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President's Message:

AWe are |l ooking fiandawbmengoodinAsehkh no
what you can do for NDAPAO. Il coul dnbo
needed to say better that those bold words.

Spring conference is coming up along with new officer elections and again we are looking for
more new people to get involved. If you are an NDAPA member and are interested in getting
involved ,contact LaVonne Charbonneau NDAPA secretary or any other board member to have
your name placed on the ballot for the spring election. Board member responsibilities are listed in
the bylaws which are in the membership directory and on the NDAPA website.

Our busiest committees this year have been CME and legislative committees. The spring CME is
a big responsibility and the committee headed by Lori Dockter has put much time and effort into
putting together as usual a quality program.

The legislative committee chaired by Kate Larson has worked diligently with the Board of Medical
Examiners to change the rules of supervision and with a lobbyist to pass legislation to expand
our prescriptive practice. These efforts were done so we can better serve our patients and
hopefully by the time this newspaper reaches you, our legislation will be signed into law.

There are many changes going on in our world and in health care where we need representation.
We need to continue to work through our legislative committee and our elected officials and the
board of medical examiners to continue providing quality care to our patients.

| will be stepping down from the president position this year but | will remain active on the board
as immediate past president. Cheryl Ulven who is president elect at this time will become
president July 1st.

Lori Dockter and | will represent North Dakota at the : Membership:

AAPA national House of Delegates in San Diego in May, Membership app"cation and

if you have any concerns regarding national issues please : information for July 1, 2009 - .

bring them to our attention. { June 30, 2010 can be found on our
: website at: :

Thank you for allowing me the privilege to represent you. http://www.ndapahome.org/

: If you are paying through registration at :
Wayne Kartes i the conference, please fill out the form
President NDAPA i and indicate paid with conference fee so
i we may have up to date information on
: each of our members. :

NDA
up
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KATHY OHLY MEMORIAL SCHOLARSHIP FUND
& SILENT AUCTION

Finally our long winter is coming to an end and we can see signs of spring slowly creeping through. Along
with spring, | start to think once again of this year's Spring CME meetings and the Silent Auction, less
than a month away. | wanted to take this opportunity to encourage you to think of items YOU

could donate to the Kathy Ohly Memorial Scholarship Fund Silent Auction which will be held again in
conjunction with the Spring CME meeting April 30th - May 1st, 2009.

Thanks to you, last year's event was a HUGE success. We raised $937.50 for our Scholarship
program which was by far the most successful Silent Auction since | have been chairing the Scholarship
Committee. Thank you, thank you, thank you!!

Now | would like to challenge us to outdo last year's record! Just think of something that you like to give
or receive. Let your imagination run wild!! You could personally donate an item, or talk your employer
into donating something. Think about going together with a friend or coworker to put together a unique
basket. Remember, donated items do not have to be expensive. They can be something you have
purchased, or received, or even the results of your hobbies. Some good ideas that we have had in the
past include: chocolate goodies, food or flower arrangements. Gift basket ideas could include items used
for decorating a room, gardening supplies, family entertainment (popcorn, movie, etc), a quiet evening for

two (wine, cheese, dip, crackers, etc.), items tlo pi

your favorite coffee beans; coffee grinders/makers; candles; scent diffusers; books - inspirational,
medical, entertaining; sweaters; sweatshirts; jackets; music CD's; jewelry; office items; medical items; or
even a gift certificate ( to stores, the movies, a round of golf somewhere, a day at a spa, a massage);
pictures; frames; cards; etc.

Come to the conference prepared to bid on these amazing and creative gifts from our colleagues. The
money we receive is for a very good cause. It is used to fund the Kathy Ohly Scholarship which was set
up to provide two $500.00 scholarships to North Dakota residents attending the UND Physician Assistant
program.

This scholarship was established in 1994, in memory of Kathy Ohly, a UND Physician Assistant/Nurse
Practitioner Program graduate and very active member of our organization who died 16 years ago after a
long and very courageous battle with breast cancer.

