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T

here is a growing segment of the population that is susceptible to losing the ability to
report
that they are experiencing pain. According to a recent report by the Alzheimer's
· MedicationUpdate
Association,
there are an estimated 5.3 million people in the United States who are living
· Flu Vaccinations
with Alzheimer's disease (2009). Pain is defined as "whatever the experiencing patient
· MRSA
says it is, existing whenever the patient says it does" (McCaffery, 1968, p. 95). This
· Opthalmics
common definition of pain captures the subjective nature of pain and maintains an
· NutritionUpdate
individual's dignity. As individuals reach the moderate and severe stages of Alzheimer's
and other dementias, their ability to communicate their needs with language, including the need for pain relief,
is lost.
·

New pill technology

How then can we know if those in the mid- to late-stages of dementia are experiencing pain? Although they can
no longer self-report pain accurately, do they still have a way of communicating discomfort? What form of
communication remains for them? One way for the concerned caregiver to detect possible pain is to observe
persons with dementia for the presence and/or absence of certain behaviors. This behavior may be subtle, like
a slight frown or fidgeting or a reduction in movement. Or it may be more pronounced, like grimacing, continued
groaning, or physical or verbal aggression. The American Geriatrics Society Panel on Persistent Pain in Older
Persons (2002) identified six common pain behavior categories to diagnose pain in cognitively impaired older
persons:
* facial expressions such as grimacing or rapid blinking
* verbalizations or vocalizations such as moaning, noisy breathing, or calls for help
* body movements such as increased pacing, guarding certain areas of the body or having a tense body
posture
* changes in interpersonal interactions such as becoming disruptive or socially withdrawn
* changes in activity patterns or routines such as a change in appetite or sleep pattern
* mental status changes such as increased confusion or irritability
As the ability to communicate is lost, the keen observation of caregivers becomes more important. Informal
caregivers should keep an eye out for one or more of the behaviors listed above. In organizations that serve
cognitively impaired older adults, staff can be trained to use one of many tools designed to assess for pain. The
City of Hope Pain & Palliative Care Resource Center (2008) identified 17 such tools, all of which include at least
one of the behaviors mentioned above.
There are other questions you should consider if you observe behavior that may indicate pain. Are the person's
basic needs being met? We have all experienced discomfort related to hunger, thirst, or extremes of
environmental temperature. Are the behaviors surfacing when the person is being moved or during the provision
of personal care, when pain is more likely to occur? If so, the person's doctor should be asked about the
possibility of administering pain-relieving medications before initiating activities that may cause pain. Does the
person have a history of, or currently have, a medical condition that is likely to cause pain, such as osteoarthritis?
Research has found that persons with or without cognitive impairments did not differ with respect to the
prevalence of conditions likely to cause pain (Proctor & Hirdes, 2001). How did the person relieve pain in the
past? Sometimes non- pharmacological options, like massage or even just a cold or hot pack, may suffice.
Continued on Page 2
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Identifying Pain continued from Page 1

What should you do if you think pain is present? Perhaps pharmacological or non-pharmacological interventions
would be helpful. Also the risks and benefits of using various types of pain medications should be considered.
Some analgesic (pain-relieving) medications, like aspirin or acetaminophen (Tylenol), can be bought over-thecounter, and without a doctor's prescription. If stronger medications are needed to relieve pain, a prescription for
that medication, which may be a narcotic drug, will be needed. All medications have side effects, but stronger
pain medications may have undesirable side effects, like constipation. The doctor prescribing a drug that may
cause a problematic side effect may also prescribe a medication that will prevent the side effect from occurring.
If a strong pain medication is prescribed some people may be concerned that the person with dementia will
become addicted. Because dementia is a terminal disease (i.e., one that will eventually result in a person's death
unless they succumb to another disease first), addiction will generally not be a major concern. The
compassionate course of action should be to address pain so as to help the cognitively impaired person be as
comfortable as possible.
Source: Edward Cisek, PhD, AmericanHospice.org

Pain Management

T

he various neuropathic pains can be difficult to treat. However, with careful diagnosis and often a
combination of methods of treatments, there is an excellent chance of improving the pain and return of function.
Medications are a mainstay of treatment of neuropathic pain. In general, they work by influencing how pain
information is handled by the body. Much pain information is filtered out by the central nervous system, usually
at the level of the spinal cord, so that you never need to deal with that information. For example, if you are sitting
in a chair, your peripheral nerves would correctly send the response to the pressure between your body and the
chair to your nervous system. But, because that information serves no usual purpose, it is filtered out in the
spinal cord. Many medications to treat neuropathic pain operate on this filtering process. Amongst the types of
medications are antidepressants, influencing the amount of serotonin or norepinephrine and antiseizure
medications, influencing the amount of various neurotransmitters, such as GABA and glycine.
One of the most powerful tools in treating neuropathic pain is the spinal cord stimulator, which delivers tiny
amounts of electrical energy directly onto the spine. The effect of this stimulation of the spinal cord is to allow
the spinal cord to function normally even during a painful condition. It works by interrupting inappropriate pain
information being sent up to the brain.
Source: medicinenet.com

