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After what was for many a recordbreaking cold and snowy winter, Spring
is finally upon us!
Another successful Clinical Nutrition
Week is in the books. CNW14 took
place on the banks of the Savannah
River in Savannah, GA. Each morning
most conference attendees boarded the
ferry for a quick trip across the river to
the conference center. The daily
commute was quite beautiful - and what
a unique conference site!
Registered dietitians were well
represented at CNW this year,
presenting research findings and clinical
experiences; receiving multiple awards;
and, of course, our own Ainsley Malone,
MS, RD, LDN, CNSC, serving as the
38th A.S.P.E.N. President.

A.S.P.E.N. membership is currently
6,000 strong, an all-time high. The
Rhoads Research Foundation, in its 20th
year, continues to award annual grants
for nutrition research. This year’s
Foundation Silent Auction, which DPS
participated in, raised $4,600 towards
relevant nutrition research.
One of the main themes of CNW14 was
diagnosing malnutrition. Ainsley gave an
excellent President’s Address entitled
“Addressing Hospital Malnutrition - Our
Time is Now!” on Saturday evening to
kick off the main conference. Visit the
Malnutrition Awareness section of the
A.S.P.E.N. website for more information
and resources,
https://www.nutritioncare.org/index_maln
utrition.aspx?id=7917.

Andrea JeVenn, RD, LD, CNSC presents her poster - The Use of
Objective Structured Clinical Exams as a Means to Develop Clinical
Skills in Dietitians. Andrea JeVenn, RD, LD, CNSC; Bob DeChicco, RD,
LD, CNSC; Peggy Hipskind, MA, RD, LD; Marianne Fischer, RD, LD.
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The Dietetics Practice Section Annual Meeting on
Sunday January 19, 2014 was opened by Section Chair
Marianne Duda, MS, RD, LD, CNSC. The first order of
business was to welcome and acknowledge Ainsley
Malone, President of A.S.P.E.N., and DPS member.
Marianne announced the section leadership team:
Trisha Fuhrman, MS, RD, LD, FADA; Michelle Romano,
RD, LDN, CNSC; Kerry Stone, MS, RD, CNSC; Jessica
Monczka, RD, LDN, CNSC; Marsha Stieber, MSA, RD,
CNSC; Elizabeth Bobo, MS, RD, LDN, CNSC; and
Maura O’Neill, RD, MBA, CNSC.
Congratulations were extended to Kerry Stone for her
receipt of the Distinguished Nutrition Support Dietitian
Service Award. Kerry received the actual award during a
general session meeting for all A.S.P.E.N. attendees.
Marianne then encouraged the audience to vote for DPS
member Trisha Fuhrman, who was running for The
Academy of Nutrition and Dietetics President position.
Unfortunately Trisha did not win the AND election for
President-elect, but we hope she will run again next year!
Additionally, Trisha will ascend to the position of DPS
Chair, next year. Marianne finished the general business
portion of the meeting by encouraging the dietitians to
act as session reporters so that all members of the
section could share some of the meeting highlights. DPS
members attending this year’s conference were
encouraged to contribute to the newsletter by reporting
on CNW sessions, and throughout the year on pertinent
topics the membership would find interesting and useful
to their practice. Last, but not least, the remainder of the
meeting was focused on learning and sharing through a
presentation by Dr. Jim Scolapio, Professor of Medicine,
Chief, Division of Gastroenterology, University of Florida
in Jacksonville, titled “Nutrition Support Collaboration:

Kerry Stone, MS, RD, CNSC accepting the Distinguished
Nutrition Support Dietitian Service Award from Daniel
Teitelbaum, MD - A.S.P.E.N. President-Elect.

