meilleurs journaux pour le programme d’étude faisant le 
pont entre le diplôme d’infirmières et infirmiers auxiliaires 
autorisé(e)s et le baccalauréat en sciences infirmières (LPN 
to BN curriculum).

Ordre du jour de la 44ème Assemblée 
générale annuelle

13 Juin 2013 • 15h-17h30

Fairmont Queen Elizabeth : Saint Francois Ballroom
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9.0	Nouvelles	questions—Sue	nous	a	rapporté	les	points	sail-
lants de la réunion du conseil d’administration.

9.1	Refonte	du	site	Internet—le	site	Web	a	été	montré	à	tous.
•	 Nouvelle	discussion	sur	les	couleurs.
•	 Le	logo
•	 Sharron	travaillera	sur	les	couleurs	avec	Pencilneck

9.2 Coût du bilan de milieu d’exercice.
•	 De	 l’assemblée—Trudy	Robertson	nous	 rappelle	 les	

efforts du conseil, mais également le fait que nous dev-
ons accroître nos revenus en augmentant le nombre de 
membres et de personnes présentes à la conférence.

•	 Corbin	Lippert	a	mentionné	à	quel	point	la	réunion	de		
travail était difficile.

•	 Bien	qu’ayant	un	budget	déficitaire,	le	conseil	a	travaillé	
dur afin de réduire les coûts.

•	 Une	partie	du	déficit	provient	de	la	perte	des	10	000$	de	
la FSNC et d’une diminution des personnes présentes à 
la conférence.

•	 Ni	le	coût	d’adhésion	des	membres	ni	celui	de	la	con-
férence n’ont augmenté au cours des précédentes années.

•	 Communication—augmenter	la	présence	dans	les	médias	
sociaux, par exemple Facebook

•	 Alexis	Near—Nouveau	conseiller	adjoint	pour	l’Est	de	
l’Ontario a accepté de faire une vidéo pour Youtube.

•	 Son	statut	de	membre	vaut	à	un	membre	de	l’ACIIN	un	
crédit de 20 heures de formation.

•	 Afin	d’économiser	de	l’argent,	le	moment	est-il	arrivé	de	
cesser	d’avoir	une	conférence—c’est	hors	de	question.

9.3 Augmentation du coût d’adhésion.
•	 Motion	déposée pour	augmenter	les	coûts	d’adhésion	à	

85 $. Motion d’augmentation des coûts d’adhésion à 85 $ 
proposée par Nancy Thornton et appuyée par Martha 
Stewart. Motion acceptée à 12 voix contre 5.

•	 Cette	motion	a	été	présentée	à	l’AGA	pour	y	être	votée.
•	 Beaucoup	 de	 discussions	 autour	 des	 raisons	 pour	

lesquelles nous devons augmenter les coûts d’adhésion, 
mais en même temps, s’il est difficile de faire adhérer les 
gens pour 75 $, comment allons-nous les faire adhérer 
pour 85 $?

•	 Cette	somme	ne	semble	pas	importante,	mais	pour	cer-
taines personnes vivant dans des provinces plus démunies, 
elle est considérable.

•	 Une	autre	motion	a	été	déposée.
•	 Première	motion :	26	voix	pour,	37	contre.	Motion	rejetée.
•	 Nouvelle	motion	proposée	par	Andrew	Kwan	et	appuyée	

par	Corbin	Lippert—Augmentation	des	coûts	d’adhésion	
à 85$ pour les nouveaux membres et à 75 $ pour les renou-
vellements. 54 voix pour et 9 contre. Motion adoptée.

Plan	stratégique—À	cause	de	contraintes	de	temps,	le	plan	
stratégique ne sera envoyé au conseil d’administration pour y 
être discuté qu’au bilan de milieu d’exercice.

À	reporter	au	bilan	de	milieu	d’exercice—Comment	pou-
vons-nous aider les membres vivant dans des provinces avec 
des ressources limitées?

10.0 2013–2014 Comité directeur
Conseillers
Colombie-Britannique : Trudy Robertson
Sud de l’Alberta : Christianne Krassman
Nord de l’Alberta : Andrew Kwan
Saskatchewan : Kristen Campbell & Aaron Gardner
Manitoba : Jodi Dusik-Sharpe
Ouest de l’Ontario : Corbin Lippert
Centre de l’Ontario :
Est de l’Ontario : Aline Bourgoin & Alexis Near
Québec : Elizabeth Murphy-Lavalée & Helen Fong
Nouveau-Brunswick/IPE : Shelley Paul
Nouvelle-Écosse : Joan Pacione
Terre-Neuve : Jessica Dwyer-Milley

Portefeuilles
Législation & réglementation : Sue Kadyschuk
Archiviste : Betty Ross
Adhésions : Janet White
Pratique professionnelle / recherche: Nancy Thornton
Traduction : non-occupé
Agent de liaison des programmes : Martha Stewart
Scientific Liaison: Rosa Sourial

Président(e)s des comités
Présidente du programme : (Banff 2014): Christianne 
Krassman
Présidente scientifique : (Banff): Nancy Thornton
Communication & Marketing (Web): Sharron Runions
Communications & Marketing (abonnements) : Jennifer 
Purkiss
Éditrice JCIIN : Teri Green; Éditrice adjointe : Corbin Lippert

Représentatif
WFNN : Sue Kadyschuk
Alliance canadienne des organismes sur les tumeurs 
cérébrales: Karen Waterhouse

Executive
Présidente : Cindy Hartley
Vice-présidente/Secrétaire : Tara Bergner
Présidente sortante : Sue Kadyschuk
Trésorier : Mark Bonin

11.0 Passation des pouvoirs

12.0	Motion	de	clôture—assemblée	ajournée	à	17h10

Réunion du conseil pour les membres entrants et sortants.

Il a été décidé auparavant que les nouveaux conseillers recev-
raient leurs termes de références, la législation et réglementa-
tion et le plan stratégique par courriel.

Il s’est déroulé une brève discussion sur la façon d’aider les 
nouveaux conseillers et sur le fait que les conseillers sortants 
seraient leur principale source d’aide.

Cindy Hartley créera la nouvelle liste du conseil d’administra-
tion et l’enverra aux nouveaux conseillers en même temps que 
leurs termes de référence, les législations et réglementations, 
et le plan stratégique.
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CANN 44th Annual General Meeting
June 11–14, 2013 • Montreal, Quebec

18 of the 26 MUHC-Montreal Neurological Hospital nurses who presented at/attended the 44th CANN meeting.

Sarah Bureau, Codman 
Rep, with Trudy Robertson, 
Codman Award recipient.

Deb Holtom presents Christianne 
Krassman (Alberta South 
councillor) with the inaugural 
CANN Run For Research plaque.

Erik De Agostinis, Program Co-Chair, Toni Vitale, 
Scientific Co-Chair, Dr. Carole White, Dr. Richard 
Leblanc, Rosa Sourial, Scientific Co-Chair.

Janic Gorayeb (BTFC) with Lianne Longo and 
Serena Slater.

Scientific Co-Chair Rosa Sourial with Dr. Sean Clarke 
(Mary Glover Lecturer) and Dr. Etienne de Villers-Sidani, 
Plenary Speaker on neuroplasticity.
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Abstract
Introduction: The purpose of this point-of-care study was 
to test the efficacy of a prevention-based oral care protocol 
in reducing non-ventilator-associated hospital-acquired 
pneumonia in a neurosurgical population outside the critical 
care environment. The researchers hypothesized that an 
enhanced oral care protocol would decrease the incidence of 
pneumonia.

Methods: This quasi-experimental, comparative study took 
place on an acute neurosurgical unit at a tertiary care trauma 
hospital in Western Canada. Subjects were non-intubated, care-
dependent adults with a primary diagnosis of neurologic injury/
insult, and at high risk for pneumonia. The prospective study 
group comprised 34 subjects; two subjects were excluded from 
the study analysis. The retrospective study group comprised 51 
subjects. 

Data were collected for both groups for a six-month period. 
Retrospective data were collected through chart review. The 
prospective group were eligible neurosurgical patients who 
received the enhanced oral care protocol. Data collection 

tools were developed and diagnostic criteria for hospital-
acquired pneumonia were determined. The pneumonia 
rates between subjects who received standard oral care 
(retrospective group) and those who received an enhanced, 
prevention-based, oral care protocol (prospective group) were 
compared.

Results: A statistically significant decrease in the pneumonia 
rate occurred in the prospective group (p<0.05). 

Discussion: An enhanced oral care protocol was beneficial in 
reducing the incidence of non-ventilator-associated hospital-
acquired pneumonia. 

Implications: Nurses play a vital role in preventing hospital-
acquired pneumonia. Foundational nursing practices, such as 
regular oral hygiene, are important aspects of care in preventing 
nosocomial infections and related costs, optimizing health, and 
promoting quality care.

Key words: non-ventilator-associated hospital-acquired 
pneumonia, oral hygiene, neurological injury/insult, care-
dependent, multi-disciplinary, clinical nurse specialist

Oral intensity: Reducing non-ventilator-associated 
hospital-acquired pneumonia in care-dependent, 
neurologically impaired patients
Trudy Robertson, RN, MSN, CNN(c), and Dulcie Carter, BSc, MMedSci, RSLP, CASLPA(c)

L’intensité buccale : réduire la 
pneumonie nosocomiale non-acquise 
sous ventilation chez les patients 
souffrant de déficiences neurologiques 
et dépendant de soins
Introduction : L’objectif de cette étude menée sur le lieu 
d’intervention était d’évaluer l’efficacité d’un protocole de 
soins d’hygiène buccale préventif destiné à une population en 
neurochirurgie située en dehors d’un environnement de soins 
intensifs afin de réduire les pneumonies nosocomiales non-
acquises sous ventilation. Les chercheurs ont émis l’hypothèse 
qu’un protocole de soins buccaux amélioré diminuerait 
l’incidence de pneumonie.

Méthodes : Cette étude comparative s’est déroulée dans 
l’unité de soins neurologiques de courte durée d’un hôpital 
de traumatologie tertiaire de l’Ouest du Canada. Les 
sujets étaient des adultes non-intubés, dépendant de soins, 
qui avaient reçu un diagnostic primaire de lésion/insulte 
neurologique et présentaient un fort risque de contracter une 
pneumonie. Cette étude de groupe prospective comprenait 34 
sujets; 2 sujets ont été exclus de l’analyse de l’étude. L’étude de 
groupe rétrospective comprenait 51 sujets.

Des données ont été recueillies pour les deux groupes au 
cours d’une période de 6 mois. Les données collectives ont 

été recueillies au moyen d’un examen des dossiers. Le groupe 
prospectif était composé de patients en neurochirurgie 
admissibles et qui ont reçu le protocole de soins d’hygiène 
buccale amélioré. On a créé les outils de collecte des données 
puis déterminé les critères de diagnostic des pneumonies 
nosocomiales. On a comparé les taux de pneumonie entre 
les sujets qui ont reçu des soins buccaux standards (groupe 
rétrospectif ) et ceux qui ont reçu le protocole de soins d’hygiène 
buccale préventif amélioré (groupe prospectif ).

Résultats : Il s’est produit une importante baisse statistique 
des taux de pneumonie dans le groupe prospectif (p<0,05).

Discussion : Un protocole de soins d’hygiène buccale amélioré 
a aidé à réduire l’incidence des pneumonies nosocomiales non-
acquises sous ventilation.

Implications : Le personnel infirmier joue un rôle essentiel 
lorsqu’il s’agit d’empêcher les pneumonies nosocomiales. Des 
pratiques de soins infirmiers fondamentales, telles qu’une 
hygiène buccale régulière, constituent d’importants aspects 
des soins dans la prévention d’infections nosocomiales et des 
coûts qui s’ensuivent, l’optimisation de la santé et la promotion 
de soins de qualité.

Mots-clés : pneumonie nosocomiale non-acquise sous 
ventilation, hygiène buccale, lésion/insulte neurologique, 
dépendance aux soins, multidisciplinaire, infirmier(-ière) 
clinique spécialisée
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Introduction
Hospital-acquired pneumonia (HAP) is a common nosoco-
mial infection and a significant cause of morbidity and mor-
tality, leading to increased length of stay, increased costs, and 
decreased quality of life (Rotstein et al., 2008; American Tho-
racic Society [ATS], 2005; Thompson, Makary, Dorman, & 
Pronovost, 2006; Davis & Finley, 2012). Research has linked 
oral contaminants with an increased risk of HAP (ATS, 2005; 
Chan, Ruest, Meade & Cook, 2007). The acute, care-depen-
dent, neurologically impaired patient is particularly suscep-
tible to acquiring HAP (Cohn & Fulton, 2006; Langmore et 
al., 1998). Oral care research in the neurosurgical population 
is largely limited to critical care units, with a focus on venti-
lator-associated-pneumonia (VAP) prevention (Fields, 2008). 
Research has led to the development of clinical guidelines 
and care bundles, including enhanced oral care protocols, to 
reduce VAP in critical care settings (ATS, 2005; Institute for 
Healthcare Improvement [IHI], 2005; Sedwick, Lance-Smith, 
Reeder & Nardi, 2012), yet, when patients transition from 
these areas to acute wards, oral care practices are less defined. 
Therefore, the aim of this study was to explore the impact of 
an enhanced oral care protocol in reducing non-ventilator-as-
sociated HAP (NV-HAP) in an acute, non-intubated, care-de-
pendent, neurosurgical population outside of critical care.

Background/literature review
HAP	is	defined	as	an	inflammatory	condition	of	the	lung	tissue	
caused by infectious agents not present or incubating at the time 
of hospital admission or within 48 hours of admission (ATS, 
2005; Rotstein et al., 2008;). Acutely ill, care-dependent patients 
outside critical care areas are highly susceptible to developing 
NV-HAP (Cohn & Fulton, 2006; Langmore et al., 1998). The 
following areas of research support this study’s hypothesis that 
a relationship between oral contaminants and HAP exists.

The Association of Medical Microbiology and Infectious Dis-
ease Canada (AMMI) and the Canadian Thoracic Society’s joint 
document Clinical Practice Guidelines for Hospital-Acquired 
Pneumonia and Ventilator-Associated Pneumonia in Adults 
(Rotstein et al., 2008) clearly identify significant morbidity, 
mortality, and socio-economic costs associated with HAP. 
These guidelines recommend that prevention-based oral care 
protocols be established for in-patients, including those not 
ventilated. The definition, diagnosis, and prevention strategies 
in these guidelines inform this study’s hypothesis.

In the critical care literature, evidence-based oral care protocols 
are associated with prevention of HAP and VAP in the critically 
ill. Research in intensive care units (ICUs) reports decreased 
HAP rates with standardized oral care protocols (Chan et al., 
2007; Grap, Munro, Ashtiani, & Bryant, 2003). In one study, 
VAP rates decreased to zero within one week of standardiz-
ing teeth brushing to every eight hours (Fields, 2008). Overall, 
standardized oral care protocols, including aseptic solutions 
and teeth brushing for acutely ill, care-dependent patients has 
proven beneficial for prevention of nosocomial pneumonia 
(American Association of Critical Care Nurses [AACN], 2010; 
Munro & Grap, 2004).

Studies conducted in the field of cardiac surgery also support 
perioperative strategies in the prevention of VAP (DeRiso, Lad-
owski, Dillon, Justice, & Peterson, 1996). Research conducted 
by Houston, Hougland, Anderson, LaRocco, Kennedy & Gentry 
(2002) concluded oral decontamination prior to cardiac surgery 
decreased nosocomial pneumonia in intubated patients by 52%. 
In response to the literature, perioperative oral decontamina-
tion is a key component of pre-surgical physician order sets in 
a cardiac surgery program at a tertiary care centre in Western 
Canada (February 15, 2013, oral communication, J. Reimer-
Kent, RN, MN).

In the neurosurgical literature, research on oral hygiene for 
the prevention of HAP has been limited to ICUs. Acute, 
neurologically impaired patients are especially vulnerable to 
developing HAP due to the nature of neurological injury. The 
care-dependent neurologically impaired patient typically has an 
increased risk of oral colonization due to decreased cognitive 
status, impaired swallow and cough, immobility, and depen-
dency for care (Cohn & Fulton, 2006). In one study, the oral 
care protocol used by the clinicians was so successful in reduc-
ing HAP in intubated patients in ICUs with implementation of 
an enhanced oral care protocol, the control group was dropped 
after six months (Fields, 2008). 

The importance of oral hygiene is also noted in allied health 
and medical literature. Dysphagia is a common complication of 
neurological injury, increasing risk for aspiration (Marik, 2001). 
Marik identifies aspiration of contaminated oral secretions in 
the presence of bacteria as a key factor in developing aspiration 
pneumonia. High-quality oral care should be a priority strategy 
for limiting the occurrence of bacterial pneumonia, particularly 
in individuals with an increased risk of aspiration secondary to 
dysphagia (Yoon & Steele, 2007). Dependency for oral care is 
a significant predictor of aspiration pneumonia (Langmore et 
al., 1998). Dental research has also identified the importance 
of vigilant oral care for prevention of pulmonary infections 
(Terpenning et al., 2001). One pilot comparison study suggested 
enhanced oral care protocols, including teeth brushing and 
antimicrobial oral solution, held promise in preventing HAP 
in patients in critical care and recommended further studies 
be done (Bopp, Darby, Loftin, & Broscious, 2006).

The multiple studies informing this research study identify the 
benefits of comprehensive oral care protocols on the prevention 
of HAP. Oral health is a key element of nursing care and has a sig-
nificant effect on overall health, yet nursing practice is reported 
as	inconsistent,	not	evidence-based,	and	not	accurately	reflected	
in documentation (Grap et al., 2003; Munro & Grap, 2004).

In their study on oral care interventions in critical care, Munro 
et al. (2004) reported nurses value the contribution of oral care 
to patient’s well-being. However, frequency and documentation 
of oral care depended upon time and available resources. The 
notion of oral care being an optional care practice suggests 
nurses do not fully understand the benefits of evidence-based 
oral care protocols. In consideration of the lack of quantita-
tive studies exploring the association between oral hygiene and 
HAP in the care-dependent, neurosurgical patient outside crit-
ical care, the researchers propose an enhanced oral care proto-
col may prove beneficial for this vulnerable population.
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Research design and methodology
This quasi-experimental study involved a retrospective chart 
review and prospective data collection. Retrospective data 
were collected on eligible patients who had received standard 
oral care (SOC). An evidence-informed oral care protocol was 
developed for prospective in-patient subjects: the enhanced 
oral care (EOC) group.

The research team was led by a clinical nurse specialist (CNS) 
and a registered speech language pathologist (SLP). Other team 
members included a clinical nurse educator (CNE), a patient 
care coordinator (PCC), and a physiotherapist (PT). The team 
met regularly prior to, during and following the conclusion 
of the study period. The team developed data collection tools 
including nursing documentation worksheets to record com-
pletion of the protocol, patient information records (to log diag-
nostic tests, clinical indicators of pneumonia) and instruments 
to record the subject and study data.

Setting
The study was conducted on a 31-bed acute neurosurgical unit 
at a tertiary care trauma hospital in Western Canada. The hospi-
tal is one of 12 acute care centres in a large metropolitan health 
region. Unit staff consists of a mix of novice and experienced 
staff including registered nurses (RNs), licensed practice nurses 
(LPNs), patient care assistants (PCAs), and a robust rehabili-
tation team.

Sample
All enrolled patients met specific inclusion criteria including age 
19 years or older, non-intubated, care-dependent, and a primary 
diagnosis of neurologic injury/insult. Exclusion criteria included 
conditions not consistent with the research question (Table 1).

