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Simplifying Ostomy Management and Preventing Peristomal Irritation
Problem:
Ostomy care can be time consuming and costly. The majority of ostomy 
care is provided by non-specialized nurses due to the limited number of 
Wound Ostomy Continence Nurses available to provide specialized care to 
a significant number of patients. Multiple supply options can be confusing for 
both the nurse and the patient. In determining what best meets the patients’ 
needs, trial and error to achieve proper appliance fit often leads to waste. 
Ill-fit appliances can cause peristomal irritation due to leakage of effluent. 
This leads to unfavorable outcomes and higher costs. *Three leading 
manufacturers of ostomy supplies were utilized in this facility. This was being 
done without the neccessary clinical guidelines needed to assist the nurse in 
the proper selection of ostomy supplies. Our Long-Term Acute Care Hospital 
identified the challenge and a multidisciplinary solution approach was 
developed.

Donna Trigilia, MSN, BC, APRN, CWCN, Coordinator of the Wound Care Program, Gaylord Specialty Healthcare, Wallingford, CT, Sandra DeLong, RN, BSN,CRRN CWCN, Nursing Supervisor, Linda Krampitz, Director of Materials Management

Purpose of the Innovation:
During the period of 2009-2010 the use of ostomy 
supplies was increasing as the medical complexity of 
the patients increased. An investigation was done and 
the following identified:

Specific Strategies: 
The Wound Care Team, Ostomy Specialist and 
Materials Management department developed the 
following strategies: 

►Educate and train nursing staff – included didactic ►Educate and train nursing staff – included didactic ►Educate and train nursing staff
and hands on training for proper peristomal preparation, 
measuring the stoma for proper size of the appliance 
and application.

►Increased confidence level for nurses

►Elimination of trial and error led to ~75% decrease of reported peristomal
    irritation and cost savings from less waste.

►Less time required to provide improved ostomy care

►Ostomy Specialist concentrated on complex ostomy issues.

►Standardized moldable technology product available on all nursing units

►Significantly reduced special orders and overnight shipping charges

►38% cost savings on ostomy products per patient day
Gaylord Wound Care Team: Donna Trigilia, CWCN, 
Sandra DeLong, CWCN, Vicky Valenski, CWCS

Results: The education program and organized 
system of ostomy supply allocation went into effect July 2010 
with favorable feedback from the clinicians by written survey and 
observation of care provided. There was less reported occurrences 
of peristomal irritation and a significant financial savings. 

Overall Challenges:
►Many redundant product choices
►Lack of education and confidence on the part of the nurse providing
   ostomy care
►Lack of a standardized ostomy program
►Lack of evidence-based practice
►Lack of oversight between clinical and operational stakeholders
►An Inefficient procurement and distribution method

Service Challenges:
►Lack of product specifications available on admission
►Lack of confidence for both clinicians and patients
►Delayed application of appropriate appliance
►Peristomal irritation and associated pain

►Identify product line to be used across the 
patient population to achieve best clinical 
outcomes– included product research, product 
trial and clinical preference survey.

►Use of an integrated color-coded system 
into Pyxis supply stations – Pyxis bins were 
color-coded to match product color code for ease 
of selection. Also, an algorithm was designed to 
further assist nurses in product selection and is 
posted on all Pyxis supply stations.

Specific Outcomes: 
►Patients expressed less pain during
   ostomy care

►Patients reported appliance was easier to use
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*Coloplast, Corp., ConvaTec USA, Hollister, Inc.

Bottom Line:
Happy Patients
Happy Nurses
Happy Materials Management
Positive Financial Outcomes

Linda Krampitz, Gaylord Director of Materials Management
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Partial Nasal Occlusion
-First reported in 1950 for strabismus
-Form of sector occlusion- strips of tape applied to eye glass 
lenses        lenses        

Conditions treated with binasal occlusion: amblyopia,esotropia, 
vertical imbalances,esophoria (inward eye deviation),diplopia

Nasal Visual Occlusion is an effective means of treating diplopia 
in the Acquired Brain Injury patient. It allows the patient to 
experience continued peripheral (ambient) biocular visual 
processing while limiting the confusion created by central (focal) 
binocular abnormalities. Encourages the TBI patient to attend to 
peripheral cues, reduces confusion, helps stabilize the image. 
This allows the ABI patient the opportunity to more efficiently 
improve from visuo-spatial perceptual distortions resulting 
in the accurate guidance of movement so necessary in the 
rehabilitation process.