The Physician/Dietitian Partnership.” Joining Dr.
Scolapio as panel guests on dais were dietitians Michelle
Romano and Penny Allen, RD, LD, CNSC. With some
humor, Dr. Scolapio began by tracing his lineage back to
the Greek God of Medicine, Aesculapius (Esculape). As
he then described the relevance and importance of the
nutrition support team, he introduced us to his Mayo
Clinic team in Jacksonville. The “take-away” message
from the presentation was in his slides titled “Nutrition
Support Teams - Lessons Learned.” Some of his
lessons were: foster mutual respect amongst team
members; select team members carefully (human
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interaction is important; have fun and enjoy your job); the
physician must champion the team; and most hospital
administrators do not value nutrition support teams due to
cost and resource utilization. One of the characteristics
of a successful nutrition support team is physician
involvement, along with standardization and staff
education. He shared information on organization, ideas
for engagement, working with other departments,
competency and following established guidelines. Dr.
Scolapio also emphasized physician leadership and
mentoring as important components of career
advancement for registered dietitians. The presentation
ended with a panel discussion and questions from the
audience.
Marianne Duda closed the meeting, noting the DPS will
be evaluating session sponsorships for CNW15 in Long
Beach, California. As the largest professional group
within the A.S.P.E.N. membership, the DPS is an
influential part of CNW planning.

Dr. Scolapio, guest speaker, presenting to dietitians at the annual
DPS meeting during CNW14

Recognition
Stanley J. Dudrick Research Scholar Award

Carrie P. Earthman, PhD, RD, LD
Associate Professor of Clinical Nutrition
University of Minnesota

Harry M. Vars Research Award

Carol Braunschweig, PhD, RD
Professor of Nutrition
University of Illinois at Chicago

Excellence in Nutrition Support Education

Diana Mager, PhD, RD
Assistant Professor, Clinical Nutrition
University of Alberta, Edmonton

Distinguished Nutrition Support Dietitian:
Advanced Clinical Practice Award

Susan J. Carlson, MMSc, RD, CSP, LD, CNSC
Neonatal Dietitian
University of Iowa Children's Hospital

Distinguished Nutrition Support Dietitian:
Service Award

Kerry Stone, MS, RD, CNSC
Account Executive, Pentec Health
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CNW Recap:

Pharmaconutrition
Level: Advanced
Monday 1/20/14
2-3:30pm
Moderators:

Daren Heyland, MD, FRCPC, MSc
Kingston General Hospital
Kingston, ON, Canada

Robert Martindale, MD, PhD, FACS
Oregon Health and Science University
Portland, OR

Speakers:

Gunnar Elke, MD
University Medical Center Schleswig-Holstein
Kiel, Germany

Paul Wischmeyer, MD
University of Colorado School of Medicine
Aurora, CO

Thomas Schricker, MD, PhD
Royal Victoria Hospital
Montreal, QC, Canada

Daren Heyland, MD, FRCPC, MSc

This review submitted by:
Dacyl Spillane, RD, LDN
Mayo Clinic - Jacksonville, FL

Selenium –
The Future of Pharmaconutrition?
Gunnar Elke, MD
University Medical Center Schleswig-Holstein,
Campus Kiel, Kiel, Germany
Department of Anesthesiology and
Intensive Care Medicine
The essential trace element selenium has welldocumented antioxidant, immunological and antiinflammatory properties. Some specific antioxidative
defense mechanisms that require selenium include:


Required for activity of superoxide dismutase,
catalase, and glutathione peroxidase



Necessary cofactor in >25 selenoproteins (immune,
endocrine enzymes)



Vital cofactor for thioredoxin reductase (TRxR) control of hydrogen peroxide and nitric oxide



Essential for thyroid hormone regulation
(iodothyronine deiodinase)

Early selenium supplementation aims to replenish the
defense mechanisms listed above with the goal of
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counteracting oxidative stress and improving
cell function. However, large randomizedcontrolled trials and meta-analyses have
shown results that question the safety and
efficacy of use in the critically ill. The
methodology, inconsistency in
dosing/administration, and the population of
patients studied reflect the non-committal
recommendations given by the Surviving
Sepsis Campaign and the Canadian Clinical
Practice guidelines.
Surviving Sepsis Campaign Recommendation:


It is not suggested to use IV selenium to treat severe
sepsis (grade C2) but selenium should be used in
low doses as part of the standard minerals in
parenteral nutrition (Dellinger et al. Crit Care Med
2013;41:580-637).