Sample size considerations
There were no known specific NV-HAP rates for the study unit 
prior to the start of the study. Therefore, the prevalence of HAP 
in acute in-patients reported in the literature was considered. The 
HAP rates reported were 21% in stroke patients (Hilker, Poetter, 
Findeisen, Sobesky, & Jacobs, 2003), 50% in neurological in-pa-
tients, 56% in patients dependent on oral care (Langmore et al., 
1998), and 9-68% in critically ill ventilated patients (Shi et al., 
2010). Based on these rates and the sample size reported in these 

studies, the researchers estimated that 47% of patients on the 
neurosurgical unit would experience a NV-HAP event during 
their hospitalization. Reduction in HAP related to the imple-
mentation of oral care protocols in other patient populations 
range from 52% in cardiac surgery patients (DeRiso et al., 1996) 
and from 65% (Houston, 2002) to 100% (Fields, 2008) in venti-
lated, critical care patients. Given these data, an estimated sample 
size was calculated according to a 60% potential effect size, with 
alpha-level at 0.05 and beta-level at 0.80. The target sample size 
for each group was determined to be 35.

The oral care protocols
The SOC Protocol
The protocol in place on the study unit during the retrospec-
tive period was congruent with regional standards for practice. 
This standard for oral hygiene for care-dependent patients was 
an expectation of routine care. However, it did not determine 
the type of oral care (e.g., oral swabbing, teeth brushing), the 
frequency of care, the type of oral care supplies, or patient posi-
tioning such as elevation of head of the bed. Therefore, wide 
variation in nursing practice and the quality of oral care pro-
vided to patients during the retrospective study period was 
evident. The standard protocol included universal hand washing 
precautions, mouth assessments, cleaning and moisturizing 
of the mouth at the discretion of the nurse, and mouth and/or 
tracheostomy suctioning on an as-needed basis. Oral suction 
equipment was changed weekly and as necessary. Oral hygiene 
products were available for use including swabs, suction swabs/
toothbrushes, standard oral rinse solution and mouth and lip 
moisturizer supplied by an approved vendor. These supplies 
were available and regularly stocked on the unit and used at 
the discretion of the bedside nurse. 

The EOC Protocol
This study involves acutely ill hospitalized patients, most of 
whom transferred to the study unit from a higher level of 
care where critical care oral hygiene protocols were in place. 
The EOC protocol developed for the prospective study was 
informed by the literature (Bopp, 2006; DeRiso et al., 1996; 
Fields, 2008; Grap et al., 2003; Safdar, Crnich, & Maki, 2005; 
Shorr & Kollef, 2005) and is outlined in Table 2.

The toothbrushes, swabs and solution used for both study 
groups were the same. The toothbrushes and oral swabs were 
impregnated with sodium bicarbonate. The oral rinse solution 
was standard solution for the institution, Perox-a-mint® (1.5% 
hydrogen peroxide solution). Some oral care protocols have 
explored use of non-pharmacologic agents and antimicrobial 
solutions, such as chlorhexidine gluconate. Routine use of 
chlorhexidine gluconate for oral hygiene is not recommended in 
areas outside critical care areas by the AACN (2010) and, there-
fore, was not included as a component of the EOC protocol.

The oral care provided to subjects was delivered by RNs and 
LPNs; no PCAs were involved in providing oral care to study 
subjects at any time. Oral care kits were provided at each sub-
ject’s bedside for the duration of their participation in the study. 
Prior to implementation, a series of education sessions were 
held for nursing staff to become familiar with the purpose of 
the study, the EOC protocol, and the study’s nursing documen-
tation tools.

Table 1: Inclusion/exclusion criteria

Inclusion criteria Exclusion criteria

•	 Adult	(>19	years)
•	 Admitted	to	the	

neuroscience unit
•	 Primary	diagnosis	is	

neurological (brain 
injury/insult)

•	 Non-intubated,	
non-ventilated

•	 Dependent	for	oral	
care and unable to 
direct their own oral 
care

•	 <19	years
•	 Off	service	patients
•	 Intubated,	on	BiPAP	or	CPAP	

(respiratory assistive devices)
•	 Palliative
•	 Capable	of	directing	their	own	

oral care
•	 Unable	to	receive	oral	care	

due to: oral tubes, nasal/
oral airways, wired jaws, 
or behaviours such as 
resistiveness, combativeness, 
non-compliance, etc.
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Data collection 
The six-month period of study for both groups was selected 
to include the months February through August of the rele-
vant year. HAP was defined according to the AMMI Canada 
Guidelines (Rotstein et al., 2008) and was confirmed by the 
researchers by a positive chest x-ray and two of the following 
three criteria: elevated WBC count, pyrexia, and positive spu-
tum culture. Upon identification for full chart review (retro-
spective study) or upon recruitment to the prospective study, 
each subject was assigned a unique identification number to 
anonymize collected data.

The variables collected were evidence-informed, and were cap-
tured in two data collection tools. One tool was used to collect 
data constants such as demographic information and relevant 
patient characteristics such as age, gender, admitting diagnosis, 
length of stay (admission and discharge dates), date of consent 
and dental status (teeth or dentures or neither). The second 
tool collected weekly data such as clinical signs of HAP, the 
level of care dependency, presence or absence of tracheostomy, 
presence or absence of dysphagia, and mode of nutrition. These 
variables enabled the study researcher to trend and track the 
clinical condition of the study subjects to ensure they still met 
the study inclusion criteria and to capture the date of HAP 
diagnosis.

The EOC protocol was listed on the nursing worksheets and 
required nurses to document and initial the provision of oral 
care over a 24-hour time period. The worksheets also served 
as an easy reference of the protocol to encourage and monitor 
compliance with the EOC. Study variables and diagnostic tests 
for the purpose of confirming pneumonia, such as sputum spec-
imens, blood tests, positive chest x-rays and presence of fever 
were recorded on the patient’s patient information record to 
monitor and track indicators consistent with a diagnosis of HAP.

Ethical considerations
The study proposal was submitted and approved by the Fraser 
Health (FH) Department of Evaluation and Research Services 
(DERS). The proposal went through a full board review, in 
accordance with FH policies for clinical research. A study con-
sent form and the consent process were developed according 
to DERS policies for research and approved by the FH Ethics 
Review Board. 

Recruitment
The retrospective study group was determined through a chart 
review process. The co-principal investigators reviewed all 
patients who were admitted to the neurosurgical unit with a 
primary diagnosis of neurological injury/insult consistent with 
likelihood of care dependency, during a six-month period. In 
total, 300 charts were reviewed. From this list, care dependency 
was confirmed through electronic records. Once care depen-
dency was confirmed, patients who met the inclusion criteria 
were included in the study (n=52) for the period of time in 
which they met the study criteria.

Prospective study subjects were screened for potential partici-
pation upon admission to the unit. Once identified as a poten-
tial subject, a study team member approached the designated 
temporary substitute decision maker (TSDM) to inform them 
of the study and offer them the opportunity to participate. The 
TSDM was given information about the study and copy of the 
consent form to review. They were provided 24 hours to decide 
whether or not they would participate. The TSDM was aware 
the EOC protocol would be provided for the duration of stay 
on the unit, until the subject was no longer dependent for oral 
care, or upon withdrawal of consent.

Once consented, the TSDM of all recruited subjects received 
a copy of their signed consent form, a copy was placed on the 
patient’s chart, and a copy was secured by the study’s princi-
pal investigator. Language services were made available when 
indicated and/or upon request of the TSDM. Upon consent, 
and while subjects continued to fit the study criteria (e.g., age 
19 or over, primary diagnosis was neurologic, non-intubated, 
dependent for care), the subjects received the EOC protocol.

Results
Descriptive statistics were collated (see Table 3) to summarize 
the subjects’ demographic and medical status for both the SOC 
and EOC groups. A greater proportion of subjects had a tra-
cheostomy at some point during the study period in the EOC 
group (40%) than in the SOC group (24%). There was a greater 
proportion of male subjects in the EOC group (ratio of 23:9) 
than in the SOC group (27:24). The average age of subjects in 
the two groups was similar (see Table 3) and not significantly 
different on a t-test (p=0.382). The percentage of subjects with 

Table 2: Oral Care Protocol Worksheet

Date: Minimum HOB 300 for all Mouth Care

Intervention Write in Time of Care and Initial

Change mouth suction equipment every 24 hours

Mouth assessment every 2-4 hours

Cleanse mouth with toothbrush every 12 hours

Cleanse oral mucosa with oral rinse solution every 2-4 hours

Moisturize mouth/lips with swab and standard mouth 
moisturizer every 4 hours 

Suction mouth and throat as needed
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dysphagia was the same for both groups. The mix of neurolog-
ical diagnoses of the two groups is summarized in Figures 1 
and 2 and is broadly similar. The similarities and variances in 
subject characteristics (such as age, gender and neurological 
diagnosis)	between	the	two	groups	reflect	the	typical	population	
cared for on the neurosurgical unit and, while measured, they 
were not specifically controlled for in this study. One TSDM 
withdrew participation in the study to allow the subject unin-
terrupted sleep at night. For four subjects, participation in the 
study ended when the subject showed signs of improved cog-
nitive status and the ability to direct or carry out their own 
oral care. All other subjects’ participation ended with transfer/
discharge from the unit.

Analytical data for all subjects (both comparing between the 
SOC and EOC groups and also combining all subjects’ data 
from both groups) were calculated. As hypothesized, a signif-
icant decrease in the rate of HAP occurred in the EOC group 
when compared with the SOC group (p=0.039, 2 sided Fishers 
Exact test). The percentage rate of HAP dropped by more than 
three-quarters, from 25.5% to 6.3% (Figure 3). Although the 
sample size did not allow for the two study groups to be pre-
cisely matched for gender, age or specific neurologic diagno-
sis, none of these factors are known to affect HAP incidence. 
Pre-morbid conditions of the subjects were not compared. 
There was no analysis of the variable of dysphagia, as the num-
ber of subjects without dysphagia was too small to reveal any 
statistical significance. A larger scale study may be better able 
to control for these factors and analyze these variables. It is 
notable that data were collected weekly, in order to capture 
potential for multiple HAP occurrences in one subject, but no 
instances of this occurred in either group in this study.

The sample size was too small to reveal any significance of the 
presence of tracheostomy in the incidence of HAP. Irrespective 
of SOC/EOC group membership, 28% of those with tracheos-
tomy developed HAP compared with 13.8% of those without 
a tracheostomy (p=0.134, 2 sided Fishers Exact test). Notably, 

Table 3: Patient demographics

Retrospective 
Data Standard 
Oral Care 
group (2010)

Prospective 
Data Enhanced 
Oral Care group 
(2012)

Number of Patients 51 32

Male: Female ratio 27:24 23:9

Age (mean) 57 Range: 
19–88 years

61 Range: 33–84 
years

Tracheostomy 12 (24%) 13 (40%)

Total NV-HAP events 13 2

Length of stay (mean) 23 days (on unit) 21 days (on study)

Length of stay 
(median)

15 days (on unit) 13.5 days (on 
study)

14%

70%

8%

4% 4%

Traumatic brain injury

Intracranial hemorrhage

Tumour

Hydrocephalus

Other

Figure 1: Neurological diagnoses of the standard oral 
care group. The case mix of the standard oral care group 
(retrospective subject group) was largely composed of 
patients with a diagnosis of intracranial hemorrhage 
(70%) and traumatic brain injury (14%); intracranial 
tumours were present in a further 8% of total cases; 4% 
had hydrocephalus, and the remaining group had other 
diagnoses.

Figure 2: Neurological diagnoses of the enhanced oral 
care group. The enhanced oral care group (prospective 
subject group) was composed of patients with a 
diagnosis of intracranial hemorrhage (63%); traumatic 
brain injury (22%); hydrocephalus (9%); diagnosis of 
intracranial tumour diagnosis accounted for 3% and other 
neurological diagnoses were present in the remaining 3%.

22%

63%

3%
9%

3%

Traumatic brain injury

Intracranial hemorrhage

Tumour

Hydrocephalus

Other

Figure 3: Non-ventilator hospital-acquired pneumonia 
rate between study groups. When all HAP events were 
totalled within each of the two groups and a percentage 
HAP rate calculated, the rate was 25.5% in the standard 
oral care (retrospective) group and 6.3% in the enhanced 
oral care (prospective) group.
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when comparing the two groups, all occurrences of HAP in 
the EOC group (n=2) were in subjects with a tracheostomy, 
whereas only 38% of HAP cases in the SOC group (n=5) were 
in subjects with a tracheostomy. Again, this effect did not reach 
significance in this small-scale study.

Subjects who developed HAP were slightly, but not significantly 
younger (mean age 51.07) than those who did not (mean age 
60.6 years). In a sample of this size, dental status was not a sig-
nificant factor affecting HAP outcome (p=0.720, 1-sided Fishers 
exact test). Many subjects’ data regarding this variable were 
missing (N=22) particularly from the SOC group, as it was not 
charted at the time of the subject’s hospitalization. Length of 
stay (LOS) was significantly longer (p=0.044, Mann-Whitney 
test) in subjects who had HAP (median 41) than in those who 
did not (median 14). However, it must be noted that the LOS 
data include a confounding factor; the SOC group’s data records 
a	total	LOS	on	the	unit,	whereas	the	EOC	group	data	reflected	
only the number of days that the subject was on the study, and 
did not account for any days on the unit prior to their consent 
and participation in the study. Also, LOS between groups was 
not significantly different in this relatively small study (p=0.266, 
Mann-Whitney test).

Discussion
This study’s results add to mounting evidence that improving 
oral hygiene in care-dependent patients can reduce the risk of 
NV-HAP. This work expands the finding to settings outside of 
critical care and residential care areas and implies likely bene-
fits in other hospitalized, acutely ill, care-dependent patients. 
The researchers suggest EOC protocols would benefit acute, 
care-dependent populations outside neurological units, such 
as those on acute medical and geriatric wards.

The actual HAP rate in the SOC group (25.5%) was lower than 
the researchers’ estimated rate of 47%. During data collection, 
the researchers found that some subjects in the retrospective 
group had strong signs of HAP (e.g., positive sputum sample, 
high WBC count, nursing reports of chest congestion), but 
could not be counted as confirmed cases, as there was inad-
equate documentation to confirm that all the diagnostic cri-
teria had been met (e.g., no chest x-ray reported). Hence, the 
researchers suggest the reported HAP rate in the SOC group 
is likely a conservative value.

As stated in the results, both cases of HAP in the EOC group 
occurred in subjects with a tracheostomy, where an open 
stoma provides an additional route to the lungs. Unit staff 
report the number of patients with tracheostomy on the unit 
typically	fluctuates	at	any	given	time.	The	proportion	of	sub-
jects with a tracheostomy in the EOC group was almost dou-
ble that of the SOC group. This suggests the rate of HAP could 
have been even higher in the SOC group had there been a 
similar proportion of patents with tracheostomy in that group. 
However, due to the limited sample size in this study, there are 
inadequate data to support a dependent relationship between 
the presence of tracheostomy, dysphagia, or dental status and 
any effects on the efficacy of oral care in preventing HAP. It 
is an interesting finding that merits further inquiry in future 
studies.

It must be considered that a subject’s LOS is impacted by many 
medical factors and not solely by HAP incidence, but significant 
reduced LOS was found in subjects with no HAP compared 
with subjects who experienced HAP. It could be hypothesized 
that, in a larger study with neurological injury type, severity and 
other medical factors being controlled, LOS could be shorter in 
an EOC group, as a consequence of the reduction in HAP rate.

In addition to preventing HAP, one of the most common noso-
comial infections, EOC implies widespread benefits. For exam-
ple, a cleaner mouth is believed to improve patient comfort and 
patient/family satisfaction in maintaining this aspect of basic daily 
hygiene (Grap et al., 2003). Preventing HAP also provides benefits 
to the team; for the SLP in dysphagia care it expedites swallowing 
assessments and enhances outcomes, it reduces the need for chest 
physiotherapy, and reduces respiratory therapist (RT) and nurse 
workload for HAP-related interventions. The indication that LOS 
may be reduced when patients do not develop HAP has signifi-
cant implications for cost reduction, particularly as oral care is a 
relatively inexpensive intervention compared with the healthcare 
costs associated with HAP (Davis et al., 2012).

Although nurse compliance with the EOC protocol is not a 
focus of this study, documentation on the nursing worksheets 
suggested an excellent degree of compliance with performing 
oral care for the EOC group subjects (95%). Informal reports 
from nursing staff suggested they saw the benefit of the EOC in 
ease of maintaining oral hygiene and perceived patient comfort. 
The convenience of patient-specific bedside oral care supplies, 
rather than bulk ‘ward stock’ supplies, created time efficiency 
that ameliorated any effect of the enhanced protocol on their 
workload. Families reported higher satisfaction with subjects’ 
cleaner mouths. Other team members also reported significant 
benefit of the enhanced oral care protocol. For example, SLPs 
reported an improved level of oral hygiene in patients with dys-
phagia on the unit, which facilitated assessments and enabled 
earlier or more liberal initiation of oral diets.

Implications
The researchers suggest improvements in oral hygiene for hos-
pitalized patients have far-reaching effects. The implications are 
not exclusive to the patient, or the nurse, or the system. Rather, 
the study results imply there are implications to all three of 
these spheres. Therefore, the implications of this study will be 
discussed in the context of these three spheres.

Implications for patients
The health outcomes of HAP are well documented in the liter-
ature and prevention of incidences of HAP was the main focus 
of this study. Just one incident of HAP alone can have severe 
detrimental effects on vulnerable, acutely-ill patients, including 
death. Preventing an incident of HAP implies prevention of 
sequelae of illness, less need for invasive tests and treatments, 
fewer medications and their side effects, and an overall opti-
mization of a state of being, allowing optimal opportunity for 
patients to recover from their illness.

Implications for nursing practice
Maintaining good oral hygiene for care-dependent patients 
is a foundational activity of nursing practice. In today’s busy 
health care environments, nurses are challenged to fit the basic 
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elements of personal care such as oral care into their over-
stretched workloads. The amount of time required to perform 
the enhanced protocol was originally expected by unit nurses 
to increase their workload. However, at the study’s conclusion, 
nurses anecdotally reported the enhanced protocol did not neg-
atively impact their overall workload. Rather, nurses stated they 
spent less time on performing routine oral care in this popula-
tion, compared with time normally spent on interventions when 
caring for a patient with HAP. The lower HAP rate during the 
study period appeared to reduce nursing workload, as nurses had 
far fewer patients with HAP for whom to care. Nurses reported 
patients on the EOC protocol required less incidental oral and 
tracheostomy suctioning, that caring for a cleaner mouth was 
easier, improved surveillance for oral infections and gum con-
ditions, fewer diagnostic tests and invasive procedures were 
required, and patient comfort and family satisfaction improved.

This multidisciplinary study, which was spearheaded by the 
unit CNS, was the first clinically based, population-focused 
study of its kind on this unit at this tertiary institution, involv-
ing a high-risk NV-HAP population. Conducting research on 
a unit for the first time requires careful planning, time, and 
staff engagement and the CNS is in a prime position to engage 
direct care staff and lead multidisciplinary teams in conducting 
clinical research to improve quality care, nursing practice and 
patient care outcomes. As a nursing leader, the CNS educates 
direct care staff on evidence-based practices and assists in the 
implementation of evidence-based protocols in clinical environ-
ments. The CNS on this neurosurgical unit identified a concern 
about unit NV-HAP rates and, with critical inquiry, advanced 
a research question into clinical research to improve nursing 
practice. The critical inquiry, research and leadership skills, and 
the connection a CNS has to clinical environment are instru-
mental in conducting clinical research in acute care settings.

