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Introduction 
For a small percentage of patients suffering from chronic 
pain, buprenorphine-naloxone (bup-nal) is a useful 
pharmacologic option (Chen et al, 2014; Alford, Compton, 
& Samet, 2006). Although buprenorphine was originally 
developed as an analgesic, using bup-nal for chronic pain 
management is still off-label in Canada. Instead, bup-nal is 
more commonly known for its role in treating patients with 
opioid-use disorder. 

From a pharmacological perspective, buprenorphine has 
a few unique properties which make it ideal for patients 
suffering from chronic pain. Buprenorphine is a partial 
agonist at the mu-opioid receptor and tolerance to 
buprenorphine occurs at a slower rate than other opioids. 
Additionally, bup-nal can also be used to improve pain 
in patients suffering from opioid-induced hyperalgesia 
(Anderson et al, 2017). In addition to its partial agonism, 
buprenorphine has a high binding affinity for the mu-
opioid receptor and has a slow rate of dissociation which 
yields a more extended duration of action compared to 
traditional full-agonist opioids (ex: morphine, oxycodone, 
hydromorphone) (Chen et al, 2014).

One challenge clinicians face is managing  
bup-nal therapy during acute pain episodes (acute-on-
chronic pain). Because buprenorphine has such a high 
affinity for the mu-opioid receptor, it can block other 
opioids from working. Unfortunately, there is little published 
in the literature on managing acute pain in an outpatient 
setting for patients stabilized on bup-nal for chronic pain 
and experts remain divided on the ideal approach. Most 
clinicians recommend discontinuation of the bup-nal prior 
to a scheduled surgery to eliminate the receptor blockage 
and then convert to a full agonist during surgery (Anderson 
et al, 2017; Rajput & Vadivelu, 2021). However, with more 
urgent surgery this is not always an option. In surgeries with 
moderate to high levels of postoperative pain where there 
is no time to stop bup-nal, anesthesiologists usually use 
higher doses of full mu-agonist therapy during surgery to 
overcome the high binding affinity (Anderson et al, 2017). 
However, there is a paucity of information in the literature 
on how to manage acute-on-chronic pain in an outpatient 
setting where the post-surgical pain is expected to be mild 
to moderate.

The following case study describes the experience of a 
patient stabilized on bup-nal who required urgent dental 
surgery. This example adds to the literature because it 
involves managing acute pain in a patient with chronic 
pain stabilized on bup-nal in an outpatient setting without 
tapering down the bup-nal, and without adding a full-
agonist opioid. We will describe how we managed her post-
surgical pain using additional doses of bup-nal for acute 
pain management.

Case Presentation
HN is a 54-year-old female with chronic pain post 
mastectomy, stabilized on bup-nal, who was scheduled 

for urgent dental surgery and needed guidance on how to 
manage her acute pain following dental surgery.

Patient description: HN is a 54-year-old female followed at 
a tertiary comprehensive pain program in Toronto for her 
chronic pain. 

Case history: HN’s past medical history included breast 
cancer (2016) treated by mastectomy, hypertension, 
migraine, gastroesophageal reflux, depression, and 
fibromyalgia. 

Surgical history includes bariatric surgery, hysterectomy, 
and appendectomy.

When HN was initially assessed at the pain program her 
pain scores were consistently 8/10 or higher, and brief pain 
inventory (BPI) functional interference score showed severe 
interference. HN described her pain as shooting, sharp, 
gnawing, burning, tender, and tiring. On her body map, HN 
described her neck, shoulders, entire back, breast, lower 
extremities as her areas of pain.

Her previous medications include oxycodone-
acetaminophen (Percocet), hydromorphone, morphine SR 
(Kadian), gabapentin (Neurontin), trazodone, duloxetine 
(Cymbalta), and zopiclone (Imovane). She is unable to take 
NSAIDS due to history of bariatric surgery.

HN recalled having pain since 2000 and was prescribed 
opioids on and off, but at that time she described no 
difficulties weaning off her opioids. However, after her 
mastectomy, she had difficulty managing her overall pain, 
which was classified as both nociceptive and nociplastic 
(pain was centralized). HN attempted to wean off of the 
opioids but was unsuccessful. Full agonist opioids were not 
helping and unfortunately were making her pain worse 
and HN was diagnosed with opioid induced hyperalgesia. 
Her goal was to eventually wean off opioids again as she 
recognized that they were not helping reduce her pain 
and she also knew that opioids are not indicated for 
fibromyalgia.

In September 2021 she was switched from hydromorphone 
to bup-nal for chronic pain management. Three weeks 
post induction, her pain ranged from 6/10-9/10, and BPI 
functional interference score remained unchanged (severe 
interference). She reported that bup-nal was helping her 
manage her pain.

Her current medications included:
  – buprenorphine-naloxone 8mg/2mg SL BID
  – pregabalin 100mg po BID
  – escitalopram 20mg po once daily
  – topiramate 50mg po BID
  – nabilone 1mg po BID
  – acetaminophen 1000mg po q6h

One month later HN was scheduled for dental surgery 
(tooth extraction). HN called the nurse practitioner (NP) 
at the clinic with only a few day’s notice for the dental 
procedure, which meant there was no time to wean HN 
off bup-nal. Her dentist was not sure of how to manage 
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her pain except that she would need additional pain 
coverage. After consulting with the team pharmacist (RPh) 
and physician (MD) regarding reasonable options, the NP 
decided to increase her daily bup-nal dose to manage HN’s 
acute pain post dental-surgery. The NP prescribed 6 tablets 
of bup-nal 2mg/0.5mg as needed for acute pain associated 
with dental surgery (with instruction of no more than 
2-3 additional tablets post procedure day). HN took 1 tablet 
(2mg/0.5mg) SL BID-TID (in addition to her usual dose 
of bup-nal 8mg/2mg SL BID) and said that she felt that 
6 tablets over 2-3 days “was good” (Table 1). HN was using 
ice as needed, as well as continuing acetaminophen one 
gram po QID.

HN had another, more extensive, dental surgery scheduled 
a few weeks later, and the NP prescribed another 6 tablets 
(bup-nal 2mg/0.5mg) as needed. HN used 3 tablets per day 
x 2 days and called the pain clinic for more tablets. The NP 
prescribed another 3 tablets which was enough to manage 
the acute pain. Of note, HN continued to use ice as needed, 
as well as acetaminophen one gram po QID.

In December, HN had a third procedure, and the NP 
prescribed another 6 tablets with similar effect. HN again 
reported that 6 tablets over 2-3 days was sufficient to 
manage her pain post-dental procedure.

Discussion
While there have been reports in the literature that 
describe increasing daily bup-nal for a few days post-
surgery as an option for acute pain management, we had 
little experience with this aproach at our clinic (Anderson 
et al, 2017). This strategy was efficacious, safe, and 
straightforward for the patient.

From an efficacy perspective, temporarily increasing HN’s 
daily bup-nal dose for 3 days post-surgery addressed her 
acute pain. It is of the utmost importance to use shared 
decision-making principles with our patients and to be 
open to guidance regarding additional doses. (Matthias, 
Talib, & Huffman, 2020) In this case, temporarily increasing 
the overall bup-nal dose addressed HN’s acute pain. 

In addition, the importance of collaboration with other 
healthcare providers can’t be understated. The dentist was 
aware of the plan and was able to optimize non-opioid 
treatments during surgery (for example giving longer/
deeper freezing).

From a safety perspective, this plan did not result in a 
disruption of HN’s chronic bup-nal therapy, which was very 
important to her and simplified the number of steps by the 
multiple players of the health care team. HN did not have to 
undergo withdrawal by decreasing the bup-nal and using 
a full-agonist opioid (which would have been used if the 
patient was not already taking bup-nal). Additionally, the 
NP didn’t have to prescribe a full-agonist opioid to be taken 
on top of the bup-nal, which could have heightened the risk 
for opioid poisoning and other side effects. With this plan, 
HN didn’t experience any side effects with the temporary 
increased dose of bup-nal. 