Canadian Clinical Practice Guidelines Recommendation:


The use of parenteral selenium supplementation,
alone or in combination with other antioxidants,
should be considered (Manzanares et al. Nutr Clin
Continued on next page
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Pract 2013).
Key points regarding selenium supplementation from a
variety of studies:


Acute toxic dose: 4-5mg/kg



No adverse events have been reported in 12
important ICU trials giving a total dose of 2,50029,000µg between 5 and 28 days



Selenium is able to decrease infectious complications
and mortality when dosed
appropriately



U shaped link with selenium
status and effect of
supplementation (best outcomes
in the trough of the U)




Mortality risk increases
with serum or plasma
selenium < / > 120-160
(this is the serum selenium concentration for
minimal mortality) (Rayman MP. Lancet
2012; 379: 1256-68)

Best available evidence suggests use of:


Continuous infusion over 7-14 days



High dose selenium (1,000 micrograms/day
as selenite)



Initial loading bolus of 1,000 micrograms
immediately after ICU admission

What should we be looking for in future research?


SEPNET TRIALS GROUP will be publishing a
prospective, randomized, placebo controlled, blinded
multicenter clinical trial of sodium selenite and
procalcitonin guided antimicrobial therapy in severe
sepsis. This will be one of the largest trials to date on
selenium monotherapy.



Individualized pharmaconutrition: metabolic
phenotyping to provide a targeted patient approach.

References:
Heyland D, Muscedere J, Wischmeyer PE et al. A
randomized trial of glutamine and antioxidants in critically
ill patients. N Engl J Med 2013;368:1489-1497.
Heyland D, Elke G, Cook D et al. Glutamine and
Antioxidants in the Critically Ill Patient: A Secondary
Analysis of a Large-scale Randomized Trial. Crit Care
Med (submitted).
Andres PJ, Avenell A, Noble DW et al. Randomised trial
of glutamine, selenium, or both to supplement parenteral
nutrition for critically ill patients. BMJ 2011;342:d1542.
Manzanares W, Dhaliwal R, Jiang X et al. Antioxidant
micronutrients in the critically ill: a systematic review and
meta-analysis. Crit Care 2012;16:R66.
Alhazzani W, Jacobi J, Sindi A et al. The Effect of
Selenium Therapy on Mortality in Patients With Sepsis
Syndrome: A Systematic Review and Meta-Analysis of
Randomized Controlled Trials. Crit Care Med
2013;41:1555-64.
Huang TS, Shya YC, Chen HY et al. Effect of parenteral
selenium supplementation in critically ill patients: a
systematic review and meta-analysis. PLoS One
2013;8:e54431.
Angstwurm MWA, Engelmann L, Simmermann T et al:
Selenium in Intensive Care: results of a prospective
randomized, placebo-controlled, multiple-center study in
patients with severe systemic inflammatory response
syndrome, sepsis, and septic shock. Crit Care Med
2007;35:118-126.
Dellinger RP, Levy MM, Rhodes A et al. Surviving Sepsis
Campaign: international guidelines for management of
severe sepsis and septic shock, 2012. Intensive Care
Med 2013;39:165-228.
Canadian clinical Practice Guidelines 2013. 11.2
Supplemental Antioxidant Nutrients: Parenteral Selenium.
http://www.criticalcarenutrition.com/docs/cpgs2012/11.2.p
df
Rayman MP Selenium and human health. Lancet
2012;379:1256-68.
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Microbiome and Probiotics:
Facts and Future?
Paul Wischmeyer, MD
Professor of Anesthesiology
Director, Nutrition Support Service
University of Colorado School of Medicine, Aurora, CO



Probiotic benefits:


Enhanced GI barrier function - neutralization
of dietary carcinogens



Immunostimulatory effects - antimicrobial
peptide production, stimulation of host cell
production of antimicrobial peptides, survival
and adhesion competition with pathogenic
bacteria



Antioxidant effects

Main question posed: Can bacteria work in our favor?
What are some examples of what microbes do?