For those of you who have joined our profession and organization since that time, let me give you a little
back ground on Kathy. She was raised in North Dakota and lived maost of her adult life in Minot, ND. She
graduated from the UND NP/PA Program in 1976 and was President of NDAPA from 1982-1984. She
was the public Education Committee Chair from 1987-1991, chaired the Bylaws Committee and was a
CME Committee member from 1985-1987. Kathy was also active at the National level, serving as one of
the North Dakota representatives to the AAPA House of Delegates during many national conventions.

Besides her family and work responsibilities, Kathy also found the time to organize and go with an
orthopedic surgical team to Brazil to provide care for children suffering from various orthopedic
conditions. She received the AAPA Humanitarian Award for this in 1987. Kathy served as an inspiration
and role model to the Physician Assistant profession. Whether you plan on contributing an item or two,
bidding and/or buying items, or all of the above, we greatly appreciate your support in making this another
successful Silent Auction. Il ook f orward to this yeards confer e
Thanks again. Drive safe.

Cheryl Ulven,
Kathy Ohly Memorial Scholarship Fund and Silent Auction Chair

>NnNcCce
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CME COMMITTEE:

The planning committee has worked hard to put together an informative and educational program
for the Spring Primary Care Conference.

We are excited to have a wide variety of topics for everyone to enjoy. There will be excellent
presentations on a wide variety of topics including CAD, Diabetes complications and PEARLS for
management, Gl endoscopy, Asthma management, Podiatry, pain management and HIV to
name a few.

Plan to join us on April 30", and May 1° for a wonderful opportunity to network with fellow
colleagues while increasing your knowledge.

Register by April 23" to take advantage of the discount.

Attend and you could be the lucky winner to earn a
FULL CONFERENCE REGISTRATION FOR 2010!

See you all there!

Lori Dockter PA-C
CME Committee Chair

Legal Medicine/Legal Nurse Consultant
By Randy Perkins, Legal Nurse Consultant

Law and medicine (and nursing) intersect in an area broadly referred to as forensic medicine.
Legal medicine is generally considered to be the field of study of medicine where it applies to the
administration of justice. This is a very old concept. Early civilizations had various codes and
doctrines that defined the limits of law and health care. The Code of Hammurabi, from 2200 B.C.,
is considered to be the oldest example. It discussed medical malpractice and addressed criminal
penalties for medical negligence. Ancient Egypt and China had various publications about
poisons and analysis of stab wounds and autopsy issues. Roman law allowed autopsies. Greek
legal codes dating back to 460 B.C. analyzed types of death and medical legal issues. The

application of these principles began to tak
The Germans had the first medicolegal <clinic
own formal versions. The first English book on this subject was Elements of Medical
Jurisprudence, by Samuel Farr in 1788.

Legal medicine advancements in the United St
(the nationds first surgeon gener al and one
credited with establishing American | egal me

formal voice with the founding of the American College of Legal Medicine. This group is mainly
comprised of physicians who are also attorneys. Others can join if sponsored by a current

Continued on page 4
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Legal Medi cine/ Legal Nurse Consultant

member. The nursing equivalent, the American Association of Legal Nurse Consultants
(AALNC), or gani zed in the 198006s. AAMN&Ralicarg) Tkreb o U
AAPA also has a special interest group, American Academy of Physician Assistants in Legal
Medicine (www.aapalm.org).

What is a legal nurse consultant (LNC)? A LNC is a registered nurse who works with the legal
aspects of healthcare. This requires the LNC (or PA) to collaborate, educate and develop legal
strategy - usually with an attorney. There is no formal training although on-line programs

(i.e. University of North Dakota). Certification is not required but is available through AALNC after
two years of experience. This is a relatively new development in North Dakota. However, there
are many LNCds in other states. The LNC is
research for attorneys, insurance companies and large medical groups. Nurses (and PAs)
combine clinical experience, cost effectiveness and resourcefulness. Some are employed as
expert witnesses. The LNC role adapts the nursing process into areas of assessment, analysis
and issue identification, outcome identification, planning, implementation and evaluation.
(Getting Started in Legal Nurse Consulting. 2" Ed. AALNC. 1999.)