Implications for the system
HAP is a costly and largely preventable nosocomial infection 
(Davis et al., 2012). Therefore, preventing NV-HAP in non-crit-
ical care environments through fundamental care practices is a 
sensible and practical way of reducing health care costs. In addi-
tion to the benefits previously outlined in this report, reducing 
NV-HAP prevents extended days in hospital associated with 
the disease, further optimizing the patient’s transitions through 
the care continuum. As patient movement through the health 
care system improves, access to in-patient specialty beds and 
access to care improves, as well. At an estimated cost of tens of 
thousands of health care dollars per HAP event, prevention of 
NV-HAP in the acute care environment makes financial and 
clinical sense and EOC protocols are a cost-efficient way to 
avert pneumonia-related expenditures.

Future studies
The results of this study provoke more questions on the relation-
ship between nursing activities and preventing HAP. To what 
extent does enhanced oral care prevent NV-HAP in patients with 
tracheostomy? What other nursing activities play a role? It would 
also be of interest to explore nurses’ attitudes to performing and 
prioritizing routine oral care in care-dependent populations, to 
further understand the attitudes and barriers to performing pre-
ventative care practices over reactive care practices.

Nursing workload remains a concern in health care and more 
needs to be understood about how to assist nurses in decid-
ing and prioritizing which care activities to perform, and with 
what rigour, when time is limited. This study demonstrated 
that when nurses fully understand the relationship between 
oral contaminants and NV-HAP, and their work environments 
are set up with adequate resources and supplies, their compli-
ance to evidence-informed protocols increases and workload 
related to reactive-based care activities and searching for sup-
plies is reduced. Finally, exploring opportunities for oral care to 
be learned and performed by non-employed personnel such as 
family members may provide health care teams with new ways 
to facilitate care transitions, as patients emerge from their state 
of care dependency.

Limitations
This study was limited to a small sub-specialty population on a 
single unit at a single acute care institution. More research in 
this area would support the assumption that the findings of this 
study are generalizable to other surgical, neurologic, or care-de-
pendent non-ventilated populations. The small sample size of 
both groups limited analysis of some of the study variables. A 
larger sample size in both groups is needed in order to validate 
whether the presence of tracheostomy, dysphagia, or dental sta-
tus contributed to NV-HAP events. The two study groups were 
similar in categorical neurologic diagnosis, however, a direct 
comparison cannot be made and, therefore, there is limitation 
in comparison of the two groups. Additional morbidities were 
not addressed.

In the prospective study period, the nurses had gained the 
advantage of education and knowledge of the relationship 
between oral hygiene and NV-HAP and, as a result, unavoidably 
influenced	the	quality	of	the	care	they	provided.	It	is	unknown	
what the nurses’ knowledge level of oral care and its link to 
NV-HAP was during the retrospective study period. A ran-
domized control trial could not be conducted for this study, 
as, ethically, nurses were not in a position to deny oral care to 
a control group and blinding could not be achieved.

Accuracy of nursing documentation of oral care completion was 
not a measured variable in this study and, therefore, despite a 
documented 95% rate of compliance for the prospective group 
(32 patients, combined total of 676 days), it cannot be con-
firmed with total accuracy, that the protocol was completed as 
documented. However, compliance is further implied by the 
significant HAP rate reduction.

Conclusion
The results of this study demonstrate an EOC protocol was 
beneficial to reducing incidences of NV-HAP, averting pneu-
monia related health care costs, and improving oral hygiene and 
the overall health of care-dependent neurosurgical, non-venti-
lated patients. Improving patient outcomes begins with critical 
inquiry and maximizing opportunities to conduct point-of-care 
research. CNSs are positioned well to lead multidisciplinary 
teams in conducting clinical research to improve quality care, 
nursing practice and patient care outcomes. Nurses play a vi-
tal role in identifying vulnerable patients and implementing 
comprehensive oral care regimens in the prevention of HAP. 
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Abstract 
Background: Due to the abrupt onset of a stroke, caregivers 
are often unprepared for the role, have extensive needs and 
are at risk for negative outcomes. Interventions facilitating 
development of coping and problem solving skills are shown to 
decrease the negative effects of caregiving. The Family Informal 
Caregiver Stroke Self-Management (FICSS) program was 
developed to address the unmet needs of family caregivers of 
stroke survivors. 

Objective: To evaluate the content, format and resource 
materials of the FICSS program with 10–12 family caregivers 
of stroke survivors within Central South Ontario. 

Methods: The FICSS program is a four-module education and 
support series of facilitated small group discussions. Topics 
included: balancing changing roles, managing behaviour 
changes, sexuality/intimacy, and community linkages. Each 
module was evaluated weekly and by focus group one month 
after the program.

Results: Eleven family caregivers of stroke survivors with three 
years of mean caregiving experience participated. Caregivers 
valued the opportunity to share experiences and learn 
from others who understood what they were going through.  
Recommendations were made to improve the program topic 
areas, content and flow. 

Conclusions: The pilot evaluation of the program validated the 
content of the FICSS program and indicated recommendations 
for improvement. 

Introduction
Stroke is an unexpected event that can have profound life-al-
tering effects on the stroke survivor and their family members. 
Approximately 300,000 Canadians are living with the effects 
of stroke and many are left with mild to moderate disabilities 
that impact their ability to perform everyday activities (Mayo, 
Wood-Dauphinee, Cote, Durcan, & Carlton, 2002). It is esti-
mated that 68%-74% of stroke survivors depend on the daily 
care of family caregivers once they return home (Dewey et 
al., 2002; Dorsey & Vaca, 1998). Families of stroke survivors 
may have difficulty coping with the changes associated with 
stroke, due to the unpredictable nature of stroke recovery and 
the variety of impairments experienced post stroke (Clark & 
King, 2003; White, Poissant, Cote-Leblanc, & Wood-Dau-
phinee, 2006). As a result, family caregivers of stroke survivors 
are often unprepared for the role of caregiving and may lack 
the necessary skills to obtain information about stroke, provide 
physical and instrumental care and manage difficult behaviours 
and emotions of the stroke survivor (Berg, Palomaki, Lonnqvist, 
Lehtihalmes, & Kaste, 2005; Brereton & Nolan, 2002; King et al., 
2001; Teel, Duncan, & Lai, 2001). The purpose of this paper is 
to describe the development, implementation, and evaluation 
results of the Family Informal Caregiver Stroke Self-Manage-
ment (FICSS) program.

Literature review
Researchers have found that family caregivers of stroke survi-
vors are at risk for a number of negative outcomes, as a result 
of providing care including depressive symptoms, psycho-
social impairments, declining physical health and reduced 

Pilot evaluation of the family informal 
caregiver stroke self-management program
Gail Mores, BSc, Rhonda Whiteman, RN, MN, CNN(C), Patricia Knobl, MSc, BSc, Jenny Ploeg, RN, PhD, Miriam Cahn, MSW, 
RSW, Laura Klaponski, BSc, and Ann Lindley, B. Applied Science

Évaluation pilote d’un programme 
d’éducation et de soutien pour les 
soignants familiaux de survivants 
d’AVC
Contexte : À cause du début brutal d’un AVC, les soignants 
sont souvent peu préparés à leur rôle, ont de vastes besoins 
et sont confrontés au risque de résultats négatifs. Il est 
prouvé que les interventions facilitant le développement 
des habiletés d’adaptation et de résolution de problèmes 
diminuent les effets négatifs des soins. Le programme Family 
Informal Caregiver Stroke Self Management (FICSS), ou 
programme de gestion de l’AVC pour les soignants familiaux 
informels, a été créé afin de répondre aux besoins non-
satisfaits des soignants familiaux de survivants d’AVC.

Objectif : Évaluer le contenu, le format et les ressources 
du programme FICSS avec 10-12 soignants familiaux de 
survivants d’AVC du Centre-Sud de l’Ontario.

Méthodes : Ce programme de soutien et d’éducation est une 
série de quatre modules de discussion  facilitée en petits 
groupes. Parmi les sujet abordés : trouver un équilibre au 
sein de rôles changeants, gérer les changements d’attitude, la 
sexualité/l’intimité et les liens avec la communauté. Chaque 
module a été évalué hebdomadairement et par groupe de 
discussion, un mois après le programme.

Résultats : Onze soignants familiaux de survivants d’AVC 
possédant trois ans d’expérience en moyenne ont participé. 
Les soignants ont apprécié la chance de pouvoir partager 
leurs expériences et d’apprendre d’autres personnes 
qui comprenaient les épreuves qu’ils traversaient. Des 
recommandations ont été faites afin d’améliorer les sujets 
abordés par le programme, son contenu et son déroulement.

Conclusions : L’évaluation pilote du programme a prouvé 
l’utilité du contenu du programme FICSS et a fait ressortir 
des recommandations afin de l’améliorer.
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health-related quality of life (Bakas, Austin, Okonkwo, Lewis, & 
Chadwick, 2002; Bakas, Champion, Perkins, Farran, & Williams, 
2006; Berg et al., 2005; Han & Haley, 1999; White, Mayo, Han-
ley, & Wood-Dauphinee, 2003; VON Canada®, 2008). Difficulty 
managing caregiving tasks is a strong predictor of emotional 
distress for family caregivers of stroke survivors (Bakas & Bur-
gener, 2002) and is considered the leading cause of long-term 
institutionalization of stroke survivors (Bakas, Austin, Jessup, 
Williams, & Oberst, 2004). Research findings emphasize the 
need for programs designed to minimize the negative effects 
associated with the caregiving experience and improve overall 
quality of life for both the family caregiver and stroke survivor.

The 2010 Canadian Best Practice Recommendations for Stroke 
Care (Lindsay et al., 2010) identify that patients, families, and 
caregivers should be prepared for transitions between care 
environments and be provided with the information related to 
education, training, emotional support and community services 
necessary for effective transitions. However, the availability of 
ongoing professional services and programs to address these 
needs is limited.

Cameron and Gignac (2008) developed the “Timing it Right 
Framework” to identify the specific needs of family caregivers 
of stroke survivors for education and support across the care 
continuum. Five phases of education and support needs post 
stroke were identified as: (a) event/diagnoses, (b) stabilization, 
(c) preparation, (d) implementation, and (e) adaptation. The 
implementation and adaptation phases occur when the stroke 
survivor returns home. During the implementation phase, the 
caregivers’ information, emotional and training needs are exten-
sive and caregivers often report not receiving enough training 
for their new role and responsibilities. In the adaptation phase, 
caregivers have a period of adjustment at home, in which outpa-
tient rehabilitation programs are completed and improvements 
in the stroke survivors’ abilities have stabilized. During this 
phase, caregivers become more confident in their ability to sup-
port activities of daily living and begin to shift to helping stroke 
survivors reintegrate into the community. However, during this 
transition, caregivers often experience difficulty coping, access-
ing community services and may lose part of their social sup-
port system. Therefore, family caregivers of stroke survivors 
are in need of advice from peers and health professionals and 
may require additional training to manage difficult situations, 
emotional support and guidance to manage competing roles.

A critical review of intervention studies for family caregiv-
ers of stroke survivors found that focusing interventions and 
therapies specifically on caregiver needs demonstrated prom-
ising results (Visser-Meily, van Heughten, Post, Schepers, & 
Lindeman, 2005). Multi-component psychological interven-
tions tailored to the specific caregiver needs have resulted in 
the largest improvements including reduced caregiver burden 
and emotional distress, and improved psychological well-being 
and quality of life (Cameron & Gignac, 2008; Visser-Meily et al., 
2004). Bakas and colleagues (2002) identified the necessity of 
providing information and counselling to deal with the stroke 
survivor’s emotions and behaviours, physical and instrumen-
tal care, personal responses and changes to relationships with 
the stroke survivor, family and friends. Although the needs 

of family caregivers of stroke survivors are well recognized, 
current stroke education programs are focused mainly on the 
education and support of the stroke survivor in their recovery 
after stroke, rather than caregiver needs. Two examples of such 
programs are the Heart and Stroke™ Living with Stroke Program 
(LWS) and Moving on after Stroke (MOST) (Heart and Stroke 
Foundation, 2010; Huijbregts, Myers, Streiner, & Teasell, 2008). 
Family caregivers of stroke survivors are invited to participate 
in these programs. However, the programs do not address the 
unique needs of the caregiver.

Currently, no stroke-specific caregiver education and support 
programs exist. The Victorian Order of Nurses (VON) Canada, 
Ontario Branch, has developed a Caregiver Education Series, 
“From Stress to Strength”, for caregivers providing care to indi-
viduals living with chronic conditions within the community. 
This four-week facilitated education and support series provides 
caregivers the opportunity to gain some awareness about their 
own needs, knowledge about community resources and skills 
on how to cope (Nurse & Joshi, 2002). It provides general care-
giver information, tools and resources and does not focus on 
disease-specific caregiving information.

Development of the program
In 2007, a working group, with representatives from the Cen-
tral South Regional Stroke Program, VON Canada, Ontario 
Branch, and March of Dimes Canada was formed to develop 
a program to meet the specific education and support needs 
of family caregivers of stroke survivors. This program was 
designed to support the implementation of stroke best prac-
tices in community re-integration within the Central South 
Ontario stroke region. The goal was to develop an education 
and support program for family caregivers of stroke survi-
vors to improve their self-management skills and their ability 
to cope with the common struggles that caregivers of stroke 
survivors often face. To determine the content of the program, 
the specific needs of family caregivers of stroke survivors were 
first identified by literature review, review of existing educa-
tion and support programs and a series of focus groups with 
caregivers of stroke survivors.

Based on the literature review, information needs of fam-
ily caregivers of stroke survivors were identified including 
dealing with the stroke survivors’ emotions and behaviours, 
physical and instrumental care, changes in the relationship 
with the stroke survivors, and available community support 
services. These needs were reinforced by 18 family caregiv-
ers (mean of four years as a caregiver) who participated in 
three focus groups conducted in Central South Ontario in 
2008. Participants identified the following unmet learning 
needs: 
a) balancing the changing roles and responsibilities of a care-
giver of a stroke survivor;
b) managing cognitive, perceptual and mood changes of the 
stroke survivor;
c) dealing with sexuality and intimacy; and 
d) accessing community resources and linkage with allied health 
professionals in the community to discuss specific questions, 
and concerns and identify resources.
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Participants reinforced their desire for a stroke-specific edu-
cation and support program that met their individualized 
needs. 

The Family Informal Caregiver Stroke Self-Management 
(FICSS) Program is a unique program that was developed 
for family caregivers of stroke survivors to participate with 
peers in a facilitated group without the stroke survivor pres-
ent. The program was designed to provide the opportunity 
for caregivers to grow together, as individuals, and develop 
effective coping strategies to live with their new reality after 
the stroke event. The program is focused on self-management, 
recognizing that the caregiver is a key player in a therapeutic 
relationship and an active participant in the stroke survivor’s 
care management (Lorig & Holman, 2003). Individuals who 
are good self-managers have improved clinical outcomes and 
lifestyle, and use the health care system to a lesser degree 
(Brownson et al., 2007). The goal of self-management support 
is to strengthen individuals’ competence and confidence in 
managing their situation, making informed decisions about 
care, and adopting healthy behaviours (Brownson et al., 2007). 
The program aims to address the seven key ingredients of 
self-management: (a) providing information, (b) teaching dis-
ease-specific and disease-neutral skills, (c) promoting selec-
tion of healthy behaviours, (d) developing problem-solving 
skills, (e) assisting with the emotional sequelae of having a 
chronic condition, (f ) providing continued follow-up, and 
(g) encouraging individuals to be active participants in the 
management of their stroke survivor’s recovery (Bodenheimer, 
2007).

Based on the information identified in the focus groups, the 
FICSS program was developed targeting caregivers during the 
implementation and adaptation phases of the “Timing it Right” 
framework (Cameron & Gignac, 2008). This phase occurs three 
to six months after the hospital discharge of stroke survivors, 
when caregivers have extensive needs in managing their new 
caregiving role. The goal of the FICSS program is to provide 
opportunities for caregivers to learn self-management skills 
and gain confidence in the responsibilities of providing care to 
the stroke survivor.

Program evaluation objectives
The objectives of the FICSS program evaluation were to: (a) 
validate the program content; (b) identify gaps and recommend 
program content revisions; (c) finalize participant and facilitator 
resources; (d) evaluate delivery methodology for the program; 
and (e) develop an understanding of the ideal time in the stroke 
caregivers’ journey to provide the program.

Program evaluation approach
Program evaluation design
A qualitative descriptive approach was used to evaluate the 
FICSS program for family caregivers of stroke survivors (San-
delowski, 2000). The evaluation was conducted in the Central 
South Ontario Stroke Region, which included Hamilton, Bur-
lington, Niagara, Haldimand, Brant and Waterloo-Wellington 
Local Health Integration Networks. Funding was received from 

the Central South Regional Stroke Network to develop the pro-
gram and complete the pilot evaluation. The program evalua-
tion team was composed of representatives from the Central 
South Regional Stroke Program, VON Canada, Ontario Branch, 
March of Dimes Canada, and McMaster University, School of 
Nursing. The program facilitators had experience in caregiver 
support and health promotion. Two members of the research 
team had experience in qualitative research.

Program participants
Program participants included 11 family caregivers of stroke 
survivors living within Central South Ontario. Participants were 
recruited through advertisement in existing stroke recovery 
peer support groups and associations, community support 
agencies, hospital outpatient rehabilitation programs, regional 
and district stroke centres and the local media. Family caregiv-
ers of stroke survivors were defined as family members who 
provide unpaid care and assistance for persons who have expe-
rienced a stroke (Canadian Caregiver Coalition, 2005; VON 
Canada®, 2008). Participants were included if they: (a) were 
18 years or older; (b) met the definition of a family caregiver 
of a stroke survivor; (c) had provided care to the stroke survi-
vor within the home for at least two months; (d) were able to 
communicate in English; and (e) lived within Central South 
Ontario Stroke Region. Participants were excluded if they: (a) 
were paid to provide care; (b) were friends who provide care to 
stroke survivors; (c) had dementia or other cognitive impair-
ment; or (d) were providing palliative care to stroke survivors 
within the home.

Program description
The FICSS program is a four-module series that includes the fol-
lowing topic areas: (a) balancing the changing roles and respon-
sibilities of family caregivers of a stroke survivor; (b) managing 
cognitive, perceptual and mood changes of the stroke survivor; 
(c) dealing with sexuality and intimacy; and (d) accessing com-
munity resources and linkage with allied health professionals 
in the community to discuss specific questions and concerns, 
and identify resources (Table 1). The modules include the 
principles of self-management based on the Southwest Stroke 
Region Self Management Toolkit (South-West Local Health 
Integration Network, 2010; Tomaszewski & O’Callaghan, 2009). 
Each module is a two-hour small group guided discussion and 
problem-solving session on the topic area facilitated by two 
experienced facilitators and guided by the particular needs of 
the group participants. Facilitators had backgrounds in social 
work and health promotion with specific expertise in the area 
of stroke and caregiver support.

Qualitative data collection 
Two program evaluators who did not participate in the program 
development or delivery collected qualitative evaluation data 
using a semi-structured focus group one month after the end 
of the program. The evaluators took notes on the participants’ 
feedback. The questions were designed to assess the perceived 
impact of the program on the family caregivers in areas such 
as problem-solving abilities, behaviour management, aware-
ness and use of community services and the perceived indirect 
impact of the program on the stroke survivor. Participants were 
asked to provide feedback on the intervention design, module 
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content,	module	topics,	presentation	style,	flow,	resource	mate-
rials and the timing of the intervention. Focus group questions 
are listed in Table 2. The program facilitators completed an 
evaluation of each module at the end of each session and a 
summative review at the end of the program regarding feedback 
on the intervention design, module content, modules topics, 
presentation	style,	flow,	resource	materials	and	the	timing	of	
the intervention. Feedback from participants and facilitators 
were compared and reviewed to identify gaps in the program 
and areas requiring change.