Finally, the plan was straighforward for the NP to execute, 
and simple for HN to follow. Our team had concerns 
about safety in an outpatient setting. If, for example, the 
team suggested to start a low dose of hydromorphone 
(0.5mg), the hydromorphone could not fully displace the 
buprenorphine and the hydromorphone would have 
not had much effect. This is because of the tight binding 
of buprenorphine at the mu receptor, which leads to 
reduced analgesia. This tight binding can be overcome 
with increased doses of a full-agonist opioid; however, 
the amount of full-agonist opioid to give in addition to 
buprenorphine is very individual, and unsafe to titrate 
without close supervision from a health-care professional 
(for example, in an in-patient setting) (Kornfeld & Manfredi, 
2010). In this case the patient might take more doses to 
get pain relief, which could increase the risk of opioid 
poisoning or adverse effects such as nausea, vomiting, or 
drowsiness. The other, most complicated option, would be 
to fully stop bup-nal for the surgery, but this would have 
led to a disruption of analgesia for the patient, the need 
for another bup-nal induction once the full-agonist opioid 
was cleared from her body, and would have been much 
more complicated for the patient and the team. The fact 
that the NP created a simple and easy-to-follow plan for HN 
allowed HN to undergo subsequent surgeries safely and 
with confidence.

Conclusion
For patients with chronic pain stabilized on bup-nal, 
adequate pain management can be achieved through 
continuing baseline bup-nal therapy and adding on 2-3 
‘extra’ doses of bup-nal per day for the first few days post-
surgery. Importantly, this additional bup-nal dose was 
supplemented with multi-modal therapies (example: ice, 
acetaminophen, rest).
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Table 1. � bup-nal dosing for HN after first dental surgery

Day 0 Day 1 Day 2 Day 3

Usual bup-nal dose 8mg/2mg SL BID 8mg/2mg SL BID 8mg/2mg SL BID 8mg/2mg SL BID

Additional bup-nal doses 2mg/0.5mg 2 x 2mg/0.5mg 2 x 2mg/0.5mg 2mg/0.5mg

Total bup-nal dose 10mg/2.5mg 12mg/3mg 12mg/3mg 10mg/2.5mg
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Introduction
The Federal Government of Canada [GOC] projected that 
by 2020 the foreign-born proportion of the total Canadian 
population is projected to increase by 25%.1 The 2016 
census reports that there are over 1 million black people 
living in Canada with 51.6% being black women and the 
black population is estimated to double by 2036.2 The 
population of Black Canadians are on the rise yearly due to 
immigration, settlement and reproduction; however, gaps 
exist in the complete portrait of substantial health data for 
Black Canadians.2 Canada’s colour-blind approach to health 
care creates gaps that do not allow for depiction of the 
marginalization and health disparities that these groups of 
people might face and may not reflect how communities 
understand and talk about health.1 Research conducted by 
McGill University discovered that black women in Canada 
have substantially higher rates of premature births than 
white women mirroring relative disparities in the United 
States.3 Therefore, for the purposes of this article, data for 
both Canadian and United States health disparities of black 
women will be employed. 

According to the Center for Disease Control and Prevention 
(CDC), though full reasons are unclear, black mothers are 
more than twice as likely to experience stillbirth when 
compared to Hispanic and white mothers and may be 
linked to differences in health problems that occur during 
pregnancy or underlying health conditions.4 Health 
disparities present opportunities for prevention to reduce 
fetal mortality rates. This article addresses the role of 
the nurse practitioner (NP) across the maternal health 
spectrum to mitigate the health disparities that affect black 
women disproportionately.

Background
Women across different races are faced with challenges in 
maternal health and efforts to reduce maternal and fetal 
morbidity have led to an increased focus on improving 
maternal health before, during and after pregnancy.5 
Infant mortality provides information on maternal and 
infant health. In Canada, one of the leading causes of 
death is infant mortality particularly caused by congenital 
malformations, deformations and chromosomal 
abnormalities, disorders related to short gestation and low 
birth weight and maternal complications of pregnancy.2

Black women are three to four times more likely to 
experience pregnancy related death, preventable maternal 
death and heightened risk of pregnancy-related death 
when compared to white women.6- 7 They are more likely 
to have quick growing fibroids at a younger age which 
can cause postpartum hemorrhaging and display signs of 

preeclampsia earlier in pregnancy leading to death if not 
properly treated.7 Black women also experience physically 
faster aging due to chronic stress thus making pregnancy 
risker at an earlier age.7 All women regardless of race, 
socioeconomic status and health status should receive 
health care that is respectful, culturally competent, safe and 
of the highest quality.

Social Determinants of Health and Racial and 
Ethnic Disparities
Health disparities are inequalities in health outcomes 
and their determinants within and across communities 
and countries, as defined by social, demographic, 
environmental and geographic attributes.8 These disparities 
greatly affect women, children, and persons with disabilities, 
residents of rural areas, racial and ethnic minorities.8 Nurse 
Practitioners (NPs) play a pivotal role and are able to identify 
factors that are modifiable, encourage healthy public policy, 
ensure an effective social safety net and provide patients 
with resources to decrease the negative burden of social 
determinants on health.1 

Social determinants of health such as utility needs, access 
to food and safe water, stable housing, safe home and 
community, immigration status and employment status 
relate closely with health outcomes, health care and 
health-seeking behaviours.2, 5 Women of colour with low 
socioeconomic status are at risk of adverse pregnancy and 
overall poor health outcomes.5, 8-9 NPs can increase access to 
health care and social services by understanding the social 
and structural determinants of health for Black Canadians.
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Cultural Competence
Nurse practitioners are on the front line of patient care 
and are both caregivers and educators of clients from 
diverse backgrounds.10 Many studies have shown that 
people of different cultures have different attitudes of pain 
and expressions of pain.11 The same can be said for how 
clients describe their symptoms, how they experience it 
and their preferred traditions and health practices.11 NPs 
can achieve cultural competence and promote cultural 
safety by providing emotional support, providing helpful 
information, building relationships, being open-minded, 
acknowledging health care disparities, promoting social 
justice, engaging in comprehensive ethical reflection, and 
providing interpretation services and diversity in the care 
they provide.8, 12 NPs as constructivist can form collaborative 
innovative care plan with clients that help prevent and 
reduce health inequalities.12 NPs can actively construct 
their knowledge to practice culturally safe care by using 
textbooks such as Transcultural Health Care: A Population 
Approach by Larry D. Purnell and Eric A. Fenkl, 2021. 

Reproductive Care
Preconception Care

The foundation of a child’s health throughout their life is 
based on the foundation of the parent’s health status.13 
The primary care NP can maximize the benefits of 
preconception care (PCC) through the reproductive years of 
a woman and her partner by identifying unique risk factors 
and encouraging healthy behaviours that can improve 
maternal and perinatal outcomes.13- 15 Implementation of 
systematic processes such as The Preconception Health 
Care Tool developed by Centre for Effective Practice https://
cep.health/clinical-products/preconception/ as a primary 
care initiative can help NPs to assess preconception 
health and risk factors for pregnancy of all patients of 
reproductive age. 16

Blacks are disproportionately affected by the effects of 
hypertension and diabetes when compared to other racial 
groups.17 PCC presents the opportunity to identify and 
manage chronic medical conditions such as hypertension 
and diabetes that have a significant adverse impact 
on both mother and fetus if not properly managed in 
pregnancy.15 It also provides the NP the opportunity to 
identify nutritional concerns that can have negative effects 
on health, pregnancy, conception and fertility, encourage 
motivational behaviour to strive for an optimal pre-
pregnancy weight and collection of comprehensive history 
and genetic testing for both mother and partner.15

