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By: Norma Clanin MS, RN, CRRN
What an exciting national ARN conference in Washington D.C.!  Over 900 rehabilitation nurses from across the country (Yes, even Hawaii and Alaska!) attended this year’s educational programs, viewed many clinical posters, visited booths to learn about new patient care products, attended the business meeting, and enjoyed the camaraderie of rehab.  There was also time for visits to the White House, the Capitol, the Smithsonian, the many monuments, etc.  

I personally visited the United States Holocaust Memorial Museum.  One of the displays included the story of T4 .  When you and I hear “T4,” we think of a spinal cord injury level…but T4 was a secret operation that was part of Hitler’s Euthanasia Program.  From January of 1940 – August 1941 approximately 70,000 adult disabled patients were murdered during this initial gassing phase.  Because of protests, the gassing stopped, but lethal injections and drug overdoses continued.  While the adult program was halted at that point, the child euthanasia program continued.  Systematic starvation continued for both adults and children.  Entire hospitals devoted to the care of the disabled and the elderly were emptied of patients/residents.

The stark contrast between the educationally and socially rejuvenating experience of the ARN conference and the depressing and overwhelming experience of the Holocaust exhibit was sobering.[image: image9.jpg]Dose Display
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Please take the time today to be thankful for how the rehabilitation community has evolved and the role that you have played as a professional rehabilitation nurse.



Stool and Bowel Movement Patterns: What’s normal? What’s not?

By: Rachel F. Kemper, MSN, RN, NP, CRRN

What is Normal?

Healthy adults have a daily stool weight of <200grams (7oz); stool weights in excess are abnormal (Domino, 2007). As nurses though, we must keep in mind that bowel patterns and consistency seem to be as individual as the people who have them. Many people believe that the definition of a normal bowel movement is having 1 movement each day, but that is not true for everyone. There is no rule for frequency of bowel movements, but the general range is from 3 times a day to 3 times a week. Less than 3 movements a week may indicate constipation, and more than 3 watery stools a day could indicate diarrhea (www.mayoclinic.com). Evacuation is considered ‘normal’ until proven otherwise.

What’s not?

Constipation is defined as fewer than 3 BM’s per week.  Additionally, Rome Criteria includes:

· Straining, lumpy or hard stools

· Sensation of incomplete evacuation

· Sensation of anorectal obstruction or blockade

· Manual maneuvers to facilitate evacuation

A patient must have two of these signs/symptoms for 12 weeks out of the preceding 12 months and must occur with >25% of evacuations.

Diarrhea is defined as the frequent passage of loose or water stools. Other symptoms that may accompany diarrhea include: blood or mucus in stools, abdominal pain and/or distension, cramping, greasy appearing stools, weight loss and malaise (Domino, 2007).

Beyond consistency: a rainbow of BM colors

Stool comes in a variety of colors. All shades of brown and even many greens are considered normal.  Stool color rarely indicates a potentially serious intestinal condition or disease.

Stool color is generally influenced by what a person consumes as well as by the amount of bile in the stool. As bile pigments travel through the gastrointestinal tract, they are chemically altered by enzymes, resulting in the ‘normal’ shades of green to brown stool (www.mayoclinic.com). 

Various color and consistency changes can help to alert us as nurses to possible intestinal problems. It is important to take a thorough history in order to determine or help to narrow the possible causes of a patient’s recent stool changes patients.

	Stool color
	What it may mean
	Possible dietary causes

	Green
	Food is moving through the large intestine too quickly, such as due to diarrhea. As a result, bile doesn't have time to break down completely.
	Green leafy vegetables, green food coloring, such as in Kool-Aid or popsicles.

	Pale or clay-colored
	A lack of bile. This may indicate a bile duct obstruction.
	Certain medications, such as large doses of Kaopectate and other anti-diarrheal drugs.

	Yellow, greasy, foul-smelling
	Excess fat in the stool, may be due to a malabsorption disorder.
	Sometimes the protein gluten, such as in celiac disease. See a doctor for evaluation.

	Black
	Bleeding in the upper intestinal tract, such as the stomach.
	Iron supplements, Pepto-Bismol, black licorice.

	Bright red
	Bleeding in the lower intestinal tract, such as the large intestine or rectum.
	Red food coloring, beets, tomato juice or soup, red Jell-O.

(www.mayoclinic, 2006)
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If the cause of stool changes cannot be surely attributed to recent dietary intake or changes, further investigation is needed. The above table helps in identifying  possible causes and related differential diagnoses.

Common stool tests:

Before a stool specimen is collected, barium procedures and laxative preparations should be avoided for 1 week prior, as these may interfere with results. 

