Chapter 11

Analgesics and Antipyretics

Nursing Care Plan 11-A
A Client Receiving Morphine Sulfate
Following Appendicectomy
Patricia Patterson, age 24, was admitted to the hospital after
several attacks of lower right quadrant pain. The preoperative
testing indicated that Ms Patterson had appendicitis and an
appendicectomy was performed this morning. Her analgesic
medication is morphine sulfate IV (intravenously) via PCA

(patient-controlled analgesia). The prescription reads: morphine
sulfate 1 mg/hour continuous and 0.5 mg every 8 minutes
PCA with a 4-hour lockout interval. With this prescription,
Ms Patterson cannot self-administer (PCA) more than 15 mg
morphine sulfate in a 4-hour period. Ms Patterson has spent 2
hours in the recovery room following surgery. When she arrives
in her room post-operatively, she is awake and moaning with
pain. The nurse assesses vital signs and reminds her to use the
PCA for pain relief.

Assessment

Nursing diagnosis

Planning/Goals

Implementation

Evaluation

Ask client to describe
severity (scale 1–10,
10 most severe),
location, and type
of pain. Observe
for restlessness,
diaphoresis,
tachycardia

Pain: acute, related to
tissue trauma secondary to
surgical procedure.

Client will verbalise
understanding of
pain control with the
use of PCA. Client will
demonstrate the proper
use of PCA by first postoperative day.

Provide analgesia via PCA. Before surgery
instruct client in the use of the PCA
device. Instruct client to push button
to receive a premeasured dose of
IV morphine sulfate. When dose is
delivered the machine will not permit
client to have another dose within
10 minutes. Remind client that controller
is set so overdose cannot occur.

On a scale of 1–10,
client verbalises
adequate relief from
pain at a level of 0–3.

Assess skin areas for
signs of irritation and
breakdown. Assess
wound healing

Impaired skin integrity
related to tissue trauma
secondary to surgical
procedure.

Client will demonstrate
progressive wound
healing with no signs or
symptoms of infection
during hospitalisation.

Check dressings and change as needed.
Inspect wound for intact sutures and
approximated wound edges. Maintain
sterile technique to prevent wound
infection.

Client demonstrates
progressive wound
healing, with no signs
of redness or infection.
Skin clear and intact.
Incision intact, edges
well approximated.

Respiratory rate
and rhythm. Breath
sounds

Risk for ineffective breathing
pattern related to pain and
effects of anaesthesia.

Client will have
respirations within
normal limits (WNL)
within 24 hours of
surgery.

Implement preoperative teaching for
coughing and deep breathing.
Turn, cough, and deep breath 2 hourly.
Position in semi-Fowler’s.
Monitor oxygen saturations (SaO2).

Client demonstrates
an effective breathing
pattern, clear breath
sounds, and maintains
SaO2 WNL.

IV site, body
temperature

Risk for infection related to
IV administration of fluid
and medications.

Client will not
develop infection
or inflammation at
the IV site during
hospitalisation.

Assess integrity of IV site every shift. Use
sterile technique when changing site
dressing or discontinuing IV. If redness,
pain, or swelling occur, change IV site.

Client demonstrates no
signs and symptoms
of infection. IV site
is changed if pain,
redness, or swelling
occurs.

Heart rate, blood
pressure, normal skin
turgor, moist mucous
membranes, intake
and output weight

Risk for deficient fluid
volume related to
inadequate fluid intake/
active fluid loss.

Client will stabilise vital
signs within 2 hours
after surgery and will
not show signs of fluid
loss.

Medicate for nausea to prevent vomiting.
Monitor laboratory tests for electrolytes
and complete blood count. Monitor vital
signs.
Report drops in blood pressure or
increases in heart rate. Monitor intake and
output. Monitor skin turgor.

Client demonstrates
adequate fluid volume
and electrolyte balance
as manifested by urine
output above 30 mL/
hr, vital signs WNL,
consistency of weight,
and normal skin turgor.
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Assessment

Nursing diagnosis

Planning/Goals

Implementation

Evaluation

Learning needs
for care of client
following discharge

Risk for fluid volume excess
related to excessive fluid
intake/stress, deficient
knowledge (post-operative
home care).

Client will stabilise
vital signs within
2 hours after surgery
and will not show
signs of fluid excess.
Client will demonstrate
understanding of
discharge instructions
regarding wound care,
diet, activity, need for
follow-up, and signs
and symptoms of
complications prior to
discharge.

Monitor IV rate, use an IV pump for
hypertonic solutions. Monitor laboratory
tests for electrolytes and complete blood
count. Monitor vital signs, report increase
in blood pressure, bounding heart rate,
dyspnoea, and jugular vein distension.
Monitor breath sounds for presence of
rales, assess for oedema.
Teach client principles of infection control.
Teach wound care with return
demonstration.
Teach importance of keeping
appointments and notifying health care
provider if unusual symptoms develop.
Provide instruction regarding diet, activity,
and signs and symptoms of infection.

Client demonstrates
adequate fluid volume
and electrolyte balance
as manifested by vital
signs WNL, consistency
of weight, absence of
oedema, and normal
breath sounds. Client
has a plan for follow-up
care that includes diet,
allowed activities, and
when to call health
care provider. Client
demonstrates wound
care.