Quantitative data collection
Baseline quantitative data included two self-administered ques-
tionnaires: The Caregiver & Stroke Survivor Baseline Question-
naire (Cameron & Gignac, 2008), and The Oberst Caregiving 
Burden Scale (Oberst, Thomas, Gass, & Ward, 1989). These 
questionnaires were used for the purposes of describing the par-
ticipants and gaining an understanding of the needs of partici-
pants for future program development. The Caregiver & Stroke 
Survivor Baseline Questionnaire (Cameron & Gignac, 2008) 
is a 26-item questionnaire used to collect socio-demographic 
and health-related information about the stroke survivor and 
caregiver (e.g., age, gender, marital status, education, income, 
health conditions). The questionnaire was adapted from a tool 
developed by Dr. Cameron to include socio-demographic and 
health-related information on the stroke survivor. The original 
questionnaire has been used in Dr. Cameron’s research on the 
“Timing it Right Framework” for family caregivers of stroke 
survivors (Cameron & Gignac, 2008).

The Oberst Caregiving Burden Scale (Oberst et al., 1989) is a 
15-item self-report instrument using a five-point Likert scale 

(1 = none to 5 = a great amount) to evaluate caregiver per-
ceptions of the time and difficulty associated with 15 tasks 
performed in caring for recovering family members. The instru-
ment’s 15-item time and difficulty subscales are each scored 
separately using the five-point Likert scale. The instrument has 
a minimum score of 15 and a maximum score of 75. The instru-
ment has been validated with family caregivers of cancer and 
stroke survivor populations (Bakas & Burgener, 2002; Oberst 
et al., 1989). The questionnaire has demonstrated internal con-
sistency reliability (0.90–0.94) and construct validity in family 
caregivers of stroke survivors (Bakas et al., 2004).

Data evaluation
The focus group notes were interpreted using thematic analysis 

Table 1: Overview of intervention: Modules and objectives

Module Objectives

Session 1:
Balancing 
changing roles & 
responsibilities

•	 Identify	the	roles	that	have	changed	for	
you since the stroke

•	 Choose	and	practise	one	strategy	for	
building your relationship with your 
care partner

Session 2:
Dealing with 
mood, thought 
and perception 
changes

•	 State	one	situation	this	week	where	
you were able to step back from a 
challenging mood/behaviour

•	 Identify	two	new	ways	to	deal	with	that	
mood/behaviour

Session 3:
Intimacy & 
sexuality

•	 Explain	the	difference	between	sex,	
sexuality and intimacy

•	 Identify	one	way	of	expressing	
intimacy with your care partner that 
you may not have considered before

Session 4:
Enhancing 
Community 
Linkages

•	 State	where	to	call	when	you	need	
extra community services such as 
occupational therapy, physiotherapy, 
speech and language pathology 

•	 Share	one	piece	of	information	learned	
at these classes with one other person

Table 2: Overview of focus group questions

Overall Evaluation
•	 What	do	you	remember	most	about	the	project?
•	 What	did	you	like	best	about	the	project?
•	 What	did	you	like	least	about	the	project?
•	 If	you	were	running	the	program,	what	changes	would	

you make to it?
•	 What	advice	would	you	give	us	when	we	run	the	program	

again?
•	 Are	any	of	the	topics	in	the	program	NOT	a	priority	to	

you, as a caregiver?
•	 Are	there	any	topics	that	were	not	included	but	should	be	

included in the program?

Timing of the Program
•	 When	is	the	best	time	for	you	and	other	caregivers	to	

attend? 
•	 Each	session	was	two	hours	in	length.	Was	this	enough	

time to cover the topic? Why? Why not?
•	 When	do	you	think	is	the	best	time	to	provide	a	program	

of this type to stroke caregivers to help them the most?
•	 As	we	move	forward	with	a	program,	should	we	offer	

onsite respite to make it easier for caregivers to attend the 
program?

Program Impact
•	 Would	you	recommend	attending	the	project	to	other	

stroke caregivers? Why? Why not?
•	 Describe	one	thing	you	will	do	differently	since	attending	

the project. 
•	 Describe	the	things	you	learned	from	attending	the	

project. 
•	 Describe	the	impact	the	project	has	had	on	your	life.
•	 Has	there	been	any	impact	of	the	program	on	the	life	of	

the stroke survivor?
•	 Has	attending	the	program	had	any	impact	on	your	

awareness of community and support services? If so, in 
what way?

•	 Has	attending	the	program	had	any	impact	of	your	use	of	
community and support services? If so, in what way?

•	 Is	there	anything	else	we	should	consider	as	we	plan	for	
future sessions?

•	 Is	there	anything	else	you	wanted	to	tell	us,	but	we	have	
not asked?
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(Boyatzis, 1998). Three authors and a student independently 
evaluated the data and met to reach agreement on the themes 
post analysis. Descriptive statistics were used for both the Care-
giver & Stroke Survivor Baseline Questionnaire and the results 
of the Oberst Caregiving Burden Scale. All questionnaires were 
de-identified and given a coded number. Aggregate data only 
were reported to describe the evaluation sample.

Ethics
As this was a program evaluation and not a research study, 
formal ethics approval was not required. When caregivers reg-
istered for the program, they were informed that the program 
content, design and data collection methods were being eval-
uated and their personal information would be kept confiden-
tial. Participants gave verbal consent to participate in the pilot 
evaluation of the program. They were informed that they could 
stop participation in the program or choose not to answer any 
of the questions on the questionnaires or in the focus groups. At 
the beginning of the focus group, all caregivers were informed 
that information or quotations would be de-identified and if 
they did not want their quotations used they could inform focus 
group facilitators. All hard copy questionnaires were stored in a 
locked cabinet in a locked office. All electronic files were stored 
in a password protected secure computer in a locked office.

Program evaluation findings
Eleven participants from Central South Ontario were included 
in the program evaluation. The average age of participants was 
57 years with approximately three years of experience as a family 
caregiver of a stroke survivor. The majority of participants were 
female and caregiving for their spouse (See Table 3). Most par-
ticipants (73%) had a post-secondary education and 45% had an 
annual income of $70,000 or more. The average Oberst Caregiver 
Burden Questionnaire Time subscale score was high, indicating 
that the caregivers were providing a significant amount of care 
to the stroke survivor. Only 45% of the caregivers were receiving 
community support services. Most participants (73%) had pre-
viously attended a stroke recovery peer support group meeting.

Three key themes were identified related to perceived impact 
of the program, timing of the program, and overall program 
evaluation. Each theme will be described in detail.

Perceived program impact
The perceived impact of the program can be represented by 
the following sub-themes: hope, advocacy, sharing, increased 
coping skills, self-management and knowledge about how to 
access community service resources. Participants felt more 
hope and patience since attending the program. They stated 
that they learned valuable advocacy skills from the workshops 
and each other.

“You need to learn to become an advocate, as I didn’t 
know my rights in the hospital, and you have to learn to 
push to get the best care for the stroke survivor so he can 
have the best recovery after stroke.”

Participants described the value of the program in relation to 
the opportunity to share their experiences, stories and advice 
with one another and the development of a support network 
and bond between the caregivers within the program.

Table 3: Participant demographics

Gender: (number/%)

Female 10 (91%)

Male 1 (9%)

Age (mean/range) 57 (35-70)

Relationship to stroke survivor

Spouse 10

Mother 1

Time as a caregiver 
(average/range)

3 years (3 months - 10 years)

Employment: (number/%)

Unemployed 6 (55)

Employed 5 (45)

Education: (number/%)

Primary 0

High School 1 (9%)

Post Secondary 8 (73%)

Other 2 (18%)

Income range: (number/%)

20,000-39,000 1 (9%)

40,000-69,000 3 (27%)

70,000 and above 5 (45%)

No response 1 (9%)

Oberst Caregiver Burden Questionnaire Sum of sub-
score (average)*

Time 44/75

Difficulty 33/75

Receiving community support services: (number/%)

Yes 5 (45%)

No 6 (55%)

Attended a Stroke Recovery Peer Support group 

Yes 8 (73%)

No 3 (27%)

*Oberst Caregiver Burden Questionnaire: Composed of Time 
and Difficulty subscales. 
Each scale is a 15-item Likert scale from 1–5 where 1 = 
no difficulty/time required, 5 = extremely difficult/great 
amount of time. Each subscale has a minimum score of 15 
and a maximum score of 75.
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“You felt really connected to the others and that they really 
cared about you ... we had one common thing we shared ... 
but after that it was much more—we learned from each 
other.”

“It was the safest place I have been in months.”

“I have much more awareness now...and I want to help 
other caregivers now.”

Participants explained that the program informed them of 
available community services but, more importantly, provid-
ed the tools and strategies to self-manage and cope with the 
struggles of being a caregiver. They indicated that the program 
provided the opportunity for them to gain an alternative per-
spective and helped to improve their quality of life, as well as 
that of the stroke survivor. Participants commented:

“I am learning to balance both the physical and emotional 
sides of recovery and we are working together as a part-
ner ... I can truly say now, I am coping with my stress and 
frustrations by keeping my cool when overwhelmed and... 
when I lose it, it’s okay.”  

“I liked the opportunity to share and brainstorm with 
other caregivers about resources and caregiving strategies.”

“I have more hope and patience since attending the 
program.”

Timing of the program 
Three sub-themes emerged related to timing of the program 
in relation to the length of the session and program, time of 
day the program is held and the point in time in the caregiv-
ing experience that the program is offered. The participants 
were satisfied with the length of each session (2 to 2 ½ hours), 
the duration of the program (four weeks) and suggested either 
afternoon or evening would be appropriate. Additionally, par-
ticipants commented on the need to offer the program at vari-
ous times throughout the day and evening, as some caregivers 
still work. Participants emphasized that the program should be 
offered earlier on in the caregiving experience, ideally between 
three and six months post hospital discharge of the stroke sur-
vivor, as participants stated: 

“Having this program earlier on in the care giving expe-
rience would be better, as the impact of the stroke really 
hit everyone when the stroke survivor came home from 
the hospital!” 

“Timing is key ... at first we are in shock and we are not 
able to absorb the information so if this was made avail-
able to people by three, certainly six months it would be 
the best time.” 

Overall program evaluation
Focus group participants shared a number of ideas on how to 
improve the program. They suggested: (a) removing homework 
as part of the program; (b) offering information on community 
resources earlier in the program; (c) removing the sexuality 
module and replacing it with topics perceived as more import-
ant (e.g., dealing with emotions such as grief and loss, changes 
in roles and relationships, and system navigation). Participants 
also suggested providing a less structured format to allow for 
more discussion. 

“Energy went down when we were asked to do homework... 
but went up when we were given the opportunity to share/
brainstorm, share resources.”

Overall, all participants at one month after the end of the pro-
gram agreed that the program was valuable and would recom-
mend it to future caregivers of stroke survivors. 

The program facilitators also completed an evaluation of each 
module at the end of each session and a summative review 
at the end of the program. They recommended program 
changes consistent with those of the caregivers regarding 
the timing of the program, revisions to module topics and 
shifting the program to a less-structured format and more of 
a facilitated discussion on a topic area. Program facilitators 
also made recommendations regarding the program content, 
resources and exercises, participant and facilitator manuals 
and overall program facilitation. The constructive criticism 
from the participants and program facilitators allowed for 
further modifications to be made to the program in order to 
improve the quality of the program for future caregivers of 
stroke survivors.

Program evaluation limitations
There are a number of limitations associated with this program 
evaluation.	Recruitment	of	caregivers	in	the	adaptation	phase—
three to six months after hospital discharge of the stroke sur-
vivor—was	challenging,	as	there	is	no	current	mechanism	to	
identify these individuals. Thus, we recruited from a variety of 
settings such as stroke recovery associations and peer support 
groups. The average length of time as a caregiver among par-
ticipants in this program evaluation was 36 months, which is 
greater than the targeted time of three to six months post dis-
charge from hospital. While this length of time as a caregiver is 
in alignment with other studies (Bakas & Burgener, 2002; King 
& Semik, 2006), further evaluation of this program is needed 
with the specified target group of caregivers. Further, we con-
tinue to explore methods of identifying and reaching out to 
caregivers of stroke survivors within this timeframe of their 
caregiving journey.

The mean age of caregiver participants was 58 years, which 
was similar to the age of caregiver in studies done by King and 
Semik (2006) and O’Connell and Baker (2004), but slightly 
younger than the mean age of caregivers in other studies (range 
of 60.4 to 65.5 years) (Bakas & Burgener, 2002; Cameron et 
al., 2007; Haley et al., 2009). Furthermore, the younger age of 
the	caregivers	in	this	program	evaluation	may	be	reflective	of	
the 25.5% incidence of stroke and TIA among those 46 to 65 
years old in Ontario, which has increased by 3.7% from 2003 
to 2010/2011 (Hall et al., 2012). 

Discussion
The FICSS program evaluation provided important informa-
tion on the content and format of this community-based pro-
gram. The primary objectives of the program evaluation, that 
is, validating the content of the program and identifying gaps 
and recommendations for revisions of the program content, 
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are largely achieved in this evaluation. The constructive feed-
back received from both the facilitators and, more impor-
tantly, the participants will aid in the future development of 
the program.

Feedback from focus group participants revealed that the 
program offered hope, advocacy, sharing, and the sense of 
being more informed about various topics including: coping 
skills, self-management, and how to access community ser-
vice resources. As a result, participants felt more confident in 
their caregiving abilities and more at ease since attending the 
program. Overall, participants perceived noteworthy benefits 
for themselves and developed new coping strategies. The pos-
itive results indicate the short-term benefits of the program. 
However, due to the short duration of the program evalua-
tion, only the immediate perceived impact of the program 
was investigated. Current follow-up research will include a 
pre and post evaluation of the impact of the program at two 
weeks and six months after the program. Participants also 
recommended that future programs be less structured from 
an educational perspective and modified more towards a 
guided discussion on a specific topic area.

According to the participants, the length of each session and 
overall length of the program met their needs, whereas there 
was a clear indication of a need to provide the program ear-
lier in the caregiving experience at approximately three to 
six months post hospital discharge of the stroke survivor. 
This is in accordance with the work by Cameron and Gig-
nac (2008), where caregivers in the implementation phase 
(first few months after stroke survivor returns home) require 
information on management of ongoing activities and on the 
impact of providing care on the caregivers’ life and health, 
in addition to emotional needs including fear and anxiety of 
adapting to providing care in the home. 

Unfortunately, caregivers have multiple demands and respon-
sibilities in their caregiving roles and, as a result, may not 
feel they have the time required to participate in a caregiver 
education and support program. This may present an obsta-
cle to recruitment of caregivers to such a program. We had 
difficulty recruiting caregivers to this program due to their 
perceived limited availability of time to participate. The chal-
lenge of caregiver recruitment was also experienced by White 
and colleagues (2007), as they found 70% of eligible caregiv-
ers refused to participate in the research, as they were either 
too busy or not interested in participating. It is evident that 
there are a large number of family caregivers of stroke survi-
vors in the community. However, there seems to be a gap in 
understanding how best to reach these individuals. The pro-
gram evaluation team should explore utilizing online support 
mechanisms or the use of video or teleconferencing technol-
ogy to provide education and support for caregivers of stroke 
survivors, as some preliminary studies with stroke caregivers 
have found promising results. Huijbregts et al. (2009) found 
that Moving On with your Life Post Stroke (MOST) could be 
delivered effectively by videoconferencing and resulted in a 
decrease of the caregivers’ sense of isolation. Buckley et al. 
(2004) explored feasibility of the use of in-home teleheath as 

a method of rehabilitative technology and found the technol-
ogy allowed health care providers to assess the needs of stroke 
survivors and also to provide information and emotional sup-
port to caregivers. However, they found the effectiveness of 
the in-home telehealth was dependent on the receptiveness 
of caregivers to the technology. Finally, Pierce et al. (2002) 
explored the use of an online caregiver support to either access 
educational materials, link with nurse specialists and to link 
with other caregivers. They found the service provided addi-
tional support and information to caregivers who found a gap 
in support and services due to limited time, isolation in rural 
and remote locations, or limited access to transportation. 

While the small number of participants might be considered 
a limitation of the program evaluation, the education and 
support program is a small group learning environment and 
research on group work has identified six to eight people per 
group as ideal (MacGowan, 2008). The program evaluation 
team chose to increase the group size to 10–12 caregivers to 
obtain in-depth feedback to evaluate the program.

Future research should explore different recruitment meth-
ods to access a broader group of caregivers in the general 
population. The current participants were highly educated 
and English-speaking, similar to those in previous stud-
ies in regards to socio-demographics and level of burden 
of caregiving (Bakas & Burgener, 2002; Visser-Meily et al., 
2005). It is possible that caregiver support and education 
programs, like the current program, may be more accept-
able to this demographic group due to certain social and 
cultural norms.

The multi-component nature of the current program allows 
for a greater inclusion of information, education and sup-
port for the caregivers and aims to target the highly variable 
and specific needs of caregivers of stroke survivors. This 
program differs from previous programs that are typically 
uni-dimensional (i.e., only support, or only educational) 
(Larson et al., 2005; Visser-Meily et al., 2005). The current 
program offers support, educational tips and tools, as well 
as the resources needed to carry on after the program has 
ended. More importantly, the current program allows for the 
caregivers to express their needs and concerns without the 
stroke survivor present. This provides a sense of camarade-
rie among the caregivers, as well as comfort in knowing that 
they are not alone in their struggles. In contrast, previous 
stroke education programs have mainly focused on the needs 
of the stroke survivor, and caregivers often do not receive the 
information and support that is required (Heart and Stroke 
Foundation, 2010; Huijbregts et al., 2008).

The positive feedback received from the participants estab-
lishes the need for an education and support program specific 
to caregivers of stroke survivors. However, implementing the 
program at the ideal time during the caregiving experience and 
with the appropriate information during that time proves to 
be complex in nature. Based on caregiver and facilitator feed-
back, the following program changes were made: (a) focusing 
the first session on sharing the caregivers’ experiences, (b) 
moving the community connections module from the fourth 
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to the second session, (c) removing the sex and intimacy mod-
ule as a mandatory module, and (d) adding more modules for 
participants to select from. These revisions led us to the for-
mat of the program that is currently being implemented and 
evaluated (See Table 4 for revised program). A Participant 
Resource Manual was also developed to provide an outline of 
each session, activities, stories, thoughts and resources.

Conclusions
The program evaluation of the FICSS program establishes the 
need for an education and support program specific to caregiv-
ers of stroke survivors. The qualitative results of the program 
evaluation suggest the program provides caregivers with tools, 
strategies and resources to better manage as caregivers. The 
program, with the suggested revisions, has the potential to meet 
the unique education and support needs of family caregivers 
of stroke survivors.

The value of the program is that it provides caregivers the 
opportunity to share and learn from each other and to 
develop new strategies or coping mechanisms as caregiv-
ers. Through the program, caregivers developed a strong 
bond, as a group, and developed a strong support network 
wanting to share information, so that ongoing contact would 
occur after the program. One unintended consequence of 
the program was the development of an ongoing social net-
work of several of the caregivers and stroke survivors after 
the program. The development of this new social support 
network is critically important, as there is often a loss of the 
previous support network after the stroke. 

