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Standards for Pediatric Palliative Care

Dr. Huda Abu-Saad Huijer RN, PhD, FEANS
Professor of Nursing Science

Director Hariri School of Nursing

American University of Beirut
huda.huijer@aub.edu.lb

Abstract

Continuous efforts have been made worldwide to improve pediatric palliative care. In Lebanon, palliative care was

initially introduced in 1995 through a national cancer control workshop supported by the Ministry of Health and the
World Health Organization. Despite all efforts, pediatric palliative care remains a challenging area, because of a
lack of resources and inadequate education and training of healthcare professionals. In addition, the absence of
standards to support patients, parents, nurses and doctors in making decisions concerning the end of life makes

the transition from curative to palliative care more difficult.

This review gives a summary of the basic concepts of Pediatric Palliative Care (PPC) and describes the core
standards of care including pain and symptom management, ethics, and legal rights of children and their families.
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Introduction

In March 2006, a group of healthcare professionals
from Canada, Europe, Lebanon, and the USA met in
Italy and discussed the existing situation of pediatric
palliative care (PPC) in the different countries. The
group was called the International Meeting for Palliative
Care in Children, Trento (IMPaCCT). The outcome of
the three-days meeting was a document defining PPC
and identifying the standards of care for children with
life-limiting conditions.

The following article is based on this document in which
IMPaCCT recommends the implementation of these
standards (EAPC taskforce, 2007).

Definition of Pediatric Palliative Care
The World Health Organization (WHO) defines palliative
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care (PC) for children as (WHO, 1998):

* The active total care of the child's body, mind and
spirit, and also involves giving support to the family.

* It begins when illness is diagnosed, and continues
regardless of whether or not a child receives treatment
directed at the disease.

* Health providers must evaluate and alleviate a child's
physical, psychological, and social distress.

« Effective PC requires a broad multidisciplinary
approach that includes the family and makes use of
available community resources; it can be successfully
implemented even if resources are limited.

* It can be provided in tertiary care facilities, in
community health centers and even in children’s
homes.

This broad definition stipulates that PC should be
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initiated at the earliest time possible in the disease
trajectory; the patient, the family and healthcare
providers are all included in the care process which
takes into account the physical, emotional, and spiritual
aspects of care; and it includes the need to council and
support those who are bereaved going a step further
beyond the period of care to the patient.

Children Requiring Palliative Care

Childhood diseases requiring PC may be different from
those of adults. Most are rare, familial, and categorized
as either life-limiting or life-threatening. “Life-limiting
illness is defined as a condition where premature death
is usual, for example Duchenne muscular dystrophy;
life-threatening iliness is one where there is a high
probability of premature death due to severe illness,
but there is also a chance of long-term survival to
adulthood, for example children receiving cancer
treatment” (EAPC taskforce, 2007).

Four different categories of childhood disease have
been identified and developed by the Association for
Children with Life-threatening or terminal conditions and
the Royal College of Pediatrics and Child Health (ACT,
Royal College of Pediatrics and Child Health,

1997, 2003):

» Category one: life-threatening conditions for which
curative treatment may be feasible but can fail, where
access to PC services may be necessary together

with attempts at curative treatment. Example of this
category: cancer, irreversible organ failure of heart,
kidneys, liver.

 Category two: diseases which are life-threatening at
an early age, where appropriate treatment may prolong
life and provide an adequate quality of life. Examples of
this category: cystic fibrosis, HIV/AIDS.

* Category three: progressive conditions without
curative treatment options, where treatment is
exclusively palliative and may extend over many years.
Examples of this category: Muscular dystrophy, Batten
disease, mucopolysaccharidoses.

 Category four: non-progressive irreversible conditions,
usually neurological disorders with complex healthcare
needs leading to many complications and premature
death. Examples of this category: severe cerebral
palsy, multiple disabilities following brain or spinal cord
injuries.

Effective PC requires the involvement of a broadly
skilled multidisciplinary team that is committed

to working together towards the achievement of

best practice. PC services need to be structured

to accommodate three levels of specialization
(Department of Health and Children, 2001):

Level 1- the Palliative Care approach: PC principles
should be appropriately applied by all health care
professionals.

Level 2- General Palliative Care: At an intermediate
level, a proportion of patients and families will benefit
from the expertise of health care professionals who,
although not engaged full-time in palliative care,

have had some additional training and experience in
palliative care.

Level 3-Specialist Palliative Care: Specialist palliative
care services are those services whose core activity is
limited to the provision of palliative care.

Core Standards

IMPaCCT recommends the following core standards to
be followed:

Provision of care

PPC should be initiated at diagnosis of a life-threatening
or limiting condition and should be given together with
active treatment, enhancing quality of life for the child
and the family. The child and the family should decide
on the place of care (home, hospital, or hospice) and
they should have the opportunity to transfer smoothly
between locations without compromising the care.

Unit of care

The unit of care is the child and the family.The child
and family should be involved in identifying needs

and in decision-making, and they should be provided
with as much information as desired as well as clinical
and educational resources that are appropriate to

age, cognitive and educational level, and cultural
background.

The care team

The team should include as minimum a physician,
nurse, social worker, child therapist or psychologist,
and spiritual advisor. They should have the adequate
expertise in PC to address the psychological,
emotional, spiritual, and social needs of the child and
family. The care team should provide individualized care
to the child and family in addition to continuity of care at
home, and in the hospital; care should be available 24
hours a day, 365 days a year.

Care coordinator/key worker

One person from the care team must be identified

as the patient’s and family’s care coordinator. The
care coordinator should ensure continuity of care,
provide the support system needed by the patient and
the family, and ensure access to social services and
resources.

Symptom management

Symptoms should be adequately and regularly
assessed so that children can receive the appropriate
pharmacological, psychological, and physical treatment
for their pain and other symptoms 24 hours a day.
Psychological, social, and spiritual symptoms should be
addressed as well as the physical symptoms.

Respite care

Respite care is the provision of care, for the ill child by
alternate care providers, rather than the parents, when
a child is “medically stable”, enabling time off from the
tiring care these children require. Parents of children
with life threatening conditions need time and energy to
attend to their own basic physical and emotional needs
and to be available to care for other members of their
family. Respite care for the family and the child is



essential whether for few hours or for few days.

Bereavement

Bereavement support, an essential aspect of PC
should be initiated at diagnosis of a life-threatening or
life-limiting illness and should continue through death
and beyond. It should be available for the family, the
siblings, the carers, and all those affected by the child’s
disease and death.

Age-appropriate care

Cognitive development and age form the basis for

a child’s understanding of the concept of iliness,
separation and death. Parents should be present and
involved in all phases of the child’s care. The care
team should provide the care that best meets the
needs of the child depending on their age and cognitive
development.

Education and training

All healthcare professionals working with children in
need for PPC should receive adequate training and
education. It should be part of the national curriculum
for pediatric healthcare professionals in addition to
postgraduate training and continuing education

in this field.

Funding for palliative care services

PC services should be available to all children requiring
it regardless of the financial status. There should

be enough funding available from the government

and other sectors to provide multidisciplinary and
holistic care to children in hospitals, at home, and in
the community, in addition to availability of funding

to support the teaching and training of healthcare
professionals.

Pain and Symptom Management in Pediatric
Palliative Care

* The use of a multidisciplinary team to recognize and
assess the psychological, social, spiritual, and physical
symptoms is essential. Information on symptoms

must be gathered from different sources: the child,

the parents, healthcare workers, and others such as
teachers.

* “Treating the underlying cause of a symptom may be
equally as appropriate as providing symptom control”
(EAPC taskforce, p.5, 2007). Medication administration
should be provided using the least painful and invasive
route; side-effects of medications should be anticipated
and treated. Similarly, unnecessary painful procedures
should be avoided otherwise procedural pain should be
anticipated and treated.

* The WHO analgesic ladder approach should be used;
adequate doses of analgesics should be administered
at regular intervals in addition to doses given on an “as
needed” basis to treat breakthrough pain.

* Healthcare professionals, the family, and the child
should understand that opioid therapy does not lead to
addiction in children with life-threatening or life-limiting
conditions but may lead to physical tolerance; therefore
when the dose is to be reduced, it should be reduced
slowly to avoid symptoms of physical withdrawal; the

appropriate opioid dose is the dose that reduces pain
effectively.

* Non-pharmacological therapies are a fundamental
part of pain management, however they are considered
an adjunct to and not a substitute to pharmacological
therapies.

Ethics and Legal Rights of Children in Pediatric
Palliative Care

1. Equality: All children shall access palliative care
equally irrespective of the family’s financial status.

2. Best interest of the child: Children’s best interests are
the primary consideration in decision-making; it is every
child’s right to have adequate pain control and symptom
management 24 hours a day, and to be treated with
dignity and respect and provided privacy; adolescents
and young adults’ needs shall be planned for.

3. Communication and decision-making:
Communication shall be honest and open; the

child, the parents, and the siblings shall be included

in all decision-making according to their age and
understanding. Parents in particular shall be considered
as the primary carers and shall be treated as partners in
all care and decisions involving their child.

4. Care management: Care shall be provided at home
whenever possible; if care is delivered at a hospital,

it shall be provided by a multidisciplinary pediatric
palliative care team well trained and skilled to attend

to the physical, emotional, developmental, and social
needs of the child and the family. A care coordinator/key
person shall be available for every child and family.

5. Respite care: Every family shall have access to
respite care.

6. Family support: Sibling care is an essential part in
PPC; bereavement support shall be provided to the
whole family as long as needed; family shall have
access to spiritual, religious, social, and financial
support.

7. Education: Every child shall be supported to attend
school, have access to education, and be involved in
play and childhood activities.

Conclusion

This document provided core standards for pediatric
palliative care that are essential and need to be
implemented. A skilled multidisciplinary team following
a comprehensive palliative care approach is required to
meet the needs of children with life-threatening or life-
limiting conditions.

Note: The author served as chair of the Task Force on
Pediatric Palliative care of the European Association for
Palliative Care which was instrumental in developing
these guidelines.
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Les maladies cardio-vasculaires (MCV) sont
responsables de prés de 17 millions de déceés par an
dans le monde. Les deux principaux types de MCV
sont : 'accident vasculaire cérébral et la maladie
coronarienne. Cette derniére touche aussi bien les
hommes que les femmes ; en effet, 3,8 millions
d’hommes et 3,4 millions de femmes, meurent
chaque année de maladie coronarienne (OMS,
2009). Au Liban, la prévalence des interventions
coronariennes a augmenté de 17% entre 2004 et
2007 selon les statistiques du Lebanese Interventional
COronary Registery: LICOR (2007) ; il s'agit des
coronarographies, des angioplasties et des pontages
aorto-coronariens (PAC).