Nasal Visual Occlusion Treatment for Diplopia
Diplopia is a common visual disturbance for people 
with central nervous system disorders that can 
threaten function and quality of life. Treatment 
of diplopia during an inpatient rehabilitation stay 
can be problematic: Traditional eye patches are 
cumbersome, inhibit peripheral vision, adversely 
affect light, movement and space perception. Nasal 
occlusion offers an alternative which is effective, well 
tolerated, low cost, and for some people may obviate 
the need for prism glasses.  We present four patients 
admitted for acute inpatient rehabilitation who were 
evaluated and provided nasal occlusion for diplopia. 
Their diagnoses were traumatic brain injury (1), 
intracranial bleed (2) and brain tumor (1). In all cases, 
the diplopia improved, and there was resolution in 
three out of four cases. All had good compliance with 
the nasal occlusion, and all had improvement in their 
mobility, balance and activities of daily living after the 
nasal occlusion. This intervention and rehabilitation is 
reviewed. Treatment options, as well as advantages 
and disadvantages of partial nasal occlusion are 
highlighted.

David Rosenblum MD, Mary Ellen Santucci, OT, Gaylord Hospital, Wallingford, CT 

Results
In all cases, the diplopia improved, with a resolution of diplopia in 3 out 
of 4 cases. All had good compliance with the nasal occlusion, and all had 
improvement in their mobility, balance and activities of daily living after the 
nasal occlusion.

Outcomes:
Diplopia: 4/4 improved, 3/4 resolved

Compliance: 4/4 

Mobility, Balance, Activities of Daily Living: 4/4 improved

Conclusion
Diplopia is a common visual disturbance for people with central nervous 
system disorders that can threaten function and quality of life. Nasal occlusion 
offers an alternative which is effective, well tolerated, low cost, and for some 
people may obviate the need for prism glasses.

Patients/Demographics
One patient with traumatic brain injury, two with 
intracranial hemorrhage, and one with a brain tumor

AGE
63
54
25
31

SEX
White Male
White Female
White Female
White Male

DIAGNOSIS
ICH
ICH
Brain Tumor
TBI

Evaluations performed by MD, OT, neuro-optometry

Diplopia
● Impacts ADL, motor and 
sensory function, gait, 
reading, writing, cognition, 
psychosocial and leisure 
activities

● Visual symptoms very 
common after TBI

Treatment Options
1. Eye patch

2. Prisms

3. Partial Nasal occlusion

Neuro-Optometry: Assessment, education, visual 
training, interventions, follow up

Rehabilitation Interventions
- Collaboration with OT
- Treatment Activities: Convergence, fusion, 
   localization, ROM, visual motor, fixation

Advantages

►Simple and effective 

►Well tolerated / good compliance

►Low cost 

►Easy to apply

►Easily modified to patients’ 
clinical status

►For some people may obviate 
the need for prism glasses

►Limited impact on peripheral 
vision, movement and space 
perception

Disadvantages 

►Durability

►Some patients may not 
tolerate increased peripheral 
awareness

Avoid

Tape on glasses outlined with 
marker to better see the tape.

References Porctor, A. Traumatic Brain Injury and Binasal Occlusion. Optom Vis Dev 2009;40(1): 45-50
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Rehabilitation

• With a goal directed rehabilitation approach she was able to 
make significant improvements. 

• Mobility, balance training, strengthening

• Adaptive equipment- parallel bars, walker, ultimately no 
assistive device

• Aquatic therapy- gait, endurance, strengthening

• Activities of daily living

• Psychological support

• Binasal visual occluders for diplopia

• Swallow evaluation, dysphagia diet and advancement

• Worked on auditiory compreshenion
Dysarthric, low volume, high pitched responded over time to 
remediation

Location
• Most frequent site tumor is aduacent• Most frequent site tumor is aduacent
   to lateral ventrical

• Stem cells migrate out to cortex in • Stem cells migrate out to cortex in 
  developing brain

• Stem cells can differentiate into a• Stem cells can differentiate into a
   variety of neuronal and glial cells   variety of neuronal and glial cells