Many of the caregivers who participated in the program evalu-
ation were very experienced caregivers, well beyond the three 
to six months targeted time for the program. The more experi-
enced caregivers benefited from participating in the program 
and acted as mentors to the caregivers early in the caregiving 
journey. The next steps in the project will be to complete the 
program revisions and to evaluate the impact of the Family 
Informal Caregiver Stroke Self-Management Program (FICSS) 
on the caregiver psychosocial, emotional and health needs at 
two weeks and six months after the program. 
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Table 4: Revised education and support program for 
caregivers of stroke survivors

Module 1 •	 Sharing	Your	Story

Module 2 •	 Community	Connections

Module 3 
and 4 (six 
possible 
options): 

•	 Communication:	Key	for	Caregivers	
•	 Behaviour	Changes:	Mood,	Thought	and	

Perception
•	 Stress	Management:	Managing	the	

Rollercoaster
•	 Changing	Roles	in	your	Relationship
•	 Dealing	with	Emotions:	Anger,	grief,	and	loss
•	 How	to	be	Caregiver	Smart



26 Volume 35, Issue 2, 2013 • Canadian Journal of Neuroscience Nursing

Brereton, L., & Nolan, M. (2002). “Seeking”: A key activity for 
new family carers of stroke survivors. Journal of Clinical Nursing, 11, 
22-31.

Brownson, C.A., Miller, D., Crespo, R., Neuner, S., Thompson, 
J., Wall, J.C. … Glasgow, R.E. (2007). A quality improvement tool to 
assess self-management in primary care. The Joint Commission Journal 
on Quality and Patient Safety, 33, 408-416.

Buckley, K., Tran, B., & Pradoni, C. (2004). Receptiveness, use 
and acceptance of telehealth by caregivers of stroke patients in the 
home. Online Journal of Issues in Nursing, 9(3). Retrieved from http://
nursingworld.org/join/topic16/tpc16_6.htm

Cameron, J.I., & Gignac, M.A.M. (2008). “Timing it Right”: 
A conceptual framework for addressing the support needs of family 
caregivers to stroke survivors from the hospital to the home. Patient 
Education and Counseling, 70, 305-314. 

Cameron, J.L., Naglie, G., Green, T., Gignac, M., Huijbregts, 
M.P.J., Silver, F., & Czerwonka, C. (2007). The Timing it Right: 
Development and validation of a framework to support informal 
caregiver across the care continuum. Oral Presentation. 8th Annual  
Stroke Rehabilitation Symposium. November 23, 2007. Toronto, 
Canada.

Canadian Caregiver Coalition. (2005). Framework for a 
Canadian Caregiving Strategy. Retrieved from http://www.ccc-ccan.ca/

Clark, P.C., & King, K.B. (2003). Comparison of family 
caregivers: Stroke survivors versus people with dementia. Journal of 
Gerontological Nursing, 29(2), 45-53.

Dewey, H.M., Thrift, A.G., Mihalopoulos, C., Carter, R., 
Macdonnell, R.A.L., & McNeil, J.J. (2002). Informal care for stroke 
survivors: Results of the North East Melbourne Stroke Incidence Study 
(NEMESIS). Stroke, 33, 1028-1033. 

Dorsey, M.K., & Vaca, K.J. (1998). The stroke patient and 
assessment of caregiver needs. Journal of Vascular Nursing, 16, 
62-67.

Haley, W., Allen, J.Y., Grant, J.S., Clay, O.J., Perkins, M., & 
Roth, D.L. (2009) Problems and benefits reported by stroke family 
caregivers: Results from a prospective epidemiological study. Stroke. 
40: 2129–2133.

Hall, R. Khan, F., O’Callaghan, C., Kapral, M.K., Hodwitz, F., 
Fanyg, J., & Bayley, M. (2012). Ontario Stroke Evaluation Report 2012: 
Prescribing system solutions to improves stroke outcomes. Toronto: 
Institute for Clinical Evaluative Sciences. 

Han, B., & Haley, W.E. (1999). Family caregiving for patients 
with stroke: Review and analysis. Stroke, 30, 1478-1485.

Heart and Stroke Foundation. (2010). Heart and Stroke™ Living 
with Stroke Program. Retrieved from http://www.heartandstroke.com/

Huijbregts, M.P.J., McEwen, S., & Taylor, D. (2009). Exploring 
the feasibility and efficacy of a telehealth stroke self-management 
program: A pilot study. Physiotherapy Canada, 61(4), 210-220.

Huijbregts, M.P.J., Myers, A.M., Streiner, D., & Teasell, R. (2008). 
Implementation, process and preliminary outcome evaluations of two 
community programs for persons with stroke and their care partners. 
Topics in Stroke Rehabilitation, 15, 503-520.

King, R.B., Carlson, C.E., Shade-Zeldow, Y., Bares, K.K., Roth, 
E.J., & Heinemann, A.W. (2001). Transition to home care after stroke: 
Depression, physical health and adaptive processes in support persons. 
Research in Nursing & Health, 24, 307-323.

King, R.B., & Semik, P.E. (2006). Stroke caregiving: Difficult 
times, resource use, and needs during the first two years. Journal of 
Gerontological Nursing, 32(4), 37-44. 

Larson, J., Franzen-Dahlin, A., Billing, E., Arbin, M., Murray, 
V., & Wredling, R. (2005). The impact of a nurse-led support and 

education programme for spouses of stroke patients: A randomized 
controlled trial. Journal of Clinical Nursing, 14, 995-1003.

Lindsay, M.P., Gubitz, G., Bayley, M., Hill, M.D., Davies-
Schinkel, C., Singh, S., & Phillips, S. (2010). Canadian Best Practice 
Recommendations for Stroke Care (Update 2010). On behalf of the 
Canadian Stroke Strategy Best Practices and Standards Writing Group. 
Ottawa, Ontario, Canada: Canadian Stroke Network. Retrieved from: 
http://www.strokebestpractices.ca/

Lorig, K.R., & Holman, H.R. (2003). Self-management 
education: History, definition, outcomes and mechanisms. Annals of 
Behavioural Medicine, 26, 1-7.

MacGowan, M. (2008). A guide to evidence-based group work. 
Oxford: Oxford University Press.

Mayo, N.E., Wood-Dauphinee, S., Cote, R., Durcan, L., & 
Carlton, J. (2002). Activity, participation, and quality of life six 
months post-stroke. Archives of Physical Medicine & Rehabilitation, 
83, 1035-1042. 

Nurse, P., & Joshi, A. (2002). Evaluation of the educational 
series: How to be a family caregiver and survive. Final Report. Building 
Resources for Informal Caregivers (BRIC). Hamilton, Canada: Victorian 
Order of Nurses.

Oberst, M.T., Thomas, S.E., Gass, K.A., & Ward, S.E. (1989). 
Caregiving demands and appraisal of stress among family caregivers. 
Cancer Nursing, 12, 209-215. 

O’Connell, B., & Baker, L. (2004). Managing as carers of stroke 
survivors: Strategies from the field. International Journal of Nursing 
Practice, 10, 121–126.

Pierce, L.L., Steiner, V., & Govoni, A.L. (2002). In-home online 
support for caregivers of survivors of stroke: A feasibility study. CIN: 
Computers, Informatics, Nursing, 20(4),157-164.

Sandelowski, M. (2000). Focus on research methods: Whatever 
happened to qualitative description? Research in Nursing & Health, 
23, 334-340.

South-West Local Health Integrated Network (LHIN). (2010). 
Self-management toolkit: A resource for health care providers. 
Retrieved from http://www.selfmanagementtoolkit.ca

Teel, C.S., Duncan, P., & Lai, S.M. (2001). Caregiving experiences 
after stroke. Nursing Research, 50, 53-60.

Tomaszewski, G., & O’Callaghan, C. (2009). Self-management in 
theory and practice: Aguide for healthcare providers. Ontario: South-
West Local Health Integration Network (LHIN).

Visser-Meiley, A., van Heughten, C., Post, M., Schepers, V., & 
Lindeman, E. (2005). Intervention studies for caregivers of stroke survivors: 
A critical review. Patient Education and Counseling, 56, 257-267.

VON Canada.® (2008). Program and policy perspectives on the 
interplay of risk factors and the associated negative outcomes among 
family caregivers: A key informant report. Ottawa, Ontario. Retrieved 
from http://www.von.ca/

White, C.L., Korner-Bitensky, N., Rodrique, N., Rosmus, C., 
Sourial, R., Lambert, S., & Wood-Dauphinee, S. (2007). Barriers and 
facilitators to caring for individuals with stroke in the community: 
The family’s experience. Canadian Journal of Neuroscience Nursing, 
29(2), 5–11.

White, C.L., Mayo, N., Hanley, J.A., & Wood-Dauphinee, S. 
(2003). Evolution of the caregiving experience in the initial two years 
following stroke. Research in Nursing & Health, 26, 177-189. 

White, C.L., Poissant, L., Coté-Leblanc, G., & Wood-
Dauphinee, S. (2006). Long-term caregiving after stroke: The impact 
on caregiver’s quality of life. Journal of Neuroscience Nursing, 38, 
354-360. 



Volume 35, Issue 2, 2013 • Canadian Journal of Neuroscience Nursing 27

Abstract
Coma, vegetative state (VS) and minimally conscious state 
(MCS) are disastrous outcomes following severe traumatic 
brain injury. Due to the extent of the resultant neurological 
deficits including hemisphere damage, loss of cellular 
integrity, altered and abnormal movements such as flexor and 
extensor patterns, and alterations in cranial nerve function, it 
can become difficult for the interprofessional team to identify 
when a patient is emerging from their coma. The Glasgow 
Coma Scale (GCS), commonly used to assess patients with 
traumatic brain injury (TBI) is not comprehensive or sensitive 
enough to provide concrete evidence that a patient is emerging 
from VS to an MCS. 

The purpose of this paper is to present a case study of a 
patient who has emerged from a persistent VS to promote 
a deeper understanding of what is involved when working 
with this clientele. Challenges in assessment of cognitive 
functioning, the development of successful communication 
through the use of technology and the goals of therapy 
amongst the various health team members will be provided. 
Collaborative support with the family will also be discussed. 
Members of the interprofessional team explored the literature 
to determine coma recovery assessment tools and best 
evidence guidelines to direct their interventions with this 
patient.

Introduction
Severe traumatic brain injuries resulting in coma, VS and 
MCS most often present in adolescents and young adults due 
to their high-risk recreational and occupational activities, 
including but not limited to sports related injuries, motor 
vehicle collisions and/or battle field injuries (Adamides, 
Winter, Lewis, Cooper, Kossmann, & Rosenfeld, 2006; 
Arciniegas, Adler, Topkoff, Cawthra, Filley, & Reite, 1999; 
Chu, Beckwith, Leonard, Paye, & Greenwald, 2012; Dun-
can, Summers, Perla, Coburn, & Mirsky, 2011; Karathanou 
et al., 2011; Selassie, Fakhry, & Ford, 2011; Shukla, Devi, 
& Agrawal, 2011). Brain injury is one of the major health 
care issues and a leading cause of death around the world 
(Karathanou et al., 2011; Selassie et al., 2011; Wagner, Ham-
mond, Sasser, Wiercisiewski, & Norton, 2000; Watson, 2007). 
The sequel of this type of injury not only impacts individuals 
and their families, but also represents a significant public 
health concern in relation to immediate and ongoing costs 
of care.

In reviewing the literature to guide our interventions, the 
team was not able to find any articles that addressed our 
specific needs. Given this gap in the current literature, we 
felt that this under-represented topic was of particular per-
tinence in today’s health care system and ethical approval 
was granted to present this case study. Our patient’s jour-
ney will be compared to others documented in the litera-
ture from the perspective that “one size does not fit all” in 
relation to how these patients present and emerge from 
a persistent VS. The dynamism of this journey requires 
health care provider expertise in attending to vague signs 
of	arousal,	as	well	as	flexibility	in	addressing	patient	and	
family needs. 

How do you know when your patient is 
“waking up”: Coma recovery assessment in a 
complex continuing care setting
Teresa M. Lee, MN, Julie Savage, PT, BScPT, Hilary McKee, OT Reg(ON), Marie-Pierre Flament, MSW, Silvia D’Onofrio,  
MScS-LP(C), Reg CASLPO, and Suzanne Eckert, BScPhm

Comment savoir si votre patient 
« se réveille » : évaluation de sortie 
du coma dans le cadre de soins 
complexes et continus
Le coma, l’état végétatif (EV) et l’état de conscience minimal 
(ECM) sont des résultats désastreux à la suite de lésions 
cérébrales traumatiques graves. De par l’étendue des déficits 
neurologiques qui en résultent, parmi lesquels des lésions 
hémisphériques, la perte de l’intégralité cellulaire, des 
mouvements changés et anormaux, tels qu’une tendance à 
les effectuer d’une certaine façon en flexion ou en extension, 
et des altérations de la fonction des nerfs crâniens, il peut 
devenir difficile pour l’équipe interprofessionnelle d’identifier 
le moment où le patient sort du coma. L’échelle de coma de 
Glasgow (ECG), que l’on utilise habituellement afin d’évaluer 
les patients souffrant de lésions cérébrales traumatiques 
(LCT) n’est ni assez complète, ni assez sensible pour apporter 
la preuve concrète que le patient sort de son EV pour évoluer 
vers un ECM.

Le but de cet article est de présenter l’étude de cas d’un 
patient qui est sorti d’un EV persistent afin d’encourager 
à mieux comprendre les particularités d’une telle clientèle 
lorsque l’on travaille avec elle. Nous traiterons des difficultés 
à évaluer les fonctions cognitives, du développement 
d’une communication efficace à l’aide de la technologie 
et des objectifs de la thérapie par mi les divers membres 
de l’équipe soignante. Nous discuterons aussi de l’appui 
collectif impliquant la famille. Les membres de l’équipe 
interprofessionnelle ont étudié la documentation afin de 
décider d’un outil d’évaluation de sortie du coma et des 
lignes directrices guidant leurs interventions avec ce patient.
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Literature review
Human consciousness requires brainstem, basal forebrain, 
and diencephalic functions to support generalized arousal, 
and operating thalamo-cortical networks to respond to envi-
ronment and internal stimuli. Disorders of consciousness 
result when disconnection of these systems occurs (Goldfine 
&	Schiff,	2011).	Consciousness	has	two	states—wakefulness	
(arousal) and awareness (content of thought) (Laureys, 2007). 
Consistent terminology and definition of terms is required in 
any exploration of this topic. For the purposes of this paper, 
some of the common and contradictory terminology will be 
identified to facilitate a shared understanding of the material 
presented.

Coma is a state of unconsciousness, lasting more than 
six hours in which a person cannot be awakened, fails to 
respond normally to painful stimuli, light, sound, lacks a 
normal sleep-wake cycle and does not initiate voluntary 
actions (Wehenmyeye & Gallman, 2007). The distinguish-
ing feature of coma is the continuous absence of eye-opening 
(spontaneously or following stimulation). In coma there is 
no evidence of visual fixation or pursuit, even after man-
ual eye-opening; no voluntary motor behaviour is observed 
and	behavioural	responses	are	limited	to	reflex	activity	only;	
electrical activity is observed on EEG, albeit characterized 
by slow frequency bands, i.e., mostly delta and theta activity 
(Brenner, 2005).

VS is a state of wakefulness without detectable awareness. 
These patients are in an altered state of consciousness. 
Patients presenting in this state are unable to demonstrate 
an ability to follow commands, will open their eyes sponta-
neously and have reflexive motor activity only. Most physi-
cians diagnose persistent VS after the patient has been in 
a vegetative state (VS) for four weeks and as a permanent 
VS after one year (The Multi-Society Task Force on PVS, 
1994). The literature presents a confusing picture of the 
definition and nomenclature of the term PVS. The acro-
nym PVS can refer to persistent, permanent, prolonged or 
continuous vegetative state depending upon the author(s) 
and practice locale. Thus, we will consistently define which 
type of vegetative state we are referring to throughout this 
document.

MCS is defined as a condition of severely altered conscious-
ness in which minimal but definite behavioural evidence 
of self- or environmental awareness is demonstrated (Gia-
cino et al., 2002). This definition is based on external man-
ifestation of responses and behaviours, detectable by the 
observer. Examples of this type of observable responses are 
the patients’ voluntary use and manipulation of objects and 
their attempt to reach for items (Giacino, Kalmar, & Whyte, 
2004). For instance, patients may be observed reaching for 
a cloth to wipe their face.

Research now focuses on more sensitive behavioural mea-
sures and advanced technological procedures to assess 
brain function as a predictor of positive patient out-
comes. The need for clinicians to be able to determine 

the difference between VS and MCS is extremely import-
ant since the latter has a significantly better prognosis for 
recovery in the initial phase of the injury (Fischer & Luauté, 
2005; Giacino & Kalmar, 2005; Goldfine & Schiff, 2011; 
Kobylarz & Schiff, 2005).

As Avesani and colleagues suggested in 2006, “sometimes 
patients declared to be in prolonged VS have the possibility 
to recover, especially when initial clinical conditions are 
particularly severe and do not allow the emergence of the 
state of consciousness. It is important to conduct regular 
follow-ups to better evaluate changes and, if it is necessary, 
to re-adjust the rehabilitation accordingly” (Avesani, Gam-
bini, & Albertini, 2006). The differentiation between the VS 
and MCS is extremely difficult to quantify since current 
assessment tools rely on observed behaviour and demon-
strate inconsistent inter-rater reliability (Gosseries, Van-
haudenhuyse, Bruno, Demertzi, Schnakers, & Boly, 2011; 
Sara, Pistoia, Pasqualetti, Sebastiano, Onarati, & Rosini, 
2011; Thompson, Hurtado, Liao, Byyny, Gravitz, & Hau-
koos, 2011; Wilson, Graham, & Watson, 2005).

An inter-professional approach is vital in assessment of 
these patients and, ideally, should include neurophysiologic 
and imaging techniques (Baguley et al., 2012; Pistoia, Sacco, 
Palmirotta, Onorati, Carolei, & Sarà, 2008). It has been  sug-
gested that diagnosis of MCS results from repeated specific 
neurological assessments and cannot be diagnosed only 
from electrophysiological evaluations (Thompson et al., 
2011; Pistoia et al., 2008).

In the complex continuing care setting (CCC), access to 
advanced technological assessment tools such as positron 
emission tomography (PET) is limited. Health care provid-
ers in these settings must ensure in-depth knowledge of, 
and ability to consistently utilize behavioural coma recovery 
scales such as the expanded GCS (McNett, 2007), Ranchos 
Los Amigos Levels of Cognitive Functioning Scale (Gou-
vier et al., 1987), and/or JFK Coma Recovery Scale-Revised 
(CRS-R) (Giacino et al., 2004).

The purpose of the JFK CRS-R is to assist with differential 
diagnosis, prognostic assessment and treatment planning in 
patients with disorders of consciousness. The scale consists 
of 23 items that comprise six subscales addressing audi-
tory, visual, motor, oral-motor, communication, and arousal 
functions. CRS-R subscales are composed of hierarchical-
ly-arranged items associated with brain stem, subcortical 
and cortical processes (Giacino & Kalmar, 2006). At the 
time of our patient’s admission, we were not familiar with 
the JFK CRS-R. If we had access to such a scale, we could 
potentially have utilized it to assess Jane Doe for early signs 
of awareness.