La prévention de la maladie coronarienne est la
principale clé du traitement de cette maladie. La mise
en ceuvre d’interventions visant a réduire le risque
cardio-vasculaire chez un sujet ayant eu un premier
événement coronarien, s’'intégre dans un programme
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de prévention secondaire. Il s’agit de contrdler les
facteurs de risque cardio-vasculaires (FDR), en
adoptant en conséquence des comportements de santé
tels que : I'arrét du tabac, I'adoption d’'une diéte saine
et la pratique réguliére de I'activité physique (PRAP).
L'efficacité de la PRAP, intégrée dans un programme de
réhabilitation cardiaque est bien documentée durant les
vingt derniéres années. Elle est recommandée pour la
prévention secondaire des maladies coronariennes.
Devant toutes ces considérations, une étude a été
menée dans le contexte libanais, dont le but est
d’identifier les facteurs prédictifs de la PRAP chez les
coronariens, aprés leur hospitalisation dans un centre
hospitalier universitaire de Beyrouth. L’identification

des facteurs prédictifs de la PRAP permettra aux
professionnels de la santé, d’élaborer des programmes
de promotion adressés aux coronariens, et basés sur la
croyance en l'auto-efficacité, concept clé de la théorie
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sociale cognitive de Bandura (TSC, 1986), qui a été
adoptée dans la présente étude.

Méthode

Le devis de cette étude est corrélationnel. L'échantillon
est constitué de 234 participants qui se sont présentés
dans les cliniques de sept cardiologues, ayant eu un
événement coronarien depuis 6 mois a 1 an nécessitant
I'hospitalisation au CHU de Beyrouth. Les variables

a I'étude comportent une variable dépendante qui

est la PRAP et des variables de recherche qui sont :
I'auto-efficacité, les facteurs sociodémographiques,

la pratique d’une activité physique antérieure et les
facteurs liés a la maladie coronarienne.

Linstrument de mesure utilisé dans la présente étude
est intitulé « The Cardiac Exercise Self-Efficacy
Instrument « (CESEI) élaboré par Hickey, Owen

et Froman en 1992. Il mesure le sentiment d’auto-
efficacité des coronariens vis-a-vis de la pratique de
I'activité physique. L'enquéte s’est déroulée durant 4
mois allant du mois d’octobre 2008 jusqu’en janvier
2009. La liberté de participer, la confidentialité et
I'anonymat ont été respectés. La saisie et I'analyse
des données ont été effectuées sur SPSS (Statistical
Package for the Social Science) version 13.

Résultats

La majorité des coronariens participants a cette étude
sont du genre masculin (86%), leur moyenne d’age

est de 63 £ 9 ans [41-83]. Les personnes mariées
constituent une majorité dans I'’échantillon (92%), avec
un niveau d’éducation qui varie entre : universitaire
(30,8%), secondaire ou TS (30,3%) et complémentaire
ou BT (16,7%).

L'analyse descriptive démontre également que 76,5%
des participants ont au moins un antécédent cardiaque.
Aussi, 42% des coronariens interrogés pratiquaient
une activité physique antérieure avant leur dernier
événement coronarien, et 77% pratiquent actuellement
une activité physique réguliére. La marche (98,7%)
étant le type d’activité physique le plus pratiqué

pour une durée = 30 mn par séance (86,6%) a une
fréquence moyenne de 5 + 2 fois par semaine.

Par ailleurs la moyenne du score total de I'auto-
efficacité dans I'échantillon est de 3,68, avec un

écart type de 0,68. Ce chiffre qui est aux alentours

de 4, dénote un grand niveau de confiance chez les
coronariens, ce qui leur permet probablement de
pratiquer une activité physique réguliére.

L'association effectuée entre les différentes variables
avec la PRAP a indiqué que cette derniére est associée
positivement a la pratique d’'une activité physique
antérieure (p=0,000), au genre (p=0,011), au niveau
d’éducation (p= 0,017), ainsi qu’a la croyance en l'auto-
efficacité (p=0,000).

Finalement, la régression logistique a montré que la
pratique d’'une activité physique antérieure et le score
élevé d’auto-efficacité sont des facteurs prédictifs
significatifs (p<0,05) de la PRAP (cf. tableau 1).

Donc, les coronariens qui ont une histoire d’activité

physique antérieure et une croyance élevée en l'auto-
efficacité pratiqueront une activité physique réguliere a
long terme.

Tableau 1 : Analyse de régression logistique
prédisant la pratique réguliére de I’activité physique
chez les coronariens (n =234).

Variables Pratique réguliére de I'activité physique
OR IC 95% p
Niveau d’éducation 1,16 0,97-1,38 0,089
Activité physique antérieure 3,10 1,42-6,74 0,000*
Auto-efficacité 3,77 2,18-6,52 0,004*

Note : OR = Odds ratio, IC 95% = Intervalle de
confiance a 95%.
*p<0,05.

Contribution et implications de I’étude

Plusieurs contributions et implications sont dégagées
suite aux résultats de cette étude. Elles concernent
surtout la recherche et la pratique.

Au plan de la recherche

La PRAP est un domaine qui n’est pas assez exploré
au Liban. Or, la recherche en sciences infirmiéres
s’avere un besoin actuel indispensable pour la
promotion de la profession infirmiére et la promotion
de la santé. Les résultats de cette étude ont permis
d’identifier les facteurs associés a la PRAP chez les
coronariens libanais. Toutefois, étant donné la nature
transversale de la présente étude, une autre piste de
recherche est possible, c’est la réalisation d’'une étude
longitudinale auprés des coronariens, pour identifier le
facteur qui prédit le plus la PRAP.

Ainsi, une intervention sur le facteur en question et ce,
a partir d'un programme de réhabilitation cardiaque
serait nécessaire. Elle fera I'objet d’'une étude
expérimentale ou I'évaluation se réalisera aupres de
deux groupes de coronariens.

D’un autre c6té, il serait intéressant de pousser la
recherche en examinant, d’'une part, I'effet de la PRAP
sur la modification des FDR du coronarien, et d’autre
part, en identifiant les barrieres a la PRAP ainsi que les
autres facteurs qui l'influencent, comme par exemple, le
soutien social.

Au plan de la pratique

Le fait de comprendre les facteurs associés a la
pratique réguliére de I'activité physique, permettrait

le développement des interventions basées sur des
facteurs facilitateurs qui ménent les coronariens a
maintenir des activités physiques a long terme. Il
serait donc pertinent de réaliser des interventions
multidisciplinaires, intégrées dans un programme

de prévention secondaire, guidées par la TSC pour
renforcer le sentiment d’auto-efficacité des coronariens
dans la pratique réguliére de I'activité physique en
prenant en considération leur expérience personnelle
et leurs capacités physiques et émotionnelles.
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The concept of emotional intelligence (EI) or emotional
quotient (EQ) has gained interest of researchers over
the past few years, regarding its implications within
certain social systems (Tomey, 2009). Nurses are
intelligent, possess sophisticated technical skills, and
are educated to meet the physical and psychological
needs of patients and families. Nurses have to face and
deal with stress on daily basis irrespective of events

in their personal lives. They have to demonstrate calm
and collected performance in any situation or crisis that
might face them. .Emotional Intelligence helps nurses
to explore how emotions function within oneself and
others, how it can help to work smart, and its effect

on patient satisfaction and outcome (Habel, 2010).

The ability to manage emotions and handle stress are
important predicators of career success. Researchers
showed that 80% of success after graduation is related
to the emotional quotient EQ and 20% is for intelligence
quotient 1Q (Singh, 2006).

Definition

Emotional Intelligence (EI) implies “the capacity for
recognizing our own feelings and those of others,
for motivating ourselves, and for managing emotions
well in ourselves and in our relationships. Emotional
intelligence describes abilities distinct from, but
complementary to, academic intelligence.”

Goleman (1998:34).

How the limbic system runs our life?

The amygdale and the hippocampus are two important
limbic system structures. The amygdale is responsible
for emotional matters; it can trigger an emotional
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response before the more fully informed cortical centers
have completely understood what is happening and
have time to a mutual response. Absence of amygdale
lessens the ability to sense fear and rage, and has
blunted emotional responses (Roussel, 2005).

The hippocampus has an important memory function
especially for events that are threatening such as

a serious medication error. Emotionally intelligent
people are aware of feelings as they occur, read their
emotional reactions correctly, and have the ability

to persist in a task or interaction regardless of their
emotions (Roussel, 2005).

The Emotional Intelligence Map

According to Goleman (1998), El has five components:
three are related to self management (Figure 1) and
two are related to social skills (Figure 2) and comprise
twenty five competencies in all. The five components
are described in the next section.

Self Management

Motivation
Achievement
Drive Commitment

Self- Awareness
Emotional
awareness
Self assessment
Self- Confidence

Self —Regulation
Self Control
Trustworthiness
Conscientiousness
Adaptability
Innovation

Initiative
Optimism

(Figure 1): From Goleman, 1998:
working with emotional intelligence: Bantam Books.
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1-Self-Awareness:

Nurses capable of a self-reflective process become
aware of their own emotions (McQueen, 2004).
However, if nurses do not really understand that they
are frustrated, disgusted, irritated, angered or very

sad regarding a patient situation; they are less likely

to control the expression of these emotions, with
potentially negative effects on the patient and their
colleagues (McQueen, 2004). In short, regardless of
the situation, nurses are well-advised to keep their
emotions in check and balance. This will help nurses to
appreciate effect of emotional behavior of other people,
and to be realistic and logical and thus to be more
confident.

2- Self Regulation:

To control inappropriate impulses and to think before
acting. Nurses can find ways to manage their emotions
and to direct them in a productive way in situations of
fear and stress and thus to create a trusting working
environment (Roussel, 2005). A nurse with low self-
control against criticisms is more likely to take some
comments or questions as personal attacks on him/her,
and become less available to listen to and care for such
a patient (McQueen, 2004).

3- Motivation:

Nurses are role models on their units to both

their colleagues and to their patients. Optimism,
commitment, and persistent in working towards
achieving positive goals will motivate all those who are
helping in delivering health care (Habel, 2010).