Treatment OptionsTreatment Options
• Surgical if approachable

Natural History
• Slowly progressive

Prognosis
• Good

pathophysiology of hypercalcemia in SCI, the differential diagnosis, workup, nonpharmacological and pharmacologic treatment options will be presented. The potential benefits and risks of zoledronic acid- in comparison to other available agents- will be       

Newest bisphosphonate approved for hypercalcemia of malignancy

No reports of use in SCI

Rehabilitation of Glioneurocytoma- A Case Report
CASE REPORT
A 24 year old woman complained of dizziness, headaches 
and tinnitus, and developed a 6th nerve palsy. Work up 
included a CT scan which revealed a 4th ventricle mass 
with hydrocephalus and MRI revealed a cystic like mass 
causing obstruction. The tumor was attached to the floor of 
the brainstem, situated in the fourth ventricle which is unusual 
and dissection was successful in its removal. The tumor was 
identified as a glioneurocytoma. Her postoperative MRI did 
not reveal any residual tumor. Postoperatively she continued 
to have severe speech and communication challenges with 
dysarthria and a high pitched voice, dizziness, poor balance 
and marked ataxia, inability to do self care, and marked 
decreased mobility. Inpatient rehabilitation was successful 
in improving her speech, communication, mobility, self care 
and successfully prepared her for transition back into the 
community. In outpatient rehabilitation, she continued to 
progress. In most recent follow up, her voice quality improved 
to near normal, her dysarthria is nearly resolved, her strength 
is excellent, her apraxia lessened, and she is functionally 
independent. 

Patient Challenges

• Decreased coordination
• Impaired Proprioception
• Impaired Balance
• Decreased Endurance
• Fatigue
• Diplopia
• Dizziness
• Impaired Communication
• Decreased Strength
• Anxiety

David Rosenblum MD, Gaylord Hospital, Wallingford, CT

What is 
Glioneurocytoma?

• Very rare tumor

• Slow growing

• Central nervous system 
tumor with features of 
glial(for example astrocytes, 
oligodentrocytes and 
schwann scells) and neuronal 
differentiation

• Histological features of glial 
tumors but  have neuronal 
differentiation

Outcome
• Improved voice quality to near normal
• Marked improvement in dysarthria
• Return of strength
• Much less apraxia
• Excellent cognition
• Resolved diplopia, no need for nasal visual 
occlusion
• No anxiety
• Functionally independent
• Goal: attend nursing school

Conclusion
Inpatient rehabilitation was successful in 
improving her speech, communication, mobility, 
self care and successfully prepared her for 
transition back into the community.
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pathophysiology of hypercalcemia in SCI, the differential diagnosis, workup, nonpharmacological and pharmacologic treatment options will be presented. The potential benefits and risks of zoledronic acid- in comparison to other available agents- will be       

Newest bisphosphonate approved for hypercalcemia of malignancy

No reports of use in SCI

Hyperhidrosis and Spinal Cord Injury
CASE REPORT
Hyperhidrosis, or significant sweating, in spinal cord injury can be 
precipitated by noxious stimuli. The culprit is often ambiguous. It can 
be associated with autonomic dysreflexia, and other conditions such as 
syrinx. This case is of a 57 year old woman who sustained a C5 ASIA A 
tetraplegia secondary to trauma. She was stabilized, and admitted for 
further medical and rehabilitative care. She has a neurogenic bladder, 
neurogenic bowel, and has rarely had dysreflexic episodes. However, 
shortly after each effective bowel program, she reported chills and 
excessive hyperhidrosis, with no headache and no hypertension. Her 
medications included baclofen and neurontin. Physical examination 
did not reveal any source of noxious stimuli such as wounds. Work up 
revealed normal labs, and a KUB showed no excessive stool. MRI of 
the spine did not show a syrinx. Different bowel medications, oral and 
suppositories, including lidocaine gel instillation as well as enemas 
with anesthetic agents, were unsuccessful in alleviating her symptoms. 
Scopolamine patch trials were unsuccessful. Tricyclic antidepressant 
medications, added at night to also help with neuropathic pain, did not 
impact the hyperhydrosis. Dicyclomine, glycopyrrolate, and imipramine 
were ineffective.