Pills Send Out Messages When Swallowed

N

ot sure if a resident has actually taken her medicine? A new kind of pill could soon provide a definitive
answer. Researchers at the University of Florida have developed a signaling technology that can be embedded
into drug tablets. As such, they will be able to let providers know whether a pill has really been swallowed.
While there are some small electronic components involved, the researchers believe that residents will pass
them safely without suffering harmful side effects.
A small part of the new pill consists of a standard white capsule that has been coated with a label embossed
with silvery lines. These lines are the ill's antenna. The antenna is actually printed onto the medication using
an ink made of nontoxic, silver nanoparticles. In addition, the pill contains a tiny microchip, which is
approximately the size of the period punctuation mark.
When a resident ingests the pill, it communicates with the second main part of the system: a small electronic
device that the resident wears or carries. While this component is currently a stand-alone device, it may be built
into a cell phone or watch in the future. The device then signals a cell phone or laptop that the pill has been
ingested taking the guesswork out. Should this budding technology prove viable, researchers believe that we
may soon be seeing it used to ensure compliance for residents on a strict medication regimen, and for other
related purposes. Such a pill could dramatically improve compliance at nursing facilities, where patients often
forget or refuse to take their medications.
The pill does not need a battery because it sends power via imperceptible bursts of extremely low-voltage
electricity, according to Rizwan Bashirullah, an assistant professor of electrical and computer engineering at the
University of Florida. These bursts energize the microchip to send signals relayed via the antenna.
Source: John O’Connor; www.mcknights.com
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MedicationUpdate

M

erck and Company received the FDA approval to market Dulera (mometasone furoate/
formoterol fumarate dihydrate) inhalation aerosol for the treatment of asthma in patients aged 12
years or older. The approval of Dulera was partially based on two randomized, controlled, Phase
III studies in which researchers assessed the drug's safety and efficacy in patients aged 12 years
or older with persistent asthma. The trials involved a total of 1,509 patients with persistent asthma
that was not controlled while receiving medium- or high-dose inhaled corticosteroid therapy. Each
study included a two- to three-week run-in period with Asmanex to establish a certain level of
asthma control.
In Trial 1, Dulera 100 mcg/5 mcg (n=191) was compared with the drug's individual components (Asmanex 100
mcg [n=192] and Foradil 5 mcg [n=202]) and placebo (n=196). In Trial 2, Dulera 200 mcg/5 mcg (n=255) was
compared with Dulera 100 mcg/5 mcg (n=233) and Asmanex 200 mcg (n=240). All of the treatments were
administered as two inhalations twice daily by metered dose inhalers. Dulera provided significant improvement
in lung function from baseline at week 12, which was a primary endpoint in both trials, in comparison with
Asmanex in both trials and in comparison with placebo in Trial 1. The differences in lung function were
maintained through week 26 in Trial 1. Another primary endpoint, the change in mean trough forced expiratory
volume in one second (FEV1) from baseline to week 12, was also assessed in both trials. In Trial 1, a significantly
greater increase in the mean trough FEV1 was seen with Dulera 100 mcg/5 mcg than with Foradil 5 mcg (the
primary treatment comparison) or placebo. In Trial 2, a greater numerical increase in the mean trough FEV1 was
seen with Dulera 200 mcg/5 mcg than with Dulera 100 mcg/5 mcg or Asmanex 200 mcg.
Dulera will be available to patients by the end of July; the drug will be sold in two strengths: 100 mcg/5 mcg and
200 mcg/5 mcg. The company noted that Dulera is not indicated for the relief of acute bronchospasm. However,
the compound is also being developed as a treatment for chronic obstructive pulmonary disease.
Source: Merck and Company

A new statin called Livalo (LIV-al-o, pitavastatin) is being promoted for its high potency and low risk for

interactions. Livalo is more potent than other statins but realize this is just marketing fluff. It refers to Livalo's
lower doses - only 1 to 4 mg/day. But higher potency does NOT mean it's more effective. Livalo 2 to 4 mg lowers
LDL 38% to 45% similar to Lipitor (atorvastatin) 10 to 20 mg or Crestor (rosuvastatin) 5 mg. Higher doses of
Lipitor and Crestor can lower LDL about 60%. But higher Livalo doses should not be pushed as they are
associated with more rhabdomyolysis than lower doses and more than other statins. Livalo does have a low risk
for CYP450 interactions that are similar to Crestor, pravastatin, or fluvastatin. Generic simvastatin is
recommended first for most patients, but simvastatin doses and drug interactions need to be watched. For
greater LDL-lowering Lipitor or Crestor is recommended.
Source: Pharmacist’s Letter