Stool Culture:
Detects and identifies certain types of bacteria, viruses, fungi, or parasites that can cause disease. Symptoms of an intestinal disease may include prolonged diarrhea, bloody diarrhea, an increased amount of gas, nausea, vomiting, loss of appetite, bloating, abdominal pain, cramping, and fever (Fischbach, 1996).

Stool Analysis:

Determines the various properties of the stool for diagnostic purposes. Some of the more frequently ordered tests on feces include: testing for blood, bile, parasites, and parasites eggs. Stool can also examined by chromatographic analysis for the presence of gallstones (Fischbach, 1996).

Nursing Responsibilities:

Regular bowel movements are important to the health of patients both inpatient and out-patient settings, rehabilitation nurses should be aware of potential bowel issues. No matter the patient’s diagnosis, the nurse should:

· Assess the patient’s current bowel pattern and stool consistency (either through observation or patient’s verbal description).

· Report any changes or abnormal findings to the patient’s care provider.

· Educate the patient on what is normal and what is abnormal, so they are more likely to detect a problem.

· Complete any stool testing required.

· Work with the patient and other rehab team members to develop a care plan that will help to regulate the patient’s bowel pattern, fit the patient’s life, and maintain a normal stool consistency.

Sources:

Fischbach, F. (1996). A manual of laboratory & diagnostic tests (5th ed.) Lippincott: Philadelphia, PA.

Domino, F. (2007). The 5-minute clinical consult 2007. Lippincott Williams & Wilkins: Philadelphia, PA.

Mayoclinic.com website (2007). Stool color: what to worry. Retrieved January 23rd, 2007 from http://www.mayoclinic.com/health/stool-color/AN00772.

Drossman, D. (1999). The rome criteria process: diagnosis and legitimization of irritable bowel syndrome. The American Journal of Gastroenterology, 94 (10), 2803-07.
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Emergency Diazepam Use for Seizures 

By:  Michael Ganio, BS, PharmD
Many patients in the inpatient and outpatient rehabilitation settings are at risk for seizures.  Patients who have experienced a traumatic brain injury or stroke may be predisposed to seizures during rehabilitation.  In many cases, these patients do not have intravenous access readily available.  The standard treatments for patients having an epileptic emergency are given intravenously.

So what happens to rehabilitation patients without intravenous access experiencing a seizure?  In 1997, the Food and Drug Administration approved Diastat®, a diazepam gel designed for rectal administration.   Diastat® is available as a single-dose rectal syringe that has been proven safe and effective in patients over the age of two experiencing seizure activity.
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Diastat® syringes are available in 10 mg and 20 mg delivery systems.  The 10mg system is for pediatric use and has a 4.4 cm tip.  The 20 mg system is intended for adults and has a 6.0 cm tip.  Both systems can be prescribed in multiples of 2.5 mg.  Prior to dispensing the syringe, a pharmacist will dial the syringe to the prescribed dose, and lock the syringe in place.  This guarantees that only the prescribed dose is administered.  Once the device is set, the dose will appear in the window on the syringe, and a green “Ready” band will be visible near the tip.

To administer, the patient should be placed on their side facing you.  The syringe should then be prepared for administration: a protective cap must be removed, and the tip should be lubricated with lubricating jelly that is included with the kit.  The upper leg should be pulled forward to expose the rectum.  Once the tip is inserted fully, slowly count to three while pushing the plunger into the syringe.  Keep the syringe in place while again counting slowly to three.  Upon removal of the syringe, hold buttocks together for a slow three count to prevent leakage.

To discard the syringe, pull the plunger completely out of the syringe.  Holding the tip over a sink or toilet, replace the plunger into the syringe and push until it stops.  Flush the toilet or rinse the sink with water until gel is no longer visible.  All remaining pieces may be safely discarded in the trash.

For more information, visit www.diastat.com





A Review of Texture Modified Diets: Dysphagia Diet Orders 


By:  Nicole Reed Benameur, R.D., L.D
Spinal Cord Injury and Traumatic Brain Injury patients often have difficulty chewing or swallowing foods because of the texture. Difficulty chewing or swallowing is known as Dysphagia.  Patients, s/p injury, may need textured-modified foods to allow them to safely consume an oral diet.  A Dysphagia diet is often ordered by the speech language pathologist after performing a swallow evaluation on a patient to determine which texture of food is safe for consumption. The following is a review of the foods safe for each Dysphagia Diet level, as adapted from OSUMC patient education handout “Food Selections for Dysphagia Diet Levels”:

 Level 1: PUREED

Applesauce


Cream pies (no crust)

Pumpkin pie (no crust)

Cream of Wheat

Pureed Fruit



Smooth Cheesecake (no crust)