As with the assessment of consciousness, there is lack of 
consensus in relation to the effectiveness of pharmaceu-
tical interventions. Several pharmaceutical studies have 
focused on patients in the first few days post TBI. However, 
as our case study explored the patient’s journey 60 days post 
trauma, these interventions were not applicable.
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TBI can often cause upper motor neuron (UMN) syndrome, 
resulting in changes to motor control, such as skeletal 
muscle weakness, spasticity, and decreased coordination. 
One current hypothesis stipulates that the disabling con-
sequences can be avoided and improvement in function 
obtained with early intervention (Wissel et al., 2009). Con-
ventional therapies, such as physiotherapy/occupational 
therapy treatments combined with pharmaceutical and/or 
surgical interventions, are an important approach to alle-
viate the symptoms of spasticity (Wissel et al., 2009). The 
European Consensus Table paper 2009 identifies Botuli-
num toxin type A (Botox) as a valuable treatment option 
in regards to the management of spasticity following an 
acquired brain injury (Wissel et al., 2009). Botox is a neu-
rotoxin that works at the neuromuscular junction of the 
injected muscle by blocking the release of acetylcholine, 
thus essentially weakening the muscles and decreasing or 
eliminating the increase in tone (Allergan, 2012). The use 
of Botox is well studied in regards to focal spasticity in 
the adult post-stroke population, as well as with pediatric 
cerebral palsy (Bergfeldt, Borg, Kullander, Julin, 2006; Borg 
et al., 2011; Calderon-Gonzalez, Calderon-Sepulveda, Rin-
con-Reyes, Garcia-Ramirez, & Mino-Arango, 1994; Koman, 
Mooney, Smith, Goodman, & Mulvaney, 1994; Wissel et 
al., 2009). The effects of Botox on the patient population 
seen in a CCC setting, however, have received little study.

As clinicians become better at differentiating between VS 
and MCS, they must also become familiar with managing 
the consequences of prolonged hospitalization/altered 
functional realities of patients by utilizing new treatments/
methods/options and innovative technologies. Not only 
does the health care team need to manage the physical 
aspects of care required by TBI patients, as their level of 
consciousness changes, but psychosocial, spiritual, and 
emotional needs of the patient and their family must also 
be addressed. Social workers assist the family, as they deal 
with the stress of this significant change in their family 
dynamic, and assist them to enhance or develop new resil-
iency strategies to cope with these changes (Coco, Tossa-
vainen, Jääskeläinen, & Turunen, 2011; Tomberg, Toomela, 
Pulver, & Tikk, 2005).

Case report
This case study relates to a 19-year-old female, Jane Doe, 
and her nuclear family. Prior to Jane’s transfer to a complex 
continuing care (CCC) facility, she was involved in a seri-
ous motor vehicle collision. Her resulting injuries included 
a right vertebral artery dissection, a left scalp hematoma, 
a small subarachnoid hemorrhage, a ruptured diaphragm, 
a left pleural effusion, a vaginal laceration and a fractured 
inferior acetabulum. Although EMS was on scene within 
minutes, it took almost one hour to extricate Jane from her 
vehicle. Her Glasgow Coma Scale at that time was 3/15, 
indicating a very severe brain injury.

The observation of brain stem reflexes on arrival to the 
trauma unit was considered a positive finding in relation 
to Jane’s recovery potential, since lack of these reflexes 

suggests a negative long-term outcome in severe TBI 
(Wedekind & Lippert-Grüner, 2005). However, the extent 
and severity of this patient’s injuries suggested to the acute 
care trauma team a very guarded prognosis for survival or 
recovery (Weninger & Hertz, 2007; Wong, Yeung, Graham, 
Zhu, Rainer, & Poon, 2011).

On Day 60 post trauma, Jane was transferred to a CCC 
facility with a diagnosis of persistent VS with decortica-
tion of the left arm and decerebration of the right arm. Her 
Glasgow Coma Scale score was 8. She was not able to follow 
commands. Her pupils were unequal with the right nonre-
active to light. Jane wore a neck collar during transfers and 
when up in chair due to lack of active neck control. She had 
decreased passive range of motion and contractures to all 
four extremities. Jane had pins in both hips connected by a 
bar to support her hip fracture. She also had a tracheostomy 
tube with the cuff inflated and demonstrated good air entry 
bilaterally with no adventitious sounds auscultated, despite 
a history of pre-morbid asthma.

Jane presented with irregular fluctuations in temperature 
with extreme diaphoresis that was suspected to result from 
injury to her hypothalamus. She was prescribed regularly 
scheduled acetaminophen to address this symptom. Ensur-
ing that a true infection was not overlooked was a nursing 
challenge for this patient.

Jane continued to receive prophylactic anticoagulation 
therapy, despite negative leg ultrasounds and ongoing 
physiotherapy. Since no definite guidelines for stopping 
low molecular weight heparin are available, this treatment 
modality was maintained upon admission to CCC.

Early after admission, it was evident that one of our roles, 
as a health care team, was to explore what the patient’s 
new reality would be given her lack of recovery to date, 
and to help guide the family towards a more realistic hope 
for her future. The interprofessional team consisted of, 
among others, registered nurses, physiotherapists (PT), 
occupational therapists (OT), speech-language pathologists 
(SLP), a registered dietitian (RD), a social worker (SW), a 
pharmacist, respiratory therapists (RT), and a recreational 
therapist, all collaborating with each other and with the 
physician who directed the patient’s overall care. The nurses 
working directly with Jane on a day-to-day basis observed 
a young woman who did not demonstrate any response to 
their touch or to their attempts to communicate with her. 
Despite this lack of observable response, nurses continued 
to provide stimulation by explaining what they were doing 
with her, and talking about current events and other vari-
ous topics of interest. Nurses interacted with Jane’s family 
to determine her likes and areas of interest to inform their 
conversations with her, as they provided care.

In the weeks following admission to CCC Jane was reg-
ularly mobilized to a manual tilt wheelchair. Early in the 
recovery process, it is important for the patient to get up 
in a wheelchair to promote increased arousal levels and 
allow the patient to interact with and gain a more nor-
mal view of their environment (Munday, 2005). Nurses 
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and physiotherapists began to observe subtle inconsistent 
signs of arousal and they requested that she be assessed by 
the Neurology Advanced Practice Nurse. The assessment 
determined that she did have some minimal responses, 
specifically slight movement of her right thumb and right 
quadriceps muscle tightening. It was felt that she was incon-
sistently responding to command and, therefore, demon-
strating some early signs of arousal and of awareness. These 
findings suggest that Jane was arousing from a VS to a MCS, 
unable to communicate her thoughts and feelings, but able 
to demonstrate inconsistent but reproducible behavioural 
evidence of awareness of self or environment.

She was assessed to be at RANCHOS level II (generalized 
response) and over the following month progressed to level 
III (localized response). However, at about 90 days post 
trauma, this scale was not found to be a useful tool to track 
changes with this patient. She did not exhibit any of the 
confusion or agitation of levels IV, V and VI. We could 
not observe her ability to complete activities of daily liv-
ing (ADL) because of her significant physical impairment. 
Social functioning and insight were also difficult to observe 
due to her inability to communicate verbally.

As with many patients with TBI, Jane demonstrated spas-
tic hypertonia and began to develop muscle contractures. 
She was observed to have spontaneous movements of the 
right hand, although these were difficult to distinguish as 
reflex or purposeful movements due to general increased 
tone of the arm. The use of botulinum toxin type A was 
proposed by the physiotherapist (PT) to improve range of 
motion, prevent further soft tissue contractures, facilitate 
personal care and improve comfort (Wissel et al., 2009). 
During the Botox injections signs of responsiveness were 
not readily observable. This demonstrated the fluctuation 
in Jane’s level of arousal.

In the three to five months post-trauma, Jane was observed 
by the nursing staff to inconsistently blink on command 
with reproducibility limited by fatigue. Fatigue following 
TBI is the body’s defence mechanism to allow for healing 
and must be taken into consideration by all disciplines, as 
they work with this type of patient. Jane was also beginning 
to demonstrate facial reactions to noxious stimuli, such 
as grimacing secondary to a loud noise or attempting to 
turn her head away from an unpleasant physical sensation. 
Reproducibility and consistency were still an issue, how-
ever, it was clear to the family and the entire care team that 
Jane was beginning to show the early signs of “waking up”.

At approximately 140 days (20 weeks) post trauma, Jane 
was considered to have emerged from an MCS to a state 
of arousal and awareness. She was now able to respond 
to her name being called by turning her head towards the 
voice and visually tracking people in her room. The patient’s 
mother noted that she seemed to be attempting to com-
municate by moving her right thumb or by blinking. Jane 
was also seen to smile at family members. At this point, 
the involvement of the speech-language pathologist (SLP) 
and the occupational therapist (OT) was pivotal. With her 

tracheostomy requiring cuff inflation to prevent aspiration, 
verbal speech was not an option. An alternative method of 
communication had to be established in order to provide 
her with an outlet for communicating her needs, as well as 
to allow further assessment by the health care team. Jane 
was assessed by the physiotherapist (PT) as able to follow 
one-step commands within her available movement range, 
such as commands to touch her right thumb to her right 
index or clicking the pen a specified number of times. She 
was able to demonstrate all of these requests on command, 
in a consistent and timely fashion.

It was evident that Jane was aware and had some preserved 
cognitive functions. It was important to conduct further 
assessments in order to establish realistic expectations in 
relation to her potential for recovery. Although the patient’s 
performance in evaluations was encouraging, it was pru-
dent to ensure expectations for her performance were set 
neither too high nor too soon, resulting in frustration for 
her, her family and the team.

With patients who have significant motor involvement, 
such as Jane, it may be very challenging to administer stan-
dardized tests to evaluate the patient’s cognitive status. Ini-
tially, informal assessments were performed by adapting 
portions of different tasks and screenings, as well as utiliz-
ing functional activities in order to translate Jane’s compe-
tence into practice.

Formal testing to explore higher functions of language and 
cognition were conducted by the OT and SLP through the 
use of pictures, alphabet boards and high-tech communi-
cation devices. By use of an augmentative and alternative 
communication device with switch scanning, they were 
further able to assess Jane’s language and cognitive func-
tion. This device looks like a rugged tablet; Jane operated 
it by pressing a switch with her right thumb when the letter 
or item she wanted was highlighted. As well, by provid-
ing alternative communication methods, Jane was able to 
communicate care needs and re-establish social relations 
with her family.

Around the nine-month period post-trauma, Jane pro-
gressed from having the tracheostomy cuff deflated to hav-
ing it corked. She did, however, continue to require regular 
tracheal suctioning. She continued to improve with her 
communication, was able to address her needs by activating 
a modified call bell, and she was beginning to phonate. The 
OT and SLP encouraged the regular use of both methods 
of communication, as the use of assistive technology, as 
well as verbal output are perfectly compatible and one does 
not exclude or interfere with the other (Fager, Beukelman, 
Fried-Oken, Jakobs, & Baker, 2011).

Three hundred and ninety-eight days following her injury, 
Jane had a normal wake/sleep cycle, was aware of her envi-
ronment and was able to make decisions regarding her goals 
of therapy and specific aspects of her care. Based upon 
her recovery she was transferred to a slow-to-recover TBI 
rehabilitation program.
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Discussion
A diagnosis of persistent VS is often made at four weeks 
following trauma (The Multi-Society Task Force on PVS, 
1994) and critical decisions are made as a consequence of 
that diagnosis. Some researchers suggest that a significant 
percentage of patients thought to be in a persistent or per-
manent VS are, in fact, incorrectly diagnosed. Schnakers 
et al. (2009), suggest that up to 43% of these patients 
exhibit unambiguous signs of awareness. Currently, the 
standard method of determining if a patient is exhibiting 
signs of consciousness remains the behavioural assessment 
(Schnackers, Giacino & Laureys, 2013). It is suggested in 
a recent study by Bekinschtein, Manes, Villarreal, Owen, 
and Della-Maggiore (2011) that the precision of the diag-
nosis may be enhanced by the use of functional imaging as 
an adjunct to clinical assessment. However, such tools to 
evaluate patients who are potentially exhibiting early signs 
of emergence from VS remain controversial and are not 
readily available for patients in CCC settings.

A meta-analysis of behavioural assessment scales for dis-
orders of consciousness was completed by the American 
Congress of Rehabilitation Medicine (ACRM) in 2010. That 
analysis recommended promoting the use of the JFK Coma 
Recovery Scale-Revised. This outcome measure evaluates a 
patient’s emergence from an MCS and has been found to be 
valid, reliable and easy to use. Adoption of such tools is crit-
ical to health care providers considering the growing num-
ber of TBI adults throughout the world who are considered 
to be in persistent VS. Other areas of research focus on the 
recommendations of the ACRM that the diagnosis of per-
sistent VS be made by experienced interprofessional teams 
over a period of time. This emphasizes the importance of 
assessing the persistent VS patients from a multisystem 
perspective. We urge caution in relying only on neurological 
and technological assessments as, in Jane’s case, they did 
fail to predict her emergence from coma. In the acute care 
facility, Jane had undergone CT scans and EEG testing, all 
of which were unable to detect any awareness of her envi-
ronment at that time. When she was admitted to the CCC 
facility at 60 days post TBI, she was diagnosed as being in 
a persistent VS, with a poor potential for further improve-
ment. In CCC, a consistent interprofessional care team 
became familiar with her and her family. This approach 
enabled the team to identify changes over time to her level 
of arousal and awareness. Motor response, primarily visual 
tracking or blink to threat response (Andrews et al., 1996) 
is often essential to the manifestation of awareness and 
these signs are often missed in patients such as Jane who 
have severe physical impairments. The coordinated efforts 
of an interprofessional team, including the clinical nursing 
staff and the family, were needed to continually reassess 
awareness despite limited motor responses. This allowed 
the team not only to detect these early signs of arousal, 
but also to create an environment that ensured this patient 
received the stimulation and interventions required to opti-
mize her recovery. Observation made at the bedside, either 
by the family or by the care team, proved critical in discern-
ing the first potential signs of awareness and, thus, ensuring 

timely referrals to appropriate health professionals. Under 
the physician’s leadership, the team met regularly in team 
rounds to discuss observations, progress and intervention 
planning. Communication between all health professionals 
was vital in order to ensure consistency with the evolv-
ing care plan. Various methods were utilized, both formal 
(team rounds, family conferences) and informal (face-to-
face discussion between specific team members, etc.) and 
this helped foster a sharing of knowledge and expertise in 
order to better care for our patient. With this collaborative 
approach, we were able to observe Jane emerge from a per-
sistent VS to MCS to one of full awareness.

Conclusion
The popular press frequently publicizes “miracles” of 
patients awakening after many years in coma. This phe-
nomenon highlights the challenges health care providers 
face in the accurate diagnosis and treatment of persistent 
VS and MCS. The case study presented demonstrates how 
the interprofessional team utilized their knowledge and 
skills to optimize one patient’s care based upon her evolving 
level of consciousness. The team used this opportunity to 
increase their assessment knowledge and intervention skills 
based upon current scientific evidence while maintaining a 
holistic approach to patient and family care.
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First call for abstracts
The theme for 2014 is Scaling New Heights in Neuroscience Nursing—practice, 

education, research, leadership, patient safety, and quality improvement.

The southern Alberta Chapter of CANN invites you to share in 
our efforts to showcase the important work neuroscience nurses 
do every day and across various settings. The 45th meeting of 
the Canadian Association of Neuroscience Nurses will be held 
June 3–6, 2014, in Banff, Alberta. We are looking specifically for 
presentations that integrate the conference theme with one or 
more of the focus areas outlined above. We invite you to share 
how you are scaling new heights in areas such as: 
•	 determining	and	implementing	best	practices.
•	 program	planning,	delivery	and	evaluation.
•	 conducting	and	translating	original	research.
•	 reviewing	case	studies.
•	 conducting	literature	reviews.
•	 improving	the	quality	of	care	through	quality	improvement	

or patient safety work.
•	 implementing	proven	treatments	and/or	nursing	techniques.	

Abstract guidelines and template are available on the CANN 
website: http://cann.ca

CANN award guidelines (Codman, Brain Tumour Foundation, 
Medtronic, CJNN Author) are available on the CANN website: 
http://cann.ca/awards/awards.php

Additional notes
Please note the deadlines associated with these awards. 

Requirements for preparing abstracts
1. On a single page, the abstract must describe the central 

theme of the paper, workshop or poster. Maximum length 
200 words or fewer.

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

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

participants).
 ii. Intended subspecialty (e.g., pediatrics, neurology, neuro-

surgery, neuro-critical care, etc.).
 iii. Preferred format of your session (plenary, concurrent, 

workshop or poster).
4. Send the following via e-mail only: Microsoft Word files: 
 i. One file of the completed abstract with title and author.
 ii. One file of the completed abstract with title only.
 iii. One file with curriculum vitae for each presenter.
 iv. One file with authors’ information and audiovisual 

requirements.
 v. Your return e-mail address.
5. If you wish your abstract to be considered for one of the 

awards available, please indicate this with your initial sub-
mission. Details of the awards available are at www.cann.ca, 
or speak with your local chapter councillor.

Please forward the above to: Nancy Thornton via e-mail: 
nancy.thornton@albertahealthservices.ca

Acknowledgement of receipt of any files or communication will 
be sent via email soon after receipt. If you do not receive this 
acknowledgement, or if you need to communicate with Nancy 
Thornton, please contact her at the above email.

Deadline for abstract submissions
January 15, 2014: All abstracts for paper and workshop presen-
tations must be received. If the Codman, Brain Tumour Foun-
dation Award, or Medtronic Award is being sought, this must 
be noted at the time of abstract submission.
January 15, 2014: All abstracts for poster presentations must 
be received.

Additional guidelines for workshop submissions: please 
indicate
1. The desired length of the workshop (i.e., number of hours, 

half a day or full day).
2. The desired minimum and maximum number of workshop 

participants.
3. Learning objectives for the workshop (to be included in 

abstract	submission—please	refer	to	Requirements	for	Pre-
paring Abstracts or online www.cann.ca).

4. AV equipment, room set-up, and other logistic constraints.
5. Refreshments and/or meals, name of sponsor(s).
6. Handouts and/or any learning materials required are the 

responsibility of the workshop organizers. 

Additional notes and award guidelines
Canadian Journal of Neuroscience Nursing has the first right of 
refusal for the publication of the Mary Glover, Codman Award, 
Brain Tumour Foundation, and Medtronic Award papers pre-
sented at these scientific sessions.

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

Award, Bursary or  
Scholarship Guidelines 
Codman Award
$1,500.00 from Codman.

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

ELIGIBILITY
1. At least one of the author(s) is a general/honorary mem-

ber of the Canadian Association of Neuroscience Nurses 
(CANN) and was a general/honorary member in the pre-
ceding year.
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2.  The author(s) stipulates in writing the intention to seek 
the award by the call for abstracts deadline; the deadline is 
November 1 each year.

3. The author(s) is prepared to present the paper at the CANN 
Annual Meeting.

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

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

consecutive years.

CONTENT
1. The paper is written according to the manuscript guidelines 

for publication.
2. The author(s) presents a logical development of ideas based 

on scientific evidence.
3. The author(s) demonstrate creativity and originality.
4. The paper has implications for neuroscience nursing prac-

tice, education, administration or research.
5. The paper is relevant to current trends in neuroscience nursing.
6. Demonstrates comprehensive knowledge of the topic.

STYLE
1. The paper is written according to the manuscript guidelines 

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

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

through consultation with the scientific liaison and editor 
of CJNN.

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

3. The Scientific Program Committee must receive papers for 
consideration by February 15.

PRESENTATION
1. A representative of the Codman Company at the Annual 

Meeting presents the award.

PUBLICATION
1. The completed paper must be submitted to the editor of 

CJNN, or designee (e.g., peer reviewer) at the Annual Meet-
ing for publication.

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

Medtronic Award
$1,000.00 Travel Grant from Medtronic.

The Medtronic Award will be presented to the author or 
authors of a written paper that demonstrates the achievement 
of excellence in the area of neuromodulation or neuroscience 
nursing clinical practice. It is expected that the money will be 
used to assist the recipient with travel expenses to attend the 
annual meeting to present their paper.

