Running head: SOMATOSENSORY DISTURBANCE 		1
SOMATOSENSORY DISTURBANCE 		2


Somatosensory Disturbance
Chelsea E. Rosnett
Lakeview College of Nursing
N309: Nursing of the Gerontological Client
January 22, 2012











Somatosensory Disturbance
1. According to Chau, Walker, Pai, & Cho (2008), with aging, there are changes in body composition: increase in adipose tissue, decrease in lean body mass and decrease in total body water, which can affect drug distribution (p. 274). In the elderly, sedation and mild cognitive impairment are the other common side effects of opioids. Combinations of opioids and other central nervous system (CNS) depressant drugs such as barbiturates, benzodiazepines, antidepressants, and antipsychotics may have additive effects on sedation. This side effect may be dose related and more common with oral morphine than parenteral, which suggests it may be due to a production of morphine metabolites by the liver (Chau, Walker, Pai, & Cho, 2008, p. 276). With this being said, Mrs. Stokes’ prescribed 2 mg of IV Morphine may be the cause of her hallucinations.
2. According to Chau, Walker, Pai, & Cho (2008), the European Association of Palliative Care (EAPC) Research Network for management of opioid side effects include: dosage reduction; symptomatic management of adverse effects using drugs targeting the symptoms; opioid rotation; and switching to route of administration (p. 277). Mrs. Stokes’ nurse may anticipate any one (or more) of these treatments for this patient’s hallucinations (a side effect of Morphine, which is an opioid). If pain is well controlled, but there are adverse effects, a reduction in the dose of opioids will gradually help in resolving the adverse effects (while maintaining pain relief). Some adverse effects such as drowsiness, delirium, and myoclonus occur in direct relation to the dose which may be reversed by dose reduction (Chau, Walker, Pai, & Cho, 2008, p. 277).
3. According to Teeple, Caplan, & Stern (2009), to date, no single neural mechanism has explained all types of visual hallucinations; however, the similarity of visual hallucinations that are associated with seemingly diverse conditions suggests a final common pathway (p. 26-27). However, it appears that visual hallucinations could be the result of all 3 processes, psychophysiologic, psychobiochemical, and psychodynamic, given the interplay among disturbances of brain anatomy, brain chemistry, prior experiences, and psychodynamic meaning. Conditions that can present with visual hallucinations (which may be the underlying cause of Mrs. Stokes’ visual hallucinations) include: psychosis, delirium, dementia, Charles Bonnet syndrome, Anton’s syndrome, seizures, migraines, sleep disturbances, tumors, drug effects, and Creutzfeldt-Jakob disease (Teeple, Caplan, & Stern, 2009, p. 26-29).
4. According to Teeple, Caplan, & Stern (2009), neuroleptic medications (i.e., dopamine antagonists) are the mainstay treatment for visual hallucinations due to primary psychotic illness (p. 30). Unfortunately, due to their dopamine-blocking activity, most neuroleptics will significantly exacerbate parkinsonian symptoms in patients with dementia associated with Parkinson’s disease. However, drugs such as quetiapine and clozapine have a very low affinity for dopamine receptors, which renders them less likely to cause this serious adverse effect.  So, these two drugs have a niche role in the treatment of these patients. Still, it would be important to teach Mrs. Stokes and her family about this side effect (which may include tremor, slow motion, dementia, speech changes, rigid muscles, etc.) so they do not worry if one of the parkinsonian symptoms were to develop (Teeple, Caplan, & Stern, 2009, p. 30-31). 
5. According to Shotbolt, Samuel, & David (2010), psychosis (delusions/hallucinations) is a common nonmotor feature of Parkinson’s disease (PD; p. 339). Use of the older, ‘typical’ antipsychotic drugs led to worsening of motor symptoms. However, the introduction of ‘atypical’ antipsychotics opened up a range of therapeutic options. These agents, which include clozapine, risperidone, olanzapine, aripiprazole and quetiapine, have been used to treat psychosis in PD with varying success. Unfortunately, clozapine is the only drug with proven efficacy, but a few studies have suggested that quetiapine has similar efficacy to clozapine in controlling psychosis (Shotbolt, Samuel, & David, 2010, p. 339).