Probantheline was provided ½ hour before her bowel program, with 
complete resolution of her bowel program induced hyperhydrosis. 

Conclusion
Probantheline effectively 
treated bowel program induced 
hyperhydrosis. The prevalence, 
pathophysiology, differential 
diagnosis, and treatment options 
of hyperhydrosis in spinal 
cord injury are reviewed, as 
is the mechanism of action of 
probantheline, its pharmacology, 
use and side effects.  

Pathophysiology
- Sympathetic eccrine seat glands are
  cholinergically innervated and under control of
  hypothalamus
- SCI interrupts descending fibers that form
  sympathetic chain and prevent normal
  supraspinal control
- Reflex sweating from afferent stimulation below
  lesion

Consider: Tumors, infection, antidepressants such 
as venlafaxine and buproprion, hypoglycemia, 
menopause, hyperthyroidism

With return of spinal reflexes, glands can become 
hyperactive to afferent stimulation

Two types:
Incidental Sweating
Ambient temperature

Autonomic Dysfunction
Noxious stimuli, bowel or bladder distention 
initiates afferent impulses, enter cord, lead to 
sympathetic response

Treatment
Block sympathetic or cholinergic activation of 
sweat glands- medications
Prevent noxious stimuli- check skin and pressure 
points, bowel programs, bladder programs

Medications
Scolamine patches, anticholinergic medications 
such as TCA’s. lidocaine to block afferent 
impulses from bowels

Probantheline Bromide
 Anticholinergic/antimuscarinic 
receptors action: 
antimuscarinics competitively 
inhibit acetylcholine at 
postganglionic cholinergic 
innervations; inhibit secretions 
from salivary and seat glands 
dose dependent. Pupils and 
heart rate less sensitive to 
effects of probantheline. Smooth 

muscle of GI tract and detrusor muscle even less 
sensitive. Does not cross blood brain barrier.

Adverse effects of Probantheline:
Tachycardia, constipation, hypersensitivity to light, 
dry mouth, urinary retention

Dosing:
30 mg ½ hour before bowel program
7.5 and 15 mg tablets
7.5 mg po tid for mild conditions
15 mg tid and 30 qhs for peptic ulcer disease

David Rosenblum MD, Gaylord Hospital, Wallingford, CT

Hyperhidrosis and 
Spinal Cord Injury

• Common complaint in SCI

• Prevalence 26%

• Inappropriately large amount of sweat

• First described 1917

• Associated with damage to 
  sympathetic ganglia and Autonomic
  Dysfunction

• Identifiable causes: examples:
  Syringomyelia, afferent stimuli from 
  bladder or bowels
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CLINICAL 
IMPLICATIONS:

The LTACH continuum of 
care is well suited to provide 
complex medical care and 
rehabilitation which improves 
function and quality of life 
as it facilitates the transition 
to home care after LVAD 
implantation.

Benefits of Long Term Acute Care Hospitalization Following Left 
Ventricular Assist Device Implantation for End Stage Heart Failure
David Rosenblum MD, Elaine Larson PA, Luis Teba MD, Alyse Sicklick MD, Sadia Abbasi MD, Gaylord Hospital, Wallingford, Connecticut

INTRODUCTION:
End stage heart failure is severely disabling, 
and often causes limitations of function, 
mobility, self care, and quality of life. The Left 
Ventricular Assist Device (LVAD) is designed 
to improve the function of the left ventricle 
as either a bridge to cardiac transplantation, 
or as a longer term treatment. LVADs have 
been shown to improve life expectancy 
and quality of life. After LVAD placement, 
patients may need continued acute hospital 
level of care to treat comorbid conditions, 
severe deconditioning, and post-operative 
complications such as stroke and respiratory 
failure. Long Term Acute Care Hospitals 
(LTACH’s) that provide acute medical and 
rehabilitative care are ideally suited to meet 
these patient needs.

METHODS:
We report the hospital course and 
outcome of patients admitted to our 
LTACH following LVAD implantation. 
Data collected included: age, gender, 
pre-implantation left ventricular ejection 
fraction (LVEF), days post-implantation, 
reasons for transfer to LTACH, 
complication while at LTACH, functional 
mobility and self care, LTACH length of 
stay, and discharge destination. 