ELIGIBILITY
1. At least one of the author(s) is a general/honorary mem-

ber of the Canadian Association of Neuroscience Nurses 
(CANN) and was a general/honorary member in the pre-
ceding year.

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

3. The author(s) is prepared to present the paper at the CANN 
Annual Meeting.

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

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

two consecutive years.

CONTENT
1. The paper is written according to the manuscript guidelines 

for publication.
2. The author(s) presents a logical development of ideas based 

on scientific evidence.
3. The author(s) demonstrates creativity and originality.
4. The paper has implications for neuroscience nursing prac-

tice, education, administration or research.
5. The paper is relevant to current trends in neuroscience nursing;
6. Demonstrates comprehensive knowledge of the topic.

STYLE
1. The paper is written according to the manuscript guidelines 

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

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

through consultation with the scientific liaison and editor 
of CJNN.

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

3. The Scientific Program Committee must receive papers for 
consideration by February 15.

PRESENTATION
1. A representative of Medtronic Ltd. will be on hand at the 

Annual Meeting to present the award.

PUBLICATION
1. The completed paper must be submitted to the editor of 

CJNN, or designate (e.g., peer reviewer) at the Annual Meet-
ing for publication.

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

Brain Tumour Foundation Award
$1,500.00 from BTF of Canada.

The Brain Tumour Foundation Award is presented to a 
member of the Canadian Association of Neuroscience Nurses 
(CANN) who demonstrates excellence in neuroscience nursing 
related to brain tumours. Established in honour of Pamela Del 
Maestro, RN, BSc, CANN member and a co-founder of the 
Brain Tumour Foundation of Canada, the award includes the 
publication of the winner’s paper in the Canadian Journal of 
Neuroscience Nursing.

ELIGIBILITY
1. At least one of the author(s) is a general/honorary mem-

ber of the Canadian Association of Neuroscience Nurses 
(CANN) and was a general/honorary member in the pre-
ceding year.
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2. The author(s) stipulates in writing the intention to seek 
the award by the call for abstracts deadline; the deadline is 
November 1 each year.

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

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

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

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

awards in the same given year.

CONTENT
1. The paper is approached from a nursing perspective.
2. The paper is relevant to care of patients with brain tumour.
3. The author(s) presents a logical development of ideas based 

on scientific evidence.
4. The author(s) demonstrates creativity and originality.
5. The paper has implications for neuroscience nursing prac-

tice, education, administration or research.
6. The paper is relevant to current trends in neuroscience nurs-

ing with brain tumour patients.
7. The paper demonstrates comprehensive knowledge of the 

topic.

STYLE
1. The paper is written according to established guidelines for 

the writing of a manuscript as per Canadian Journal of Neu-
roscience Nursing (CJNN) guidelines. 

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

SELECTION
1. The Scientific Program Committee selects the paper in 

collaboration with the editor of CJNN and the Scientific 
Liaison. 

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

3. Papers for consideration must be received by the Scientific 
Program Committee by February 15 of each year.

PRESENTATION
1. A representative of the Brain Tumour Foundation at the 

Annual Meeting presents the award. 

PUBLICATION
1. The completed paper must be submitted to the editor of 

CJNN, or designate (e.g., peer reviewer) at the Annual Meet-
ing for publication.

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

Jessie Young Awards
•	 Bursary
•	 Certification
•	 Abstract
The Jessie Young Bursary/Certification Award was estab-
lished to promote continuing professional education in line 
with the mission and vision of CANN. These bursaries provide 
financial support to qualified nurses to pursue additional train-
ing in neuroscience nursing.

APPLICATION REQUIREMENTS
Guidelines:
1. These bursaries are open to registered nurses who have 

worked in neurosciences and are members of CANN in 
good standing for at least two years.

2. The program or course of study for the Jessie Young Bursary 
must have a clear neuroscience focus or component. 

3. Successful candidate(s) must agree to write a letter to be 
published in the CJNN describing how completion of the 
course will advance neuroscience nursing.

Application:
A complete application consists of:
1. A completed application form.
2. Proof of acceptance into the educational program or course 

of study for which the bursary is being sought, or proof of 
registration to write the certification exam.

3. Evidence of amount of registration fees.
4. Proof of current registration with provincial nursing 

association.
5. One letter of reference from a person who has had the oppor-

tunity to assess your work. Acceptable referees include:
	 •	another	member	of	CANN
	 •	manager
	 •	educator	(institution	or	hospital).

Application deadline:
1. The closing date for receipt of applications for the Jessie 

Young Bursary is April 1 each year.
2. The closing date for receipt of applications for the Certifica-

tion Award is May 31 of each year.

Jessie Young Bursary
(Continuing Education) ** 
CRITERIA FOR THE JESSIE YOUNG BURSARY—
Continuing Education
Beliefs and purpose
CANN believes that post-basic programs/ continuing nursing 
education (with a neuroscience nursing focus) programs, help 
to promote excellence in neuroscience nursing practice. One 
of the organization’s main aims is to foster the continuing pro-
fessional education of members. The Jessie Young Bursary for 
study in a Canadian post-basic neuroscience nursing program 
provides support for CANN members to pursue their profes-
sional growth and contribute to the achievement of excellence 
in neuroscience nursing.

Program criteria
1. The Program must be offered at a recognized university or 

college in Canada.
 The participant must:

•	 be	a	registered	nurse,	eligible	for	registration	in	the	prov-
ince where the course is offered

•	 have	a	minimum	of	one	year’s	experience	in	neuroscience	
nursing

•	 demonstrate	acceptance	into	the	recognized	program
•	 clearly	state	the	specific	neuroscience	nursing	focus	that	

will be studied if in a continuing education program (i.e., 
Bachelor of Nursing)

•	 must	remain	a	member	of	CANN	for	at	least	one	year,	
post completion of studies.
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MASTER’S DEGREE IN NURSING OR EQUIVALENT
CRITERIA FOR THE JESSIE YOUNG BURSARY
Beliefs and purpose
CANN believes that a master’s degree in nursing or equivalent 
with a focus in neuroscience nursing clinical practice, educa-
tion, consultation, administration, or leadership helps to pro-
mote excellence in neuroscience nursing practice.  One of the 
organization’s main aims is to foster the continuing professional 
education of members.

Program criteria
1. The program must be a recognized Master’s of Nursing (or 

equivalent) program or a Doctorate in Nursing program in 
Canada.

 The Participant must:
•	 demonstrate	acceptance	into	a	recognized	program
•	 clearly	state	the	specific	neuroscience	nursing	focus	that	

will be studied
•	 must	remain	a	member	of	CANN	for	at	least	one	year	post	

completion of studies.

Jessie Young Abstract Award
The Canadian Association of Neuroscience Nurses established 
the Jessie Young Abstract Award to promote continuing pro-
fessional education in line with the mission and vision of CANN 
and to help facilitate the attendance of members at the Annual 
Meeting and Scientific Sessions. This award provides funding 
for one conference registration from the accepted abstracts for 
the Annual Meeting and Scientific Sessions.

Marlene Reimer Research Award
The Marlene Reimer Research Award was established to pro-
mote neuroscience nursing research in line with the mission 
and vision of CANN. This award provides financial support to 
qualified nurses to pursue a research project focusing directly 
on neuroscience patient care issues relevant to the scope of 
nursing practice in Canada. The amount awarded is determined 
yearly. The award may be awarded to one or more individuals 
depending on available funds.

1. Research funds will be allocated yearly based on numbers 
of requests.

2. Application deadline is November 1 annually.
3. The total Marlene Reimer Research Award be $2,000 plus the 

net	profit	from	the	Run	for	Research	of	the	previous	year—to	
be reviewed annually at the midyear meeting by the BOD.

4. Fundable projects will focus directly on neuroscience patient 
care issues.

5. Projects will focus on issues within the scope of nursing 
practice in Canada.

6. The primary investigator must be a nurse and an active 
member of CANN in the preceding year.

7. A letter of request plus the proposal shall be sent to the 
chairperson of the research committee (may be sent 
electronically).

8. An additional two copies of the proposal will be mailed elec-
tronically	to	the	research	chairperson—one	copy	includes	
identifying information (research team members, health 
care setting) and the second copy does not include this 
information.

9. A letter or support from management/clinical supervisor 
describing the contribution of this neuroscience nursing 
research study proposal should accompany the application. 

10. The research proposal shall include the following:
•	 title	of	project
•	 names	 and	 qualifications	 of	 the	 principal	 and	

co-investigators
•	 purpose	of	the	project
•	 methodology	(including	sample,	procedures	and	data	

analysis plan)
•	 evidence	of	consent	by	the	ethics	committee	of	the	insti-

tution/agency from which the research subjects will be 
selected, if applicable

•	 budget	and	time	frame
•	 amount	of	money	requested	from	CANN.

11. The proposed budget should include the following headings:
•	 professional	services
•	 supplies
•	 services
•	 travel	(does	not	include	funding	for	travel	to	present	find-

ings at annual CANN meeting)
•	 equipment.

12. Proposals should also include details about other funding 
sources, including those confirmed and those pending.

13. The Research Committee will review proposals and notify 
the Board of  Directors on decisions about funding awards:
•	 the	award	will	be	given	to	the	recipient	at	the	time	the	

decision is made and official recognition will be given at 
the annual meeting luncheon

•	 those	who	receive	funding	shall	provide	progress	reports	
to the Research Committee upon request

•	 the	deadline	for	applications	for	research	funds	will	be	
November 1, and will be published in CJNN

•	 researchers	are	expected	to	publish	their	results	in	CJNN	
and present them at the Annual Meeting

•	 researchers	must	submit	a	report	of	their	research	to	the	
Research Committee.

CJNN Author Awards
1. All authors who submit a paper that is published in CJNN, 

who are not receiving another award (such as Codman, 
Medtronic, or Brain Tumour Awards from CANN) are eligi-
ble for the New Authors’ Award or General Authors’ Award. 

2. New Author is defined as an author who publishes in CJNN 
for the first time.

3. Eligible authors’ names will be entered into the separate 
draws that will be held at the June meeting.

4. Cheques for $200.00 will be presented to the winners of each 
of the two authors’ awards at the Annual General Meeting 
in June.

5. The successful authors do not need to be CANN members.
6. Successful authors who are not present at the time of 

announcement of the awards will have their award(s) mailed 
to them.

7. This reward will come out of the CJNN budget.
8. If there are no new authors in any given year, a second gen-

eral author award will be drawn from the eligible authors of 
the same year.

9. The award will be presented by the editor of CJNN or 
designate. 
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Première demande de résumés
Le thème de 2014 est Atteindre de nouveaux sommets dans les sciences 
infirmières en neurosciences – pratique, formation, recherche, leadership, sécurité 
des patients et amélioration de la qualité.

Le chapitre de l’A.C.I.I.N. de l’Alberta du sud vous invite à 
partager vos connaissances dans le cadre de nos efforts pour 
mettre en valeur le travail important qu’effectuent quotidienne-
ment les infirmières et infirmiers en neurosciences dans divers 
milieux. Le 45ème congrès de l’Association canadienne des infir-
mières et infirmiers en neurosciences se tiendra du 3 au 6 juin 
2014 à Banff, Alberta. Nous recherchons principalement des 
présentations qui s’intègrent au thème de la conférence, et plus 
particulièrement dans au moins un des domaines mention-
nés ci-dessus. Nous vous invitons à venir partager vos façons 
d’atteindre de nouveaux sommets dans certains domaines, 
notamment :
•	 déterminer	et	mettre	en	œuvre	des	pratiques	optimales.
•	 planifier,	exécuter	et	évaluer	des	programmes.
•	 mener	et	traduire	des	travaux	de	recherche	originaux.
•	 examiner	des	études	de	cas.
•	 examiner	la	documentation.
•	 améliorer	la	qualité	des	soins	à	l’aide	de	travaux	sur	la	sécurité	

des patients ou l’amélioration de la qualité.
•	 mettre	en	œuvre	des	traitements	éprouvés	et/ou	des	tech-

niques de soins infirmiers.

Les directives et des modèles de résumés sont à consulter sur 
le site internet de l’ACIIN : http://cann.ca

Les directives afin de remporter un prix de l’A.C.I.I.N. (Codman, 
Fondation des tumeurs cérébrales, Medtronic, prix des auteurs 
du JCIIN) sont à consulter sur le site internet de l’A.C.I.I.N. : 
http://cann.ca/awards/awards.php

Remarques supplémentaires
Veuillez noter les dates limites liées à ces prix.

Conditions à remplir pour la préparation 
d’un résumé
1. Le résumé doit tenir sur une seule page et décrire le thème 

principal de l’article, de l’atelier ou de l’affiche. Longueur 
maximum de 200 mots ou moins.

2. Inscrivez votre nom et le titre de votre présentation, ate-
lier ou affiche en haut de la page. Le premier auteur inscrit 
devrait être la personne qui fera la présentation de l’article, 
de l’atelier, ou de l’affiche. Veuillez envoyer une deuxième 
copie de ce résumé indiquant seulement le titre. N’inscrivez 
aucun nom sur ce deuxième exemplaire. Le choix des résu-
més se fera à l’aide d’un processus de sélection à l’aveugle.

3. Indiquez les éléments suivants sur la page du résumé :
 i. L’auditoire visé (novice, avancé ou général).
 ii. Spécialité visée (par ex. pédiatrie, neurologie, neurochirur-

gie, soins critiques en neurologie, etc.).
 iii. Format souhaité pour votre session (session plénière, 

simultanée, atelier ou affiche).

4. Envoyez le document par courriel seulement :
 Fichiers Microsoft Word :
 i. Un fichier comprenant le résumé avec le titre et l’auteur.
 ii. Un fichier comprenant le résumé avec le titre seulement.
 iii. Un fichier comprenant le curriculum vitae de chaque pré-

sentateur ou présentatrice.
 iv. Un fichier comprenant des renseignements sur l’auteur 

ou l’auteure et ses besoins en équipement audio-visuel.
 v. Votre adresse courriel.
5. Si vous désirez que votre résumé soit considéré pour un 

prix, veuillez l’indiquer lors de votre soumission initiale. Des 
informations sur les prix sont disponibles à www.cann.ca, 
mais vous pouvez aussi communiquer avec le conseiller ou 
la conseillère du chapitre de votre région.

Faites parvenir les informations mentionnées ci-des-
sus à : Nancy Thornton, par courriel : nancy.thornton@ 
albertahealthservices.ca

Un accusé de réception des fichiers ou de toute communication 
vous sera envoyé par courriel peu de temps après réception. Si 
vous n’avez pas reçu d’accusé, ou si vous avez besoin de com-
muniquer avec Nancy Thornton, veuillez la contacter à l’adresse 
courriel ci-dessus.

Dates limites pour la soumission des 
résumés
15 janvier 2014 : Tous les résumés de présentations d’article 
ou d’atelier doivent avoir été reçus. Si vous désirez remporter le 
prix Codman, le prix de la Fondation des tumeurs cérébrales ou 
le prix Medtronic, veuillez le mentionner lors de la soumission 
de votre résumé.
15 janvier 2014 : Tous les résumés de présentation d’affiche 
doivent avoir été reçus.

Directives supplémentaires en vue de soumettre un 
atelier; veuillez préciser
1. La longueur de l’atelier souhaitée (c.-à-d. le nombre d’heures, 

une demi-journée ou une journée entière).
2. Le nombre minimum et maximum de participants à l’atelier ;
3. Les objectifs d’apprentissage de l’atelier (à inclure dans la 

soumission du résumé ; veuillez vous référer aux conditions 
à remplir pour la préparation d’un résumé du journal de 
l’ACIIN ou en ligne à www.cann.ca).

4. Équipement audio-visuel, arrangement de la pièce et autre 
contraintes logistiques.

5. Rafraichissements et/ou repas, nom(s) du/des commanditaire(s).
6. Les documents à distribuer et/ou tout matériel pédagogique 

requis sont la responsabilité des organisateurs et organisa-
trices de l’atelier.
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Remarques additionnelles et directives pour les prix
Le Journal canadien des infirmières et infirmiers en sciences 
neurologiques a le droit de premier refus pour la publication 
des articles présentés à ces sessions scientifiques et ayant reçu 
le prix Mary Glover, le prix Codman, le prix de la Fondation 
des tumeurs cérébrales ou le prix Medtronic.

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

Prix, bourse ou bourse d’études 
Directives 
Prix Codman
1 500 $ décerné par Codman.

Le prix Codman sera décerné à (aux) l’auteur(s) ou à l’ (aux) 
auteure(s) d’un travail écrit pour son excellence dans le domaine 
de la recherche en sciences infirmières en neurosciences. Il est 
attendu que l’argent sera utilisé à des fins de développement 
professionnel.

ADMISSIBILITÉ
1. Au moins l’un des auteurs ou l’une des auteures est membre 

général/honoraire de l’Association canadienne des infir-
mières et infirmiers en neurosciences (ACIIN) et en était 
membre général ou honoraire l’année précédente.

2. L’(les) auteur(s) ou l’(les) auteure(s) doivent stipuler par 
écrit leur intention d’obtenir ce prix à la date limite pour les 
demandes de résumés. La date limite est le 1er novembre 
de chaque année.

3. L’(les) auteur(s) ou l’(les) auteure(s) sont prêts à présenter le 
travail au congrès annuel de l’ACIIN.

4. Le travail est un ouvrage original de l’ (des) auteur(s) ou de 
l’ (des) auteure(s).

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

7. Le prix ne sera pas présenté au(x) même(s) auteur(s) ou à la 
(aux) même(s) auteure(s) deux années consécutives.

CONTENU
1. Le travail a été écrit selon les directives de rédaction de 

manuscrit aux fins de publication.
2. L’(les) auteur(s) ou l’(les) auteure(s) présentent un déve-

loppement logique d’idées s’appuyant sur des preuves 
scientifiques.

3. L’(les) auteur(s) ou l’(les) auteure(s) font preuve de créativité 
et d’originalité.

4. Le travail présente des implications pour des soins infirmiers 
en neurosciences, notamment au niveau de la pratique, la 
formation, l’administration ou la recherche.

5.	 L’article	reflète	les	tendances	actuelles	en	soins	infirmiers	en	
neurosciences.

6. Fait preuve d’une grande connaissance du sujet.

STYLE
1. Le travail est écrit selon les directives de rédaction de 

manuscrit aux fins de publication conformément aux direc-
tives du Journal canadien des infirmiers et infirmières en 
sciences neurologiques (JCIIN).

SÉLECTION
1. Le document est sélectionné  par le Comité du programme 

scientifique après consultation avec l’agent ou l’agente de 
liaison scientifique et le rédacteur ou la rédactrice en chef 
du Journal canadien des infirmières et infirmiers en sciences 
neurologiques.

2. Le Comité du programme scientifique se réserve le droit 
de ne pas accorder de prix si aucun article ne répond aux 
critères de sélection.

3. Le Comité du programme scientifique doit recevoir les tra-
vaux soumis pour le 15 février.

PRÉSENTATION
1. Le prix sera présenté par un représentant ou une représen-

tante de la société Codman durant le congrès annuel.

PUBLICATION
1. L’article doit être soumis à l’éditrice du JCIIN ou à la per-

sonne désignée (par ex., le réviseur ou la réviseuse) lors du 
congrès annuel afin d’être publié.

