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Caylor School of Nursing
Nursing 115

Fall  2009
 
UNIT V LESSON PLAN:  Senses-Comfort 

DATES & TIMES:
           See Class Schedule
 
OBJECTIVES:

Upon completion of this unit, the student will be able to demonstrate in the clinical/campus laboratory setting, in individual and group conferences and on written materials, the ability to:
 
1. 
Compare factors and assessment behaviors that indicate sensory alterations.

2.
Explain ways to maintain a safe environment for patients experiencing sensory      alterations.
3.
Apply the nursing process as it relates to patients with an alteration in comfort.
 4.
Identify the major types and components of pain.
5. Utilize the nursing process in developing a plan of care for patients experiencing pain.

 6.
Identify the techniques and rationale for selecting pain therapies.
 7.
Utilize therapeutic communication techniques in meeting the needs of patients having comfort needs.
8.      Describe psychosocial considerations for a patient with comfort needs.
 9.
 Identify the physiologic action, use, side effects and nursing implications of the   

 medications used in pharmacological management of comfort needs.

10.      Discuss the various non-pharmacological pain relief measures available and the nursing   
considerations associated with them.
11.      Discuss the education and nursing care of a patient receiving the following alternative 
methods of analgesic administration:  Patient Controlled Analgesia; Epidural Analgesia; 
and local anesthesia.
12. 
Discuss the advantages and disadvantages of the use of patient controlled analgesia and 
epidural analgesia.

TOPICAL OUTLINE

I. Sensory Alterations

A. Assessment of stimuli and behavior related to sensory alterations

1. Types of sensory alterations

     a.
Sensory deprivation


     b.
Sensory overload


     c.
Sensory deficits

2. Conditions of the eye and ear

3. Classes of states of awareness

4. Environmental stimuli

5. Safe environment

B. Nursing diagnoses related to sensory alterations

C. Expected outcomes related to sensory alterations

D. Implementation of nursing care for the patient experiencing sensory alterations




      Interventions with specific sensory alterations

a. Visually impaired patient

b. Hearing impaired patient

c. Confused patient

d. Unconscious patient

2. Pharmacological management

E. Evaluation of interventions for adaptive responses

F. Documentation
II. Specific Disorders of the Eye and Ear  (See attached chart)
III. Pain

A.  Nursing process for Comfort

1. Assessment of stimuli and behavior related to pain

     a.
Major types of pain

     b.
Responses of Pain

     c.
Pain Process


1.
Transduction


2.
Transmission


3.
Perception


4.
Modulation

     d.
Factors affecting pain experience

     e.
Misconceptions related to pain

     f.
Components of pain assessment


1.
Characteristics


2.
Pain assessment tools


3.
Pain as the fifth vital sign

     g.
Terminology


1.
Tolerance


2.
Threshold


3.
Toxicity


4.
Intractable


5.
Exacerbation


6.
Breakthrough pain


7.
Dependence

2. Nursing diagnosis 

3. Outcome planning 

4. Implementation 

           a.
Alteration of Perception


     b.
Patient teaching

5. Evaluation of interventions for adaptive responses

B. Specific documentation related to analgesia administration

IV. Pain management

A. Pharmacological

1. Narcotic analgesics – Opioids 

2. Non-narcotic analgesics

3. NSAIDS
4. Patient controlled analgesia (PCA)

5. Epidural analgesia

6. Local anesthesia

B. Non-pharmacological 

1. Therapeutic effects of heat and cold

2. Distraction

3. Imagery

4. Relaxation

5. Cutaneous stimulation

6. Acupuncture

7. Hypnosis

8. Biofeedback

9. Therapeutic touch

REQUIRED READINGS: 

Brownell, Christiane L., & Priff, Nancy (Eds.). (2009). Nursing 2010 student drug   

handbook. Philadelphia, PA: Lippincott, Williams and Wilkins. TBA.  (Readings applicable to the drug categories in IVA listed above.)  

Kee, J., Hayes, E., & McCuistion, L. (2009) Pharmacology: A nursing process 

approach (6th ed.). St. Louis, MO: Saunders Elsevier.  Chapter 25.
Taylor, C., Lillis, C. LeMone, P., & Lynn, P. (2008).  Fundamentals of nursing:  The art and 
science of nursing care. (6th ed.). Philadelphia: Lippincott Williams & Wilkins.  Chap. 34 

& 41.