They may determine whether certain medications,
such as Tylenol, are toxic to your liver



How is imbalance created?




Bacteria can “steal” genes from our food that help us
digest it. Carbohydrate active enzymes are
transferred to our bodies to assist with digestion.
What have we discovered so far?

These results extend to humans; human gut
microbes are drastically different in obesity;
when obese humans lose weight, their
microbiome becomes more similar to that of
a normal weight individual.

Hundreds of millions of bacteria are living in
the gut in a quiescent state; when
aggravated by medication, operation, etc.;
this is called “quorum-sensing.” There is
activation in direct response to soluble host
factors released during stress. This activation
causes losses to our commensal flora and
nosocomial (hospital acquired) pathogens
are able to invade and adhere.



Different body habitats
are very different from
one another (even from
teeth to the tongue)



Short course antibiotics
dramatically change the
microbiome throughout
the body



There are massive alterations of gut flora when
admitted to ICU: drastic loss of bifidobacteria and
lactobacillus and increase in staphylococcus bacteria
with SIRS (J Trauma 2006;60:126-133).



Based on sampling of the
microbiota 20 minutes
after birth:



A decrease in obligate anaerobes and increase in
pathogenic bacteria (staphylococcus and
enterococcus) are associated with sepsis and
mortality (Dig Dis Sci 2011 56:1171-1177).



Babies born vaginally have microbiomes very
similar to the mother



Babies born via cesarean section have
microbiomes that are similar to mother’s skin



Microbes depend a great deal on diet (carnivores
have a similar microbiome to other carnivores,
herbivores to other herbivores, etc.)



Do changes in the microbiome matter? Yes.


If stool is taken from an obese mouse and
transplanted into a germ free thin mouse, the
thin mouse will then eat more (based on
changes in receptors for leptin / ghrelin)
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Before deciding to use probiotics, ask “Are they safe?”


The Agency for Healthcare Research and
Quality (AHRQ) completed a review from 622 studies
and found there is no increased risk of adverse
events of infection.



AHRQ findings:


Trend towards less adverse events in the
probiotic group versus control in randomized
Continued on next page
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associated pneumonia

controlled trials lasting greater than one year
in duration.


Trend towards less adverse events in the
probiotic group versus control in randomized
controlled trials of critically ill or high risk
patients

Have there been any negative outcomes?


Only one trial has had a negative outcome: Propatia
Trial (Lancet 2008;371:651-59): Probiotic prophylaxis
in predicted severe acute pancreatitis: a randomized,
double-blind, placebo controlled trial:


24 patients in probiotic group died vs 9 in the
control group



9 patients in the probiotic group developed
gut ischemia and 8 expired (later found
bezoar fibers that may have caused the
ischemia)



Data and Safety Monitoring Board (DSMB)
failed to apply early-stopping rules when a
difference in mortality was seen



Combination of fiber and probiotic
administered into the small bowel in severe
pancreatitis not recommended. It should be
given in the stomach or smeared in the
mouth.

What have the studies shown in terms of benefits of
probiotics?




Probiotics for the prevention and treatment of
antibiotic associated diarrhea (a systematic review
and medical analysis) (Hempel. JAMA
2012;307:1959-1969).