Self- Awareness
Emotional
awareness

Empathy
Understand Others
Developing Others
Service Orientation
Leveraging Diversity
Political Awareness

Self assessment
Self- Confidence

(Figure 2): From Goleman, 1998:
working with emotional intelligence: Bantam Books.

4- Empathy:

Nurses are experts in showing empathy to patients
and their families, but are not sensitive to distress
in colleagues (Tomey, 2009). Nurses should know
that when a staff member raises a concern to them
as managers, he/she seeks both a solution and an
empathetic response.
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5- Social Skills:

Tomey (2009:108) described nurses with highly
developed social skills such as communication, conflict
management etc.... as “friendly with a purpose”. They
have the ability to get people to cooperate with them.
Tomey, also, explored the neuroscience explanation of
how the brain can connect with other people and how to
enhance interpersonal relations.

However, nursing practice requires some complex
combinations of El aspects so that nurses can be truly
positive caregivers and successful leaders. A nurse
with accurate understanding of her/his own (negative)
emotion (for example, after noticing the failure of the
treatments applied to a «special» patient or a «special»
request from the subordinate) may be very anxious
about communicating openly with the patient or the
subordinate. This nurse may have insufficient self-
confidence/esteem to persevere and demonstrate
appropriate behaviors and feelings. Nurses with low
self-control against criticisms may have compromised
caring behaviors and leadership skills unless they
compensate for this reactive sensitivity with stronger
emotional awareness and professional commitment
(McQueen, 2004).

Characteristics of a Person with High EIl

A person with high El, can make better decisions when
faced with emotional dilemmas. S/He is better aware
and able to find a time: to wait and to watch; to be
aggressive and to be passive; to be together and to be
alone, to fight and to love; to work and to play; to cry
and to laugh; to confront and to withdraw; to speak and
to be silent; and, to be patient and to decide

(Singh, 2006).

Nurses can develop their EQ by upgrading their
emotional skills. The popular thinking that EQ is entirely
inherited is incorrect. Emotional Intelligence is not fixed
at birth. There are no emotional intelligence genes as
such that we know of today. It is something that can be
learned and develop. Emotional skills can be modified
and upgraded at any stage of life. In fact, age and
maturity are positively correlated with EQ (Habel, 2010).
Table 1. includes tips on how to increase your El based
on Singh, 2006.

Table 1:How to Increase Your El

Conduct a “personal inventory.”

Analyze the setting & identify skills needed.
Enlist trusted friends.

Focus on few competencies.

Practice calming, deep breathing, exercise...
Be observant and reflective.

Don’t expect immediate results.

Learn from your mistakes.

Acknowledge your successes.
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Habel, 2010 advised practicing acceptable emotions
during highly stressful situations, when important
decisions have to be made. "l need a few minutes", may
be one to give time for thinking and reflection before
taking any action (Habel, 2010). Training to express
frustrations and negative emotions appropriately in the
work place can be another effective strategy. Writing
and documentation of events should not be done in
the climate of conflict or stress. Rather, postponed until
things have settled, so that emotions do not interfere
with objective documentation (Habel, 2010).

Conclusion

Nurses need to interpret and understand how patients
feel, to ascertain their motives and concerns, and
demonstrate empathy during their care (McQueen,
2004). They also need to understand and manage
their own emotions, to maintain high quality care, and
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reduce stress and burn-out. Emotional Intelligence
can be at the “heart of caring”, and is related to nurses'
caring behaviors (McQueen, 2004). Patients are not
“normal” customers (McQueen, 2004). Hopefully this
article would highlight the principles of EI among nurses
to become aware of their emotions and more patient-
centered in order to improve satisfaction as this is
increasingly overshadowed by instrumental caring.
Dear colleagues, there is a quote for Aristotle that says:
“Anyone can be angry—that is easy. But to be angry
with the right person, to the right degree, at the right
time, for the right purpose, and in the right way — that
is not easy.”
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Introduction :

L'erreur médicamenteuse est un fait, une situation, un
écart a un standard de pratique. Elle est susceptible
de provoquer un dommage ou un événement
indésirable médicamenteux chez le malade. Selon
Bates et al. (1995) et Taxis et al. (1999), les
erreurs de préparation représentent 14% des erreurs
médicamenteuses, les erreurs d’administration
représentent 26% de ces erreurs.

Les erreurs de préparation et d’administration se
situent a la derniére étape du circuit du médicament
et font I'objet de cette étude. Le but de ce travail est
de garantir la sécurité du circuit de préparation et
d’administration des médicaments dans les unités de
soins a 'HDF.
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Objectifs :

Les objectifs de cet audit sont :

- Identifier, aupres des infirmiéres, les erreurs de
préparation et d’administration des médicaments dans
les unités de soins a I’'HDF.

- Mesurer 'écart entre la pratique de préparation et
d’administration des médicaments selon la procédure
mise en vigueur a I'hopital.

Méthode :

L’échantillon est formé de tous les actes de préparation
et d’'administration des médicaments par les infirmiéres
dans les unités de soins a 'HDF.

Toutes les infirmieres des services d'hospitalisation des
équipes de jour et de nuit ont été inclues. Seules les
infirmiéres des services d’oncologie et de réanimation
ont été exclues.
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Le cadre de référence de cet audit est celui des
procédures de I'HD, concernant I'administration des
médicaments, l'identification du patient et la préparation
de la perfusion intraveineuse. L’instrument de mesure
est une grille d’observation concernant la pratique de
préparation et d’administration des médicaments.

Elle comprend 2 parties. La 1ére partie porte sur les
caractéristiques sociodémographiques des infirmiéeres,
soient : les catégories professionnelles, le nombre
d’années d’expérience, et le nom de I'unité de travail.
La 2éme partie porte sur les critéres suivants : le

type de médicament administré et les critéres a
respecter pour éviter une erreur de préparation et
d’administration du médicament.

Un pré-test a été effectué aupres des infirmiéres
travaillant dans 2 unités de soins de I'hdpital, qui ont été
exclus de I'échantillon. Aucun changement

n’a été effectué.

L'anonymat et la confidentialité des données ont été
respectés.

L’audit de pratiques a été réalisé sur 4 jours consécutifs
dans 12 unités de soins. Il a eu lieu aux heures ou il y a
le plus de probabilité d’administration de médicaments:
de8ha9h,de1ha 13 h,de 17h a 19h et de 19h a 21h.
La saisie et I'analyse ont été effectuées sur le logiciel
Epi info.

Résultats :

Au total, 250 des observations effectuées étaient de 250
dont 230 auprés des infirmiéres soignantes, 230 aupres
des cadres et des stagiaires. Les résultats ont montré
que 62,8% des infirmieres avaient entre 0 et 5 ans
d’expérience.

La majorité d’entre elles (75%) respectaient le critére
concernant I'individualisation de I'administration des
médicaments, ceci veut dire qu'il faut administrer le
médicament pour chaque malade a part. Seulement
37% des infirmieres respectaient les régles de

Références

préparation et d’administration des médicaments.

A noter que 68% des infirmiéres administraient le
traitement immédiatement aprés la préparation.

La documentation de I'administration des stupéfiants
était réalisée dans 90% des observations
immédiatement aprés I'administration.

En ce qui concerne la conservation des médicaments
apres dilution, 44% des infirmiéres notaient le nom du
patient, 87% notaient la date sur le flacon et 75% le
volume de dilution.

Conclusion :

L'audit de pratiques concernant les erreurs
médicamenteuses auprés des infirmieres de 'HDF
a permis de mesurer 'écart entre la pratique et les
protocoles de I'HDF. Il s’est avéré que le respect
des procédures de préparation et d’administration
des médicaments n’est pas appliqué a 100% par les
infirmieres.

Les résultats ont été restitués a la Directrice des soins
et par la suite a toutes les infirmieres durant une séance
pléniére.

Un plan d'amélioration et de suivi sur trois mois a été
diffusé par la direction de soins. Les cadres de soins
étant chargés de fixer des objectifs adaptés a leur
unité, en fonction de leur résultat et d'assurer un suivi
régulier de I'application des recommandations, auprés
de chaque infirmiere.

L'évaluation des pratiques est un processus continu, le
suivi des activités au quotidien permet de garantir des
soins de qualité.

1. E Dufay, E Schmitt, Réseau épidémiologique de I'erreur médicamenteuse (REEM).

2. Bates, DW, Cullen, DJ, Laird N, et al. (1995). Incidence of adverse drug events and potential adverse drug events. Implications for

prevention. ADE Prevention Study Group. JAMA; 274(1):29-34.

3. Taxis K, Dean B, & Barber N. (1999). Hospital drug distribution systems in the UK and Germany: A study of medication errors.

Pharmacy World and Science 21(1):25-31.
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The American Nurses Credentialing Center's (ANCC)
Magnet Recognition Program® granted the American
University of Beirut Medical Center (AUBMC) its
prestigious Magnet® designation on June 23, 2009.

The Magnet program recognizes nursing excellence
«in the delivery of care to patients, promoting quality
health care services in an environment that supports
professional nursing practice, and providing a
mechanism for the dissemination of best practices in
nursing services.»

Only 6.3% of all US hospitals are Magnet® recognized
and the AUBMC is the first healthcare institution in

the Middle East and the third in the world outside the
United States to receive this award after two healthcare
organizations in Australia and one in New Zealand.
Magnet® recognized organizations set the global
standard for professional nursing care and innovative
health care reform that fully meet the needs of patients,
families, and communities.

Being on the Journey to ExcellenceTM, may seem

endless, especially when the destination is simply “the
horizon” towards excellence. As AUBMC, we have been
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and will always be on such a Journey, in times of war
and times of peace as well, for the main reason of our
existence as an institution is to “maintain a leadership
role in consistently providing excellent, accessible

and comprehensive health services to the people of
Lebanon and the region while continuing and enhancing
our tradition as a distinguished academic and research
medical center’(extracted from the AUBMC Mission).

The decision to apply for Magnet® status in 2003
marked both the culmination of a long process to
rebuild nursing services at the hospital after the 15-
year Lebanese civil war and the beginning of an
ambitious campaign to transform the practice of
nursing at AUBMC and to set new nursing standards
for the region. During the six-year Magnet application
process the Nursing team at AUBMC introduced
comprehensive changes to improve nursing practice at
the Medical Center that were confirmed by a team of
three appraisers from the US-based ANCC

in April 2009.