Taylor, C., Lillis, C., LeMone, P., & Lynn, P. (2008). Study guide to accompany fundamentals 
of nursing: The art and science of nursing care.  (6th ed.).  Philadelphia:  Lippincott 
Williams & Wilkins.  Readings to coincide with above chapters.

 


  CLINICAL SKILLS: 

1. Provide for the needs of a patient with a sensory alteration.

2. Provide nursing care for a patient experiencing pain.

3. Assess assigned patient for data pertaining to comfort needs.

HANDOUTS:

      1.  Disorders of the Eye and Ear

      2.  Pain Medication Guide
Disorders of the Eye

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment 
	Nursing Care

	Cataracts 

Opacity of the lens that distorts images projected onto the retina. Can progress to blindness.  Can occur in one or both eyes.

· Visual sensory perceptual alternations r/t opacity of lens
· Risk for injury r/t accidents
· Social isolation r/t impaired vision
· Anxiety r/t to surgery

	· Aging 

· High doses or long term use of steroids

· Smoking

· Diabetes

· Renal disease

· Disorders r/t lipid metabolism
	· Opaque or cloudy white pupil 

· Gradual loss of vision

· Painless blurry vision

· Decreased color perception

· Photophobia

· Vision that is better in dim lighting

· Absence of red reflex

· Diplopia (double vision)
	· Decrease in visual acuity

· Ophtalmo-scopic exam

· Slit lamp exam


	· New studies  investigating ways to slow cataract progression- vit. C & E

· Surgical removal of lens – (15% pts)  one eye at a time, allow for healing

· Intracapsular extraction – lens is removed intact in the lens capsule

· Extracapsular extraction –lens material is removed without removing the posterior lens capsule

· OP surgery – only use lidocaine gel

· Lens implantation may be necessary and done at time of surgery

· Contact lens corrects vision but is difficult for the elderly

· Eyeglasses - very thick and do not provide as high a quality of vision correction
	Pre-op Nursing:

· Orient pt to surroundings and sounds

· Anticoagulation therapy is withheld 

· No ASA or NSAIDS for 3-7 days prior

· Instruct pt about measures to decrease or prevent intraocular pressure

· Administer preoperative eye medications – mydriatics (dilate pupils) and cycloplegics (dilate pupils and paralyze ciliary function)
Post-op Nursing:

· HOB elevated 30 – 45 degrees

· Position supine or on non-operated side the night after surgery

· Eye patch at all times (until returns for post-op visit about 24hrs.)

· Put personal belongings on non-operative side

· Assist with amb

· Teaching/Learning

· Avoid eye straining, rubbing, or pressure on eyes

· Avoid bending over to pick up objects, coughing, sneezing, straining, lifting objects over 5 pounds

· Administer eye drops and medications as prescribed. 

(Mild pressure on lacrimal puncta to decrease system absorption and side effects)

· Eye shield at bedtime for 1-4 weeks

· If lens implant not performed, must wear glasses at all times

· Notify physician for decrease in vision, severe eye pain, or increase in eye discharge




Disorders of the Eye

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment 
	Nursing Care

	Glaucoma

Increase intraocular pressure due to inadequate drainage of aqueous humor or over production of aqueous humor.  One of the leading causes of irreversible blindness in the world.  Is more common in men, African Americans, & Asian population.  There is no cure at present.

The nerve damage is R/T increased IOP due to congestion of aqueous humor.

· Visual/sensory perceptual alternations r/t IOP

· Pain r/t sudden increase in IOP

· Risk for injury r/t blindness


	· Family history

· Over 40

· Diabetic


	· Progressive loss of peripheral vision

· Vision worsening in the evening and difficulty adjusting to dark rooms

· Blurred vision

· Halos around white lights

· Photo-phobia

· Eye pain

· Progressive loss of central vision


	Two types of glaucoma

1. Primary open angle glaucoma (called simple)

· Accounts for 90% cases – Onset is gradual

· Flow of AH  is slowed or stopped by obstruction leading to increased intraocular pressure = damage to optic nerve.

2. Acute closed angle (medical emergency)
· Usually affects 1 eye
· Abrupt onset of severe eye pain, HA, N/V, fixed pupil, blurry vision, cloudy cornea
· Meds to de-crease IOP= Mannitol
· Surgery to help drain AH

	The goal is to prevent damage to the optic nerve by reducing IOP.