>11,800 patients, 63 RCTs



Significant reduction (40%) in diarrhea with
ANY probiotic given

Probiotic prophylaxis of ventilator associated
pneumonia (Am J Respir Crit Care Med
2010;182:1058-1064)


Blinded, RCT of 146 mechanically ventilated
ICU patients at high risk of ventilator

Dietetics Practice Section Newsletter



Smearing lactobacillus GG capsules in the
oropharynx and one in stomach



Reduced VAP by half

Where to go from here?


Instead of a “one size fits all” approach,
establishment of criteria or guidelines are needed.



ICU Microbiome Project underway. Looking for
Microbiome “bar code” in ICU to predict risk of
mortality, risk of specific infections, who needs
probiotics, which probiotics, etc.



Get involved! Patient recruitment awards are
available. Email paul.wischmeyer@ucdenver.edu for
details.

Optimal Protein Requirements in Surgery
and Critical Illness: Can We Make an
Educated Guess?
Thomas Schricker, MD, PhD, Associate Professor and
Clinical Director, Department of Anesthesia, Royal
Victoria Hospital, McGill University, Montreal, QC,
Canada
What does the most recent evidence show and is this
reflective of current recommendations?


Appropriate protein provision in critical illness: a
systematic and narrative review (Hoffer LJ and
Bistrian BR. Am J Clin Nutr 2012;96:591-600).


13 studies, only 4 after year 2000 and only 4
randomized, max dose 2.5g/kg/day



Limitations are multiple and there is no
evidence to provide specific
recommendations.



Nitrogen balance improves with increasing
protein intake, and 2-2.5g/kg/day is safe and
could be optimum for most critically ill adults.



This higher protein dose is not reflected in
Continued on next page
7

CNW Recap:

Pharmaconutrition
Level: Advanced
Monday 1/20/14
2-3:30pm
Continued from previous page

multiple recommendations (including
ASPEN, ESPEN). Current recommendations
are not reflective of any recent studies.
There is a need for further exploration through clinical
trials to identify appropriate levels of protein for ICU
patients. What needs to be considered prior to
development of a clinical trial?

variables impacting the patient’s condition:


Stress associated with condition impacts amount of
protein lost. The greatest loss is seen with burns,
followed by trauma, sepsis, colon operations, and
twelve hour fasting (JPEN 1990;14:151).



Co-morbidities impact nutrition


Measurement of protein balance:


Urinary nitrogen is imprecise as a predictor of protein
balance in surgical patients. (J Am Diet Assoc.
1997;97:489.)




1-13C leucine and 2H5 phenylalanine



Provides whole body protein balance
(breakdown, oxidation, synthesis)



Provides organ level balance (muscle-protein
synthesis, liver- albumin, fibrinogen
synthesis)



Whole body protein kinetic measurements
using labeled amino acid should be the
technique of choice for global assessments
of protein metabolism in relation to protein
intake. (Critical Care. 2013;17,R158.)

It is necessary to get an accurate portrayal of
baseline catabolic state because catabolism before
surgery is related to the anabolic response to
nutrition after surgery. The greater the state of
catabolism, the greater the response to nutrition (Ann
Surg 2013;251:155).

Clear definitions of critical illness and identification of
Dietetics Practice Section Newsletter

Pain causes various metabolic hazards:
(Anesthesiology 2001; 95:578)


Stable isotope tracer kinetics: more sophisticated
approach


Pain/Analgesia


Significant non-urinary nitrogen (N) losses
(wound, stool), urinary N measurements are
tedious and often incomplete (NH3, uric
acid), assumption of normal kidney and liver
function

Assessment of baseline catabolic state:




Diabetes Mellitus: patients with type II
diabetes undergoing elective colorectal
surgery for cancer lose nearly 50% more
protein than non-diabetic counterparts
(Anesthesiology 2005;102-320) and have a
blunted anabolic response to feeding
(Diabetes 2008;57:56).

Increase in cortisol, epinephrine,
glucagon; decrease in insulin
sensitivity



Epidural analgesia: improves glucose
utilization, insulin sensitivity and reduces
hyperglycemia significantly (Am J Physiol
2000;279:E646. Br J Surg 1988;75:557.
Anesthesiology 2002; 97:374.)