From August 2007 and until February 1, 2009 the

AUBMC Nursing Services was busy preparing the
Magnet Written Documentation which ended up to be
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3,700 pages that were shipped to the USA on January
23, 2008. In addition to the written documentation,
many environmental changes took place on this
journey towards excellence. Magnet involves “creating
and sustaining a culture of excellence....the process
of applying for the designation is thorough and
lengthy, demanding widespread participation within
the organization” as reflected on the ANCC Magnet®
website. The journey involved a lot of effort from
nursing, departments, and the community. Although it is
a nursing lead initiative, it is an organizational journey
and most significantly an organizational designation.

Thinking of the Journey towards Magnet Excellence
TM in the year 2003, and being officially on the
Journey since August 2007, and achieving the
Magnet® designation in 2009 is the result of serious
and persistent efforts from the institution towards
excellence; excellence towards patients, staff, visitors
and the community.

The AUBMC continued with celebrating the Magnet
designation in early October 2009 where more than
5,000 staff nurses, health-care executives, and nurse
leaders from the United States and 12 countries around
the globe (including a team from AUBMC) met to
network and explore the relationship among leadership
innovation and nursing practice outcomes at the
American Nurses Credentialing Center National Magnet
Conference held at the Louisville, Kentucky Convention
Center. The conference theme was «Inspiring
Innovation, Achieving Outcomes.»

The conference provided different venues and means
for sharing stories through pre- conference workshops,
plenary and closing sessions, concurrent sessions,
poster presentations, the Art of Magnet Nursing Gallery,
the Magnet film festival, network meetings, international
meetings, and the welcome party at the Louisville
Slugger Field.

The AUBMC team of 20 delegates, led by Assistant
Hospital Director for Nursing Gladys Mouro, was there
at the ANCC National Magnet Conference to celebrate
their own recently acclaimed Magnet Designation

(June 2009). The high point for the team came when
AUBMC was announced among the Magnet designated
facilities during the Magnet celebration session of
newly and redesignated facilities. Another exciting
moment for AUB's team was the performance during
the international luncheon of the Lebanese dabkeh by a
group from the Lebanese Student Organization of Ohio
State University.

References

A key highlight of the conference was the attendance
and honoring of HRH Princess Muna Al Hussein of
the Hashemite Kingdom of Jordan as the first recipient
of an award created in her name to recognize an
individual who demonstrates dedication to nursing and
innovative approaches to health care.

According to ANCC, “Magnet® recognized
organizations will serve as the fount of knowledge and
expertise for the delivery of nursing care globally. They
will be solidly grounded in core Magnet® principles,
flexible, and constantly striving for discovery and
innovation. They will lead the reformation of health care;
the discipline of nursing; and care of the patient, family
and community”.

With the Magnet® designation we are making history
for the future generations. Being on the journey and
holding the Magnet designation has increased the
responsibility on the AUBMC and the Nursing Services
towards healthcare and nursing community; this journey
seems endless when the destination is simply the
horizon towards excellence, where AUBMC will always
be leading the way for people of Lebanon and the region.

1. American Nurses Credentialing Center's website: http://www.nursecredentialing.org/
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Objective

The aim of the study was to determine the effectiveness
of the multidisciplinary Pressure Ulcer (PU) prevention
and management program, at the adult nursing critical
care, step down, medical and surgical units of the
American University of Beirut Medical Center (AUBMC),
Lebanon.

Pressure Ulcers account for serious localized injury

to the patient skin and/or underlying tissue over a

bony prominence and are associated with increased
mortality, morbidity and health care costs (Langemo,
2003). Pressure Ulcers usually results from pressure or
friction/shear and are mostly preventable. Studies have
shown that effective prevention programs should start
by properly identifying patient at risk and implementing
preventive strategies (Mayo Clinic, 2004).

In AUBMC, the unit “acquired PU prevalence” is
measured and monitored quarterly. Results are
continuously shared with Registered Nurses (RNs) who
set unit level action plans. However, the increasing rate
necessitated a departmental initiative. Despite previous
RN education on PU prevention and management,
proper training and reinforcement with evidence based
guidelines and protocols were required. Moreover, a
multidisciplinary coordination in PU prevention and
management was practically nonexistent. In addition,
some equipment and supplies essential for prevention
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of skin breakdown and treatment of existing or
developing ulcers were not available.

Method

A descriptive study was conducted to compare the
percent unit acquired pressure ulcer rate, pre and

post the implementation of a PU prevention and
management program. The program implementation
started in April 2008, at the beginning of quarter 2
(April- May- June) and was well established by the end
of June 2008. The program consisted of the following:
1. Initiation of a multidisciplinary committee to set a plan
of action to decrease PU incidence

2. Revision of the existing nursing policies on PU to
become multidisciplinary and the development of
prevention and treatment protocols. The focus of the
policies was broadened and not only limited to skin
breakdown due to pressure but covered maintenance
of skin integrity and prevention of skin breakdown. The
role of every health care professional in prevention
and treatment of skin breakdown was described and
specified

3. Allocation of a Wound Care Nurse Specialist (WCNS)
and unit level expert RNs to act as clinical resources
4. Sending the wound care nurse specialist to Mayo
Clinics for advanced training.
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5. Teaching staff (Nursing, medical, physiotherapy, and
dietary) on the identification of patients at high risk of
skin breakdown

6. Preparing prevention and treatment protocols to be
approved by the task team

7. Preparing procedural and dressing guidelines by task
team members

8. Reuvisiting the Braden Scale to include National
Database of Nursing Quality Indicators (NDNQI)
requirements. In September 2007, the AUBMC Nursing
Quality Improvement program (NQI) joined the NDNQI.
Subsequently, the data collection method on PU unit
prevalence was restructured.

9. Training RNs on the new protocols, and on the
assessment and staging of PU. The PU prevention
and treatment protocols were illustrated as posters and
placed on the nursing units.

10. Purchase of new supplies (heal protectors,
dressings, beds, mattresses, etc). There was a need to
replace some used equipment and supplies with other
brands that have better characteristics for maintenance
of skin integrity and promoting better healing

of broken skin

11. Alerts and posters on PU placed on the nursing
units, and patient rooms

The measurement of the unit acquired PU prevalence
was carried out quarterly before and after the
implementation of the program. A percent rate was
calculated and monitored. The comparison from quarter
to quarter was analyzed using the paired t-test of the
SPSS version 16 at a significance level of p < 0.05.

Results

The average unit acquired PU percent rate decreased
significantly from 10.79 % in Quarter 3 2008 to 3.01

% in Quarter 4 2008 finally reaching its lowest in
Quarter 2 2009 0.92% (t=3.5, p < 0.01). The decline
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could be attributed to better assessment, prevention
and management of PUs. In addition, it was noted
that after the extensive training of the nurses, they are
more competent in assessing patients at risk, using
and documenting prevention techniques, staging PUs
and choosing the appropriate dressing for treatment.
Also, physicians and patients sent letters highlighting
the importance of the role of the wound care specialist
in improving pressure ulcers. Moreover, many patients
from the community were referred to the WCNS after
hearing about the accomplishments done by her.

Unit Acquired Pressure Ulcer at AUBMC
(2007-2009)
{147 Interventions
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W Average Unit
Acquired PU

© Quarters

Conclusion

Based on the above results, there is a definite benefit

to the introduction of clinical resources and adopting a
multidisciplinary approach in addition to development

of protocols to guide the nurses in decreasing the PU

prevalence in hospitals.

Clinical Implications

Adopting a multidisciplinary approach to decrease

PU incidence rate proved to be effective. The nurses
are able to assess the patients more thoroughly and
effectively as well as start preventive measures for
patients at high risk to develop PUs. Moreover, the RNs
are consulting with the WCNS and the vascular doctors
when faced with community or hospital acquired PUs to
start the suitable treatment the soonest the possible.
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Background

Professional nurses require a specific set of
competencies, which has to be acquired while the
nurses are in basic professional education. These
core competencies include knowledge related to
pharmacology, pathophysiology, assessment and
management of symptoms (Hofmann et al 2007),
also in addition to critical thinking, analytical skills and
behavioral aspects. Furthermore the concept of life-
long-learning (Clapper, 2010) and the rapidly growing
knowledge and technology in nursing and medicine
(Grant et al, 2008) forces healthcare professionals

to participate in continuous training and education.
However, some crucial objectives may be difficult

to approach with classical teaching methods. Full
scale patient simulators enable teachers and clinical
instructors to facilitate learning for both the novice and
expert students (Issenberg et al, 2005). If correctly
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applied, patient simulation improves learning for
cognitive, affective and psychomotor skills (Gallagher,
2004; Gordon et al, 2006).

Definition

Patient simulation applies a wide field of educational
theories and procedures (Kaufman, 2003), and utilizes
a set of technologyvirtual or real environments and
socio-cultural elements. Thus, various definitions for
patient simulation can be found (Dieckmann et al 2009;
Kyle et al, 2008; Rall, 2010). In general, the concept of
patient simulation is to generate a learning atmosphere,
which allows the student a self-directed learning
process, visualizes complex processes and enables
learners to develop (Kaufman, 2003) and repeatedly
practice various skills (Issenberg et al, 2005).

Whereas some elements of patient simulation (e.g. role
plays, simple skill trainers, CPR mannequins) have
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been used for decades in medical education, more
advanced technology has been introduced relatively
recently (Issenberg et al, 2005).

Simulation Technology

Medical simulation uses skill trainers, patient simulators
of various fidelity levels, and virtual reality software
(Rall et al, 2010, p. 3030 ). Simple skill trainers allow
the student to practice isolated skills such as IV-
insertion, auscultation or wound care. More advanced
skill trainers utilize both haptic interfaces and virtual
reality software in order to simulate more invasive or
complex skills such as endoscopic surgical skills or
percutaneous coronary intervention (Kyle, 2008, p.

49). Full scale patient simulators are mannequin-based
devices (in the size of adults, children or infants); they
allow training of a wide set of psychomotor skills such
as airway management skills, CPR, IV insertion, Foley
insertion, NG-tube or intra osseous cannula insertion.
Furthermore these simulators are computer operated
and show virtual patient monitors, allow ECG recording,
defibrillation or end-tidal CO2 detection. Realism in
those mannequins is enhanced by palpable pulses,
audible chest-sounds, BP monitoring, pupil reaction etc.
Thus, advanced patient simulators allow highly realistic
training of both psychomotor skills and analytical skills
(Rall, 2010, p. 3021) which are needed in the complex
field of nursing.