1 .Miotics – constrict pupils & improve outflow of aqueous humor

Pilocarpine, Carbachol -

SE –cholinergic side effects (blurry vision, HA, N/V, sweating, abd. cramps, diarrhea)

2. Medications to decrease production of aqueous humor 

a. carbonic anhydrase inhibitors – Acetazolamid 
b. beta blockers Timolol SE – bronchospasm, bradycardia, hypotension


	Teaching R/T meds:

1. Lifelong medication use

2. MEDIC alert tag

3. Avoid anticholinergics – decrease the flow of aqueous humor

4. Prevent increased IOP by avoiding:

· Anger, excitement, worry

· Constrictive clothing

· Heavy lifting

· Straining at stool

5. Report eye pain, hallows, changes in vision

6. If medical therapy doesn’t help, surgical intervention may be necessary.  Laser, etc.

7. Pre-op and post-op interventions similar to that for cataract removal




Disorders of the Eye

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment 
	Nursing Care

	Retinal Detachment
Separation of two layers of the retina.

When separation occurs, vitreous humor seeps between the layers and detachment of the retina from the choroid occurs.

Treatment is necessary to reestablish contact between the layers to maintain blood supply ASAP.
	· Severe myopia

· Diabetic retinopathy

· Trauma

· Macular degeneration

· Previous cataract surgery

 
	· Sudden onset

· Flashes of light

· Floaters

· Blurred vision

· Sense of a curtain being pulled over visual field

· Loss of portion of visual field

· Typically is unilateral 


	
	· Bed rest

· Prevent and minimize eye stress

· Cover both eyes to prevent further detachment

· Protect client from injury

· Avoid jerky head movements

· Prepare for surgical intervention

· Laser photocoagulation – used to seal the area if complete detachment has not occurred

To reattach retina and restore vision
	Post-op interventions:

· Bilateral eye patches

· Monitor for hemorrhage

· Prevent nausea and vomiting or restlessness which can cause hemorrhage

· Notify MD if sudden, sharp eye pain

· Avoid coughing

· Bed rest 1 – 2 days

· If gas inserted to repair retina, patient to be positioned on abdomen – unaffected eye down

· Eye meds as prescribed (antibiotics, ophthalmic steroid drops)

· Limit reading for 3 – 5 weeks

· Avoid squinting, straining, constipation, heaving lifting, bending from waist

· Wear dark glasses and eye patch at night

· Follow up care important 



	Macular Degeneration The leading cause of blindness in people > 75.

The macula is the area of the retina that receives light from the center of the visual field.

Gradual failure of the pigmented layer of the retina = cellular death and retinal detachments.
	· HTN

· Increased age

· Smoking

· Overweight
	· Distortion of vision

· Loss of central vision

· 
	
	No cure

· Vitamins C, E and zinc

· Laser photo-coagulation may slow process

· Amsler grids are given to pt. for use in home to test for change in vision.  If see change in the grid (more distorted or faded)
	· Teach to use visual aids (large print books, magnifying glass)




Disorders of the Eye

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment 
	Nursing Care

	Foreign Bodies 

Objects such as dust, gnats, etc that enter the eye.


	
	
	
	
	· Have client look upward and expose lower lid

· Use wet cotton-tipped applicator with sterile NS and gently twist swab over particle to remove it

· If unable to see, have client look downward, use cotton tipped applicator to invert upper lid to expose particle – remove

Penetrating objects (BBs, pencil lead, metal from drilling)

· Never remove!

· Cover object with a cup

· Do not allow client to bend over 

· No pressure on eye

· Pt seen immediately by physician to remove object



	Chemical Burns 

Every minute counts – tap water irrigation started immediately before transport to emergency facility – at least 15 – 20 minutes of flushing


	· Mace,

· household cleaners 


	
	
	· In ED, irrigate with NS or an ophthalmic irrigation solution

· Antibiotic ointment and patch

· Visual acuity and follow-up


	· Determine if solution is acidic or alkaline

· Check with poison control who often can provide insight as to chemical make-up of substance and treatment

	Eye Infections Conjunctivitis – Inflammation and infection of conjunctiva. Bacterial or viral. “Pink eye”

Can be spread from one eye to the other.


	
	· Redness

· Drainage

· Matting

· Itching and scratching feeling

· Photophobia
	
	· Topical antibiotics, eye drops or ointment

· For severe cases may need oral antibiotics


	· Cold compresses to alleviate symptoms

· Avoid nosocomial infections – hand washing




Disorders of the Ear

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment
	Nursing Care

	External Otitis (External Ear) 
Inflammation and infection of the external ear.