A genetic and family history of the patient and partner 
should be obtained in detail.18-20 All women should be 
counselled to take vitamins containing 400 micrograms 
of folic acid daily at least 1 month before conception and 
continue for the first 12 weeks of pregnancy but women 
who have a history of a child with a neural tube defect 
should take 4mg of folic acid daily for at least 3 months 
before and 3 months after conception.18 A thorough review 
for teratogens in all prescription and nonprescription 
medications, herbal treatments and possible environmental 
exposures should be reviewed.18

Prenatal Care

Prenatal care is important for evaluating risk, promoting 
health and managing complications in pregnancy. NPs 
engage patients early in pregnancy and provide risk 
assessment and psychosocial, cultural and educational 
support with the goal of improving pregnancy outcomes.21 

Women of Black, Hispanic and Native American descent 
are at increased risk for late entry into prenatal care.21 
Poor compliance and late presentation for prenatal care is 
associated with adverse maternal behaviours and outcomes 
such as smoking, alcohol consumption, poor weight gain, 
inadequate prenatal care, and decreased breastfeeding 
rates/initiation.21 Black women are twice as likely to develop 
a maternal near miss as a result of inadequate prenatal care 
than white European women.22 One study indicated that 
black women do not have a higher prevalence of pregnancy 
complications such as eclampsia, postpartum hemorrhage, 
placenta previa, abruptio placentae and preeclampsia; 
however, they experience a twofold to threefold increase 
in death rates due to these complications compared to 
white women.22 The NP can provide culturally sensitive 
care with special attention given to ethnic variables with 
the goal of ensuring safety for both mother and child 
through health promotion, education, support and shared 
decision making. 

Interpregnancy

The goal of interpregnancy care is to proactively address 
health issues that may adversely affect future maternal and 
fetal pregnancy outcomes and optimize long-term wellness 
for women and children along their life course.5, 18 Within the 
scope of interpregnancy and well-woman care transitions, 
the NP should include history updates, reproductive life 
planning, mental health assessment, vaccinations, infection 
management, and assessment of social determinants of 
health including intimate partner violence.5, 18

Women of colour and of lower socioeconomic status appear 
to be at risk of the shortest interpregnancy intervals of less 
than 6 to 18 months with increased adverse risk.5 Education 
on contraceptive use and woman-centered family planning 
counselling is shown to be effective in modifying this risk.5 

Specific Medical Conditions
Black women with chronic conditions are at four times 
the increased risk for adverse maternal outcomes.23 It is 
important for NPs to understand the interactions between 
race, chronic conditions and maternal outcomes to 
influence decision making and strategic implementation of 
health interventions to reduce rates of ethnic disparities in 
adverse maternal outcomes.24

NPs should be equipped with knowledge of conditions 
that disproportionately affect black Canadian women and 
provide counselling, interpregnancy testing, screening, and 
culturally competent interventions.

The NP can provide culturally sensitive care 

with special attention given to ethnic variables 

with the goal of ensuring safety for both mother 

and child through health promotion, education, 

support and shared decision making. 

“

”



8 Issue 4, 2022

Preterm Birth 

Preterm birth is the leading cause of perinatal morbidity 
and mortality and the risk of preterm birth is higher 
in African Americans.25 Insufficient vitamin D in early 
pregnancy has been associated with increased risk of 
preterm birth in ethnic minority women in Canada due 
to increase in inflammatory response, dysregulation 
of immune function and transcription of genes that 
have a role in placental function which are involved 
in pathogenesis of preterm birth.25-26 Black people in 
western countries have less food sources for vitamin D 
and those in higher latitudes require longer exposure 
to sun than lighter-skinned people to absorb the same 
amount of vitamin D from the sun.26 The role of vitamin 
D in brain function and its higher deficiency in dark-
skinned immigrant mothers suggest the hypothesis 
and explanation of increased rates of autism in dark 
skinned children.26

NPs alongside obstetricians can obtain detailed medical 
history of all previous pregnancies in women who have 
history of preterm birth and the causes ideally within 
6 to 8 weeks after delivery in order to obtain accurate 
information and formulate a management plan for 
subsequent pregnancies and need for appropriate referral.18 
These women should also be counselled against short 
interpregnancy intervals due to the negative affect on 
subsequent pregnancy outcomes .18

Obesity 

According to the World Health Organization (WHO), obesity 
and overweight are defined as abnormal or excessive 
fat accumulation that may impair health.27 Women with 
excessive gestational weight gain and obese pregnant 
women are at a two to fourfold increased risk for gestational 
diabetes (GDM), pregnancy induced hypertension, stillbirth, 
preeclampsia, and cesarean delivery compared with 
women of normal BMI.15, 28-30 Maternal obesity is associated 
with prevalence of childhood cardiovascular diseases such 
as onset and development of obesity, insulin resistance, 
cardiac hypertrophy and myocardial contractile anomalies 
in children.31

Black women are more likely to enter pregnancy 
overweight or obese and are four times more likely to 
remain overweight following pregnancy compared with 
white women.32 NPs can implement culturally sensitive 
interventions such as nutritional and physical activity plans 
for weight loss to decrease the ill-effects of obesity on the 
mother and fetus.15, 32

Pregnancy-Specific Cardiovascular  
Diseases (CVDs)

The leading cause of maternal and fetal mortality in 
pregnant women are CVDs.33-34 Amongst the most 
common and severe pregnancy-specific CVDs are 
gestational hypertension, preeclampsia, and peripartum 
cardiomyopathy.31, 34-35 During pregnancy the maternal 
body remodels to accommodate an increased circulatory 
volume overload which increases cardiac output as 
much as 45% above pre-pregnancy levels.34 Black women 
have a higher risk of peripartum cardiomyopathy, 
preeclampsia, intrauterine fetal death and a more severe 
form of hypertension, antepartum hemorrhage, and 
increased mortality.34-35

Some clinical manifestations of pregnancy-specific 
CVDs such as dyspnea, edema, and excessive fatigue can 
often be confused with signs and symptoms of normal 
pregnancy. NPs must recognize onset and progression of 

these symptoms and emotional symptoms such as anxiety, 
panic and helplessness that often accompany peripartum 
cardiomyopathy.34 Women who present with peripartum 
cardiomyopathy have symptoms such as dyspnea, fatigue 
and palpitations that moderately or severely impede daily 
activities and they often have orthnopnea, persistent 
nocturnal dry cough, new onset murmurs, tachycardia, 
hypo or hypertension and elevated jugular venous 
pressure.34 Though these physiological changes are normal, 
pregnant women often feel shortness of breath and fatigue 
even in day-to-day activities therefore increasing the risk of 
a cardiovascular event in those at higher risk.34

Genetic Counselling and Sickle Cell Disease

Individuals of African descent are at increased risk of 
certain ethnic-related inheritable conditions such as 
sickle cell disease (SCD) and thalassemia and should 
receive genetic counselling based on family history and 
carrier status.18, 36 SCD is an inherited hemoglobinopathy 
that manifests primarily as chronic hemolytic anemia and 
pain crises due to vaso-occlusion resulting in stroke, renal 
dysfunction, pulmonary hypertension, retinal disease and 
avascular necrosis.30 Women with SCD have higher risk of 
fetal complication and require enhanced preconception 
and prenatal care.37 Thalassemia results in varying severity 
of chronic anemia and reduced or no production of 
hemoglobin.38 NPs can find quick facts about thalassemia 
at https://www.cmaj.ca/content/cmaj/192/41/E1210.full.pdf. 