Epidural, not intravenous analgesia,
stimulates whole body protein synthesis in
the presence of parenteral nutrition after
colorectal surgery for cancer (Anesthesiology
2002; 97:943)

Glycemic control


Hyperglycemia exacerbates muscle protein
catabolism in burn injured patients (Crit Care
2002;30: 2438)



Clinical outcomes for patients undergoing cardiac
surgery are impacted by glycemic control. For every
20% decrease in insulin sensitivity during cardiac
surgery, severe infections quintuple and major
complications more than double (J Clin Endocrinol
Metab 2010;95:4338).



Pre-operative insulin resistance impacts response of
Continued on next page
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feeding post-operatively. Patients who are insulin
sensitive have an anabolic response to feeding postoperatively; however, patients who are insulin
resistant prior to surgery remain catabolic (J Clin
Endocrinol Metabl 2011;96:1789).
Overcoming insulin resistance


Hyperinsulinemic- Normoglycemic Clamp: insulin
infusion at a constant rate, glucose infusion at a
variable rate. Actual blood glucose, target glycemia
(4-6mmol/L) (DeFronzo R. Am J Physiol 1979;237:
E214)



Non critical patients: ~2.5 g/kg/day of amino acid
administration (in the context of a hyperinsulinemicnormoglucogenic clamp) overcomes the insulin
resistance of protein anabolism in diabetic
(Diabetologia 2011;54:648) and cancer patients (Clin
Nutr 2012;31:765)

Final thoughts:


There is a need to develop studies to determine
protein requirements by optimizing the methodology,
analgesia, glycemic control and insulin resistance.



Future studies need to be disease and condition
specific as well as outcome oriented.

References:
Hoffer LJ, Bistrian BR. Am J Clin Nutr 2012;96:591.
Schricker T, Wykes L, Meterissian S et al. Ann Surg
2013;257:155.
Pasquel FJ, Spiegelman R, McCauley M et al. Diabetes
Care 2012;33:739.
Schricker T, Wykes L, Lattermann R et al.
Anesthesiology 2002;97:943.
Hsu CW, Sun SF, Lin SL, Huang HH, Wong KF. Critical
Care 2012;16,R56.
Sato H, Carcalho G, Sato T et al. J Clin Endocrinol Metab
2010;95:4338.
Donatelli F, Corbella D, Di Nicola M et al. J Clin
Endocrinol Metab 2011;96,1789.
Bassil M, Marliss EB, Morais JA et al. Diabetologia
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REDOX: A Secondary Analysis What Did We Learn?
Daren Heyland, MD, FRCPC, MSc
Full Professor of Medicine, Department of Medicine,
Queen’s University; Director of Research for the Critical
Care Program and Director of the Clinical Evaluation
Research Unit, Kingston General Hospital, Kingston, ON,
Canada
What was the REDOX Trial?


Factorial 2x2 design with double blind treatments
assessing impact of glutamine, antioxidants, and
glutamine combined with antioxidants on 28 day
mortality of 1200 ICU patients with multiple organ
failure.



The primary outcome showed that glutamine had an
odds ratio of 1.28 which indicates harm; however, the
P value was 0.049 (had to be 0.044 to be considered
significant).

Why Complete Secondary Analyses?


Post-hoc analyses were completed after multiple
letters to the New England Journal of Medicine were
written voicing concern about the statistical
adjustment of combining the glutamine groups, which
shows an imbalance in baseline variables. The
number of patients with more than two failing organs
at baseline was much higher in the new defined
glutamine group compared to the group without
glutamine (n=187 vs n=148, respectively).