	· Water in ear canal swimmer ear

· Trauma to ear canal

· Bacterial invasion
	· Pain

· Discharge

· Aural tenderness

· Fever

· Cellulitis

· Lymphaden-opathy

· Pruritis

· Hearing loss

· Feeling of fullness


	
	· Pain relief and decreasing inflammation with analgesics for 48 – 92 hours

· Antibiotics and/or corticosteroid drops

· Oral antibiotics if cellulitis or systemic involvement


	· Local heat 20 minutes TID

· Bed rest to assist in reducing pain

· Meds as prescribed

· Keep ears clean and dry

· Ear plugs for swimming

· D/C hair products or headphones that may be irritating



	Foreign Bodies of the External Ear
	· Insects

· Peas

· Beans

· Pebbles

· Toys

· Beads

· Impacted 

cerumen

	
	
	· Irrigation, suction or instrumentation

· Irrigation contra-indicated with insects or dry beans (anything that may swell)

· Use mineral oil if insect – kills insect and allows it to be removed


	· Procedure for irrigation:

· Use warm tap water

· Fill syringe with warm water

· Place a basin under ear to be irrigated

· Place tip of syringe at an angle so fluid pushes at one side of impaction or FB

· Watch fluid return and for signs of removal of cerumen or FB

· If doesn’t drain out, wait 10 minutes and try again

· Monitor for nausea, if nausea – stop




Disorders of the Ear

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment
	Nursing Care

	Otitis Media 

(Middle Ear) 

Inflammation and infection of the middle ear.


	
	· Pain

· Pressure in ear

· Hearing loss

· Tinnitus

· Vertigo

· Fever

· Headache

· Malaise

· N/V

· Infant = irritable, pulls at ears, sucking ag-gravates pain


	· Bulging TM

· Purulent drainage if TM ruptures (pain de-creases temporality)
	· Rest

· Analgesics

· Antibiotics – ear drops

· Oral and Nasal antihistamines

Chronic Otitis Media = tubes often placed in ears
	

	Otosclerosis  

Results in prevention of sound transmission because stapes cannot vibrate and carry sound to the inner ear.

.



	· Cause un-known but could be hereditary
	· Can involve one or both ears 

· Presents as progressive conductive and/or sensori-neural hearing loss

· Loud sounds when chewing

· Ringing or roaring

· Constant tinnitus


	
	Surgical intervention through removal of stapes and prosthesis placement
	· Teach patient they are not allowed to have MRI is prosthesis contains metal


Disorders of the Ear

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment
	Nursing Care

	Ototoxicity  

Due to meds adverse effects.
	· ASA 

· Quinine

· IV – aminoglycosides and lasix are the most common

	
	
	
	

	Meniere’s Disease 

An increased amount of inner ear fluid. 

Meniere’s is to the ear as glaucoma is to the eye
	· Unknown

· Possibly viral and bacterial infections

· Allergic reactions

· Smoking

· Vascular distur-bance resulting in microcir-ulation in the labyrinth

· Ear infections


	· Feeling of fullness in ear

· Tinnitus (constant or intermittent)

· Incapaci-tating vertigo

· Hearing loss

· N/V

· Severe headaches

· Nystagmus (during attacks)


	
	· Diet – low sodium diet (2000 mg/day)

· Medication therapy

· Meclizine (Antivert) treatment of vertigo

· Valium – vertigo

· Antiemetics (phenergan) – n/v and vertigo

· Diuretic therapy (hydrochlorothiazide) – decreases circulating volume

· Niacin - for vasodilatory effect 

Surgical treatment performed when above therapy ineffective or pt’s functional level extremely diminished. Shunt may be performed to assist with drainage of excess fluid.
	· Prevent injury during vertigo

· Bed rest in quiet environment

· Assistance with walking

· Instruct to move slowly to prevent worsening of vertigo

· Salt and fluid restrictions as prescribed

· No smoking (vasoconstriction)

· Administer/teach meds as ordered

Nursing interventions – post-op

· Assess packing and dressing on ear

· Speak on unaffected ear

· Neuro assessments

· Side rails up

· Assist with ambulation

· Beside commode

· Adm antiemetics and antivert as prescribed


Disorders of the Ear

	Disorder and Nursing Diagnosis
	Risk Factors
	Assessment
	Diagnostic Findings
	Treatment
	Nursing Care

	Hearing Loss 

Conductive hearing loss Results from an impairment in transmission of sound from the outer or middle ear or both.  