CONCLUSION:
Patients undergoing LVAD implantation 
require a significant amount of post-
operative care which can be effectively 
provided at an LTACH facility with 
expertise in complex medical patients and 
rehabilitation. The transition of care requires 
a close collaboration with the referral 
physician. Management at the LTACH is 
provided by an interdisciplinary team of 
internists, internal medicine subspecialists, 
physiatrists, midlevel providers, therapists 
(occupational, physical, respiratory, 
recreational, and speech), psychology, 
nutrition, specialized nurses, wound care 
specialists, and care management. 

► RESULTS: 
Eight patients were studied (6 males, 2 females).  
Mean age 59 (35-77).  Length of stay at the acute 
care hospital before transfer was 6 to 47 days. An 
additional patient was admitted 1 year after LVAD 
implantation for rehabilitation. Pre-implantation LVEF 
range was 10-20%. The medical issues requiring 
LTACH level of care included ventilator weaning (1), 
pneumonia, acute kidney injury, fluid management, 
mild hemolytic anemia, wound care, and rehabilitation 
for stoke sequellae and deconditioning. There were 
3 returns to acute care facility (one catheter required 
replacement, one LVAD malfunction, and a patient 
with septicemia).  Two of these patients subsequently 
returned to our hospital.  Ventilator weaning was 
successful. The average LTACH length of stay 
(LOS) for the group was 22 days.  All patients made 
functional gains.  All discharged patients were walking 
more than 150 feet.  Six of the seven discharged 
patients were independent with activities of daily living 
(ADL’s), and one required minimal assistance. Seven 
out of eight patients were discharged home. 

► ►► ►
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Wound Care Made Easy Across the Continuum: From Acute Care to Long Term Acute Care and Beyond
Donna Trigilia, MSN, BC, APRN, CWCN, Coordinator of the Wound Care Program, Gaylord Specialty Healthcare, Wallingford, CT, Sandra DeLong, RN, BSN,CRRN CWCN, Nurse Manager, Vicky Valenski, MSPT, CWS

Problem:
The Long Term Acute Care Hospital (LTACH) treats patients with complex wounds. The 
challenges of complex wounds at times may lead to duplicating treatments that failed in the 
acute care hospital. Improving communication between the acute care certified wound care 
nurse (CWCN) and the LTACH wound care team can improve patient care.

Purpose:
To develop a process to improve wound care when transitioning a wound patient from the 
acute care hospital to the LTACH.

Steps of the Process:
The LTACH referral process includes a registered nurse meeting with the patient. The 
LTACH CWCN meets with the patient and the acute care CWCN when the wound care is 
especially challenging. As the wound care is observed, a photo of each step of the treatment 
is taken by the acute care CWCN and then used by the patient and LTACH staff when the 
patient is discharged to the LTACH. The process was used for 3 patients.

Patient #1
Revised picture book was sent home with the patient to be used by the home care nurse. 
The home care nurse observed the wound treatment prior to the patient’s discharge.

Patient #3
Patient #3 declined to have her picture book utilized. Her surgeon was new 
to referring patients to our facility. The acute care CWCN working with the 
surgeon contacted our wound care team when the patient was being admitted 
to the LTACH. The acute care CWCN provided a picture book of the steps of 
the patient’s large abdominal wound treatment. The goal was to prepare the 
wound bed for plastic surgery. Within 3 weeks of treatment, the wound bed 
was ready for graft closure which was successful.

1 2 3

4 5 6

Patient #1
Patient #1 had a complicated laparoscopic hysterectomy with necrotizing fasciitis. This required 
debridement of necrotic tissue from the abdominal wall, then a small bowel resection and fascial 
closure. Enterocutaneus fistulas developed and surgical repair was unsuccessful. In acute care the 
dressing changes were Q2-4hrs due to high output. The acute care CWCN eventually developed a 
more suitable wound treatment. 

Initial photo book when the patient left the acute care hospital.

1

Patient #2
Patient #2 underwent gastric bypass surgery 1 year prior. The patient developed an ischemic 
bowel and eventually developed 2 enterocutaneus fistulas. The patient attempted to manage 
this wound at home without success. He became septic and was readmitted to the acute 
care hospital.

Initial picture book was used in the LTACH and then at home. The home care 
nurse observed wound care treatment prior to the patient’s discharge home.