Postpartum

Women with a history of gestational diabetes mellitus 
(GDM) are at significantly higher risk of developing  
type 2 diabetes (T2D) within 6 years of childbirth and 
children exposed to GDM invitro are at increased risk  
for future metabolic abnormalities, still birth and 
macrosomia.15, 18, 39-40 GDM is prevalent among mothers 
who are non-white, older, overweight and/or lower 
socioeconomic status and increases the risk of developing 
postpartum depression, subsequent reoccurrence of  
GDM in future pregnancies, increased maternal 
risk of glycemic instability, preeclampsia, surgical 
caesarean delivery and progression of chronic diabetes 
complications.19, 29, 41 Therefore, NPs have the opportunity  
to deliver transgenerational health promotion  
interventions including screening, reproductive planning, 
identifying modifiable risk factors and encouraging 
lifestyle changes, weight management and promotion 
of breastfeeding.18, 34

NPs should encourage pre-pregnancy weight loss by 6 to 
12 months postpartum.5, 29 Post-pregnancy weight retention 
has been associated with adverse obstetric consequences 
while reduction in BMI between pregnancies is associated 
with improved perinatal outcomes.5, 29 Research shows 
that more black women are obese and extremely obese 
compared to other ethnic groups and are more tolerant of 
weight gain.29, 42 NPs can liaise with other allied health care 
professionals (HCP) to establish goals to achieve optimal 
weight and they can also use religious communities as a 
resource for obesity education and behaviour modification 
as research shows a positive connection.42

Clients who survive preeclampsia are at elevated risk for 
postpartum cardiometabolic disease such as abnormal 
mean arterial pressures, glycosylated hemoglobin values, 
total cholesterol-to-HDL ratios, and waist-to-hip ratios 
compared to other races.35 NPs should provide anticipatory 
guidance and support to enable women to breastfeed as 
multiple studies show that longer duration of breastfeeding 
is associated with improved maternal health such as 
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decreasing the risk of diabetes, hypertension, myocardial 
infarction, ovarian cancer and breast cancer.5

Barriers to Care
Some barriers to reduction of peripartum racial and ethnic 
disparities include improper assessment due to unreliable 
measurements, lack of recognition that disparities exist 
at the personal and system level, communication and 
language barriers, and different structures of care from 
preconception to prenatal and interpregnancy care.23

Role of NP/Research Opportunities
The Federal government can collect and monitor 
data to track health and conditions that may affect 
the health of black women in Canada.43 National 
initiatives can be implemented to further research that 
engages the community and HCPs to address disease 
and health conditions that disproportionately affect 
Canadian minorities.43

HCPs can work with other sectors such as faith and 
community organizations to promote health starting 
from infant-hood and can employ proven programs that 
reduce disparities and barriers. Training can be developed 
to educate HCP on cultural and health differences within 
the healthcare system.43 They can also promote trusting 
relationships with clients and learn about social and 
economic conditions that put their clients at higher risk for 
having certain health problems.43

Little research exists regarding best practices for transitional 
care within the context of GDM and with increasing 
prevalence among ethnic and racial minority women, 
urgency of research is needed to determine the most 
effective modes of delivery of culturally-sensitive diabetes 
prevention education and interventions for women with a 
history of GDM.18 

Conclusion
In conclusion, black women are at higher risk of mortality 
due to complications associated with pregnancy.22  
Province based review of all pregnancy-related death and 
expansion into review of maternal complications could 
help improve the quality of maternity care for women 
in Canada. There is much research and data collection 
to be done around the challenges new immigrants and 
well-established black Canadians experience that can 
negatively or positively impact their maternal health. A 
multidisciplinary approach to preconception, prenatal, 
postpartum, and interpregnancy care will be critical to 
make changes that address maternal health disparities 
for blacks.44 The nurse practitioner can be the liaison 
that advocates change for the client at the individual, 
organizational and political level. 
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Age Stereotypes and Their Potential Relationship to Frailty Risk in  
Older Adults: A Literature Review to Improve Understandings and  
Orient a Nurse Practitioner Response
Jinelle Woodley, MN-NP, PhD(c)
University of Victoria 
Victoria, British Columbia

ABSTRACT

The older adult population is growing in Canada. This is accompanied by increasing rates of frailty, making it a healthcare 
priority. A nurse practitioner (NP) approach emphasizing holism, health promotion and illness/injury prevention may be 
particularly well-positioned to lead this challenge. NP practice experience identified older adult reluctance to engage 
in evidence-based frailty mitigating recommendations because of beliefs that they are unlikely to be of benefit or are 
too risky and generated the questions: Where might these beliefs come from? How powerful is their impact on the 
progression and outcomes of frailty? And how might frailty be mitigated by addressing them? Frailty concepts and 
best practice guidelines have yet to explore systemic factors, such as age stereotypes, as potential reversible risk factors 
and sources of health inequity for older adults. This literature review aims to explore (a) the existing literature on the 
relationship between age stereotypes and frailty, (b) the underlying assumptions and objectives of this knowledge 
base, (c) the gaps and limitations for informing NP knowledge and practice development, and (d) the implications for 
NP practice.

Methodology and methods: This literature review was designed to inform a future interpretive description study to 
develop understanding and inform disciplinary action. 

Results: Studies exploring the potential relationship between age stereotypes and frailty, wholly and directly, are few and 
inconsistent in their findings. There is significantly more research suggestive of a relationship between age stereotypes 
and singular frailty factors, across multiple domains, and associated outcomes.

Discussion: The literature exploring the relationship between age stereotypes and frailty appears to justify concern and 
warrant further inquiry and action. To orient and inform future knowledge development for NPs, the existing knowledge 
is examined and critiqued to reveal its underpinnings and gaps for disciplinary knowledge development. Until such 
knowledge is available, NPs can lead an initiative to embrace the opportunities inherent in existing knowledge and create 
practice change through critical self-reflection, a shift in approach with older adult clients, disruption of social systems, 
and re-consideration of engagement with the concept of frailty. 

Conclusion: NPs will increasingly provide healthcare for older adults. Experience in NP practice generated the concern 
about a potential relationship between frailty and age stereotypes, which appears supported by the existing, but limited, 
literature base. There remains an intriguing space for future NP research and an emerging awareness that is a call to 
action to prevent harm and health inequity for older adults.

Background
Healthcare of older adults is regarded as a healthcare 
priority.1-2 The Canadian population of older adults is 
increasing3 and accompanied by escalating frailty 
rates.1 According to the Canadian Frailty Network (2021), 
our healthcare system is “organized to manage illness 
based on single body systems and diseases, not the 
complex multisystems of those living with frailty.”1 Nurse 
Practitioners [NP] are well-positioned to address this 
systemic shortcoming because it is core to NP practice to 
approach the healthcare encounter with a view to holism, 
complexity, and contextualization.4 NPs are often the most 
appropriate healthcare providers for complex patients5 
and serve frail older adults in primary care and specialty 

services.6 In personal NP practice, a pattern is noted in 
which older adults with frailty often resist or restrict health-
promoting efforts, expressing beliefs that their health 
conditions are due to age, that improvements are doubtful, 
or that recovery activities are risky. This response stymies 
NP efforts to implement best practice recommendations 
and generates the following questions: Where might these 
beliefs come from? How powerful is their impact on the 
progression and outcomes of frailty? And how might frailty 
be mitigated by addressing them? 

Age stereotypes are emerging in the literature as potentially 
related to frailty7 and health inequity for older adults; yet, 
frailty definitions and practice tools lack consideration 
of systemic social risk factors.8 Age stereotypes, for this 
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review, are conceived of as one process of ageism in which 
negative stereotypes of old age are internalized over a 
lifetime and embodied once they become self-relevant 
to a person9 and operationalized as self-perceptions 
of aging. Frailty, for this review, is conceptualized as “a 
dynamic state affecting an individual who experiences 
losses in one or more domains of human functioning 
[physical, psychological, and social,10 cognitive,11  and 
environmental12-13 with an eye toward systemic factors]…
caused by the influence of a range of variables and which 
increases the risk of adverse outcomes.”10 To explore the 
current state of knowledge, this literature review aims to 
(a) present the results of the search of existing literature 
on the relationship between age stereotypes and frailty, 
(b) discuss the underlying assumptions and objectives of 
this knowledge base, (c) identify the gaps and limitations 
of this knowledge for informing nursing knowledge and 
practice development, and (d) suggest the implications for 
NP practice.