Many of the LNC (and their PA equivalents) duties are those which many of us do in routine
clinical practice: analyze medical records for data entry, conduct client interviews, and literature
research. Other duties include identification of damage issues, assisting attorneys in trial
strategy and case management, preparing and analyzing interrogatories. Much of the work is
related to medical malpractice, case management and personal injury. Other areas include
criminal law, forensic nursing, toxic torts and life care planning.

The LNC (RN/PA) must have a thorough understanding of written and verbal communication
skills. Although most of us excel in our interview/assessment skills, many of us have trouble
writing a paragraph.

For me, legal medicine has become both a personal and professional quest. | began my career
as an English teacher Awanna beo. I had th
transition those skills into areas of medicine and law. | evaluated and talked with other business
start-ups, legal nurse consultants, attorneys, the internet, and PAs. The result? Check out:
www.perkinslegalmedicine.com

NDAPA Annual Conference Physician Assistant
April S.Oth and May 1st 2009 5 needed for Family Practice Clinic on
Holiday Inn, Fargo, ND : Minot AFB, ND
2 Must have at least 24 months
Conference information neLLO W experience
and registration can be @ % No On Call!! Hours 7:30-4:30 M-F
found on-line at: Contact Cecilia or Mike @

800-571-4741
http://www.conted.und.edu/primarycare/

bf t e
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\ ’ OFFICE OF STATE HEALTH OFFICER
’ NORTH DAKOTA 600 East Boulevard Avenue, Dept. 301
Bismarck, N.D. 58505-0200
’ DEPARTMENT of HEALTH ‘ndhealth. gov
February 25, 2009
Dear Provider:

The North Dakota Department of Health, in cooperation with the U.S. Environmental Protection Agency,
the Agency for Toxic Substances and Disease Registry and the University of Cincinnati, will be
conducting a study to investigate the impact of erionite in western North Dakota on human health. This
letter will provide you with some background information about the study should any of your patients ask
you about it.

Erionite is an asbestos-like mineral found in many outcroppings in western North Dakota that has been
used as a source of commercial gravel for over 20 years, including application to public roads. The
greatest use of the mineral has been in Dunn, Stark and Slope counties. Erionite is considered to be a
human carcinogen and has been associated with mesothelioma in other countries, but all forms of the
mineral do not necessarily pose a risk to human health, In western North Dakota, people may be exposed
to erionite by any activity that stirs up the dust of the gravel that contains it (e.g., working in a gravel
quarry, driving on the roads).

The planned study, which is anticipated to begin in the spring of 2009, will determine the prevalence of
radiographic changes of people who are believed to have had prolonged heavy exposure to erionite dust.
In addition to a detailed history, study participants will have chest radiographs and chest CT studies
completed. The finding of a higher than expected prevalence of pleural changes (plaques, pleural
thickening) in study participants would be an indication that the erionite poses a risk.

Individual results will be shared with study participants who will be encouraged to share the results with
their personal physicians, especially for any conditions requiring follow-up. It is possible that patients
may ask you about erionite and about their personal risk. At this time, the risk is not known. It is hoped
that the study will help answer that question. Results of the study are expected before the end of 2009
and aggregate results will be shared with the public.

For Additional Information:

You will find additional clinical information about asbestos (which erioniie resembles) accompanying this
letter. Providers who have questions about dust-inhalation lung diseases and the health effects of erionite
exposure may contact Dr. Joel Blanchard, occupational medicine physician at MedCenter One, at (701)
323-5222 (email: jblanchard(@mohs.org). Providers with questions about the management of specific
patients with a dust-inhalation lung disease may contact Dr. Nick Neumann, pulmonologist with UND
School of Medicine, at (701) 751-9579 (email: neumann(@medicine.nodak.edu). Providers with
questions about the erionite study in western North Dakota may contact Dr. Stephen Pickard, medical
epidemiologist with the North Dakota Department of Health, at (701) 328-2365 (email:
spickard@nd.gov). Additional information about erionite can also be found on the North Dakota
Department of Health website at http.//www.ndhealth.gov/ under Current Issues.

