Pharmacologic Management of a Patient with Intfrathecal Pump Infection on Nearly 100 Oral Morphine Equivalents Per Hour: A Case Report
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BACKGROUND

« Targeted drug delivery (TDD) with Intrathecal (IT) pumps administer
medications directly to the cerebrosplnol fluid.
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Table 1. Patient’s inifial opioid regimen from outside pain clinic.
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DISCUSSION (cont.)

« Ketamine, an NMDA antagonist at 0.5mg/kg/h was successfully used
to treat IT pump failure in another patient receiving nearly 1000 OMEs

 Moderate 1o severe pain refractory to oral, fransdermal, and buccal Medication (Route) Dose OME OME Total dailyé.
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« There are no standard guidelines converting from IT opioids to an . . .
IV/PO regimen Methadone (PO) 40 mg/day 320  Methadone, p-agonist with NMDA receptor antagonism and

PURPOSE

* This case examines the challenges of tapering high-dose intrathecal
medications, transitioning from [T to oral/lV opioids, managing
withdrawal, and addresses safety concerns with an irreplaceable
pump with the need for a multimodal approach.

CASE DESCRIPTION

« 46-year-old male with HIN, T2DM, and HLD with chronic left-sided
abdominal pain after complications from previous hiatal and
diaphragmatic hernia repairs multiple revisions in 2013.

« An IT pain pump was first placed in 2015 with the most recent
catheter/pump revision performed 3 weeks prior to presentation.

 He presented with an RLQ pain and drainage around the implantable

OME: oral morphine equivalent; PO: per os; mcg: micrograms; mg: milligrams.

Table 2. Patient’s medication regimen and corresponding OME throughout

hospitalizafion.

Before Pain Pump Explantation

Immediately After Explantation

Upon Discharge

« Ketamine gtt — 0.2 mcg/ka/hr

« Ketamine IM - 10 mg géhr PEN

« Methadone PO - 10 mg géhr (OME
188)

« Fentanyl Transdermal patch - 12.5
mcg g/ 2hr (OME 30)

« Dilaudid PO - 8 mg géhr (OME 160)

« Acetaminophen PO - 1000 mg g8hr

« Gabapentin PO - 300 mg TID

« Methocarbamol PO — 500 mg géhr

e Tizanidine PO -4 mg TID

« Ketamine gtt — 0.5 mcg/kg/hr

« Ketamine IM - 10 mg géhr
for breakthrough pain

« Methadone PO - 20 mg géhr (OME
80)

« Fentanyl Transdermal patch - 200
mcg g/ 2hr (OME 480)

« Dilaudid PO — 8 mg g4hr for
moderate pain or 12 mg g4hr for
severe pain (OME 240-360)

« Acetaminophen PO - 1000 mg g8hr

« Gabapentin PO -300 mg TID

« Methocarbamol PO - 750 mg TID

e TiZanidine PO -4 mg TID

« Fentanyl git — per ICU tfeam

« Dexmedetomidine git - 0.2
mecg/kg/hr

« Clonidine PO - 0.3 mg g8hr

« Ketamine oral solufion -2 mL (20
mg) g8hr PRN for breakihrough pain

« Ketamine IM — 100 mg g4hr

« Methadone PO - 10 mg daily (OME
47)

« Dilaudid PO - 8 mg daily (OME 40)

« Acetaminophen PO — 850 mg géhr

« Methocarbamol PO - 1000 mg gshr

« Fentanyl Troche Lozenges — 950 mcg
q2-3hr (OME 790-988)

« Morphine (suppository) — 10 mg g2hr
PRN

« OME 120

« Tizanidine PO — 4 mg qgéhr

« Clonidine PO -0.1 mg BID PRN for
hyperfension

« Alprazolam PO -1 mg BID PREN for
insomnic

Incomplete cross-tolerance, has been shown to have potent
analgesic effects in chronic pain patientsd?,

« Other modalitfies used In this multimodal approach included
idocaine patches, gabapentin, methocarbamol, tizanidine,
ketorolac, and acetaminophen.

CONCLUSION

« This case highlights the complexities of managing high-dose IT opioid
withdrawal and conversion to alternative pain regimens after an
Infected pump.

« A multimodal approach with methadone, ketamine, and non-opioid
agents, was key to preventing withdrawal symptoms and opioid-
Induced hyperalgesia while ensuring effective pain control.
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