Sensorineural loss 

Results from damage to the cochlea or vestibulocochlear nerve

Auditory/sensory perceptual alternation r/t to loss of hearing

Impaired social isolation r/t deafness


	· Impacted cerumen

· OM 

· Otosclerosis

· Damage to inner ear structures

· Recurrent ear infections

· Chronic exposure to loud noise

· Ototoxic meds
· Low birth weight
· Family history


	· Speech problems

· Tinnitus

· Increasing inability to hear in groups

· Need to turn up volume on TV

· Straining to hear


	
	Hearing aids:

· Most help = con-ductive hearing loss

· Helps some with sensorineural loss- not as effective

· Keep hearing aid dry –no swimming, bathing with it in

· Always keep batteries on hand

Cochlear implants:

Auditory prosthesis used for profound bilateral sensorineural hearing loss unre-sponsive to traditional treatment/hearing aids. Provides stimulation directly to auditory nerve, bypassing the inner ear.

Criteria for implants:

· Profound sensor-ineural hearing loss in both ears

· Inability to hear or recognize speech with hearing aids

· No medical contraindication for implants or anesthesia

· Indications that implant would enhance patient’s life
	· Provide information concerning a TDD (telephone device for the deaf), which transmits typed workds over the phone line
· Suggest light activated devices rather than sound activiated (doorbells, smoke alarms, etc)
· Avoid crowded, noisy environments
· Teach how to use hearing aids



Pain Medication Guide

Pain    
	Med. Class
	Examples
	Indications for Use
	MOA 

Mechanism of Action
	Common Side Effects
	Nursing Implications

	Non-Narcotic 

Analgesics

	Acetaminophen (Tylenol)


	Analgesic, antipyretic

(To decrease pain and fever.)
	Weakly inhibits prostaglandin synthesis, decreasing pain sensation. Inhibits hypothalamic heat-regulator center. Onset is rapid, duration is 5 hours or less.
	Anorexia, nausea, vomiting, rash.

 Adverse reactions:

Severe hypoglycemia, oliguria, urticaria. 

Life threatening:

Hemorrhage, hepatotoxicity, anemia, leucopenia, thrombocytopenia
	Do not exceed recommended dose. Consult physician if needed for children less than 3 yrs, if needed for longer than 10 days, if continued fever, severe or recurrent pain occurs. Reduce dose with hepatic impairment. Avoid using multiple preparations with Tylenol. Give with food if GI upset occurs. DC if hypersensitivity occurs. N-acetylcysteine should be available as antidote in overdose, basic life support may be necessary.

	           
	Salicylic Acid (Aspirin):

Bayer, Ecotrin, Astrin
	Effective in relieving headaches, muscle pain, inflammation, and pain from arthritis and as mild anticoagulant. 
	Inhibits the synthesis of prostaglandins, antipyretic effects not fully understood, but aspirin probably acts in the hypothalamus; also inhibits platelet aggregation.
	Nausea, GI upset, heartburn (take with food), easy bruising, gum bleeding, report ringing in the ears, confusion, abdominal pain, rapid or difficult breathing, nausea, vomiting, bloody stools.
	Do not use in children and teenagers to treat chickenpox or flu symptoms without review for Reye’s Syndrome. Give with food or after meals. Give with full glass of water. Do not crush, and ensure that patient does not chew SR forms. Do not use aspirin that has a strong vinegarlike odor. Institute emergency procedures if overdose occurs.

	Nonsteroidal anti-inflammatory drugs

NSAIDS
	Ibuprofen (advil, motrin)

Naproxen  (Aleve)

Naproxen Sodium (naprosyn)

Celecoxib (Celebrex)

Indomethacin (indocin)

	Anti-inflammatory, analgesic, and antipyretic activities.
	Inhibition of prostaglandin synthesis, inhibits both COX 1 and 2.
	Nausea, GI upset, dyspepsia (take with meals), diarrhea or constipation, drowsiness, dizziness, vertigo, insomnia. Report: sore throat, fever, rash, itching, weight gain, swelling in ankles or fingers, changes in vision, black or tarry stools.
	Patient is at increased risk of CV event, or GI bleeding. Administer with food or after meals. Arrange for periodic ophthalmologic exams during long-term therapy. Discontinue if eye changes, hepatic impairment, or renal impairment occur. Institute emergency procedures if overdose occurs.

	Narcotic

Analgesics
	Morphine Sulfate

Meperidine (Demerol)

Hydromorphone (dilaudid)

Fentanyl

Codeine

Oxycodone

Hydrocodone

Methadone

Propoxyphene (Darvon)

	Relief o moderate to severe acute and chronic pain.

Preop med to sedate and ally apprehension.

Treatment of pain following major surgery.


