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FROM THE PRESIDENT…



By: Brenda Barker RN, BSN, CCM, CRRN


	Upcoming Chapter Meetings

August 9, 2005, 6:30 –Traumatic Head Injury at St. Rita’s Hospital, Lima, Ohio
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First of all, I want to extend a warm and sincere thank you for choosing me as your 2005-2006 President of the Central Ohio Association of Rehabilitation Nurses.  It seems like only yesterday that I was working my first job as a staff rehabilitation nurse at The Ohio State University Medical Center.  Now almost twenty years later, I am afforded the tremendous opportunity to lead the Board Members to implement dynamic educational and networking opportunities. 

I am very pleased with the outcome of our first Board meeting, which took place earlier this month.  We have a diverse mixture of Board members who bring an array of experience and positions representative of rehabilitation professionals such as disability management, acute rehabilitation (adult / children) and administrators of rehabilitation companies.  

The COARN Member survey was discussed and incorporated into the development of future educational events including; diverse locations and to promote our core membership base.  The concepts of rehabilitation are familiar to us in our processing of new disability claims; admitting a client; speaking with and the education of family members; and most importantly in the way we value each and every patient’s recovery.  

On August 9th, we will be traveling to St. Rita’s Hospital in Lima, Ohio.  Our members from St. Rita’s have been in attendance at our meetings here in Columbus.  We want them to have the chance to “show off” their unit and staff!  St. Rita’s will be providing dinner and the featured speaker on Traumatic Head Injury.

Take the step and check out the www.coarn.com  web site to review upcoming educational programs and networking opportunities.  For any comments or questions, please do not hesitate to contact us.    
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St. Rita's (Lima, Ohio): Rehab.....on the move

By: Belle Agler RN, BSN, CRRN


Our inpatient rehabilitation unit has been in existence for over fifteen years. We
currently have seven CRRN's on staff that provides strong rehabilitation skilled nursing. All of our nursing staff spend one day in a wheelchair during their
orientation process to gain a "new perspective" on life.  Our patient
population includes: strokes, multiply traumas, neurological disorders, TBI,
spinal cords and more! We have 18 rooms that patients call home for an average
length of stay of 12 days. Our Easy Street prepares patients for their
daily activities and is not limited to just our rehabilitation patients. Patients
from our Transitional Care and Outpatient Service have utilized this environment,
as well. Our inpatient rehabilitation services a 10 county area and doesn't
stop with our inpatients. Physical Medicine and Rehabilitation has a full line of
services including outpatient and multiple support groups.   

Understanding Methadone and Its Use in Chronic Pain
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By: Lindsay Pell, Pharm.D., Specialty Practice Pharmacist, Rehabilitation and Critical Care

Methadone has been in use for over 50 years, first as “detoxification treatment” or “maintenance treatment” and more recently as treatment for chronic pain.  Methadone is an opioid analgesic and therefore carries the same risks as other opioids (respiratory depression, CNS depression, constipation, pruritus, and nausea).  However, methadone also has some unique properties that make it both a valuable drug for pain control and a difficult drug to use appropriately and safely.  Understanding the characteristics of this agent can help to ensure its proper use.  

Long Half-Life

Methadone’s half-life is approximately 30 hours.  It’s onset of analgesia is 30-60 minutes and the duration of its effect is 4-6 hours after a single dose.  The advantage of this long-acting effect is that methadone can be administered less frequently than other opioids (usually 2-3 times per day for analgesia).  It is an inexpensive drug, which is a benefit in patients who need a long-acting analgesic, but can’t afford brand-name products such as OxyContin® or MS Contin®.  A disadvantage of methadone’s half-life is that it isn’t a good choice for breakthrough pain; a shorter-acting agent is preferable to provide more immediate pain relief.  

Because of methadone’s long half-life, it takes about 3 days to see the full analgesic effect of the drug.  Therefore, dose increases should occur slowly – no more often than every 3 days in an inpatient setting, and every 5-7 days for outpatients.  Increasing the dose more often than this could result in an inadvertent overdose.  A methadone overdose is serious because as an opioid, methadone can cause apnea and even death.

Accumulation in Tissues

With repeated dosing, methadone accumulates in the tissues and the duration of analgesia is extended.  When methadone is initiated, its duration of analgesia is typically 4-6 hours.  This increases to 8-12 hours with extended use.  For patients on long-term therapy, the dosing interval may need to be lengthened to compensate for this phenomenon.  

Efficacy in Neuropathic Pain 

Although methadone is an opioid, it also has some non-opioid properties which provide additional analgesia.  There is data indicating that methadone can relieve neuropathic pain.  It is the only opioid analgesic to display this property.