Sincerely,

T

'l'ény L. Dwelle, MD, MPHTM, CPH
State Health Officer

Phone: 701.328.2372 Fax: 701.328.4727




Page 6 THE REVIEW Cindy Renner, PA -C, Editor

Epilepsy - What to Tell Your Patients
By Randy Perkins, PA

Epilepsy is defined as recurrent and unprovoked

two or more seizures, more than 24 hours apart. Status epilepticus is considered a single

seizure. AUnprovokedoO means that there is no

febrile seizures. Many of us have managed seizures. However, epilepsy patient/family education
is often lacking from medical providers. It is often assumed that the main goal of epilepsy
management is seizure control. Although seizure control is a primary goal, there are many other
equally important aspects of epilepsy management that are often overlooked, even in specialty
clinics. lknow-1 6ve been there.

As with any other medical problem, your first step is to figure out if you are the one to be the
manager or the one who should be getting out of the way. Are you part of the solution or part of
the problem? On the surface, epilepsy management might sound rather straight forward.
Nothing could be further from the truth. Epilepsy management starts with an accurate diagnosis.
You and the patient need to understand what the diagnosis is and its implications for follow up.
A seizure can mimic other disorders and visa versa. There are over thirty seizure types. About
60-70% of epilepsy patients can obtain 100 % seizure control with medication and other
management (diet, surgery, and lifestyle adjustment). Minimal or no medication side effect is the
next goal. Antiepileptic drugs can have a wide array of side effects and interactions. Patient
education is critical to establish compliance. Many of the side effects (i.e. sedation, nausea and
mood swings) can be temporary.

To simplify our scenario, | etds assume t hat
Now what? Request the medical records (as usual) from all providers. When was the last

seizure? How long did it | ast? Were there any

depression)? Is the medication affordable? Keppra XR can cost more than $550. for a one
month supply of 3,000 mg per day.

What questions does the patient have? Loss
Therefore, seizure reporting comes with great financial risk. Many patients will not report
because of this factor.

Does the family have questions? Often times, family members are more observant than the
patient or more willing to report.

As part of your assessment, you want to know (and you want the patient to know) the effects of
mi ssed medication, |l ack of sleep, illness,
herbals, nutritional deficiencies and menstrual cycle. You also will want to start an on-going
depression assessment.

Depression assessments can be done quickly at every visit. A short screening tool is the
NDDI-E, Neurological Disorders Depression Inventory for Epilepsy Screening Tool. (go to
www.epilepsyfoundation.org and type in NDDI-E in the search). Epilepsy has a high rate of
co-morbid depression - more so than other chronic ilinesses. Research is on going to better

Continued on page 7
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Epilepsy -What to Tell Your Patients (Continued)é

understand if epilepsy can cause depression, if depression can cause/trigger epilepsy or both. In
addition, all AEDs are linked to an increased suicide rate. The risk of suicide in the general
population is about 1.4%. The risk of suicide in depressed patients is about 14%. The overall risk
of suicide in patients with epilepsy is about 13%. Other studies suggest higher rates for both
groups. In 2008, the FDA considered a black box warning on all AEDs for suicidality. This idea
was dropped and only a warning was added. The FDA believes that AEDs will double the risk of
suicide compared to the general population. However, various organizations doubt the FDA data
and have lobbied against their claims. The FDA research actually looked at a sub-group of
seizure patients and made a general claim.

Your patient and patientodés family also need to
not calling an ambulance for every epileptic seizure. The family also needs to understand basic
airway management.

Pediatric patients may have specific issues about classrooms, teachers and education. An
understanding classroom wi || be your patiento6s

Female patients will encounter specific issues with reproduction, pregnancy and bone health.
Some AEDs are more prone to causing first trimester neural tube defects. Therefore, any female
patient in child bearing age should be taking 1 mg of folic acid per day. Likewise, some AEDs are
also associated with osteoporosis from calcium/vitamin D deficiency. Therefore, daily
supplements are indicated.

We initially discussed seizure types. Seizures can be divided into two basic groups: generalized
and partial. Generalized seizures involve both brain hemispheres. These seizures usually have
impaired consciousness. Partial seizures can be subdivided into simple partial or complex partial.
Simple seizures often mimic panic attacks and can be difficult to differentiate. This is an over
simplification of seizure typing but it does put us in the ball park.