Conclusion:
The wound care picture book was a useful tool in providing 
continuity of care from the acute care setting to the LTACH.  
For all three patients, their wound care goals were met. 
The patients were then transitioned to the next level of 
care. Feedback was obtained from of the home care 
agencies involved. The home care nurse reported that the 
patient was at ease and the nurses were more comfortable 
performing such a complicated wound treatment with 
precise instructions provided.

2 3

4 5

1 2 3

4 5 6
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David Rosenblum MD, Gaylord Hospital, Wallingford, CT
Intrathecal Baclofen Therapy for Spasticity in Amyotrophic Lateral Sclerosis 4: A Case Report
ABSTRACT

Amyotrophic lateral scerlosis (ALS4) is a very rare juvenile form 
of ALS. People with this form of ALS often have distal weakness, 
and can have spasticity. A 42 year old woman started experiencing 
weakness, progressive loss of mobility, and increasing tone at 
the age of 16. She presented with significant painful spasticity. 
Her Ashworth scale was 3+ in the lower extremities and 1+ in the 
upper extremities. She was wheelchair dependent, and required 
assistance for transfers. She had an extensive work up, and was 
found to have a mutation of the senataxin gene consistent with 
ALS4. Trials of oral antispasticity mediations were not tolerated.  A 
test dose of intrathecal baclofen was effective. After implantation 
of the intrathecal baclofen pump, her dose was titrated. Her 
spasticity dramatically improved, and she was able to use her 
underlying muscle strength. She is now ambulatory with a walker, 
is independent in her mobility, and enjoys a markedly improved 
quality of life.

  MOTOR NEURON DISEASE

•Neurodegenerative disorders: progressive
  weakness and atrophy

•Selective degeneration of motor neurons

•ALS: usually fatal: 90% sporadic, 10% familial

•Familial ALS: 20% have mutation in 
  superoxide dismutase gene

•Juvenile Onset motor neuron disorders: ALS4

ALS 4 (JUVENILE ONSET ALS)

•Rare
•Chronic motor neuron disease
•Normal life span
•Autosomal recessive and dominant patterns described
•Gene for ALS4 is Senataxin (SETX), chromosome 9q34
•High degree of clinical heterogeneity- more loci remain to
  be mapped
•Very slowly progressive
•Commonly associated with spasticity
•Onset usually before age 25
•Upper and lower motor neuron signs and symptoms
•Distal weakness common
•Normal sensation and cognition
•Absense of bulbar signs
•Emotional lability in ALS and ALS 4

Upper motor neuron signs: Babinski sign, 
clonus, spasticity, hyperreflexia

Lower motor neuron signs: muscle atrophy, 
weakness, fasiculations

PATHOPHYSIOGY OF ALS 4

•Mutations in Senataxin gene lead to a protein
   that has harmful cellular effects

•Protein may impair capacity of of neurons to
   produce error free mature mRNA= neuronal
   degeneration

INTRATHECAL BACLOFEN THERAPY (ITB)

•Effective in reducing spastic hypertonia caused spasticity of cerebral 
   and spinal origin
•Infusion of baclofen in pump implanted in abdominal wall
•Drug released by pump and delivered via catheter which is placed in
   intrathecal space
•Infusion is programmed by external device
•97% of patients with spasticity of spinal origin respond to “test dose”

DISCUSSION

People with ALS4, or Juvenile- Onset ALS, enjoy a 
normal life expectancy, but it remains a progressive 
disorder that destroys motor neurons and may be 
associated with spasticity. Mutations in the Senataxin 
gene causes ALS4. This case report describes the 
use of ITB to treat spasticity in a person with ALS4. 
Oral agents may be ineffective or poorly tolerated. ITB 
can provide excellent control of spasticity with less 
side effects compared to oral agents. The goals in 
treatment of the spasticity is to improve function and 
quality of life. 

CONCLUSION

ALS4, or Juvenile Onset ALS, is a life long disease, slowly 
progressive- unlike classical ALS- and can be associated 
with spasticity. People with ALS4 and spasticity should 
have ITB as an option; a test dose of ITB, or a “trial” will 
determine if it is effective. After implantation, careful 
titration based on effect may improve function and 
quality of life.
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