Half of LTC Workers received Flu Vaccinations

S

lightly more than half of all nursing home workers had seasonal flu vaccination coverage for the 2009-2010
flu season, according to the Centers for Disease Control and Prevention. The 54% vaccination rate was well
ahead of the "other settings" category but also well behind the rate for "hospital" personnel (71.7%).
When it came to H1N1 vaccination rates, however, nursing home workers were low on the totem pole, with just
slightly more than one-fifth (20.1%) taking part. Hospital employees again led (at 50.6%) while outpatient clinics
had 39.2% of employees vaccinated against the H1N1 flu. The CDC surveyed a national representative sample
of more than 1,400 healthcare workers in January. Results appeared in the April 2 edition of CDC's Morbidity
and Mortality Weekly Report. Although they showed an all-time high rate for healthcare workers against
seasonal flu (62%), "the results for long-term care facilities likely indicate that programs to educate (healthcare
personnel) working in such facilities about the safety, effectiveness, and public health importance of influenza
vaccines have not resulted in adequate coverage," MMWR editors wrote.
When employers set policy requiring employee inoculation, the vaccination rate rose three times higher, said the
directory of the CDC's National Center for Immunization and Respiratory Diseases. When providers
recommended vaccinations, the rate doubled.
Source: James M. Berklan, www.mcknights.com
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MRSA found in LTC Residents

N

ew research shows one in five long-term care residents carry methicillin-resistant Staphylococcus aureus
around in their nostrils. Roughly 1% of the general population has some form of MRSA in their nose, according
to researchers at Rhode Island Hospital.
In their sample of 2,055 individuals, researchers found MRSA in 20% of long-term elder care patients' noses.
They also discovered higher rates among HIV patients (16%), outpatient kidney dialysis patients (15%) and
inpatient kidney dialysis patients (14%). Having MRSA colonies in the nose does not indicate infection with the
bug, researchers note.
Researchers also detected a vast difference in the number of colonies found in the types of MRSA found.
MRSA in the nose has been associated with increased rates of MRSA-related pneumonia, bloodstream infection
and surgical site infection, according to the report. Further research is needed to learn why people have different
strains and quantities of the bacteria in their noses.
Source: Brett Bakshis, www.mcknights.com

Opthalmics Beta-Blocker

T

here are questions about when to worry about drug or disease interactions with beta-blocker
EYEDROPS for glaucoma. Ophthalmic administration can result in significant blood levels. One drop of timolol
0.5% in each eye equals about 10 mg orally. This can cause bronchoconstriction in some patients with asthma
or COPD and arrhythmias or heart failure in some cardiac patients. Timolol eyedrops in patients with asthma
or COPD should be avoided. Betaxolol is less likely to cause problems in patients with stable COPD but any
difficulty breathing should be reported. All beta-blocker eyedrops in patients with slow heart rates or poorly
controlled heart failure should be avoided. A glaucoma drug from a different class (Xalatan, etc) is
recommended when beta-blockers can't be used or are causing problems. It's recommended that patients
should limit drug absorption from eyedrops with the "DOT" technique...Don't Open eyes Technique. Patients
should instill the drops and then keep your eyes closed for 5 minutes if possible. Also, it’s recommended to keep
the drops from draining down the tear duct and being absorbed.
Source: Pharmacist Letter

NutritionUpdate

N

ow that so many more people are taking vitamin D, some are asking how much vitamin D is
too much. Vitamin D doses vary widely and toxicity is rare. In general, it's recommend to take
1000 to 2000 IU/day of vitamin D for adults and 400 IU/day for infants and children to prevent
deficiency. Most people will need supplements. We don't get much vitamin D from the sun these
days due to sunscreens, staying indoors, etc. Diet usually isn't enough, either. Very few foods
contain vitamin D and milk contains only 100 IU per cup. Higher doses are needed to treat a
deficiency or to maintain adequate levels in some people. To treat deficiency in adults, 50,000 IU/week orally
for 6 to 12 weeks is recommended and then recheck the levels. It's okay to consume milk and multivitamins
while on this weekly vitamin D dose.
Optimal blood levels of 25-hydroxyvitamin D for bone health are at least 30 ng/mL...normal levels can reach 100
ng/mL. Toxicity, hypercalcemia, and hyperphosphatemia usually don't occur until vitamin D levels exceed 150
ng/mL. Toxicity can occur with excessive doses such as 40,000 IU/day for one month for infants and 50,000
IU/day for several months for adults. Vitamin D can be dosed
once a week or month for maintenance. Take14,000 IU once a
WEEK or 50,000 IU once a MONTH instead of 2000 IU/day. D3
(cholecalciferol) should be used since it's more potent than D2
(ergocalciferol) but D2 is also effective and okay to use.
Source: Pharmacists Letter
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