Medic Alert bracelets should be discussed. Some patients have been mistakenly arrested for a
DUI (i.e. alcohol) when the patient was actually having an epileptic seizure. Some patients may
wander outdoors in winter weather or while swimming and present safety issues.

There is a lot of information that patients and their families need to understand to assist in overall
management and compliance. Unfortunately, healthcare education often takes a back seat in a

busy c¢clinic. |l f you donét have time to do a com
the patient/family should have access to a provider who can. As is often the case, patients can

become their own best advocate. For starters, refer to www.epilepsyfoundation.org. This site

offers a comprehensive assortment for patient and professional discussions. This is merely an
introductory article to a complex area of medicine. Much research is needed. Many new

medications are in the pipeline.

| have had epilepsy since high school. In April, I will be in Atlanta with UCB Pharma (Keppra) as
part of a patient oriented spokesperson campaign (Sorry i | will miss the state convention.) In
addition, | have just started an epilepsy patient education program at the North Dakota State
Hospital. Please feel free to call/write if you have any questions.


http://www.epilepsyfoundation.org
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An Qverview for Clinicians

Asbestos Exposure and Naturally
Occurring Asbestos
Asbestos: a health hazard

Exposure to asbestos was a major occupational health hazard in the United
States. The first large-scale use of asbestos in the United States began in
1896. Since 1989, all new uses of asbestos have been banned in the United
States by the Environmental Protection Agency.

The adverse effects of asbestos on health have been known for several
decades. These effects include pleural changes, asbestosis, lung cancer, and
mesothelioma.

Naturally occurring asbestos

Asbestos is the name given to a group of six different fibrous minerals.
Naturally occurring asbestos refers to those fibrous minerals that are found in
the rocks or soil in an area and released into the air by routine human activities
or weathering processes.

Asbestos is used in many commercial products, including insulation, brake
linings, and roofing shingles.

Classes of asbestos

The two general classes of asbestos are amphibole and chrysotile (fibrous
serpentine). It has been suggested that amphibole asbestos is more toxic than
chrysotile asbestos, mainly because physical differences enable chrysotile to

Continued on page 9
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ATSDR - Asbestos

break down and to be cleared from the lungs, whereas Pleural disease may also occur in the absence of
amphibole is not removed and is retained in lung tissue. interstitial findings. Pleural diseases include: pleural
Some researchers believe the resulting increased duration plaques (with or without calcification), pleural effusions,
of exposure to amphibole asbestos significantly increases pleural thickening, and rounded atelectasis. The

the risk for mesothelioma and, to a lesser extent, presence of pleural plaques is considered to be a marker
asbestosis and lung cancer compared with chrysotile. of asbestos exposure and may be associated with an

increased risk of asbestos-related malignancies. Pleural

Exposure to naturally occurring asbestos changes are not usually accompanied by changes in

If people live in areas where naturally occurring asbestos pulmonary function; however, some studies have shown
is present, they can be exposed to asbestos through mild restrictive changes as a result of advanced pleural
disease. On radiograph, pleural plagues are usually
discrete and circumscribed, sometimes calcified, often

bilateral and symmetric.

routine activities that crush asbestos-containing rock or
that stir up dust in soils containing asbestos fibers. Some
examples of these activities are as follows:

B Working in the yard or garden Cancer
m  Digging or shoveling dirt Lung cancejr related to asbestos exposure appears to
be histologically the same as lung cancer caused by

B Riding bicycles on unpaved surfaces radiation, cigarette smoking, or other carcinogens. The

B Riding off-road vehicles such as four wheelers and dirt ~ Presence of parenchymal asbestosis is an indicator of high
bikes level asbestos exposure, but lung cancer can occur in the

) . absence of ashestosis as well. Smoking has been shown

™ Running and hiking on unpaved surfaces to significantly increase the risk of lung cancer in persons
Driving over unpaved surfaces exposed to asbestos.

ASbEStOS-RElatEd Disease Mesothelioma is a rare tumor of the pleura and

and RlSk peritoneum that is associated with asbestos exposure.