Methodology and Methods
This literature review was designed to inform the need for 
an interpretive description study on the topic. As such, it is 
logical, “formal”, “critical”, “thoughtful,”14 and is intentionally 
not systematic or comprehensive.14 In consultation with an 
academic librarian, five databases (CINAHL, MedLine with 
full text, AgeLine, Social Science Abstracts, and PsycInfo) 
were searched using the keywords (age OR aging OR 
ageis*) AND (stereotyp*) AND (internaliz* OR embodi*) AND 
(concept* OR theor*). Limiters included English language 
and publication date of 1969-present, with 1969 selected 
as it was when Butler’s15 seminal work on the concept of 
ageism was published. Titles and abstracts were reviewed 
by a single reviewer. Articles were included if they were 
focused on the nature, process, or extent of age stereotype 
internalization or embodiment; impact on frailty; and 
community setting. Literature was excluded if it focused 
on (a) other types of ageism (such as stereotype threat or 
age discrimination), (b) particular conditions or disease 
(such as cancer), (c) acute or residential care settings, or 
(d) operationalizations or interventions. The reference lists 
of retrieved literature were also searched for sources of 
relevant literature.

Inclusion of the search word (frail*) was trialed but resulted 
in few-to-no results and so was removed. Thus, the review of 
the literature was logically extended to include a targeted 
search of literature from the field of frailty study; specifically, 
to explore what older adults living with frailty identify as 
influences on their experiences of health, including ageism. 
A total of 48 pieces of literature were included.

Results
Existing literature on the relationship between age 
stereotypes and frailty

Studies exploring the potential relationship between age 
stereotypes and frailty, wholly and directly, are few and 
inconsistent in their findings. It is notable that these few 
studies relied on attitudes toward aging generally rather 
than attitudes towards one’s own aging, and biomedical 
models of frailty, rather than integral models. Salguero et 
al.16 found that neither explicit nor implicit ageist attitudes 
were associated with a greater risk of frailty. Ye et al.17 found 
that age stereotypes did influence frailty, but indirectly, 
mediated by attitudes towards aging. Gale and Cooper18 
found that persons with more negative attitudes toward 

aging were more likely to develop physical frailty or pre-
frailty, though negative attitude was not an independent 
contributing factor.

The literature search revealed significantly more knowledge 
on the relationship between age stereotypes and singular 
frailty factors, across multiple domains, and associated 
outcomes. 

In the physical frailty domain, more negative self-
perceptions of aging were found to be associated with 
elevated cardiovascular stress,19 lower levels of physical 
activity,20 worse experience of physical health,21 beliefs of 
being incompetent to successfully take part in exercise 
and exaggerating the risk of injury and exertion related to 
exercise.22 Longitudinally, they predicted a steep decline 
lower extremity performance.23 Further, the number of 
health conditions, such as those appearing on a Frailty 
Index, attributable to ageism in the USA was estimated at 
17.04 million per year.24

In the cognitive domain, negative self-perceptions of 
aging were associated with lower cognitive function 
and increased likelihood of having cognitive symptoms 
secondary to depression.25 Longitudinally, they were 
predictive of significantly worse memory performance26; 
significantly steeper emergence of the biomarkers of 
Alzheimer’s disease27; and, amongst those with the APOE4 
gene, development of dementia.28

In the psychological domain, more negative perceptions 
of aging were, longitudinally, significant predictors of the 
onset and persistence of depression and anxiety29 and, 
correlationally, associated with positive screening and 
new-onset post-traumatic stress disorder, suicidal ideation, 
generalized anxiety disorder, major depressive disorder,30-31 
and the experience of worse mental health in general.21 A 
dose-response gradient was detected.30-31

In the social domain, negative self-perceptions of age were 
correlated with increased loneliness and intra-version.32 
Longitudinally, they predicted worse performance on 
screened hearing.33

Frailty associated outcomes have also been found to be 
impacted by age stereotypes. The phenomena has been 
correlated with or predictive of poor self-rated health,21,32,34-35 
functional decline,32,34,36-38 morbidity,24,27,39-40 mortality,35-36,39 
and costs to the healthcare system.24 

Aims of this review:

(a) 	 present the results of existing 
literature on the relationship 
between age stereotypes 
and frailty,

(b) 	 discuss underlying assumptions 
and objectives,

(c) 	 identify gaps and limitations,

(d) 	 suggest implications for 
NP practice.
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Two findings challenged the relationship. Moser et al.38 
found that negative perceptions of aging were not 
predictive of falls or hospitalizations and Coudin and 
Alexopoulos32 found that they were not associated with 
decreased self-esteem.

One qualitative study was found in the literature search. Van 
Wijngaarden et al.41 found that “the negative metaphorical 
representations of old age used by the participants [older 
adults with a death wish] seem to correspond with the 
negative deficit-oriented societal discourse on aging AND 
that these shared cultural beliefs resonate in participants’ 
self-perception, thus ‘becoming flesh: lived and perceived 
as true’.” This study adds support from an authentic and 
particular source for the possibility that age stereotypes 
significantly impact multiple domains of frailty.

When viewed collectively, the evidence to date provides 
a strong rationale for concern about the potential 
contribution of age stereotypes to various singular frailty 
factors and outcomes. It justifies further inquiry into their 
relationship with frailty wholly.

Theoretical Development

Studies have also explored the relational processes and 
mechanisms between these two concepts [frailty and 
ageism]. The predominant model in the literature is 
Levy’s42 Stereotype Embodiment Theory (SET). The theory, 
its supporting research, and theoretical challenges and 
extensions are summarized here. SET posits that age 
stereotypes in the sociocultural environment can be 
internalized over the life course,43 implicit in nature,39,44 
and more salient once considered self-relevant,39-40 with 
some authors going so far as to say that self-relevance is a 
precondition for their health manifestations.45

Levy proposes that embodiment occurs via psychological, 
behavioural, and physical pathways.42 The psychological 
pathway occurs via age expectations becoming self-
fulfilling prophecies.42 The process is influenced by 
the stability of the belief,35,46 attitude toward aging,17 
motivation,25 and perception of control.23,35 The behavioural 
pathway occurs when beliefs of reduced self-efficacy39 
and the inevitability of symptoms or illness in old age35,47 
result in decreased engagement in health maintenance 
behaviours such as exercise,22,35 diet, sleep,35 and use of 
healthcare services.29,35,48 This pathway is influenced by 
negative emotions35 and reduced openness to experience.20 
The physiological pathway occurs when cardiovascular 
stress associated with age stereotypes manifests in 
increased cardiovascular events42 with poorer recovery,40 
increased cognitive impairment49 and increased psychiatric 
conditions.29 Chronic inflammation biomarkers have 
been found to partially mediate the relationship between 
negative self-perceptions of aging and survival.50

Challenging SET, research suggests that internalized 
ageism specific to the health domain20,34 may be associated 
with exceptionally negative stereotypes51 and, therefore, 
particularly detrimental. Considering this possibility, the 
health impacts suggested thus far may be diluted. SET 
would benefit from extension to consider intersections 
with discriminatory factors beyond age, such as race48 
and gender.22

Enrichment with Frailty Literature

The exploration of the literature on what older adults living 
with frailty identify as influential to their experience of 
health revealed an absence of explicit discourse on ageism 
however, potentially common or shared experiences are 

visible. First, older adults’ perceptions of frailty appear 
to be consistent with ageist stereotype content which is 
predominantly negative52 and related to health concepts9: 
slow-thinking, incompetent, feeble, senile, depressed, 
lonely, hopeless, afraid, neglected, complaining, ill-
tempered, demanding, and inflexible52. This is suggestive 
of the possibility that the experience of frailty may increase 
the self-relevancy of internalized negative age stereotypes, 
thereby, increasing susceptibility to detrimental health 
effects. Second, older adults living with frailty have 
described a process or turning point of assuming a frail 
identity, which they hold as distinct from their authentic self 
and find negative in nature.53-54 The congruences between 
this experience and that of age stereotype embodiment 
raise the possibility that they may be describing the same 
phenomena from a different conceptual perspective. Third, 
the frailty literature suggests that the relationship between 
age stereotype internalization and health detriments may 
be bidirectional or cyclical, which would be an extension of 
the current unidirectional model42. Fourth, descriptions by 
older adults living with frailty identified potentially relevant 
factors in the relationship between frailty identity and 
health detriments which also appear in the age stereotype 
embodiment literature.55

Literature on the potential contribution of frailty to ageism 
is more common and suggests that it may fuel ageism. 
More specifically, frailty is temporally linked to concerns 
about an aging population and its perceived threat to the 
sustainability of the healthcare system56 and is conceptually 
linked to advancing age and negative stereotypical views 
of aging.57

Discussion
Underlying assumptions, objectives, gaps, and 
limitations of existing knowledge

The literature exploring the relationship between age 
stereotypes and frailty appears to justify concern and 
warrant further inquiry and intervention. To orient and 
inform future knowledge development for nursing, the 
existing knowledge must first be examined and critiqued to 
reveal its underpinnings. 