2. La portion monétaire du prix sera conservée jusqu’à la publi-
cation dans le JCIIN.

Prix Medtronic
Subvention de voyage de 1 000$ décernée par Medtronic

Le prix Medtronic sera décerné à l’(aux) auteur(s) ou à l’(aux) 
auteure(s) d’un travail écrit pour son excellence dans le domaine 
de la neuromodulation ou de la pratique clinique en soins 
infirmiers en neurosciences. Il est attendu que l’argent sera util-
isé afin d’aider le ou la récipiendaire à payer les frais de voyage 
pour se rendre au congrès annuel et y présenter l’article. 

ADMISSIBILITÉ
1. Au moins l’un des auteurs ou l’une des auteures est membre 

général/honoraire de l’Association canadienne des infir-
mières et infirmiers en neurosciences (ACIIN) et en était 
membre général ou honoraire l’année précédente.

2. L’(les) auteur(s) ou l’(les) auteure(s) doivent stipuler par 
écrit leur intention d’obtenir ce prix à la date limite pour les 
demandes de résumés. La date limite est le 1er novembre 
de chaque année.

3. L’(les) auteur(s) ou l’(les) auteure(s) sont prêts à présenter le 
travail au congrès annuel de l’ACIIN.

4. Le travail est un ouvrage original de l’ (des) auteur(s) ou de 
l’(des) auteure(s).

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

6. Le prix ne sera pas présenté au(x) même(s) auteur(s) ou à la 
(aux) même(s) auteure(s) deux années consécutives.

CONTENU
1. Le travail a été écrit selon les directives de rédaction de 

manuscrit aux fins de publication.
2. L’(les) auteur(s) ou l’(les) auteure(s) présentent un déve-

loppement logique d’idées s’appuyant sur des preuves 
scientifiques.

3. L’(les) auteur(s) ou l’(les) auteure(s) font preuve de créativité 
et d’originalité.
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4. Le travail présente des implications pour des soins infirmiers 
en neurosciences, notamment au niveau de la pratique, la 
formation, l’administration ou la recherche.

5.	 L’article	reflète	les	tendances	actuelles	en	soins	infirmiers	en	
neurosciences.

6. Fait preuve d’une grande connaissance du sujet.

STYLE
1. Le travail est écrit selon les directives de rédaction de 

manuscrit aux fins de publication conformément aux direc-
tives du Journal canadien des infirmiers et infirmières en 
sciences neurologiques (JCIIN).

SÉLECTION
1. Le document est sélectionné  par le Comité du programme 

scientifique après consultation avec l’agent ou l’agente de 
liaison scientifique et le rédacteur ou la rédactrice en chef 
du Journal canadien des infirmiers et infirmières en sciences 
neurologiques.

2. Le Comité du programme scientifique se réserve le droit 
de ne pas accorder de prix si aucun article ne répond aux 
critères de sélection.

3. Le Comité du programme scientifique doit recevoir les tra-
vaux soumis pour le 15 février.

PRÉSENTATION
1. Le prix sera présenté par un représentant ou une représen-

tante de la Medtronic Ltd. durant le congrès annuel.

PUBLICATION
1. L’article doit être soumis à l’éditeur ou à l’éditrice du JCIIN 

ou à la personne désignée (par ex., le réviseur ou la révi-
seuse) lors du congrès annuel afin d’être publié.

2. La portion monétaire du prix sera conservée jusqu’à la publi-
cation dans le JCIIN. 

Prix de la Fondation des tumeurs cérébrales
1 500 $ décerné par la FTC du Canada.

Le prix de la Fondation des tumeurs cérébrales sera décerné 
au membre de l’Association canadienne des infirmières et infir-
miers en neurosciences (ACIIN) pour son excellence dans le 
domaine des soins infirmiers en neurosciences liés aux tumeurs 
cérébrales. Créé en l’honneur de Pamela Del Maestro, IA, Bsc., 
membre de l’ACIIN et co-fondatrice de la Fondation canadienne 
des tumeurs cérébrales, le prix comprend la publication de l’ar-
ticle du ou de la récipiendaire dans le Journal canadien des 
infirmiers et infirmières en sciences neurologiques.

ADMISSIBILITÉ
1. Au moins l’un des auteurs ou l’une des auteures est membre 

général/honoraire de l’Association canadienne des infir-
mières et infirmiers en neurosciences (ACIIN) et en était 
membre général ou honoraire l’année précédente.

2. L’(les) auteur(s) ou l’(les) auteure(s) doivent stipuler par 
écrit leur intention d’obtenir ce prix à la date limite pour les 
demandes de résumés. La date limite est le 1er novembre 
de chaque année.

3. L’(les) auteur(s) ou l’(les) auteure(s) sont prête(s) à présenter 
le	travail	au	congrès	annuel	de	l’ACIIN	de	l’année	où	le	prix	
a été décerné.

4. Le travail est un ouvrage original de l’(des) auteur(s) ou de 
l’(des) auteure(s).

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

6. Le prix ne sera pas présenté au(x) même(s) auteur(s) ou à la 
(aux) même(s) auteure(s) deux années consécutives.

7. L’(les) auteur(s) ou l’(les) auteure(s) ne peuvent pas recevoir 
d’autres prix de l’ACIIN au cours de la même année.

CONTENU
1. L’article a été écrit depuis une perspective infirmière.
2. L’article traite des soins aux patients atteints d’une tumeur 

cérébrale.
3. L’(les) auteur(s) ou l’(les) auteure(s) présentent un déve-

loppement logique d’idées s’appuyant sur des preuves 
scientifiques.

4. L’(les) auteur(s) ou l’(les) auteure(s) font preuve de créativité 
et d’originalité.

5. Le travail présente des implications pour des soins infirmiers 
en neurosciences, notamment au niveau de la pratique, la 
formation, l’administration ou la recherche.

6.	 L’article	reflète	les	tendances	actuelles	en	soins	infirmiers	en	
neurosciences.

7. Fait preuve d’une grande connaissance du sujet.

STYLE
1. Le travail est écrit selon les directives de rédaction de 

manuscrit aux fins de publication, conformément aux direc-
tives du Journal canadien des infirmiers et infirmières en 
sciences neurologiques (JCIIN).

2. L’article n’excédera pas 20 pages typographiées, à double 
interligne.

SÉLECTION
1. Le document est sélectionné par le Comité du programme 

scientifique en collaboration avec l’agent ou l’agente de liai-
son scientifique et le rédacteur ou la rédactrice en chef du 
Journal canadien des infirmières et infirmiers en sciences 
neurologiques.

2. Le Comité du programme scientifique se réserve le droit 
de ne pas accorder de prix si aucun article ne répond aux 
critères de sélection.

3. Le Comité du programme scientifique doit recevoir les tra-
vaux soumis pour le 15 février de chaque année.

PRÉSENTATION
1. Le prix sera présenté par un représentant ou une repré-

sentante de la Fondation des tumeurs cérébrales durant le 
congrès annuel.

PUBLICATION
1. L’article doit être soumis à l’éditrice du JCIIN ou à la per-

sonne désignée (par ex., le réviseur ou la réviseuse) lors du 
congrès annuel afin d’être publié.

2. La portion monétaire du prix sera conservée jusqu’à la publi-
cation dans le JCIIN. 
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Prix Jessie Young
•	 Bourse
•	 Certification
•	 Résumé
La bourse/certification Jessie Young a été créée afin d’encou-
rager la formation professionnelle continue dans le respect de 
la mission et de la vision de l’ACIIN. Ces bourses procurent 
une aide financière à des infirmiers et des infirmières diplomés 
afin qu’ils ou elles poursuivent leur formation dans les sciences 
infirmières en neurosciences.

EXIGENCES RELATIVES À LA DEMANDE :
Directives :
1. Ces bourses sont disponibles pour les infirmiers et infir-

mières diplômés qui ont travaillé dans le domaine des neu-
rosciences et qui sont des membres en règle de l’ACIIN 
depuis au moins deux ans.

2. Le programme de formation ou le cours pour la bourse Jessie 
Young doit être clairement orienté vers les neurosciences ou 
en avoir une composante.

3. Les candidats et candidates sélectionnés doivent accepter de 
rédiger une lettre qui paraitra dans le JCIIN et qui décrira en 
quoi le cours participera à la progression des soins infirmiers 
en neurosciences.

Demande:
Une demande complète se compose de :
1. Un formulaire de demande rempli
2. La preuve que le demandeur ou la demandeuse a été accepté 

dans le programme de formation ou le cours pour lequel il 
ou elle a fait demande, ou la preuve de l’inscription à l’exa-
men de certification.

3. Preuve du montant des frais d’inscription.
4. Preuve de leur enregistrement actuel au sein d’une associa-

tion provinciale d’infirmières et d’infirmiers.
5. Une lettre de référence d’une personne ayant eu l’occasion 

d’évaluer votre travail. Sont considérées des références 
valables :
•	 Un	ou	une	autre	membre	de	l’ACIIN.
•	 Un	administrateur	ou	une	administratrice.
•	 Un	formateur	ou	une	formatrice	(institution	ou	hôpital).

Dates limites pour la demande :
1. La date limite pour recevoir les demandes de bourses Jessie 

Young est fixée au 1er avril de chaque année.
2. La date limite pour recevoir les demandes de certifications 

est fixée au 31 mai de chaque année.

Bourse Jessie Young (Formation continue)
CRITÈRES POUR LA BOURSE JESSIE YOUNG—
Formation continue

But et croyances
L’ACIIN croit qu’un programme d’études post-diplôme/pro-
gramme de formation continue en sciences infirmières (avec 
une spécialisation dans les soins infirmiers en neurosciences) 
aide à encourager l’excellence dans la pratique des soins infir-
miers en neurosciences. L’un des buts principaux de l’organisme 

est d’aider à la formation professionnelle continue de nos 
membres. La bourse Jessie Young vise à aider l’un ou l’une des 
membres de l’ACIIN à étudier dans un programme post-di-
plôme en soins infirmiers en neurosciences canadien afin qu’ils 
ou elles poursuivent leur croissance professionnelle et contri-
buent à rendre possible la réalisation de l’excellence dans les 
soins infirmiers en neurosciences.

Critères pour le programme
1. Le programme doit être offert dans une université ou un col-

lège canadien et reconnu. Le participant ou la participante 
doit : 
•	 Être	un	infirmier	autorisé	ou	une	infirmière	autorisée,	

admissible	à	l’inscription	dans	la	province	où	le	pro-
gramme est offert.

•	 Avoir	au	minimum	un	an	d’expérience	dans	le	domaine	
des soins infirmiers en neurosciences.

•	 Fournir	la	preuve	de	son	inscription	dans	le	programme	
reconnu.

•	 Préciser	clairement	le	domaine	spécifique	étudié	dans	le	
cadre des sciences infirmières en neurosciences si il ou 
elle est dans un programme de formation continue (c.-à-d. 
Baccalauréat en sciences infirmières) Rester un membre 
de l’ACIIN pendant au moins une année après la fin des 
études. 

DIPLÔME DE MAITRISE EN SCIENCES INFIRMIÈRES 
OU ÉQUIVALENT 
CRITÉRES POUR LA BOURSE JESSIE YOUNG
But et croyances
L’ACIIN croit qu’un diplôme de maitrise en sciences infirmières, 
ou l’équivalent, avec une spécialisation dans la pratique clinique, 
la formation, la consultation, la gestion ou le leadership des 
soins infirmiers en neurosciences aide à promouvoir l’excellence 
dans la pratique des soins infirmiers en neurosciences. L’un des 
buts principaux de l’organisme est d’encourager la formation 
professionnelle continue de ses membres.

Critères pour le programme
Le programme doit être un programme de maitrise en sciences 
infirmières (ou équivalent) reconnu ou un programme de doc-
torat en sciences infirmières

Le participant ou la participante doit : 
•	 Fournir	la	preuve	de	son	inscription	dans	le	programme	

reconnu.
•	 Préciser	clairement	le	domaine	spécifique	étudié	dans	le	

cadre des sciences infirmières en neurosciences.
•	 Rester	un	membre	de	l’ACIIN	pendant	au	moins	une	année	

après la fin des études. 

Prix du meilleur résumé Jessie Young 
Le prix du meilleur résumé Jessie young a été créé par l’As-
sociation canadienne des infirmières et infirmiers en neu-
rosciences afin d’encourager la formation professionnelle 
continue dans le respect de la mission et de la vision de 
l’ACIIN, et pour aider les membres à venir assister au congrès 
annuel et aux sessions scientifiques. Ce prix accorde un finan-
cement pour l’inscription à une conférence et est accordé à 
l’un des résumés approuvés pour le congrès annuel et les ses-
sions scientifiques.
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Bourse de recherche Marlene Reimer
La bourse de recherche Marlene Reimer a été créée afin 
d’encourager les recherches dans le domaine des sciences infir-
mières en neurosciences et dans le respect de la mission et 
de la vision de l’ACIIN. Cette bourse accorde un financement 
aux infirmiers et infirmières afin qu’ils ou elles poursuivent un 
projet de recherche portant directement sur les questions liées 
aux soins des patients en neurosciences relatives aux pratiques 
infirmières canadiennes. Le montant accordé est déterminé 
chaque année. La bourse peut être accordée à un ou plusieurs 
individus en fonction des fonds disponibles.

1. Les fonds de recherché seront alloués annuellement et fon-
dés sur le nombre de demandes.

2. La date limite pour les demandes est fixée au 1er novembre 
de chaque année.

3. L’intégralité de la bourse de recherche Marlene Reimer est 
de 2 000 $, à laquelle s’ajoute le profit net du « Courir pour 
la recherche » (Run for Research) de l’année précédente; à 
examiner chaque année à l’exercice de milieu de bilan par 
le conseil d’administration.

4. Les projets finançables portent directement sur des ques-
tions liées aux soins des patients en neurosciences.

5. Les projets porteront sur des questions relatives aux pra-
tiques infirmières canadiennes.

6. Le chercheur principal ou la chercheuse principale doit 
être un infirmier ou une infirmière et avoir été membre de 
l’ACIIN durant l’année précédente.

7. Une lettre de demande et la proposition de recherche 
devront être envoyées au président ou à la présidente 
du comité de recherche (elles peuvent être envoyées 
électroniquement).

8. Deux copies supplémentaires de la proposition de recherche 
doivent être envoyées par courrier électronique au pré-
sident ou à la présidente du comité de recherche ; l’une doit 
contenir des données d’identification (membres de l’équipe 
de recherche, milieu de soins) et la seconde ne les contient 
pas.

9. La demande devrait être accompagnée d’une lettre de sou-
tien écrite par la direction/le superviseur ou la supervi-
seuse clinique et décrire la contribution de la proposition 
de recherche pour les sciences infirmières en neurosciences.

10. La de recherche doit contenir les informations suivantes :
•	 Titre	du	projet.
•	 Noms	et	qualifications	du	(des)	chercheur(s)	princi-

pal(-aux) ou de la (des) chercheuse(s) principale(s) et 
des chercheurs et chercheuses adjoints.

•	 Objectif	du	projet.
•	 Méthodologie	(notamment	un	échantillon,	les	procédures	

et un plan d’analyse des données).
•	 Preuve	de	 l’accord	du	comité	d’éthique	de	 l’institu-

tion/l’agence	d’où	proviendront	les	sujets	d’étude,	le	cas	
échéant.

•	 Budget	et	délais.
•	 Somme	d’argent	demandée	à	l’ACIIN.

11. Le budget proposé devrait contenir les sections suivantes :
•	 Services	professionnels.
•	 Matériel.
•	 Services.
•	 Voyage	(n’inclut	pas	le	financement	pour	voyager	au	

congrès annuel de l’A.C.I.I.N. afin d’y présenter les 
résultats).

•	 Équipement.
12. La proposition de recherche devrait également contenir 

des détails sur d’autres sources de financement, notamment 
celles qui ont été acceptées et celles en cours de traitement ;

13. Le comité de recherche examinera les propositions de 
recherche et avisera le conseil d’administration des déci-
sions concernant les bourses de financement :
•	La	bourse	 sera	accordée	au	ou	à	 la	 récipiendaire	 le	

moment	où	la	décision	aura	été	prise.	Une	reconnais-
sance officielle sera faite au cours du déjeuner du congrès 
annuel.

•	 Les	personnes	qui	recevront	un	financement	devront	
fournir des rapports au comité de recherche sur demande.

•	 La	date	limite	pour	les	demandes	de	bourses	de	recherche	
est fixée au 1er novembre et sera publiée dans le JCIIN.

•	 Les	chercheurs	et	les	chercheuses	devront	publier	leurs	
résultats dans le JCIIN et les présenter au congrès annuel.

•	 Les	chercheurs	et	les	chercheuses	doivent	soumettre	un	
rapport de leurs recherches au comité de recherche.

Prix des auteurs du JCIIN
1. Tous les auteurs et auteures des articles parus dans le JCIIN 

qui n’ont pas reçu d’autre récompense (telle que le prix Cod-
man, le prix Medtronic, le prix des tumeurs cérébrales de 
l’ACIIN) peuvent recevoir le prix des nouveaux auteurs ou 
le prix général des auteurs.

2. Un nouvel auteur ou une nouvelle auteure est un auteur ou 
une auteure qui publie dans le JCIIN pour la première fois ;

3. Les noms des auteurs et auteures admissibles seront tirés au 
sort durant le congrès de juin.

4. Les gagnants de chacun des deux prix recevront un chèque 
de 200 $ durant l’assemblée générale annuelle de juin.

5. Les auteurs et auteures gagnants ne doivent pas nécessaire-
ment être membres de l’ACIIN.

6. Le prix des auteurs et auteures gagnants absents au moment 
de l’annonce leur sera envoyé par courrier.

7. Le prix proviendra du budget du JCIIN.
8. S’il n’y a pas de nouveaux auteurs ou nouvelles auteures 

durant une quelconque année, un second prix général des 
auteurs sera tiré au sort parmi les auteurs admissibles de 
cette année.

9. Le prix sera remis par le rédacteur ou la rédactrice du JCIIN, 
ou la personne désignée.
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Save the date

CANN presents: A day 
in the life of stroke
Date:  October 10, 2013

Time:  0800–1630

Cost:  Early registration $60 (before September 27, 2013)
 Late registration $90
 Student rate $40

A day in the life of stroke will offer health care providers 
from across the province a look at the continuum of stroke 
care from the emergency department to rehabilitation, 
including the newest treatment options and what the future 
holds for this important patient population. 

For more information, please contact us at:  
cannsaskatoon@gmail.com

Registration information to follow.

T C N
 S

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

Canadian Nurses Association: www.cna-nurses.com

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

Canadian Journal of Neurological 
Sciences: www.CJNS.org

World Federation of Neurosci-
ence Nurses: www.WFNN.org 
All CANN members are automat-
ically members of WFNN.
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Manuscript Guidelines 
for Publication

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

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

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

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

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

font size
n	 Title page with full title, name, and institutional affiliation
n	 Abstract of fewer than 200 words
n	 Left justified, paragraphs indented 5 spaces
n	 Headings typically include: Introduction; Review of 

the literature (conceptual and data based); Research 
question/Objectives/Hypotheses/Clinical concern; 
Methodology and method; Analysis/Findings; 
Discussion including specific Clinical implications/
recommendations; Summary/Conclusions; and 
References. (Please note, not all of these headings are 
needed or may apply to all papers).

n	 Abbreviations should always be preceded by the full term. 
An example would be Traumatic Brain Injury (TBI).

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

Le journal canadien  
des infirmiers et infirmières 

en neurosciences
Réglements de publication  

dans le JCIIN
1. Le Journal canadien des infirmiers et infirmières en 

neurosciences est une publication révisée par ses propres 
membres.

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

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

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

5. Spécifications se rapportant à la rédaction du manuscrit :
n	 Longueur maximale du manuscrit : 6 000 mots ou 20 

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

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

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

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

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

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

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

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