The suggestion was given that more severely ill
patients were allocated to the glutamine groups as a
result of randomization error and patients were not
adequately fed, possibly explaining the observed
higher mortality in the new defined glutamine group.
Findings from Secondary Analyses:


After adjusting for all statistically significant baseline
Continued on next page
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characteristics, the odds ratios remained virtually
unchanged


Increased harm with glutamine administration
persisted



Trend towards increased mortality in 28 days and 6
months with glutamine administration was confirmed



For both glutamine and antioxidants, the greatest
harm was seen in patients with multi-organ failure
with renal dysfunction upon study enrollment

Review of Recommendations Regarding Glutamine:


Canadian Nutrition Care Practice Guidelines:
IV Glutamine


When PN is prescribed for critically ill
patients, PN supplementation with glutamine
should be considered (downgraded from
‘strongly recommended’).



However, we strongly recommend that
glutamine NOT be used in critically ill
patients with multi-organ failure.



There are insufficient data to generate
recommendations for IV glutamine in critically
ill patients receiving enteral nutrition.
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Canadian Nutrition Care Practice Guidelines:
Enteral Glutamine (no new studies since 2009)




Enteral glutamine should be considered in
burn and trauma patients. There are
insufficient data to support the routine use of
enteral glutamine in other critically ill
patients* warning against use in multi-organ
failure.

Combined IV + Enteral Glutamine Recommendation:


Based on one level 1 study (REDOXS), we
strongly recommend that high dose
combined parenteral and enteral glutamine
supplementation NOT be used in critically ill
patients with multi-organ failure.

References:
Heyland D, Muscedere J, Wischmeyer PE et al. A
randomized trial of glutamine and antioxidants in critically
ill patients. N Engl J Med 2013;368:1489-1497.
Heyland D, Elke G, Cook D et al. Glutamine and
Anioxidants in the Critically Ill Patient: A Secondary
Analysis of a Large-scale Randomized Trial. Crit Care
Med (submitted).
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Saturday 1/18/14
7am - 4pm
Moderator:
Speakers:

Antionette Neal, RN, CRNI, CNSC
Antionette Neal, RN, CRNI, CNSC
Cleveland Clinic Home Care Services
Independence, OH

M. Patricia Fuhrman, MS, RD, LD, FADA
Registered Dietitian
Ballwin, MO

Diana L. Wells, PharmD, BCPS
Auburn University
Auburn, AL

Elizabeth Bobo, MS, RD, LDN, CNSC
Nemour’s Children’s Clinic
Jacksonville, FL

Donald F. Kirby, MD, FACP, FACN, FACG
Cleveland Clinic
Cleveland, OH

Karrie Derenski, PharmD, BCNSP, CNSC
CoxHealth
Springfield, MO

Michelle Romano, RD, LD, CNSC
Mayo Clinic Florida
Jacksonville, FL

Beth Krzywda, ANP, MSN
Medical College of Wisconsin
Milwaukee, WI

Todd W. Canada, PharmD, BCNSP, FASHP
University of Texas MD Anderson Cancer Center
Houston, TX
This review submitted by:
Sarah Dayton, RD, LDN
Registered Dietitian
Danville, PA
Brief Synopsis
I personally have never taken the CNSC exam, but I
thought this was an extremely thorough review of all of
the varied topics that we will be expected to answer
questions on for the exam. It was a very nice mix of
professionals teaching the various sections, all of whom
were obviously experts on their topic, and many of whom
have already taken the exam. This course does not
provide sample questions, but rather a suggestion of
areas to study. Tori Neal, RN, CRNI, CNSC started the
morning off with a nice overview of test taking tips and a
breakdown of what to expect on the exam: 19% nutrition
assessment, 32% therapeutic plan of care, 33% initiation,
monitoring, and clinical management, 7% management in
nutrition support outcomes, and 9% professional practice.
She also encouraged us to thoroughly read the questions
and not to rush through the exam. Elizabeth Bobo, who
taught the pediatrics section, had just recently taken the
Dietetics Practice Section Newsletter

