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By: Norma Clanin MS, RN, CRRN

Hello COARN members!  Hello ARN members!  Welcome to our latest newsletter - I invite you to read on about issues and topics that relate to our practice and our association.  We always look forward to seeing you at our chapter's educational programs, where we not only learn from experts, but also have a chance to share what is new at our place of employment.  I look forward to seeing you at our next meeting!

The ARN national education conference is fast approaching - this October it will be held in Washington D. C.  Ohio usually has very good representation and participation at our national conference.  If you are planning to attend, let me know by call or email so I can be sure to touch base with you prior to the conference and while you are there.  The Ohio contingent usually gets together at least once for lunch or a late evening snack.

We invite any COARN member who has presented a poster at ARN or anywhere else this past year to share them with members at our December meeting for display.  Members enjoyed the opportunity to not only learn from the posters of others, but we also see the talented examples of how they themselves might prepare a poster for presentation at a future conference.  For those who are interested, we plan a mini-workshop next spring to help members prepare to submit an abstract and prepare a poster for the 2008 ARN conference.  Be thinking of what topic you would like to develop into a poster and participate in this work session.  More information about time and place will be included in a future newsletter.

Congratulations to those rehabilitation nurses who have become Certified Rehabilitation Registered Nurses in 2007!  There unfortunately seems to have been some delay in getting out test results.  The ARN office has said results will officially be mailed about mid-August.  When test-takers have gotten results earlier from the testing facility, the results have been " unofficial until verified" by the testing board.

Our chapter will be having another Rehabilitation Nursing Review Course offering this November.  It is not only an excellent preparation for taking the certification test, but an efficient way to hear expert presenters give concise content and earn continuing education credit in the process.

If you had not noticed by now - the highlighted words of my message to you in this newsletter are all BENEFITS OF COARN AND ARN MEMBERSHIP.  I look forward to speaking with each of you over the next year and invite you to participate in our activities.  We are here to support and help to maintain your continued development as a professional rehabilitation nurse.
Report from

Ohio Nursing Leadership Summit Meeting

July 17, 2007
By: Norma Clanin MS, RN, CRRN
The Ohio Nursing Leadership Summit Meeting is a gathering of representative from various nursing organizations from throughout Ohio.  I, as your President, represent the COARN organization at these quarterly meetings.  Some of the highlights of the most recent meeting have been summarized for you here.

There is an effort that is underway to revise Ohio’s DNR rules.  The rules as proposed by the Department of Health would eliminate the DNR-CC Arrest option in an attempt to better assure that patients’ wishes are actually understood and acted upon.  The rules were the subject of a public hearing and are now being revised.  Also legislation is being drafted that would establish the POLST or MOLST (Medical Orders for Life Sustaining Treatment) as a means to more fully reflect the extent of the end-of-life treatment that should be provided to people.  Several states have adopted the POLST and Ohio is patterning its legislation after those states.  The word “medical” rather than “physician” is being suggested in Ohio so that APNs and PAs could issue the orders as well as physicians.

An overview of how nurse delegation has been used in the MR/DD setting, particularly with respect to medication administration was presented next.  The intent has been to find ways to serve disabled people within the framework of the least restrictive environment.  Ohio law enacted in 1994 authorized trained unlicensed individuals to provide care, including administering medications in certain settings through nurse delegation.  This was happening before the law, but the statute provided some training and set standards for how care should be provided.  Over the years, “least restrictive environment” and “self-determination” became watchwords that guided subsequent revisions and changes to the process.  Attempts were also made to provide greater consistency across the many environments in which MR/DD clients are served. A new law expanded the services that could be performed by MR/DD workers and authorized some medication administration and health related activities to be provided without nurse delegation in limited circumstances.  Simultaneously, the MR/DD rules that address training requirements were revised so that training is minimal, i.e., the time went from 25 hours to 14 hours, which is a serious concern for nurses working in these settings.  Also recognized in the new law was the concept of family delegation when the worker is directly employed by the family to provide care.  RNs do have a role in assuring quality of the care provided but some issues or concerns have arisen in this area over the years.  These rules are scheduled for the required 5-year review so nurses are encouraged to look closely at what changes may be proposed.  Delegation is important in MR/DD settings so nurses need to embrace it, but training must be adequate to assure the worker is prepared to take on the expected care that the clients need.

CBC Differential Interpretation
By: Debbie Thomas, RNC, CRRN




  One of the most basic labs that are drawn on rehab patients is the CBC with Diff.  It is a very important indicator of infection, anemia and inflammation.  A normal WBC count is 5-10.  With an acute infection, the WBC releases colony stimulating factor which stimulates the bone marrow to increase WBC production.  An elevated WBC count is known as leukocytosis and is seen in infection.  It may also be affected by long term steroid use.  A low WBC count is called leukopenia.  This can be caused by antibiotics, anti-neoplastics and barbiturates.

     When we consider the differential, we are looking at granulocytes (neutrophils, basophils and eosinophils) and non-granulocytes (monocytes and lymphocytes).  We will explore the granulocytes first.