Training of core competencies

Professional nurses require a solid knowledge related
to various fields of the health care science (Hoffmann
et al, 2007) based on which core competencies arise.
Utilizing these competencies, the professional nurse
participates in “goal-directed therapies” (Bryant et al,
2009), such as the treatment of respiratory distress,
severe shock or other life threatening incidents
including cardiac arrest.

Apart from technical competencies, nurses also need
to acquire certain behavioral skills being a team-
leader and a team-member, displaying non-judgmental
criticism and improving decision making

(Calhoun et al , 2009).

In this regard, nursing education must focus on both the
foundation of theoretical knowledge and the transfer of
this knowledge into clinical practice. In order to better
understand the motivation of adult learners, Knowles
identified specific characteristics of the adult learner
which include self-directed learning, experience as

a resource of learning, readiness to learn and, most
important, the application of knowledge. Although these
characteristics may not only be true for adult learners,
they express what kind of learning environment is
required for the education of nurses (Clapper, 2010).

Currently, most of the above mentioned core
competencies are learned and practiced under the
supervision of a clinical instructor within the hospital.

Although bedside teaching allows a highly realistic
experience for the nurse as a student, and fulfills all

of the characteristics described by Knowles, bedside
teaching has several disadvantages. Bedside teaching
happens in an atmosphere which might not be safe for
the nursing student (in terms of harming a real patient)
or the student might be afraid of applying certain skills
(such as the insertion of an IV catheter in a patient with
difficult veins). Furthermore, especially in critical care
education, the student might not be allowed to actively
participate in the management of a severe crisis, but
rather observe the process only.

Patient simulation however gives nursing students the
opportunity to develop, practice and repeat skills which
directly improve their self-directed learning. Important
skills, including the appraisal of new information and
the identification of knowledge gaps, are applied in
both the simulation scenario, and the debriefing of the
scenario (Kaufman, 2003). Several studies evaluated
the effectiveness of specifically designed simulation
scenarios to train core competencies, such as early
goal-directed therapy (Brynt et al, 2009), assessment
and management of deteriorating hospital patients
(Lone et al, 2009), Advanced Cardiac Life Support
(Riley, 2008, p. 67) or Basic Life Support (Irwyn, 2006).
All of these studies concluded, that the implementation
of full-scale patient simulation facilitates learning of
core competencies. Although the available data are
encouraging, traditional learning strategies, including
supervised clinical practice will not be replaced by
patient simulation. Simulation can rather contribute

as a confidence- and skill improving measure prior to
clinical experience, and in continuous education and
training in rare procedures, analytical skills and team
communication.

Patient Safety and Communication

In 1999 the Institute of Medicine (IOM) published

a crucial report about patient safety issues in the
United States (Kohn, 2006). This report described

in detail, which type of medical errors happen, why
they happen and when they happen. Furthermore the
report stressed the importance of good communication,
team leadership and standardized procedures in

order to enhance patient safety. An excellent example
for improving patient safety strategies is the field of
anesthesia, where patient simulation has been used for
decades to improve both technical and behavioral skills
of nurses and physicians.

The range of potential actions to improve patient safety
is wide and includes an individual and systemic- or
organizational approach. The IOM has identified 5
important principles which can be applied to improve
patient safety (Kohn, 2006, p. 166). These principles
include:

* Provide Leadership.

* Respect Human Limits in Process Design.



» Promote Effective Team Functioning.
* Anticipate the Unexpected.
* Create a Learning Environment

If one analyses these principles in more details, he/she
will recognize, that the benefits of patient simulation will
in fact help in the application of each principle. It needs
to be stressed, that every member of the hospital staff
needs to actively participate in patient safety strategies.
Both basic and further education for nursing need to
approach patient safety issues in their curriculum.

The above mentioned principles, especially the latter
three that are tackled in specific Crisis Resource
Management Trainings (Croskerry, 2009, p. 188; Kohn,
2006, p. 174; Kyle et al, 2008, p. 280; Rall, 2010, p.
3030 ; St. Pierre et al, 2007, p. 13), allow the practical
application of communication models, CRM principles
and patient safety strategies and may be done in a
nursing- or multi-professional group of students.

Patient Simulation in Lebanon

Although patient simulation is now used in many fields
of medical education (Grant et al, 2008) including
anesthesia, surgical skills, traumatology, or (pediatric)
advanced life support, large scale implementation in
nursing education has not yet started. Nevertheless,
some institutions in Lebanon already apply patient
simulation techniques or are about to implement patient
simulation in their nursing curricula in further education
programs.

Among others, institutions including Saint Georges
Hospital, The Rafik Hariri School of Nursing at the
American University of Beirut, or the Beirut Arab
University implemented simulation-based training
recently and reported enormous success, especially
in terms of satisfaction of students and learning
motivation. Although there is currently no formal
study to evaluate satisfaction and/or effectiveness
of simulation training in Lebanon, it seems that the
informal feedback of Lebanese nurses by institutional
course evaluations in the mentioned centers in
Lebanon, is consistent with positive feedback from
other groups published elsewhere (Dieckmann et al,
2009; Dunn, 2004; Issenberg et al (2005);

Lone et al, 2009).
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Recommendation

Although the evidence to support the effectiveness of
simulation in nursing education is limited (Spillane et
al, 2006), important features and aspects of simulation
training have been shown to lead to effective learning
(Issenberg et al, 2005). Thus, implementation of
simulation training in the nursing education in Lebanon
should be put in action by all involved institutions.

In this regard it is important to emphasize on the
application of the principles of patient simulation which
will certainly improve learning for the future nurses.

A highly sophisticated high-tech environment is not
necessarily needed to apply those principles.. Most

of the key points identified by Issenberg et al (2005).
(e.g. feedback during learning experience with the
simulator, repetitively practice, and learning in a
controlled environment) can even be achieved with
medium-fidelity simulators. In this regard, both teaching
hospitals and nursing faculties should develop an action
plan to train instructors in the principles and application
of patient simulation and positive debriefing, and
integrate simulators into the overall curriculum.

Conclusion

Patient simulation is a relatively new tool in medical
education which became more available in the

recent years. Although full scale simulators remain
relatively expensive, the benefits for both nursing
qualification and patient safety are obvious and will
soon outrange the investment. Literature has revealed
the existence of many publications about the utilization
of patient simulation in nursing education. Many
enthusiastic nursing educators are active in the field of
implementation and curriculum design.

Major healthcare institutions in Lebanon have already
implemented “Simulation Labs” and may increase
their offer of various courses for basic- and further
qualifications of nurses.
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Historical Overview Physiologically and according to many studies, KC
Kangaroo Care (KC) method is an old tradition; it lowers heart rate, decreases apnea and bradycardia;
was established by Edgar Rey in 1978, and further maintains body temperature and improves oxygenation
developed by H. Martines and L. Navarrete at the and gas exchange; and prolongs and augments
Instituto Materno Infantil in Bogota, Colombia in breastfeeding rates and decreases length of stay at the
response to inadequate and shortage of incubators hospital (Charpark, Figueroa, & Ruiz, 1998; Fischer
(Feldman, 2004). et al, 1998; Ludington & Golant, 1993; Ludington &

In many countries, KC was practiced in Neonatal Swinth, 1996). Psychologically, Mothers reported more
Intensive Care Units’ (NICU) for premature and low- positive feelings towards the baby and lower maternal
birth weight infants and their families, allowing them stress and babies responded better to maternal

to play a significant role in the care and survival stimulation (Tallandini et al, 2004). Mothers were less
of their babies within the NICU setting. Kangaroo depressed and felt more confident and competent in
Care provides a physical environment as safe as the meeting their baby needs. Babies were more alert and
incubator. Research has proven that KC has been more responsive and had higher developmental rates;
proved to be effective for maintaining body temperature, and parents were more sensitive to their infant’'s needs,
breastfeeding, stimulation and bonding irrespective of which were positively reflected on the whole family

setting, weight, gestational age, and clinical conditions environment (Tessier et al., 1998).
(Wahlberg, 1991). The technique is now practiced

in many developed as well as developing countries Kangaroo Care Position
(Charpak, Figueroa De Calume & Ruiz, 2000; Sloan, Kangaroo Care position according to World Health
Camacho, Rojas & Stem, 1994). Organization guidelines (WHO, 2003) is based on
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direct skin-to-skin contact between the mother and the
new-born baby. The baby is placed in vertical position
between the mother’s breasts. The baby is dressed with
nappy, cap and socks to prevent hypothermia.

Ideally, mothers are the main source of nutrition and
stimulation for the baby. Any other person can share the
role of KC provider.

The KC does not require any special facilities. An
adjustable chair or enough pillows are needed to
facilitate an up-right position for the mother.

Kangaroo Care advantages

Kangaroo Care has a number of advantages for both
parent and infant. It is a natural, easy-to-implement and
cost-effective intervention to improve breast-feeding
and reduce morbidity and mortality in Low Birth Weight
babies (Cattaneo, Davanzo, Uxa & Tamburlini, 1998;
Charpak, Ruiz-Pelaez, Figueroa de Calume & Charpak,
1997; Henning, 2006; Rodriguez, Nel, Dippenaar &
Prinsloo, 2007) and earlier discharge (Hann et al.,
1999). It promotes nurturing behaviors that support
growth and development (Dodd, 2005), including
mental development (Tessier et al., 2003). In South
Africa KC has become an integral component of routine
neonatal care (Heyns, Gie, Goussard, Beyers, Warren
& Marais, 2006), for which local guidelines have been
published by Dippenaar et al. (2006). Moreover, skin-to-
skin contact is a remarkably potent intervention against
the pain experienced during heel stick in newborns. A
study of 30 full terms healthy neonates demonstrated
that crying and grimacing were reduced by 82% and
65%, respectively, from infant control’s levels of crying
and grimacing when KC was used during the heel-lance
procedure (Gray, Watt, & Blass, 2000).

Kangaroo care, also known as kangaroo mother care,
comprises continuous skin-to-skin contact between
mother and infant, with exclusive or nearly exclusive
breast-feeding, and early discharge home with the
infant in the kangaroo position (Charpak et al., 2005).
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Kangaroo care is the «most feasible, readily available,
and preferred intervention for decreasing neonatal
morbidity and mortality in developing countries»
(Charpak et al., 2005), and has been endorsed by WHO
as the best option for survival of LBW infants born in
hospitals with inadequate resources (WHO, 2003).
Moreover, KC facilitates the initiation and establishment
of breastfeeding. Mother’s milk is the best nutrition

for babies and breastfeeding is the best method of
feeding. It should be a nutritional priority due to the
biological uniqueness of breast milk, which responds to
the infant’s gestational age and needs. In settings with
a high incidence of premature/LBW infants, the most
cost-effective and beneficial manner of caring for a
stable preterm infant is KC (WHO, 2003).