6. According to Teeple, Caplan, & Stern (2009), to date, no single neural mechanism has explained all types of visual hallucinations; however, the similarity of visual hallucinations that are associated with seemingly diverse conditions suggests a final common pathway (p. 26). The first mechanism, however, involves irritation (such as seizure activity) of cortical centers responsible for visual processing. Irritation of the primary visual cortex (known as Brodmann's area 17) causes simple elementary visual hallucinations, while irritation of the visual association cortices (known as Brodmann's areas 18 and 19) causes more complex visual hallucinations. Lesions that cause de-afferentation of the visual system may lead to cortical release phenomenon, which can include visual hallucinations. Normal inputs are thought to be under the control of inhibitory processes that are effectively removed by de-afferentation. It has been further suggested that de-afferented neurons undergo specific biochemical and molecular changes that lead to an overall increase in excitability (which is similar to the de-nervation hypersensitivity seen in phantom limb syndrome experienced by amputees). A multitude of lesions can cause this loss of input and inhibit other cognitive functions. Also, visual hallucinations may be induced by prolonged visual deprivation. One study’s findings strongly support the idea that the simple loss of normal visual input is sufficient to cause visual hallucinations. Finally, due to its role in the maintenance of arousal, the reticular activating system has also been implicated in the genesis of visual hallucinations. Lesions of the brainstem have led to visual hallucinations. Furthermore, visual hallucinations are common in those with some sleep disorders, and occur more frequently in those who are drowsy. The observation that visual hallucinations occur more frequently in those who are drowsy suggests that the reticular activating system plays a role in visual hallucinations, although the precise mechanism has not yet been established (Teeple, Caplan, & Stern, 2009, p. 26-27). Although the mechanism of visual hallucinations is still unclear, I would explain all of this to Mrs. Stokes’ granddaughter Carol to hopefully help her better understand her grandmother’s condition.
7. According to Healthwise Staff (2008), in order to help her grandmother when she says she is seeing bugs, Carol should do the following: remain calm; approach her grandmother quietly while calling her name; ask her to tell you what is happening; ask whether she is afraid or confused; tell her that she is having a hallucination and that you do not see or hear what she does, but do not argue with her if she cannot understand you or doesn't believe you (she needs to feel that it's okay to talk to you about her symptoms); talk with her about the experience, and ask whether there is anything you can do to help; suggest that she tell the voices to go away; involve her in other activities; help her find ways to handle the hallucinations, such as listening to music or watching TV; and do not hurry her.
8. Because Mrs. Stokes’ hallucinations are most likely being caused by the Morphine (an opiate) she is taking, I would explain to her that it is unlikely she will have the hallucinations again. As mentioned previously, according to Chau, Walker, Pai, & Cho (2008), in order to manage opiate side effects, dosage reduction, symptomatic management of adverse effects, opioid rotation, and switching route of administration (p. 277) are recommended to health care providers in order to reduce or eliminate side effects of opiates. Hopefully, by completing those four recommendations, Mrs. Stokes’ hallucinations will stop.   
9. According to Alzheimer Europe (2009), sometimes, something in the environment can cause a hallucination, e.g. a mirror, dark corners, shadows, statuettes or ornaments of animals and paintings, etc. Finding out what has triggered a hallucination will help to prevent it from reoccurring. For this reason, it is a good idea to try to take away objects which are not really necessary, taking care not to make too dramatic a change at once. Otherwise, a person with dementia (who is also experiencing hallucinations) might miss personal belongings, think that someone has stolen them, and feel disoriented as the room or building will have become unfamiliar. Therefore, it might be possible to cover mirrors and draw the curtains. Ensuring that there is adequate lighting may prevent the person from seeing things that do not exist, e.g. interpreting shadows as holes in the floor. I would inform Mrs. Stokes of these interventions that she consider in order to prevent further hallucinations; although, I do not think she will have any further hallucinations once her Morphine dose is decreased and/or discontinued (Alzheimer Europe, 2009).
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