     Neutrophils consist of segs and bands.  The segs are the mature WBC’s and the bands are the immature WBCs that are produced in response to infection.  Normal seg values are 50-70% of the total WBC count.  Normal band counts are 3-5% of the total WBC count. When there is an increase in the segs and bands as well as an elevation in the total WBC count, this is indicative of a bacterial infection.  It is also known as a left shift. The left shift is called this because in the “old days” before computer reporting, when lab results were reported, the segs and bands were listed on the left side of the paper and the monocytes and lymphocytes were reported on the right.  Thus, if the white count was high and the values for the segs and bands (on the left side of the paper) were elevated, that would mean the numbers were “shifted to the left”.  Just a bit of trivia.

     Other granulocytes include eosinophils which are elevated with allergic disorders, inflammation of the skin and parasitic infections.  Their normal values are 1-4% of the total WBC count.

     Basophils are the last type of granulocyte.  They control inflammation and damage to the body.  They are elevated with leukemia, chronic inflammation, hypersensitivity to food and radiation.  They are decreased with acute infection, overactive thyroid and stress.  The normal value for basophils is 0.5-1% of the total WBC count.

     When we look at non-granulocytes, we are looking at lymphocytes and monocytes.  There is an increase in lymphocytes in response to viral infections, leukemia, cancer of the bone marrow and radiation.  They are decreased in diseases which affect the immune system such as HIV and Lupus.  Normal values for lymphocytes are 25-40% of the total WBC count.

     Monocytes are increased in response to infections of all kinds as well as inflammatory disorders.  They are decreased with bone marrow injury or failure as well as some kinds of leukemias.  Normal values for monocytes are 2-8% of the total WBC count.

     When the WBC count is low (<2), the patient is said to be neutropenic.  These patients are at high risk for infection. Their ANC (absolute neutrophil count) is usually low, < 500.  It can be figured out using the following formula:

       (SEGS + BANDS)  X WBC (in hundreds)

                              100

     Example:   WBC count is 4          Segs are 45             Bands are 5

     (45 + 5)  X 400

             100

ANC + 200 and the patient is neutropenic.

     They would be place on neutropenic precautions at this point.  Per the CDC, these include strict handwashing, no fresh flowers or raw fruits and vegetables which may be harboring bacteria.  They also recommend no procedures which may break the skin, including IV sticks, IM injections or rectal medications. 

     So the next time you draw a CBC with diff on your patient, remember that the different types of WBCs indicate different disease processes in the body. You in turn can use the information to help formulate your plan of care that will benefit your patient. 





Newer Agents for Overactive Bladder

By:  Michael Ganio, BS, PharmD
Overactive bladder is a clinical syndrome that includes urinary symptoms of urgency, frequency, nocturia, and incontinence.   Many patients undergoing rehabilitation for brain injury or spinal cord injury can experience symptoms of overactive bladder.  Because of potential CNS adverse effects, selecting the optimal therapy for these patients may be difficult, especially in brain injury patients.  Neurological effects can include asthenia, dizziness, drowsiness, insomnia and restlessness.  Patients will also often complain about other anticholinergic symptoms, especially dry mouth, constipation, blurred vision, and general gastrointestinal upset.

The anticholinergic agents oxybutynin (Ditropan®) and tolterodine (Detrol®) have been very popular choices for the treatment of overactive bladder and bladder spasms.  In 2004, three new anticholinergic drugs were approved and have been slowly gaining popularity.  These agents include darifenacin (Enablex®), solifenacin (Vesicare®), and trospium (Sanctura®).  Two of the newer agents, darifenacin and solifenacin, are classified as “uroselective” agents.  Pre-clinical studies involving these medications showed better selectivity for bladder tissue compared to salivary tissue and other receptors in the body.  While not selective for bladder tissue, trospium is uniquely water-soluble, potentially limiting its passage across the blood-brain barrier and reducing neurological adverse effects.

While these newer agents may potentially have a lower incidence of side effects compared to oxybutynin and tolterodine, head-to-head trials have not shown any significant reduction in symptoms of dry mouth or constipation.  In the case of trospium, one trial showed similar CNS effects compared to oxybutynin.  It is important to remember that different patients may respond to medications differently.  If one medication fails or produces intolerable side effects, another medication in the class may be beneficial.

With the exception of trospium, all of the anticholinergic agents discussed in this article are metabolized by the liver and may be susceptible to drug interactions by medications that undergo similar metabolism.  Doses should also be reduced in patients with significant hepatic disease.  Trospium is eliminated renally and doses should be adjusted in patients with renal insufficiency.

                 



   VS.    
    

Albumin Verses Prealbumin:  What is the Difference?

By Jenalee Gfeller, OSU Senior Medical Dietetic Student

Laboratory results in a typical medical record generally include both prealbumin and albumin.  However, many health care providers do not understand the difference between the two.  Prealbumin and albumin is that they both measure visceral proteins, which can be determinants of malnutrition and are also negative acute-phase reactants. However, both have unique qualities and sensitivities, which can give insight to other medical complications.  