exam. Knowing that the majority of attendees did not
work clinically with pediatric patients, she reassured us
that only a small portion of her test had a pediatric focus.
She encouraged studying pediatric formulas, but focusing
on the use of them rather than having to apply them to
sample patients. This course more than met my
expectations and I highly recommend it to future CNW
attendees.
Materials recommended in this course for additional
studies include: A.S.P.E.N. Adult Nutrition Support Core
Curriculum 2nd edition and A.S.P.E.N Pediatric Nutrition
Support Handbook.
More information and study materials are available at:
http://www.nutritioncare.org/Professional_Resources/Cert
ification/Certification_Study_Resources/
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A.S.P.E.N. Webinar Series: Spring and Summer Events
Fundamentals of Fluid, Electrolytes and Acid-Base Disorders:
Part 1 - Fluids and Electrolytes
Wednesday May 7, 2014

4-5:30pm EDT

Description:
Fluid, electrolyte, and acid- base disturbances are very common in critically ill patients and can contribute significantly to
morbidity and mortality. A sound understanding of this complex topic area is vital for optimal patient management. This
two-part webinar series is designed to provide the clinician with an overview of these disturbances as well as an
opportunity to assess their knowledge in this area. Interactive case examples allow a hands on approach to patient
assessment, management, and problem-solving.
Objectives:
1.
Describe the function, distribution, and regulation of fluid in the body
2.
Identify the role of sodium, potassium, phosphate, calcium, and magnesium in the body
3.
Discuss the pathogenesis, diagnosis, and treatment of fluid and electrolyte imbalances

Fundamentals of Fluid, Electrolytes and Acid-Base Disorders:
Part 2 – Blood Gas Analysis and Acid-Base Disorders
Wednesday May 21, 2014

4-5:30pm EDT

Description:
Fluid, electrolyte, and acid- base disturbances are very common in critically ill patients and can contribute significantly to
morbidity and mortality. A sound understanding of this complex topic area is vital for optimal patient management. This
two-part webinar series is designed to provide the clinician with an overview of these disturbances as well as an
opportunity to assess their knowledge in this area. Interactive case examples allow a hands on approach to patient
assessment, management, and problem-solving.
Objectives:
1.
Describe acid base regulation in the body
2.
Describe the underlying etiology and pathophysiology of acid base disorders
3.
Identify a step-wise systematic approach to assessing and managing acid-base disorders

June 2014: Alternative Lipid Emulsions: Energy Source Versus Therapeutic Modality
July 2014: Enteral Nutrition: Adult Inpatient Formularies to Outpatient Delivery
August 2014: Pediatric Critical Care
September 2014: Enteral Nutrition in Neonates/Infants
For more information, visit the A.S.P.E.N. Webinar page at:
http://www.nutritioncare.org/News/2014_Clinical_Webinar_Schedule_Announced/
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Across
7. _____ is the concept that nutrients have profound effects on underlying inflammatory, immunological, metabolic,
and other pathophysiological processes of critically ill patient.
10. _____ has been shown to reduce ventilator-associated pneumonia in a blinded, randomized controlled trial.
11. _____ reduces the need for parenteral nutrition support in some patients with short bowel syndrome.
12. There are now over 6,000 members in _____
13. _____is required for activity of superoxide dismutase, catalase, glutathione peroxidase.
Down
1. _____ was shown to cause harm in a large study of critically ill patients with multi-organ failure.
2. Diminished functional status as measured by _____ strength is one of the 6 characteristics for diagnosing
malnutrition.
3. There are massive alterations of gut _____ when admitted to the ICU.
4. CNW15 will take place in _____.
5. One of the main themes of CNW14 was diagnosing _____.
6. _____ exacerbates muscle protein catabolism in burned patients.
8. The _____ in an obese individual becomes more like that of a normal weight person when they lose weight.
9. _____ is working with each other to do a task and to achieve shared goals.
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