Studies identified by the formal literature search, with 
a single exception, were quantitative in approach, held 
negative views of aging, and were individualistic.

The quantitative approach generally aims to advance 
theory through exploration of the relationships between 
variables to predict, control, or manage the phenomena,58 
constructing linear, empirical understandings.59 The need 
to extend understandings to those that are qualitative60 and 
aim to shift practice approaches to potentially improve the 
health of older adults are acknowledged.

There is an assumption in the body of work to date that 
health and functional changes that occur with age are 
unquestionably negative, consistent with the stereotypical 
view. However, there are suggestions that this may not 
consistently resonate with older adults53 and leaves a void in 
understandings that allow for positive possibilities.

The knowledge developed so far, despite vague 
acknowledgement of sociocultural influences, frames 
health detriments potentially related to age stereotypes 
as being the result of how an individual feels, thinks, 
behaves, and physically responds based on their own self-
perceptions which results in placing the work and burden 
of resisting or remedying the situation on the individual55 
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and de-emphasizes the cooperative and communal 
responsibility for social change that, at least, share 
responsibility.

The nursing discipline has distinct ways of seeing and 
knowing that are required to inform practice. Nursing 
epistemology is pluralistic in its approach, though it 
does require integration of authentic sources; holism, 
complexity, and contextualism61; particularization and 
generalization62; and a focus on praxis14. Such approaches 
to knowledge development remain unexplored in terms of 
the phenomenon of interest.

Implications for Nurse Practitioner Practice

Nurse practitioners recognize the need to mitigate 
vulnerabilities and prevent risks in order to promote 
health and improve outcomes for all individuals in their 
care. As suggested by this literature review, the emerging 
awareness of a potential relationship between age 
stereotypes and frailty justifies and obligates NPs to act 
for the well-being of older adults receiving their care. 
Many of the authors cited in this literature review propose 
suggestions for practitioners, though future research is 
needed to develop understandings of the phenomena 
and inform intervention effectiveness studies. Until such 
knowledge is developed, NPs can lead an initiative to 
embrace the opportunities inherent in existing knowledge. 
Initiatives include critical reflection, a shift in approach, 
disruption of social systems, and re-consideration of how to 
engage with frailty.    

Nurse practitioners must critically reflect on their own age 
assumptions. The likelihood is that those raised within 
Western culture have internalized ageist stereotypes 
over their lifespan63 and bring these implicitly into 
practice. Studies have found that ageism is prevalent and 
unintentional amongst healthcare professionals35. This can 
manifest as misattribution of biological changes or health 
problems to chronological age42 or paternalistic approaches 
to care provision, thereby perpetuating social harms. 

To take action in this area, NPs need to be aware that there 
is much variability in objective and subjective perceptions 
of older adults’ age and health42,54 and critique whether 
the ‘evidence’ of age-related changes has captured 
authentically biological processes or whether it has, 
unknowingly, captured other invisible influences, such as 
stereotype embodiment. For example, how much of slowed 
memory retrieval with age is due to biological deterioration 
of the brain and how much might be the result of reduced 
stimulation that accompanies forced retirement with 
expectations of engagement in leisure pursuits, educational 
institutions organized for the young, and beliefs that 
‘you can’t teach an old dog new tricks’? Or how much of 
kyphosis is age-related biological deterioration and how 
much might be due to beliefs that exercise is too risky22, 
embodied social inferiority, or efforts to appear enfeebled 
enough to receive services46? NPs must recognize that 
the attribution of age-related changes to inevitable 
biological decline may be over-emphasized in our learning 
and practice environments, reinforcing the misinformed 
age stereotype.35,46 

For the individual care encounter, assessing for self-
identified age and health, intervening in ageist 
expectations and stereotypes, optimizing client control, 
and reconsidering the usefulness of frailty in practice may 
contribute to well-being of older adults.

NPs could ask individuals to self-identify their age and 
health status, respecting the variability of perceptions and 

experiences.33 NPs must recognize that being frail does not 
imply the holding of a frail identity.53-54 To label someone 
as old, frail, or draw attention to health vulnerabilities, 
risks activating the identity shift that threatens health. 
Conversely, NPs can recognize that identification with age 
stereotypes may indicate a potential reversible risk factor 
for frailty.17,25,30,47

NPs should actively promote a positive outlook on 
aging21,23,39-40,47,64 and sensitively disrupt negative 
expectations of aging.35-36,48 Studies have shown that 
self-perceptions of aging can be made significantly more 
positive with intervention and that even small increments 
of change in these perceptions can create a significant 
health impact.28 Presenting signs and symptoms should 
be attributed to a particular cause or part of the body,54 

avoiding attribution to age35 and emphasizing that age 
needs not be a barrier to treatment or recovery.29,35 Active 
coping skills,31 health promotion, chronic disease self-
management,21-22,54 and agency and control over health 
decisions29 should be encouraged regardless of age or 
frailty. NPs should expose and disempower age stereotypes 
by informing older adults, their families and caregivers of 
their implicit nature and potential negative impacts.32

NPs are encouraged to reconsider the usefulness of ‘frailty’ 
in their practice. Holistic, complex, contextual, client-
centered assessments and care planning to prevent decline 
and promote health are inherent to NP practice, so it is 
worth asking why a particular label and tool are employed 
for older adults. If it has little usefulness in distinguishing a 
practice approach and potentially triggers health decline 
via increasing the self-relevancy of age stereotypes, then its 
harms seem to outweigh its benefits.

The focus on the care of individual older adults in practice 
is essential, but should not be without concurrent 
social action to relieve the source of the issue: societal 
ageism.24 The systemic ageism that perpetuates the 
age stereotypes and health inequities of older adults 
persist largely unchallenged.42 For example, age is not yet 
explicitly included in the United Nations Declaration of 
Human Rights.65 

Suggestions for NP actions could include large-scale 
campaigns by our NP associations or NP representation  
in the political realm to (a) disrupt the denigration of  
older adults17,24,36; (b) lead a shift in values toward 
cooperation and interdependence in healthcare; and  
(c) ally with older adults for structural and policy changes 
that outlaw age discrimination and facilitate engagement 
of older adults.29 

NPs should expose and disempower age 

stereotypes by informing older adults, their 

families and caregivers of their implicit nature 

and potential negative impacts.32 

“

”
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Conclusion
NPs will increasingly provide healthcare for older adults. 
Practice experience generated concern about a potential 
relationship between frailty and ageism. The existing 
literature suggests interconnectedness between age 
stereotypes and various singular frailty factors. However, 
understandings to date are generated from a narrow angle 
of vision and frailty as a whole remains largely unexplored, 
leaving an intriguing space for future investigation 
for nursing. In the meantime, Nurse Practitioners are 
called to action based on an emerging awareness of the 
phenomena’s potential for harm and health inequity for 
older adults. NPs can take action through personal and 
professional critical reflection, a shift in their approach 
toward age and frailty in practice, and disruption of social 
complacency on the issue of ageism. 
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Art: Creating a Space for Holding and Healing