Prealbumin 

Prealbumin is produced by the choroid plexus, pancreatic islet cells in the embryonic yolk sac, and enterochromaffin cells in the gastrointestinal mucosa and liver, and functions as the binding and transport protein. It is the gold standard test for monitoring nutritional intervention effectiveness. With a two day half-life, prealbumin can be measured weekly as a method of monitoring the hospitalized patient’s nutritional status and whether or not to adjust or maintain nutrition plans. 
 Table I categorizes malnutrition risk levels.  When prealbumin is used in assessing a patient's nutritional status, studies show that patients' hospital length of stay is shorter because protein deterioration is restored more efficiently1.  Prealbumin levels may be lower in patients with severe/chronic diseases/infections, hyperthyroidism, liver disease, inflammation, and/or particular digestive disorders.  However, prealbumin is less affected by liver disease compared to other serum proteins.  Prealbumin levels may be high in patients with high-dose corticosteroid therapy, hyperactive adrenal glands, high-dose nonsteroidal anti-inflammatory medication, and/or Hodgkin’s disease.  Prealbumin may increase in patient's with excessive alcohol consumption due to damaged hepatic cells. Unlike albumin, prealbumin is not affected by the hydration status of the patient.  

	TABLE 1
	

	PREALBUMIN LEVEL
	RISK LEVEL

	17.0-30.0 mg/dL
	Normal

	10-16.9 mg/dL
	Mild

	7.0-9.9 mg/dL
	Moderate

	<6.9 mg/dL
	Severe


Albumin

           Produced in the liver to regulate colloidal osmotic pressure, albumin accounts for more than 50% of the serum proteins. In addition to measuring nutrition status, albumin is also used as a screening tool for liver disorders and kidney disease.  The half-life for albumin is approximately twenty days. If it were the primary method to measure nutrition status, nutrition intervention could not be assessed as frequently as necessary to prevent further complications.  However, at the initial assessment, it would be appropriate to classify a patient as malnourished based on Table 2 risk levels for albumin.  As mentioned previously, low albumin levels are found in patients with liver disease and kidney disease. Low levels can also be found in patients with inflammation, lupus, shock, or disorders which affect the absorption and digestion of proteins, such as Crohn’s.  High albumin levels can be seen in patients that are dehydrated.  Albumin, as opposed to prealbumin, provides a long-term method of assessing a patient’s nutrition status.  

	TABLE 2
	

	ALBUMIN LEVEL
	RISK LEVEL

	3.4-5.0 g/dL
	Normal

	2.8-3.39 g/dL
	Mild

	2.1-2.79 g/dL
	Moderate

	<2.1 g/dL
	Severe


     Although both proteins assess the nutrition status of a patient, it is evident that the prealbumin level should be monitored regularly so that we, the healthcare providers, may efficiently and effectively evaluate their nutrition needs and respond accordingly.  This is not to say that albumin should not be monitored, since it should, but it should be the secondary test to prealbumin to assess the patient’s nutrition status. 

References:

1 Beck, Frederick K et al. Prealbumin: A Marker for Nutritional Evaluation. American Family Physician April 15, 2002. p 1575

1 Beck, Frederick K et al. Prealbumin: A Marker for Nutritional Evaluation. American Family Physician April 15, 2002. p 1575




Contacting Your State Government:
Helpful State Government Toll-Free Numbers

Attorney General Consumer Protection
800-282-0515

Child Support Hotline



800-686-1556

Crime Victim Assistance



800-582-CVSS

Home Energy Assistance Program

800-282-0880

Legislative Information



800-282-0253

Medicaid Consumer Hotline


800-324-8680

State Highway Patrol (Highway Help)

877-7-PATROL

Tax Questions




800-282-1780

Travel and Tourism



800-BUCKEYE

Unemployment Hotline



800-251-OBES

Utility Consumer Complaints


800-282-9448

Workers Compensation



800-OHIO-BWC

Web sites 

Ohio Web site 
www.ohio.gov
House web site
www.house.state.oh.us
Senate web site
www.senate.state.oh.us

 


September Events


By: Patti Oragon RN, CRRN

9/9

Crohn’s and Colitis
Guts & Glory 5K 

centralohio@ccfa.org


Foundation


Run/Walk


800-625-5977



Central Ohio Chapter
Bicentennial Park

9/19

Brain Injury


The 9th Lynn Fund Golf
www.biaoh.org


Association


Classic at Foxfire GC

9/20-9/21
Brain Injury


BIAOH 26th Annual
www.biaoh.org


Association


Conference

9/22

American Heart 

African-American

216-619-5140



Association


Family Wellness Walk:
Yvonka.hall@heart.org






Stepping Out to End







Stroke

9/30

Down Syndrome

6th Annual DSACO
614-342-5757



Association


Buddy Walk


office@dsaco.net
9/30

Easter Seals


Easter Seals Walk With
Julie Bruner







Me at Genova Park-
614-228-5523






COSI



jbruner@easterseals-cseohio.org
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