Nursing Care Plan 11-B
A Client Receiving Marcain and Adrenaline
via Epidural Catheter Following
Hysterectomy
Geraldine Coats, age 44, is admitted to the hospital and
scheduled for an abdominal hysterectomy. She has elected to
have epidural anaesthesia rather than inhalation anaesthesia.
Her health care provider informs her that the epidural catheter

will be left in place following surgery to permit her to receive
analgesic medication by this route. Following 1 hour in
the postanaesthesia care unit, Ms Coats is returned to the
ward with a prescription for bupivacaine hydrochloride and
adrenaline (Marcain 0.125% and Adrenaline). In the recovery
room, she receives bupivacaine hydrochloride and adrenaline
(Marcain 0.125% and Adrenaline) in Normal Saline running
at an 18 hour rate with an order of 5 mls per hour via epidural
catheter.

Assessment

Nursing diagnosis

Planning/Goals

Implementation

Evaluation

Understanding of
epidural anaesthesia
and analgesia

Deficient knowledge (use
of epidural catheter for
anaesthesia and postoperative pain control).

Client will demonstrate
understanding of
epidural catheter use
and post-operative pain
control by first postoperative day.

Before surgery, describe placement of
catheter, use of apnoea monitor, and
post-operative pain control by first postoperative day. Reinforce information after
surgery.

Client verbalises
understanding of
catheter use and postoperative pain control.

Placement of
catheter, pain,
movement of
extremities,
headache,
dermatome testing

Risk for injury related to
displacement of catheter
and use of inappropriate
medications.

Client will not
experience injury during
use of epidural catheter.

Assess for headache, level of pain, ability
to use extremities, changes in level of
consciousness, security of catheter.
Negative aspiration before injecting
medication.
Administer no other medication or fluids
through the epidural catheter. Clearly
mark the catheter for epidural medication
only.

Catheter remains
in place and client
experiences no injury.

Catheter site, body
temperature, white
blood cell count,
nuchal rigidity,
headache

Risk for infection at catheter
site or in central nervous
system (CNS) related to
epidural catheter.

Client will be free
of infection during
hospitalisation.

Monitor catheter insertion site q8h for
redness, oedema, and drainage.
Use sterile technique in administering
medication and in dressing changes.
Assess vital signs and question client
about nuchal rigidity and headache.
Assess ability to move extremities.

Client demonstrates no
signs and symptoms of
local or CNS infection.
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Assessment

Nursing diagnosis

Planning/Goals

Implementation

Evaluation

Ease and rate of
respiration, level of
sedation

Risk for ineffective breathing
pattern (respiratory
depression) related to
epidural analgesia.

Client will maintain
adequate oxygenation
during use of epidural
analgesia.

Monitor respirations and level of sedation
every hour for the first 24 hours and then
4 hourly until 24 hours after epidural
analgesia has been discontinued.
Administer no other opioids or CNS
depressants.
Have emergency equipment available for
emergency use.

Client maintains nonlaboured respiratory
rate above 6/min and
is easily aroused during
epidural analgesia.

Skin integrity

Altered comfort (pruritus):
related to marcain-induced
histamine release.

Client will have minimal
discomfort from pruritus
during use of epidural
analgesia.

Assess for signs and symptoms of pruritus.
Request a prn prescription for antipruritic
medication.
Prevent excessive perspiration by
maintaining comfortable room
temperature.
Provide soothing skin care with tepid
water.

Client reports signs
and symptoms of
pruritus immediately.
Client verbalises
relief from pruritus 15
minutes following an
intervention.

Urinary output
following removal of
indwelling catheter

Risk for urinary retention
related to atony of bladder
secondary to epidural
analgesia.

Client empties bladder
completely during use
of epidural analgesia.

Measure intake and output 4 hourly for 24
hours and 8 hourly thereafter.
Palpate bladder for distention.
Inquire about discomfort 8 hourly.
Teach client to report any discomfort.

Client maintains
adequate urinary
function without
bladder distention.

Blood pressure

Risk for decreased cardiac
output related to vasomotor
disturbance secondary to
epidural analgesia.

Client will not
experience hypotension
during use of epidural
analgesia.

Take blood pressure and pulse q4h.
Provide adequate fluid intake.
Dangle legs before getting out of bed.
Elevate legs above heart level if
hypotension occurs.
Teach client to report any sensation of
dizziness or light-headedness.

Blood pressure remains
at client’s normal level.

Nutritional status,
gastrointestinal
comfort

Risk for deficient fluid
volume related to nausea
and vomiting secondary to
epidural analgesia.

Client will demonstrate
no signs and symptoms
of dehydration during
hospitalisation.

Assess for nausea and vomiting 4 hourly.
Gradually increase activity.
Introduce fluids and food in small
quantities.
Request a PRN prescription for an
antiemetic.

Vital signs remain
within normal limits,
mucous membranes
moist, skin turgor
normal.

Pain level (scale
0–10, 10 being
severe)

Acute pain: related to
tissue trauma secondary to
surgery.

Client will verbalise
control of incisional pain
after intervention.

Measure pain level on a scale of 0–10 4
hourly. Administer medication PRN.
Ensure continued placement of catheter.

Client verbalises
pain relief (on a scale
of 0–10) within 15
minutes of pain relief
interventions at a level
of 0–3.

Vital signs

Risk for decreased cardiac
output related to autonomic
blockade secondary to
epidural analgesia.

Client will maintain
adequate cardiac output
and vital signs within
normal limits during use
of epidural analgesia.

Take vital signs 2 hourly for 8 hours, then
qid or more often as indicated.
Advise client to change position gradually.
Assess tissues for adequate perfusion.

Client demonstrates no
signs and symptoms
of decreased
cardiac output such
as hypotension,
tachycardia,
restlessness,
dysrhythmias, and
vertigo.
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