As a teenager I experienced a dark, debilitating depression 
that came and left within a year. Years later, I began a 
journey to understand where the depression came from 
and where it went. My psychiatrist’s office was thoughtfully 
set up with a private entrance and alternate exit, providing 
me with a quiet, safe space, while waiting for my turn. In 
the tiny entrance way there were two seats. As a person 
of habit, I always sat in the same seat. Just opposite was a 
reproduction of Picasso’s Child with Dove. The tender gaze 
of the child and the gentle cradle of the dove captured me. 
I purposely arrived early for appointments so that I would 
have time with the painting. The painting has a sad, somber 

feel that could handle the emotional turmoil I presented it 
with. The painting could relate to my melancholy and at the 
same time, the peaceful child and calm dove spoke of hope. 
At times I could even embrace the colorful ball, promising 
maybe even joy as part of the journey. Picasso’s Child with 
Dove was an integral part of my journey towards healing 
and self-discovery.  

Many years later, as a nurse practitioner at a busy HIV clinic, 
I am now the one who is opening the door and inviting 
people in. Some have just been diagnosed with HIV and are 
full of questions and fears. Others bring with them stories of 

Casey Wigg is a nurse practitioner at The Anita Rachlis Clinic (HIV Clinic) in Toronto, Ontario. The focus of her work as an HIV 
nurse practitioner is on mental health, new immigrants, gerontology and primary care prevention. She has international 
experience working with HIV in a home-based palliative care project in the Dominican Republic of the Congo and HIV/AIDS 
health promotion in Kenya.
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trauma they have escaped. My office holds people’s stories 
of success, failure, addiction, depression, anxiety and joy.  
I am humbled by the honesty and vulnerability with which 
people share their stories. I often noted that as people 
ventured into vulnerable topics, their eyes diverted and 
looked up and to the right. As they looked off, I felt that they 
too should have the opportunity to look into a piece of art 
that can create a safe space, which can hold their sadness 
and give them courage to speak the next words.  

Those that walk through my door come from all over the 
world, from across socioeconomic lines, from diverse racial 
and sexual backgrounds. I commissioned a talented family 
artist to create a painting that would speak to the diversity of 

my patients. Deborah Edwards (www.deborahedwards.art) 
is a multimedia award-winning artist with work in private 
and public collections in the United States, Canada and 
Kenya. She is best known for her watercolour paintings.

My request was not small. Deborah created Home, a 
painting that would give the people who visit my office a 
reprieve from the heaviness of the moment. As they divert 
their eyes upward and to the right, they can now look into 
a peaceful landscape. The fabric comes from Kenya, Africa.  
The painting is strong enough to hold their sadness, their 
hopes and dreams. Throughout the day, my eyes fall on the 
painting. The painting steadies me, renews me and allows 
me to open the door and usher the next person in.   
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Highlighting the Role of the NP in Withdrawal Management Services
Anthony J. Gilding, HBSc
Nursing Student 
Nipissing University

Michael Postic, NP
Mental Health and Addictions Nurse Practitioner 
Humber River Hospital

Background
Withdrawal Management Services (WMS) or Withdrawal 
Management Care (WMC) refers to the medical and 
psychological care of individuals who are experiencing 
acute withdrawal symptoms as a result of ceasing or 
reducing use of their drug of dependence.1 The goal of 
WMC is to assist individuals in the mitigation of withdrawal 
symptoms through medical supervision and access to 
pharmacological treatment options.2 Historically, most 
community-based WMS facilities were developed around 
a non-medical model and were not resourced to be 
able to manage medically complex withdrawals. This 
presents a challenge given that many WMS clients often 
have complex medical comorbidities associated with 
their substance use.3 As a result, clients requiring acute 
medical care must be transferred to already over-extended 
emergency departments (EDs). In this paper, we highlight 
the role and impact of the nurse practitioner within WMS 
and emphasize the need to deploy more of them into 
community-based WMS facilities.

The Scope of Nurse Practitioner Practice in 
WMS Facilities
According to the College of Nurses of Ontario, Nurse 
Practitioners (NPs) are authorized to diagnose, order, 
interpret diagnostic tests, and prescribe medications and 
other treatments for clients.4 NP practice includes health 
promotion with the aim of optimizing the health of people, 
families, communities and populations.4 By enabling the 
NP to practice within their full scope in community WMC, 
the NP is best positioned to deliver safe and timely care to 
this vulnerable and often stigmatized population.

Addressing shortages of adequate healthcare services 
across Canada through the implementation of NPs as 
primary care providers or most-responsible providers has 
been a topic of great discussion.5-9 It has been shown that 
patients are highly satisfied with the patient-centered 
medical care and holistic support that NPs provide,10,11 which 
makes them ideal for WMC as patients are more likely to 
adhere to their treatment regimen if they are satisfied with 
their care provider. An added benefit of deploying NPs to 
underserved areas is that it can be a more cost-effective 
option.12 From a practical perspective, the NP within WMC 
assists individuals struggling with substance abuse in terms 
of therapeutic guidance and support.  

Utilizing evidence-informed care, the NP initiates 
assessments, and collaborates with nursing and non-
medical staff to provide effective withdrawal monitoring 
and initial treatment interventions. The NP can also identify 
and address acute primary health care needs or connect 
individuals to primary care services that can resume longer 
term care/management and general medical system 
navigation. Once the individual is medically stabilized, the 

NP can also recommend and prescribe medications (anti-
cravings, or opioid replacement therapy) if indicated, as well 
as collaborate with local providers and specialized addiction 
clinics to coordinate longer-term care for these clients.

How Do Nurse Practitioners Improve the Care 
Provided in WMS?
The level of complexity of many of the individuals entering 
the community withdrawal management service is well 
established.13, 14 From a social determinants of health 
viewpoint, many individuals who are entering the community 
WMC service are negatively impacted by a lack of housing, 
food insecurity, and unemployment. As such, many of these 
individuals struggle to access the health services they need. 
Most individuals have had only episodic primary care at 
best, and some have had no primary care access whatsoever.   

Secondly, given the significant volume pressures within 
most urban EDs and the time required to coordinate 
optimal care for those individuals, managing withdrawal 
care can be challenging. Often individuals leave the hospital 
either too early or having only been partially managed, 
and ultimately require ongoing care once in WMS. 
Unfortunately, some hospitalized patients with substance 
use disorders often experience stigma and trauma in 
the hospital, which can impede trust-building.15 An NP in 
community WMS can collaborate with an inter-professional 
team to help nurture a trusting client-provider relationship 
which will advance their recovery.   

When staffed by NPs, WMS facilities can provide clinical 
assessments to a greater number of clients in need, thus 
increasing the capacity and diversity of services available. 
This ability to perform clinical assessments on-site helps 
to prevent any unnecessary transfers to our already busy 
local EDs. Given their diagnostic and prescriptive authority,4 
NPs can provide enhanced medication reconciliation 
and identify at-risk clients in need of more specialized 
medical services. This is particularly important for clients 
who are marginalized, including, but not limited to, youth, 
Indigenous Peoples, people who identify as LGBTQ+, and 
those who have co-existing mental health issues. NPs are 
well trained to provide compassionate, comprehensive care 
to vulnerable populations, which warrants them an ideal 
care provider in a WMC setting.  