) ] Studies of mesothelioma have been difficult to conduct
Asbestosis and pleural disease because of the long latency between asbestos exposure
Asbestosis is a pneumoconiosis caused by the inhalation and disease onset. The latency period may be as long as
of asbestos fibers. It is characterized by interstitial 30 to 40 years. Smoking has not been associated with
pulmonary fibrosis. Smoking inhibits ciliary function and increased risk of mesothelioma.
consequently enhances fiber retention in the lungs; thus
smoking can increase the risk for asbestosis. In more Other extrathoracic cancers mentioned as being possibly
advanced cases there may be progressive dyspnea, dry associated with asbestos exposure include cancer of
cough, and rales. Severe cases of asbestosis may cause the larynx, stomach, pancreas, colon and esophagus.
clubbing of the fingers. Pulmonary function studies Currently, available evidence for asbestos-related cancer at
typically show a restrictive or mixed pattern. Asbestosis extrathoracic sites is not strong.
may also be accompanied by pleural disease, a thickening
of the pleura with or without pleural calcification. Assessing risk
Radiographic changes may include small irregular Because asbestos has been used widely in the United
opacities in both lung fields with a nodular or reticular States, nearly everyone has been exposed to very low
pattern or both. Asbestosis is often characterized by a levels of asbestos at some time in their life. However,
diffuse, bilateral interstitial fibrosis. most people do not become ill from their exposure.

Continued on page 10
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The risk for asbestos-related abnormalities is associated
with the following factors:

Duration, concentration and frequency of exposure
Type and dimension of asbestos fibers

Smoking history

Time since first exposure

In general, the risk for asbestos-related disease increases
with increasing levels and duration of exposure. In

some cases, even short-term occupational exposures

or secondary household exposures (e.g., household
contacts of asbestos workers) have been associated with
this disease. As asbestos exposures have declined in

the workplace due to regulatory control, cases of severe
interstitial disease have also decreased. Among many
recently screened cohorts exposed primarily to amphibole
asbestos, pleural changes are more prevalent than
interstitial changes.

In addition, in specific areas of the world, exposures

from naturally occurring deposits of asbestos or

other asbestiform minerals, or from living near

mining operations, have been associated with pleural
abnormalities and mesothelioma. In general, exposures to
naturally occurring asbestos in these areas were long-term
(i.e. lifetime) exposures. Such exposures often involved
asbestos exposure in daily life such as from stoves made
of asbestos material or from walls white-washed with
asbestos-containing material.

Clinical Evaluation
What to include

Clinical evaluation of patients with a history of significant
asbestos exposure should include the following:

®m  Complete occupational and environmental history

B Physical examination with special attention to the
lungs, heart, and extremities

m  Chest radiographs

B Pulmonary function studies

Physical examination is often unremarkable apart from
basal crepitations. Three views of a chest radiograph
(posterior-anterior, lateral and oblique) are recommended.
For those patients with suspected asbestos-related
disease, a complete pulmonary function test should be
performed including lung volume and diffusion capacity.

Asbestos-exposed patients may give a history of shortness
of breath and dry cough. However, in the case of smokers,
the presentation of clinical findings and pulmonary
function studies may be mixed.

Radiographic interpretation

Radiographic changes secondary to asbestos exposure
may be difficult to interpret, even for experienced readers.
Consultation may be required with pulmonary medicine
specialists familiar with the diagnosis and evaluation of
asbestos-related lung diseases.

A computed tomography (CT) scan is not recommended
as a screening tool. A CT scan is recommended when the
physical examination and other diagnostic studies suggest
disease, but chest radiograph findings do not correlate or
are inconclusive. High-resolution computed tomography
(HRCT) of the chest may be useful in further delineating
abnormalities of uncertain significance. Specifically, HRCT
can be helpful in identifying the following:

B Early parenchymal asbestosis

B Differentiating between asbestos-associated pleural
plaques and soft tissue densities

B Pleural abnormalities
- Plaques
- Rounded atelecatsis

B Mesothelioma

Patient Advice

Advise patients who smoke to stop.

Patients should also be aggressively treated for respiratory

infections and should maintain routine immunizations for
influenza and pneumococcal pneumonia.

Continued on page 11
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