Useful in Patients Unable to Tolerate other Opioids

Methadone is often better tolerated than other opioids for several reasons.  First it has no active metabolites (much of the toxicity of opioids is the result of metabolite accumulation).  Second, methadone has incomplete cross-tolerance, meaning that the side effects experienced with another opioid will often not carry over to methadone therapy.  And finally, methadone is structurally different than most other opioids and is therefore usually safe for patients with allergies to morphine, codeine, or fentanyl.

Poorly Defined Equianalgesic Potency

The medical literature contains studies that provide us with information about the relative potencies of opioids.  This data is helpful when converting a patient from one opioid to another.  Unfortunately, the potency of methadone as compared to the other opioids is poorly defined and methadone may be more potent than originally thought.  The correct dose conversion is unknown and therefore extreme caution must be used when converting from another opioid to methadone.  It may be wise to consult a pain management specialist in this situation.  As a general rule, the prescriber should start with a low dose and increase very slowly.  In addition, a short-acting analgesic should be provided for “PRN” use until the necessary dose of methadone has been reached.    

Drug Interactions

Methadone has a number of drug interactions.  Common interacting drugs include ciprofloxacin, fluconazole, diazepam, phenytoin, rifampin, risperidone, and verapamil.  If any of these drugs are initiated or discontinued on a patient receiving methadone, the clinician managing the patient’s pain should be notified.  

Summary

Methadone is a very useful drug, but is not usually used first-line.  Exceptions are patients with neuropathic pain and those for whom cost is a concern.  Methadone is best for pain that is chronic and stable.  Extreme caution should be used when converting from other opioids.  Doses should be titrated slowly and the dosing interval may need to be extended with chronic dosing.  Finally, individualization of therapy is the key to safe and effective use of methadone.  Patients should be watched closely for signs of continued pain or toxicity.  
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 ‘I Feel Your Pain’
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Probably Not!! 


By: Margo Hospodar RN, CRRN
Once upon a time and many years ago, I was a freshly scrubbed student nurse, no heavy makeup, hair neatly off my collar, fingernails clean and trimmed, shoes shinning white, no dangling earrings, a prized nurse’s cap with a red stripe and dressed in a red and white uniform so heavily starched and crisply ironed it could stand alone on the floor.  The worst physical pain I had experienced was the mumps and the most emotional pain was being grounded and not being able to see my friends! 

I really thought I had empathy for my patient’s suffering and, in my own innocent way, I did. 

I cared for women in labor for childbirth and people ill and injured.  My heart ached as I held a baby whose head, swollen from hydrocephalus, was almost as large as his tiny body.  One of my patient’s was so severely burned his physical and emotional pain must have been unbearable.  Another patient who shot himself in the face because his girlfriend left him was so disfigured he was unrecognizable.  I consoled families of dying patients. Day after day, week after week, year after year as I followed my dream and became a registered nurse, I was involved with, but somehow detached from the pain and suffering.  

It has been through my own life experiences with physical and emotional pain that I have learned about empathy. I believe this is where my assessment of my patient’s pain begins.

Pain is unique to each person.  Nurses use a combination of factors to assess a patient’s pain, approaching the pain assessment in a non-judgmental fashion, reassuring the patient that his/her pain is important and will be treated.    Using a standardized tool such as the 0-10 scale, with 10 being the worst pain, or the Wong-Baker tool that uses facial expressions the nurse begins an assessment that will provide the best pain relief for the patient.  This is done by talking with the patient and asking questions about the quality (aching, stabbing, burning) and location of the pain.  Is the pain constant or intermittent?  Does anything make the pain worse or better, such as positioning or calming the environment? What medications have helped in the past? Has the patient been resting well at night? Attempting to engage the patient in a conversation about their feelings, their family and friends can also give the nurse important information about the patient’s emotional state of health.   Involving the patient in the process assures a better outcome. 

When a patient moves from the acute care setting into rehabilitation, transition from sedative pain relief to pain relief allowing the patient to be awake and alert for therapy is necessary. Often times this is done more abruptly than the patient is well able to tolerate.  Not only is the patient in a new environment, but also he/she is expected to awaken early, get dressed and adhere to a scheduled day of therapies.  Adding to the stress their disability, illness or injury is “exposed” to strangers since they will be attending therapy with other patients and families.  As rehabilitation nurses, we know these are crucial steps to recovery and returning to the best level of function possible. However, these new experiences may contribute to a higher level of pain for the patient.

The standard of care should include a pain assessment by the nurse when the patient is admitted. After admission the patient is assessed a minimum of every eight hours and documented. If a patient receives treatment for pain, this is documented by giving the location and level of pain and the treatment administered.  A reassessment is done within one hour of treatment and documented.

The goals in treating pain in the rehabilitation setting are to optimize patient comfort, have the patient attending and participating in all therapies and resting well at night.  Appropriate assessment and treatment of pain by the nurse will assist the patient in receiving the maximum benefit of their rehabilitation time. 
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