Conclusion
It has taken time and the commitment of many dedicated 
individuals to identify the gaps in WMC, review standards 
of practice, develop policies and procedures, and map 
out processes that can safely guide an individual through 
community WMS. The addition of NPs to community WMS 
has helped to address several of the health management 
challenges that existed in the traditional non-medical 
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setting. Specifically, NPs have enhanced patient safety 
through their on-site medical management, medication 
reconciliation, staff education, and policy development. 
In 2020, the provincial government of Ontario (Canada) 
recognized the gaps in WMC that require urgent attention. 
In response, the “Roadmap to Wellness” was developed 
to implement innovative solutions aimed at expanding 
the availability of mental health and addictions programs 
in communities across Ontario.16 This plan is enabled by a 
$3.8 billion dollar investment over the course of 10 years. 
Amongst the many gaps that will be addressed by this 
investment is access to treatment services for opioid use 
disorders, which are known to be burdensome.17 This 10-year 
plan will include the addition of new rapid access addiction 
medicine (RAAM) clinics, as well as residential treatment 
and WMS centres across the province. Community WMS 
centres continue to evolve and improve, and remain a 
low-barrier service that strives to provide client-centered, 
evidence-informed community WMC for those who are 
struggling with substance abuse.
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Current Clinical Approach: Menstrual Migraine 
Christie Tait, MN, NP-PHC
Founder and Director, Structure Clinic – Headache and Wellness Centre 
Clinician, Toronto Headache and Pain Clinic

What is a menstrual migraine? 
Menstrual migraine can be divided into true menstrual 
migraine and menstrual-related migraine. True menstrual 
migraine attacks occur only at the time of menstruation.  
Menstrual-related migraine is a far more common 
presentation. This is characterized by attacks that occur 
both in a pattern related to menses as well as at other 
times of the menstrual cycle. Menstrual-associated 
attacks typically occur in the 2 days before or 3 days after 
menses onset. 

Menstrual migraine generally begins with menarche or 
in adolescence. Although experiences vary, menstrual 
migraine commonly improves during pregnancy and may 
worsen during the perimenopausal period. While many 
assume migraine resolves during menopause, there is 
widespread variability and the clinical reality is that some 
women will improve while others will experience no change 
or an increase in symptoms.1 

How do you diagnose menstrual migraine?
Migraine is a clinical diagnosis, meaning there is no 
diagnostic test to verify migraine. A comprehensive history 
and examination is needed to rule out secondary headache 
disorders and confirm criteria for migraine. Once this 
diagnosis is made, menstrual migraine is recognized if 
the attacks are occurring 2 days before or within 3 days 
of cycle day 1 in 2 out of 3 menstrual cycles. Assessing 
migraine patterns over time is often needed to diagnose 
menstrual migraine. These attacks are often longer lasting 
and more difficult to treat, hence the need for an effective 
abortive plan. Patients often report a change in their 
typical menstrual migraine pattern through pregnancy, 
breastfeeding, perimenopause, and menopause. Most 
patients have additional migraine attacks throughout their 
cycle which can make this diagnosis elusive. 

Steps to diagnosing menstrual migraine:

•	 Assess for primary migraine

°	 A simple tool for migraine diagnosis is the Lipton 
3-item ID migraine screener. Answering yes to 2 
of the 3 questions gives a 93% positive predictive 
value of a diagnosis of migraine.2 (Table 1)

Table 1: � During the last three months, did you have 
any of the following with your headaches?

Item Yes / No

You felt nauseated or sick to your 
stomach when you had a headache? Yes    No 

Light bothered you (a lot more than 
when you don't have headaches?) Yes    No 

Your headaches limited your ability 
to work, study or do what you need 
to do for at least one day? 

Yes    No 

•	 Rely on detailed clinical history and look for a pattern of 
migraine attack

°	 A headache diary is a useful tool for tracking 
migraine attacks and acute medication use 

°	 Canadian Migraine Tracker app was made by 
Migraine Canada and is available for patients to 
download for free

People with menstrual migraines typically experience:3

•	 Longer duration of migraine attacks 

•	 Nausea

•	 Increased photophobia and phonophobia

How to effectively treat menstrual migraine?3 
The first step in developing a treatment plan is to quantify 
the duration and severity of attacks as well as the functional 
implications to the patient. 

The Canadian Headache Society (CHS) acute migraine 
treatment guidelines recommend acetaminophen or 
NSAIDs for mild to moderate attacks.3 If over the counter 
options are ineffective, prescription NSAIDs such as 
naproxen sodium and diclofenac potassium are available 
to try in immediate release tablet formulations. Diclofenac 
potassium is also available as a water-soluble buffered 
powder with a Tmax* of ~15 minutes, suggesting the potential 
for a rapid onset of effect.

For moderate to severe migraine attacks or when NSAIDs 
alone have failed, the CHS recommends an NSAID with 
triptan rescue or triptan alone.3 There are currently 7 
different triptans on the market and one combination 
triptan/NSAID. (Table 2) There is no clear data for superiority 
of one triptan over another and patients should try different 
triptans if one is ineffective or not tolerated. If attacks are 
long-lasting, consider using a triptan with a longer half-life 
such as frovatriptan or naratriptan. 

Table 2: � Triptan and triptan combinations available 
in Canada

Name (Brand name) Available Formats 

Almotriptan (Axert®) tablet

Eletriptan (Relpax®) tablet

Frovatriptan (Frova®) tablet

Naratriptan (Amerge®) tablet 

Rizatriptan (Maxalt®) tablet, orally dissolving tablet 

Sumatriptan (Imitrex®) tablet, injection, nasal spray 

Zolmitriptan (Zomig®) tablet, orally dissolving tablet, 
nasal spray

Sumatriptan/Naproxen 
sodium (Suvexx®)

tablet 
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For patients who are not achieving consistent resolution 
of their migraine attack with a monotherapy approach, 
they may need a combination of acute medications. The 
combination of an NSAID and triptan is useful for these 
refractory migraine attacks.3 All triptans can be combined 
with naproxen for migraine and menstrual symptom  
relief. These can be taken as 2 separate medications or in  
a combination tablet of sumatriptan/naproxen.

Will OC use help with menstrual migraine? 
There is no conclusive evidence or recommendations for 
the use of oral contraceptives as a treatment for menstrual 
migraines. The responses are often highly variable 
between patients. 

Timing of Treatment 
Similar to a non-menstrual migraine, patient education 
on timing of treatment is essential. People with migraine 
should be instructed to “hit hard, hit fast” and take their 
acute migraine treatment early in the attack.3 

There is another approach termed “mini-prophylaxis”.  
This refers to a strategy whereby the patient starts  
their acute treatment prior to the onset of their  
expected menstrual migraine attack and continues  
for 2 to 4 days. This method relies on regular menstrual 
cycles and consistently predictable menstrual  
migraine onset.

Medication Overuse Headache
All people with migraine should be made aware of the risk 
of medication overuse headache and how it can be avoided. 
This is particularly important in people who are being 
treated aggressively for menstrual migraine with mini-
prophylaxis or who have attacks at other times during their 
cycle. The limits to keep in mind are no more than 10 days 
of a triptan or 15 days of NSAID use per month. Always 
ask about any OTC medications being used to treat their 
migraines as people will often overlook OTC use. Remind 
patients to track their migraine symptoms days, menstrual 
cycle, and acute treatment usage to improve their quality 
of care. The Canadian Migraine Tracker is a great app to 
recommend to your patients.
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* Tmax = time to maximum plasma concentration

How to trial a triptan:
	 •  Optimize efficacy of triptan
 		  °  Counsel patients to treat early in the migraine attack
		  °  Trial for at least 3 attacks to determine effectiveness

The best triptan choice is the one that works for the patient. ”

CLINICAL PEARLS
•	 Menstrual migraine diagnosis and treatment requires a detailed clinical history to 

elucidate patterns 

•	 Education on timing of medications is crucial for cyclical menstrual migraines 

•	 Consider a combination triptan + NSAID strategy if acute monotherapy has failed 
or if cycles are irregular, making mini-prophylaxis impractical 

•	 The best triptan choice is the one that works for the patient

•	 It is important to be mindful of the potential of medication overuse headache if 
aggressively treating during menses – don’t forget to ask about OTC use! 
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