Role of parents in caring for their preterm infants
Parents, particularly mothers, have additional
responsibility when they provide KC for their preterm
infants. This is reported, however, as being a

positive and empowering experience with respect to
physiologically stable premature infants (Charpak et al.,
2005; Hann et al., 1999; Neu, 1999; Roller, 2005). In a
study investigating the psychological impact of KC on
mother-infant bonding with preterm infants, Tallandini
and Scalembra (2006) found that KC enhanced mother-
infant interaction and decreased significantly maternal
emotional distress.

Father’s role is also very important but still
underestimated maybe because fathers are not well
prepared psychologically, physically and emotionally to
take care of their newborn babies (Lindberg, Axelsson &
Ohrling, 2007) and the mother usually takes most of the
responsibilities. Kangaroo care provides an important
opportunity for fathers to participate actively in the care
of their preterm infants, which in return, gives them
emotional fulfilment and reflects positively on the family
unity (Lindberg et al., 2007; Neu, 1999).
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Palais des Congrés de Marrakech

En juin 2009, I'Ordre des Infirmiéres et Infirmiers au
Liban a participé au Congrés Mondial des Infirmiéres et
Infirmiers Francophones. Ce congres a été organisé par
Le Secrétariat International des Infirmiéres et Infirmiers
de I'Espace Francophone (SIDIIEF), en collaboration
avec I'’Association Marocaine des Sciences Infirmieres
et techniques sanitaires (AMSITS) et I’Association Lalla
SALMA de lutte contre le cancer (ALSC), au Palais des
Congres de Marrakech, (Maroc) du 7 au 11 juin 2009.

1400 infirmiéres et infirmiers provenant de plus

de 25 pays francophones ont assisté a ce congrés
autour du théme : « le Savoir Infirmier promoteur du
développement humain » dont une vingtaine provenant
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du Liban.

En marge de ce congrés la présidente du SIDIIEF a
réuni les représentants d'Ordres infirmiers de différents
pays de la Francophonie pour élargir le réseau
professionnel.

Le programme proposé, durant les 5 jours, était réparti
en une séance inaugurale, des séances pléniéres,
des séances paralléles, des ateliers thématiques

des forums, des symposiums et des communications
par affichages, traitant divers sujets dans les

quatre domaines d’intérét des soins : la pratique, le
management, la formation et la recherche.
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La séance inaugurale

A l'ouverture du congrés, le dimanche 7 juin en début
de soirée et aprés la conférence de I'honorable
Monique Bégin, professeure émérite a la Faculté des
sciences de la santé de I'Université d’'Ottawa (Canada)
sur « plus que soigner, créer la santé », le SIDIIEF

a remis des prix de reconnaissance afin de rendre
hommage aux infirmiéres et infirmiers qui ont contribué
au rayonnement de la profession.

Les séances pléniéres

A partir du théme du congrés, « le Savoir Infirmier
promoteur du développement humain », des orateurs
de renommeée ont fait des communications en séances
pléniéres sur les principales problématiques de santé
publique a I'échelle mondiale et sur différents sujets
qui revétent un intérét pour les soins de santé et la
profession infirmiere.

Les séances paralléles

Plus d’une centaine de communications, exposées
parallelement dans différentes salles, ont traité des
thémes percutants axés sur la dimension clinique,

la gestion des soins et des services, le leadership
infirmier, la qualité de vie au travail, la formation,
I'enseignement a la clientele et aux professionnels et la
recherche en sciences infirmieres.

Les ateliers thématiques

Plusieurs activités ont été congues, dans neuf ateliers
thématiques, pour aider les infirmiéres a maintenir
leurs compétences cliniques grace a I'acquisition de
connaissances scientifiques de pointe sur différents
thémes comme la mortalité maternelle, les soins des
plaies, la promotion de la santé, la sécurité au travail,
la gestion des maladies infectieuses, les normes de
pratique en oncologie, la pratique en santé mentale,
la pratique basée sur des résultats probants et enfin le
développement des compétences des infirmiéres par
des méthodes novatrices de formation.

Les symposiums et forums

Outre les forums ou les intervenants ont tracé I'état de
la situation et de leur réflexion sur la recherche et la
formation infirmiere dans leurs pays respectifs, quatre
symposiums animeés par les membres et les partenaires
du SIDIIEF ont exploré les enjeux et les défis du
développement de la profession.

Les communications par affichages

Parallélement au congrés, 82 communications par
affichages étaient exposées traitant les themes
suivants : 'approche des soins, les soins des plaies,
I'organisation des soins, les nouvelles technologies

de l'information, la santé publique, I'éducation
thérapeutique, la périnatalité, la recherche, le transfert
de connaissances, les personnes agées, 'oncologie et
la formation.
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En plus du programme, tous les membres ont participé
a 'assemblée générale du SIDIIEF.

Un moment privilégié pour discuter du devenir du
SIDIIEF et des différents enjeux professionnels au sein
de la Francophonie.

Il est a noter que I'Ordre des Infirmiéres et Infirmiers au
Liban a financé le voyage de deux infirmiéres qui ont
présenté deux communications. La premiére a porté
sur les facteurs prédictifs de la pratique réguliere de
I'activité physique chez les coronariens dans un centre
hospitalier universitaire de Beyrouth, présentée par
Mme Rima Kahwagi et la seconde a été présentée par
Mme Hoda Richa sur les facteurs associés a la pratique
de la mammographie de dépistage chez les femmes
vivant dans la région de Zahlé.

Photo souvenir de la présidente de I'Ordre et de I'équipe
libanaise a Marrakech
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Report of the CNR meeting and ICN
24th Quadrennial Congress Held in
Durban South Africa

June 27-July 4, 2009

Nuhad Yazbik Dumit, RN, MA, PhD

Assistant Professor

CE/Off-Shore Program Coordinator

School of Nursing, American University of Beirut
nyOO@aub.edu.lb

Ghada Aylé

Director of the Nursing Sciences Department
Faculty of Health Sciences

Sagesse University

ghada.ayle@uls.edu.lb
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The biennial meeting of the Council of National the Council of National Representatives; to identify
Representatives, the ICN’s highest governing body, the profession’s priorities and future directions of the
was held in Durban, South Africa, 27-30 June 2009. ICN; and to elect new ICN Board for the 2009-2013
It was followed by the ICN 24th Quadrennial Congress quadrennium

from June 30 till July 3, 2009. The Order of Nurses in - Dr Nuhad Dumit and Dr Amal Mansour to present
Lebanon graciously sponsored 4 of its members to three national research studies.

attend and participate in the meeting and the congress. Additionally, Dr. Huda Abou Saad Huijer, (Director
School of Nursing AUB), Miss Gladys Mouro, (Assistant

The members of the order delegation were: Hospital Director for Nursing Services, AUBMC),

- Mrs Ghada Aylé and Mrs Ayda Bayazid, members of Mrs. Najwa Kais (from AUBMC), and Mrs Lina Aoun
the Order Council. The purpose of their participation Choueiry, (Nursing Director, Mount Lebanon Hospital),
was to represent the Order of Nurses in Lebanon at attended the conference.
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At the congress the group met other Lebanese nurses
working outside Lebanon and made a presence at the
CNR Parade of Member Associations at the Congress
Opening ceremony by saluting Lebanon through hailing
the Lebanese flag and singing the national anthem.

Activities Done and Sessions Attended
The following activities were performed during the CNR
meeting and congress:

- CNR Meeting attended by Ms. Ayle and Bayazid:
June 26: attending orientation session of the council of
national representatives

June 27 & 28: attending council of national
representatives closed session

June 29: attending opening ceremony

The ICN President and Chief Executive Officer reports
were shared with the delegates bringing them up to
date with the main activities carried out during the last
biennium. We were particularly interested in hearing
about the development of all projects. We have worked
after with the CNR delegates intensively over four
days in plenary and closed sessions. Participation
from delegates was excellent and demonstrated a

real wiliness to understand differing contexts and
formulate solutions that would benefit all members. The
discussion was about different topics such as:

Financial matters including ICN investment policy and
ICN Membership fees and inclusiveness. The CNR
endorsed and agreed to introduce, when membership
growth allows, a multi-level incentive system.

Membership matters including Voting on new member.

A new member, the Suriname Nurses Association
(SNA) was approved for ICN Membership; and ICN
Membership and Inclusiveness.

CNR delegates discussed how to develop strategies

to increase ICN membership and inclusiveness and
agreed that the ICN Board with ICN staff would set

out a participatory strategy to guide, support, monitor
and communicate the progress of countries, including
incentives for growth, and disincentives for retaining an
unrepresentative status quo.
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Constitutional matters where some amendments to
the Constitution have been approved by the delegations
to allow the implementation of the proposed changes
included in the ICN Membership and Inclusiveness

CNR Forums where the Lebanese Order delegates
attended the four CNR Forums which addressed the
following topics:

- Politics and policy

- Home-based care

- Environmental Health

- Primary Health Care

- Politics and policy

In their contributions, participants identified political and
policy level activities already underway in their countries
giving examples of innovative and effective strategies
already in place. Mrs Ghada Aylé gave the Lebanese
experience. Several suggestions were proposed

such as:

- The International Nurses Day should offer NNA a
springboard to be more effective at the political level
and is effective in engaging politicians and promoting
the image of nursing;

- ICN should approach role model nurses in political
level appointments to share their experiences especially
those strategies that were effective in helping them
achieve their aims;

- Addressing the need to strengthen the nursing
positions and impact at the World Health Organization;
- NNAs should seek ways to ensure getting onto a
delegation to contribute at the World Health Assembly.

- Home-based care

In their work Forum participants identified home-based
care policy gaps in education, Advanced Practice
Nurse/Nurse Practitioner, finance, safety, opportunities.
They also proposed the following solutions:

- Promote the role of the nurse in the home care
setting as the health professional responsible for the
assessment of the patient and the delegation and
supervision of the unlicensed health care worker where
appropriate.

- Promote the role of nursing in the design of home
based care services to ensure and address proper
utilization of human health resources, quality of care
and patient safety.