Custard


Pureed Meats


Sweet Potatoes (mashed)

Pureed Vegetables

*Ice Cream



*Gelatin

*Sherbet

*Not allowed if patient is on thickened liquids

LEVEL 2: Mechanically Altered

Plain egg or tuna salad

Scalloped potatoes


Chili

Lasagna



Sloppy Joe (no bun)

Fruit Yogurt

Ham Loaf



Spaghetti w/ meat sauce

baked beans (slightly mashed)

Hamburger (no bun)

Omelet with cheese

Tuna or chicken noodles

Soft fruit or cream pie

Ravioli



Cottage cheese

(With bottom crust only)

Watermelon w/out seeds

*Gelatin w/ fruit

*Not allowed if patient is on thickened liquids

LEVEL 3: Mechanical Soft/Advanced

Biscuits



French fries


Oven Browned potatoes (no skin)

Bread




(not crisp)


French toast

Moist cakes



Glazed donuts

Cold cereal (no shredded wheat/All Bran)

Grilled fish



Fruit pies


Rice

Quiche



Soft cookies


Ham salad sandwich

Hamburger w/ bun


Sloppy Joe w/ bun

Strawberries

Diced Ham& cheese omelet
hash browns


Waffles

* No nuts, dried fruit, coconuts, pineapple

· If there is a food you are unsure about whether to give a patient, always check with the dietitian or speech language pathologist to ensure a patient’s safety.

· Often times, patients on level 1 & 2 textures find it hard to consume enough calories. The use of oral supplements like Ensure® or Glucerna® (lower carbohydrate for patients with diabetes) can help to bridge the gap in meeting patients calorie and protein needs. Also, the practice of eating smaller meals more frequently throughout the day can help patients achieve their food intake without feeling overwhelmed with large amounts of food at less frequent intervals.











News from the Ohio Legislature: 

By: Michele Rinkes RN, CRRN

· Statewide, some issues currently in legislation of interest to nurses are: H.B. 346-the staffing principles bill, has been introduced by Rep. Jim Hughes (Columbus). This critical legislation is needed to ensure appropriate nurse staffing. It is supported by the Ohio Nurses Association and the Ohio Hospital Association. 

· The Ohio House and Senate passed a bill to appropriate money to the Nurse Education Loan Program. This will be used as a grant to fund graduate education for those who agree to become nursing faculty in Ohio.

· Hearings on reimbursement for APN’s under Medicaid and managed care

have been completed in Ohio.

· Studies are in progress on a waiver program that would allow individuals with disabilities to direct their care, including hiring caregivers who may not be licensed nurses.




Snapshot of Riverside Methodist Acute Inpatient Rehabilitation

By: Sharon Scott RN

 

When did Riverside's Rehab Unit open?

We moved to Riverside in May of 2005.  Previously we were at Grant Hospital, another Ohiohealth facility.

 

How many beds do you have?

We have a 15 bed unit, all private rooms with individual bathrooms.   

 

Are you CARF certified?

Yes, we are.  We were certified at Grant, but had to reapply at Riverside.

 

Where do most of your patients come from?

The majority come from Ohiohealth Facilities, but we do get patients from outlying hospitals and a few from out of state.

 

Who are your patients?

The majority are stroke and TBI's, but we also have a lot of multiple traumas, neuro patients and some orthopedic patients.

 

What is the average length of stay?

12 days.

 

How do you as nurses communicate with other team members?

We have a daily stand-up meeting every day with the social worker, therapists, and nursing staff.  Then we have Team meetings on Tuesday and Thursdays to discuss patient's progess, concerns, and discharge criteria.  These meetings are attended by our fantastic Rehab Doctor, Dr. Julie Rindler, Social worker(who facilitates the meeting), PT,OT,ST, Rec Therapy, Chaplain, Dietician, Home health/ outpatient coordinator and nursing staff.  We also have a communication log that both therapy staff and nursing staff read daily.

 

What percentage of your patients are discharged to home?

80%

 

Do you have any research projects going on at this time?

Yes, we have a Free Water Between Meals research project for patients on thickened liquids.

Upcoming  Events


By: Patti Organ RN, CRRN 



December

12/07

Juvenile Diabetes

Order Holiday Cards       http://www.morethancards.com/


Research Foundation

February

2/2

Crohn’s and Colitis
2008 Ohio Nurses

centralohio@ccfa.org


Foundation-Central
Day Education

(800) 625-5977



OH Chapter


Program and 







Luncheon at the 







Blackwell

2/23

American Heart

Go Red for Women
http://www.americanheart.org/


Association


Luncheon and 







Educational Forum at







the Hyatt Regency
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