	Acts as agonist at specific opioid receptors in the CNS to produce analgesia, euphoria, sedation.
	Nausea, loss of appetite (take with food, lie quietly), constipation (use laxative), dizziness, sedation, drowsiness, impaired visual acuity ( avoid driving ).
	Monitor patient carefully if given by epidural or intrathecal route for serious adverse effects. Dilute and give slowly IV to minimize chance of adverse effects. Tell patient to lie down during IV administration. Keep opioid antagonist (Narcan) readily available. Use caution when injecting IM or subQ in patients with hypotension or shock. Reassure patients they are unlikely to become addicted.

	Local Anesthesia


	Lidocaine (Xylocaine)


	Used to produce temporary loss of sensation and motor and autonomic function in a localized area.

	Agents chemically block the nerve pathways involved in pain sensation and response and are sometimes called nerve blocks.

	Stinging, burning, local irritation.

	Note swelling or pain at the site of local anesthetic use.


	Adjuvants

(The drugs listed under anticonvulsants and antidepressants are examples of those classes of drugs. There are many different drugs that fall under those classes which may have differing MOA, side effects, and nursing implications.)
	Corticosteroids

Anticonvulsants (antiepileptics)

antidepressants

	Corticosteroids:

Replacement in adrenal cortical insufficiency.

Short term management of inflammatory disorders.

Treatment of arthritis.

Anticonvulsants:

(Clonazepam – Clonapin)

ntidepressants:

(Paroxetine – Paxil)


	Binds to cytoplasmic receptors causing anti-inflammatory, immunosuppressive and salt-retaining actions.

Various anticonvulsants have differing mechanisms of action.

Potentiates serotonergic activity in the CNS, resulting in antidepressant effect.
	Increase in appetite, weight gain, heartburn, indigestion, increased susceptibility to infection, poor wound healing, muscle weakness, fatigue.

Drowsiness, dizziness, GI upset, fatigue, dreams, nervousness, emotional changes, urinary incontinence.

Drowsiness, dizziness, tremor, GI upset, alterations in sexual function.
	Corticosteroids:

Administer once a day before 9 am, space multiple doses evenly, do not give IM if pt has thrombocytopenia purpura, rotate sites of IM injections, arrange to taper doses, do not give live-virus vaccines with immunosuppressive doses of glucocorticoids. Provide skin care. Provide frequent small meals. Provide antacids as needed. Avoid exposing patient to infection.

Monitor addiction prone patients carefully, monitor LFTs and blood counts periodically, taper dosage gradually, monitor for therapeutic drug levels.

Be alert to increased suicidality. Administer once a day in am. Shake suspension well. Swallow CR tablets whole, do not cut, crush, or chew. Limit amount available to patient. Do not abruptly discontinue drug. Advise pt to stop using if pregnant or lactating.

	PCA Medications

(Patient Controlled

Analgesia)

Epidural 

Medications


	
	Please see prior discussion of narcotic analgesics.

Please see prior discussion of narcotic analgesics.

 
	Administration:
This system consists of a portable infusion pump containing a chamber for a syringe that is prefilled with the prescribed analgesic. When patient has pain, the patient pushes a button that activates the device to deliver a small pre-set dose of medication. A lockout interval is programmed into the PCA pump which prevents reactivation of the pump during that period of time. The pump is also programmed to administer only a specified amount of analgesic within a given time interval, such as q 4 hours. PCA pumps also have a locked safety system that prohibits tampering.
Administration:

Used to provide pain relief during the immediate postop period, for OB, and for chronic pain situations.

The practitioner inserts the epidural catheter in the midlumbar region into the epidural space between the walls of the vertebral canal and the connective tissue surrounding the spinal cord. The catheter is taped to the patient’s back, shoulder, chest, or abdomen. Epidural analgesia can be administered as a one-time bolus dose or via a continuous infusion pump, or by PCA. 

These catheters are usually removed between 36 and 72 hours after surgery, when oral medication can be substituted for pain relief.

	Advantages of PCA:
Consistent analgesic blood level is maintained.

Analgesic is delivered IV so that absorption is faster and more predictable.

Patient is in charge of the button.

Patient tends to use less medicine because it is self-administered.

Patient is more satisfied and has improved pain relief.
.

See prior discussion of narcotic analgesics.


	Please see prior discussion of narcotic analgesics.

Careful monitoring of response to therapy, with special attention to the respiratory rate and pattern.  Hypotension, pruritis, urinary retention, nausea and vomiting, and infection can occur.
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