- Develop principles for education and models of
supervision in relation to home based care in entry

to practice, specialty practice as well as continuing
professional development courses.

- Environmental Health

Discussions highlighted the fact that ICN and NNA are
already working on environmental health. There was

a consensus that this work must not only continue but
increase with the following recommended strategies for
ICN to include:

- Developing tools for health promotion and disease
prevention including training in disaster nursing and
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infection control.

- The generation and dissemination of environmental
research as well as facilitating the exchange of NNAs’
information/experiences.

- Occupational health legislation:

workload and hours/week.

- Primary Health Care

The following points were identified for ICN future work:
- Need a strong policy advocating for nursing presence
at all levels of policy making.

- Support nursing education that strengthens frontline
role of nurses.

- Lobby for the concept of family health nurse and
disseminate information on nursing models that support
the nurse as team leader.

- Tackle the HIV pandemic within PHC by supporting
universal access to prevention, care and treatment
including male circumcision and the harmful practice of
female genital mutilation through validated information.
- Highlight nursing role within the current context of
financial crisis by disseminating evidence on nursing
effectiveness and outcomes.

- Election of the new Board for ICN for the 2009-
2013 quadrennium

One highlight of the CNR meeting was the election of
the new ICN Board for the 2009-2013 quadrennium.
The following candidates were elected:

President: Rosemary Bryant

Members: Beatriz Carvallo Suarez, Rudolph Cini,
Sylvia Denton, Maria Angela Elias Marroquin, Marion
Guy, Anna Karin Eklund, Williams (Bill) Holzemer,
Masako Kanai-Pak, Marlene Smadu, Elisabeth Oywer,
Peter Pozun, Julita Sansoni, Maria Augusta Sousa,
and Teresa Yin.

- Congress: Leading changes,

building healthier nations.

The Congress offered a scientific program of more than
1300 presentations, including plenary, main sessions
and concurrent sessions, symposia, workshops, special
interest sessions and posters.

The Order of Nurses in Lebanon delegates presented
the following:
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a. Presentation of research studies in concurrent
sessions

1. A national study on intent to leave and job satisfaction
of Lebanese nurses; June 30, 4 pm session, presented
by Dr Nuhad Dumit.

2. Assessment of nurse retention challenges and
strategies in Lebanese hospitals: The perspective of
nursing directors; July 2, 12 noon session, presented by
Dr Nuhad Dumit.

3. The National Nursing Development Project, How
nurses can lead changes in their country, presented by
Dr Amal Mansour.

b. Moderation of a session

Mrs. Ghada Aylé has moderate a session entitled:
Nursing workforce and workplace. She has also
represent the order in an interview, where the journalist
wanted to know about the profession in Lebanon, What
are our challenges, what are our problems, how is the
relation between the nurses and the medical team, how
we are facing migration, This video will be used by the
ICN to built their future project.

c. Attending the following concurrent sessions

and network meetings& special events by

the Lebanese delegates:

June 30: attended key note speech and sessions on
nurse historians, nursing workforce, care systems,
safe patient care; and plenary session, main sessions
on leading change building healthier nations, health
professionals leading health care

July 1: attended plenary session; and main session on
values and nursing management, magnet, continuing
education for nurses, nursing education and the
learning environment; and ICN network meeting

of leadership for change, ICN telenursing network
technology; and E-health primary health care:

the next 30 years

July 2: attended plenary session, ICN nursing education
network where Dr. Dumit suggested special network
forum for nurse educators through the ICN webpage
and special meeting for nurse educators during ICN
conferences and congresses, session on service and
education role of the NNAs.

Also the delegates attended the Florence Nightingale
International Foundation 75th Anniversary Luncheon
July 3: attended plenary session, nursing education and
leadership and management, the closing ceremony,
and the meeting in preparation for the First ICN Global
Leadership Institute which will be discussed in the next
report.

July 3: Denosa Beach Party

Lessons learned

Our experience was fruitful and beneficial with some
remarks to make participation and attendance more
productive. The benefits included participating in the
CNR meeting that gave us chance to present our order
and mark our voting to the different amendments and
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regulations done.

Participating in the conference gave us chance to
present and share knowledge with others as well as
gain knowledge from other experiences and learn about
common nursing issues that need otherwise global
attention and effort.

Moreover, in the conference we had the opportunity

to meet and network with nurse leaders and educators
and gain ideas for future research and projects

that may benefit us fellow nurses and nurse educators
in the country.

Last not least, we got to know more closely our
Lebanese nurse colleagues and appreciate what they
have to offer to the profession once our efforts are

put together.

Recommendations for Future Participation

» Aggressive planning and preparation for more visibility
in terms of how we present ourselves, what to distribute
from the Order, who attends what sessions and how to
prepare for them, and what strategies we may use to
make an intellectual presence.
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* Nurses who participated in the congress should
share what they learned with other nurses either in
their institutions in the presence of the President of the
Order or her delegates or in a general assembly where
they may present ideas for future projects and nursing
activities in the country.

» Organize ourselves in a manner that we affect the
agenda of the CNR especially in representing ourselves
and our region since other countries in the CNR are no
better than us intellectually and experience-wise.

» Network with the ICN team and others to build allies
and benefit from experiences of others in supporting
our national nurses and helping them develop
professionally.
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Success Stories
Histoires Reussies




Avant de dire Adieu...

Carla El Hage

Inf, étudiante en Master recherche
FSI-USJ

carlahage@hotmail.com
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Aprés douze ans de travail dans un hopital universitaire,
j’ai décidé un jour de quitter mon emploi, pour la simple
raison de vouloir changer de cadre de travail et avoir
une nouvelle vision de la profession.

Je signale bien vite ici que personnellement je n’avais
jamais eu de problémes majeurs avec mon employeur.
Je travaillais dans un établissement ou l'infirmiére était
respectée et j’étais bien satisfaite de mon expérience
professionnelle.

Je ne peux nier cependant 'émergence de plusieurs
problémes dans la profession dont principalement le
manque de soutien professionnel et de reconnaissance
et le déséquilibre du ratio infirmiére/patients. La
surcharge de travail, le manque d’équipements
techniques et de ressources matérielles, l'insuffisance
des effectifs et le besoin accru de personnel sont par
ailleurs des sources supplémentaires d’insatisfaction.
Ce déficit est aujourd’hui un véritable probléeme pour
les établissements hospitaliers d’'une part, et pour les
infirmieres d’autre part. Ces derniéres souffrent d’'un
environnement professionnel épuisant et de conditions
de travail trés peu encourageantes.

Employée pendant plusieurs années auprés d’un
établissement de santé ou j'étais bien rémunérée, je
bénéficiais d’'un privilege que je n’ai jamais apprécié

a sa juste valeur avant de quitter cet établissement.
J’avais espéré trouver ailleurs de meilleurs avantages
et atteindre ainsi mes objectifs sur les plans
professionnels et personnels. Je n’ai pris conscience de
ce privilege que bien plus tard, lorsque je rejoignais un
autre employeur.

Promesse et réalité, accréditation et vérité

Selon la loi libanaise, les infirmiéres sont des salariées
soumises au code du travail libanais. Elles signent une
offre d’emploi qui décrit globalement le champ de leur
mission, leur fonction, le nombre d’heures par semaine,
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le salaire de base, les jours de congé (congé annuel
et jours fériés). Ces offres d’emploi restent cependant
floues dans leur grande majorité. Et les infirmiéres

se contentent de promesses non écrites, verbales,
sur leurs horaires, les heures supplémentaires, les
rotations, leurs lieux de travail et les postes qu’elles
vont occuper. Combien de fois, en effet, on nous
promet des horaires fixes, de meilleures conditions, et
puis on se trouve dans la pratique face a une réalité
tout a fait différente. L'image de l'infirmiére soumise
qu’on se forge et 'absence d’'un contrat écrit qui précise
les conditions de travail nous obligent d’accepter une
situation de fait accompli.

Un systeme libanais d’accréditation conforme aux
standards internationaux a été mis en place. Il vise
I'appropriation par les acteurs du systéme de santé
des processus d’évaluation dans le but d’améliorer la
qualité et l'efficacité des services de santé.
D’autres normes d’accréditation ont été également
adoptées par certains établissements de santé.
Elles répondent aux mémes objectifs d’amélioration
de la qualité des services, mais elles visent aussi a
leur commercialisation ainsi qu’a l'intégration des
établissements dans le circuit du tourisme médical.
Il s’agit ici d’'un nouveau concept celui de I'hbtellerie
de santé.

L’amélioration du service médical rendu au patient et
I'amélioration continue de la qualité des soins reposent
sur I'existence d’'un systéme de gestion qualité. Cette
amélioration est obtenue grace au perfectionnement
systématique des processus, a la réduction des
dysfonctionnements et a 'engagement des personnes.

Mais dans la réalité, les établissements qui cherchent

a étre accrédités, rédigent des protocoles et des
procédures qui restent non appliqués ou du moins ne le
sont plus aprés I'obtention de la certification.
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De ce fait, le personnel soignant au Liban reste la
premiére victime de cette politique en raison des
rythmes de travail effrénés, des rotations de service de
nuit et de jour, du non respect des engagements et des
échéanciers et enfin la suppression des jours fériés.

Solution

Certains instruments juridiques tels que les contrats,
les conventions collectives ou les réglements internes
peuvent, en fonction de leur contenu, avoir un impact
sur I'exercice professionnel.

En effet, les conventions collectives, en fixant les
horaires, les congés, les conditions de travail et en
décrivant le profil de chaque poste, les taches et

les responsabilités de chaque personne ainsi que
I'accés a la formation continue affectent la carriére des
infirmieres et leur satisfaction professionnelle.

Le droit des infirmiéres au travail ne doit pas

étre soumis aux conditions imposées par les
établissements. Et, ce n’est pas aux infirmiéres de
payer le prix de I'absentéisme, de I'insuffisance des
effectifs, de la mauvaise gestion et des promesses
non tenues. Dans ce monde de commercialisation, du
marketing et des politiques managériales importées de
I'Entreprise, l'infirmiére doit lutter courageusement pour
préserver 'image d’'une professionnelle de santé et
non celle d’'une « hotesse de santé ».

Alerte !

Si on ne parle pas encore de pénurie d’infirmieres
au Liban, ce risque va par contre se confirmer dans
les années a venir. D’abord, en raison de la baisse
continue et importante du nombre d’étudiants qui
s’'inscrivent dans les facultés des sciences infirmiéres.
Ensuite du fait que le Liban devienne un pays «
exportateur » d’infirmieres vers les pays du Golf,

de I'Europe et vers les Etats-Unis. Mais aussi en
raison des migrations internes vers d’autres secteurs
d’activités au détriment du secteur infirmier.

C’est la responsabilité du ministére de la Santé, des
directions des hépitaux et des infirmiéres elles-mémes
de veiller & assurer les meilleures conditions de travail
dans ce secteur.

Tant que les responsables politiques et les
administrateurs considérent la masse salariale de ce
secteur professionnel comme un fardeau budgétaire
plutdét qu’un facteur de survie du systeme de santé, tant
gu’ils laissent ce marché d’empiloi aller a la dérive, sans
vision et sans aucune stratégie sociale en perspective,
c’est la qualité des services fournis aux patients qui
court le risque d’étre sérieusement affectée.

Sollicitation

La direction des hdpitaux ne peut plus traiter

ce probléme avec négligence. Elle ne peut plus
rester indifférente aux démissions des infirmiéres
expérimentées :

- Il faut prendre des mesures sérieuses afin de mener
a bien le recrutement de jeunes infirmiéres et réduire
les départs, tout en favorisant le maintien en poste des
infirmieres expérimentées, dont I'expertise est une
denrée précieuse pour les équipes en place.

- Il faut offrir aux infirmiéres nouvellement recrutées
qui cumulent une vaste expérience, des conditions
de travail intéressantes qui prennent en compte leur
parcours professionnel.

- Il est aussi possible d’essayer de convaincre les
infirmieres ayant quitté la profession d’'y revenir. Le
retour des infirmieres mérite que I'on s’y intéresse
indépendamment de la situation du marché de I'emploi.
Il importe de comprendre les raisons qui poussent les
infirmiéres a quitter les structures de santé et d'y remédier.

Par ailleurs, les infirmiéres ne peuvent plus se
contenter de I'image de « la Dame a la lampe », celle
d’'une personne respectée mais trés docile dans un
monde qui exige d’affronter de plus en plus de défis.
Elles doivent s’armer de leur connaissance de

la profession et de leurs formations. Le moment

est propice de réclamer leur droit auprés des
établissements. Le fait de changer de travail ne résout
pas le probleme.

Tant que I'organisation de la profession ne s’inscrit pas
dans un cadre légal et clair, les infirmiéres risqueront de
se voir confronter aux mémes problemes quel que soit
I'établissement qu’elles rejoignent.

C’est un appel a toutes les infirmiéres de ne plus se
contenter des slogans creux lancés a I'occasion de la
journée mondiale des infirmiéres, alors qu’elles sont en
réalité Iésées dans leurs droits tout au long de I'année.
Aussi, a toutes les infirmieres je dis : tout ce qui brille
n’est pas de I'or. Ne quittez pas le lieu de travail ou on
reconnait déja vos capacités, sans avoir essayé de
faire bouger les choses en négociant de meilleures
conditions avec la direction. Avant de vous engager
dans un nouvel établissement, ou vous ne connaissez
ni le niveau de professionnalisation ni le style de
direction, exigez des conditions précises et écrites. Ne
vous laissez pas tromper par la beauté et la nouveauté
de I'établissement.

D’aprés mon expérience personnelle, le droit des
infirmiéres au Liban n’est pas reconnu et leur role
n’est valorisé que dans quelques rares hdpitaux
universitaires confirmés dans leur crédibilité.

Alors, avant de dire Adieu, essayer encore une fois
de parler...



United- we Survive and Thrive!

Pauline Bechaalany, RN

AUBMC- ICU

Member of the administrative committee in
Order of Nurses in Lebanon
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The Lebanese Journal or Nurses is the best forum for built upon standards and ideals that specify our job
nurses to communicate, to shed the light on ongoing description and amplify the meaning of our work.
events, and to be able to connect with one another. As we continuously evolve to keep pace with the fast-
Under the umbrella of the Nursing Order, we strongly growing developments of the field, our mission grows,
bring the hallmark of nursing to the forefront, and make and we become more visible, so people will look for us
our presence stronger and palpable. and seek us out.

We need to market ourselves through our helping
| would like to shed light on the essence of our work relationships as we touch the souls and minds of people
and how our job makes a difference in the community. who need our help.
| believe people know that we as nurses work for the It is known to all that our work relies on responsibility
sake of humanity, and we do all it takes to help those and that our role in nursing practice is chiefly guarded
who are in need. However, this is not enough. We need  with high moral values. We are knowledgeable
to make it visible to the community that our career is and resourceful; we have profound knowledge in
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the physiological process and we have our skills,
experiences, and expertise that are consolidated to
form the unique nursing entity.

Furthermore, it is evident that nowadays the nurse’s
role has progressed and changed from being heavily
reliant on the physician to have an independent role

in a multidisciplinary team. Nurses now can identify
major health problems, elaborate preventive measures
intervene in the decision- making and are an essential
part of the multidisciplinary team. Nowadays, it has
become more evident that nurses can and do save
lives. With their strong momentum nurses are helping
people and touching their lives. Investment in their
skills and know-how, and the high level expertise

are evident in the sharpness of their primary actions,
procedures and plan of care. This has earned nurses a
pivotal status in the health care.

As to the role of the Order of Nurses we attribute great
importance to it, one which protects and safeguards

all nurses against any harm, cruelty, injustice, and
litigations. We are in need of such an Order, and we
know for a fact that without one we cannot ensure
protection and we cannot rectify impairments. As for the
protection of the rights of nurses, the Order is present to
play a central role, and fight any harm encountered by
nurses, at the time of legal investigations, and finally in
enforcing the authenticated truths.

The Order needs the nurses and respectively nurses
need their order to thrive. Thus, in order to bank on this
mutual relationship, we as nurse must unite and work

cooperatively to develop a unanimous opinion and a
stern point of view regarding our status. We should get
directly involved in decision-making and be firm enough
to face any storm of unfairness that the nursing staff
might encounter.

Collectively, our strong commitment under the umbrella
of the Order guarantees us all, our value and rights as
the largest in numbers and presence in the workforce of
hospitals. To preserve that sense of self-importance and
to maintain the core of what our job truly exemplifies-
competent performance grounded in ethics and
cemented with unity we lay the strongest foundations
for nursing.

The journey of a thousand miles begins with the
first step. Our first step will be joining hands and
remembering that hands cannot join unless hearts are
together! Nurses beware still water runs the deepest.

My colleagues, | call upon you all to hold hands
together and say:

United- we Survive and Thrive!



Life Agape Lebanon

The Eternal Cure

Sabine Hanna, 3rd year nursing student
Member of the Medical Ministry in Life Agape
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After graduating from High school, | had to think about
what | should be doing next. A friend of mine was
interested in Nursing so she suggested that we both
take the test to enter the medical field. And that’s what
actually happened. | didn’t expect to be among the first
25 students who were admitted into that university.
However, day after day, | understood that it was God’s
plan for me to be there.

During the second semester of my first year, | became
more familiar with the real world of patients, diseases,
treatments, hopes, fears ...and death! All that time, |
was asking God about the reason why He chose me to
be here. It wasn’t until the summer of 2007 that | began
to understand. | attended a Medical Ministry Conference
and it helped me realize that God had chosen me

to transmit His message to other people. Not just

any people but people who are in need: physically,
emotionally and psychologically; people that are in need
not only for a medical treatment but also for a spiritual
one. At the conference, we had an assignment to do a
hospital outreach, visiting patients in every floor, talking
to them, encouraging them, and praying for them. In
addition, some of our friends helped in a special puppet
show in the pediatrics unit. This project kept me thinking
how urgently people needed to experience love and
care from people around them. Actually, patients truly
felt better when they realized that God Himself had
always cared about them especially through hard times.
Such persons needed to hear words of encouragement,
and of consolation that would bring back the smile to
their faces. Such persons needed a gentle touch that
would heal their souls. Such persons are pretty much
like my future patients!

Lebanese Journal of Nursing

13 Al Lo Tt G 11 S ol s

As a third-year-student, | see that the more people with
different stories, backgrounds, diseases, needs and
problems | meet in my life, the more | feel the need for
me to be well-prepared.

| guess we should follow the conceptual model of
Virginia Henderson concerning the patient. She was
known to be the ideal nurse of her time. She says that
the patient is a human being presenting 14 basic needs.
If we take a look at them, she mentioned in the 11th
point the spiritual need: WORSHIP ACCORDING TO
FAITH AND BELIEFS.

This brings us to the following question: How can

we, as future nurses help patients fulfill their needs
spiritually without having already fulfilled ours? We
should be healed first in order to give the patients whole
care according to the WHO’s most recent definition of
health: Physical, mental, social and spiritual well-being.
Who can perfectly give that healing but God who is the
HEALER of our SOUL?

In conclusion, | believe that God, who is my strength
has given me a message to deliver. How could | not
share the fact that He is the Eternal Cure for our chronic
disease...SIN?!l Wouldn't it be selfish not to care and
tell? Supposedly, some doctor has discovered the cure
to leukemia, would he keep it for himself? Of course he
won’t neglect all the people who are fighting for their
lives and neither will | !
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Nomination

Dr Huijer
President of LSSP

Dr. Huda Abu-Saad Huijer RN,
PhD, Director of the Hariri School
of Nursing was elected President
of the Lebanese Society for the
Study of Pain (LSSP); other
members include MDs and dentist
specialized in the field of pain.
The Lebanese Society for the
Study of Pain (LSSP), founded

in 1999 as a Chapter of the
International Association for

the Study of Pain (IASP), is
sponsored and headquartered at
the Lebanese National Council for
Scientific Research (LNCSR).
LSSP is a multidisciplinary
society which aims to foster

and encourage pain research,

Dr. Huda Abu-Saad Huijer promote education and training,
RN, PhD, FEANS facilitate dissemination of new
Professor of Nursing Science information in the field of pain,
Director Hariri School of Nursing and advise governmental and
American University of Beirut non-governmental agencies on
huda.huijer@aub.edu.lb standards related to the treatment

of pain with the ultimate goal

to improve the management of
patients with acute and chronic
pain in Lebanon.

LSSP has been active in
organizing scientific meetings,
workshops, seminars and special
lectures in the field of pain and in
disseminating new information at
the national level. Nurses are more
than welcome to attend these
meetings and to become actively
involved in the field.
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