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How to Use This Book

This unique book has four sections for medical-surgical, pediatric, maternity, and psychiatric
nursing care plans. The medical-surgical care plans are organized alphabetically within each
body system.

Each care plan uses the following consistent format:

OVERVIEW/PATHOPHYSIOLOGY

® Brief introduction to the disorder or condition
¢ Includes a review of pathophysiology, where appropriate

HEALTH CARE SETTING

e Specified for each care plan, because these conditions are treated in various settings
e Examples include acute, primary, community, and long-term care

ASSESSMENT

e Covers signs and symptoms of the disorder, divided into chronic and acute indicators,
where appropriate
¢ Includes key health history and physical assessment points

DIAGNOSTIC TESTS

e Summarizes tests that might be used to diagnose (or rule out), treat, and monitor the
condition

NURSING DIAGNOSIS WITH DESIRED OUTCOME

¢ Includes the most recent NANDA nursing diagnoses
e Qutcome criteria with specific timelines

ASSESSMENT/INTERVENTIONS AND RATIONALES

¢ Two-column format for quick reference

® Detailed rationales for each nursing intervention help you apply concepts to clinical
practice

e Safety icons alert you to assessment and intervention data that necessitate special care
and attention

PATIENT-FAMILY TEACHING AND DISCHARGE PLANNING

¢ Highlight key patient education topics such as recommended follow-up care, when to contact
a health care provider, and considerations related to medications, diet, and exercise
¢ Include referrals to community resources and organizations for further information
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All-in-One Nursing Care Planning Resource is a one-of-a-kind
book featuring nursing care plans for all four core clinical
areas. The inclusion of pediatric, maternity, and psychiatric-
mental health nursing in addition to medical-surgical nursing
care plans enables students to use one book throughout the
entire nursing curriculum. This unique presentation—
combined with solid content, an open and accessible format,
and clinically relevant features—makes this a must-have care
plans book for nursing students.

ORGANIZATION

This book is organized into four separate sections for medical-
surgical, pediatric, maternal, and psychiatric-mental health
care plans. Within each section, care plans are listed alpha-
betically by disorder or condition (the medical-surgical nursing
care plans are organized alphabetically within each body
system). General information that applies to more than one
disorder can be found in the General Care Plans section, where
nursing diagnoses and interventions for perioperative care,
pain, prolonged bedrest, cancer care, psychosocial support for
patients, psychosocial support for the patient’s family and sig-
nificant others, older adult care, and palliative/end-of-life care
are discussed.

Each disorder uses the following consistent format:

e Overview/Pathophysiology, which includes a synopsis
of the disorder and its pathophysiology, where
appropriate

e Health Care Setting, such as hospital, primary, com-
munity, or long-term care

e Assessment, covering signs and symptoms and physical
assessment

® Diagnostic Tests
Nursing Diagnoses with Desired Outcomes
Assessment/Interventions and Rationales in a clear,
two-column format

e Patient-Family Teaching and Discharge Planning

This book is organized to provide the most important infor-

mation related to various disorders. By providing a consistent
format for each disorder, key information that a nurse needs
to know is fully covered. For example, the rationales given for
the interventions are supported by supplemental information
provided in the “Overview/Pathophysiology” and “Assess-
ment” sections.

FEATURES

The care plans in this book were written by clinical experts
in each subject area to ensure the most current and accurate
information. In addition to reliable content, the book offers
the following special features:

Preface

A consistent, easy-to-use format facilitates quick and
easy retrieval of information.

e The Health Care Setting is specified for each care plan,
because these conditions are treated in various settings
such as hospital, primary care, long-term care facility,
community, and home care.

® Qutcome criteria with specific timelines assist in
setting realistic goals for nursing outcomes and provid-
ing quality, cost-effective care.

¢ Detailed, specific rationales for each nursing interven-
tion apply concepts to clinical practice.

e The Patient-Family Teaching and Discharge Planning
section highlights key patient education topics, as well
as resources for further information.

® The newest NANDA-International nursing diagnoses
are included in each care plan.

e Separate care plans on Pain and End-of-Life Care focus
on palliative care for patients with terminal illnesses, as
well as relief of acute and chronic pain.

e Current care and patient safety standards and clinical
practice guidelines in nursing and other health care
disciplines are incorporated throughout the interven-
tions and rationales.

e Infection prevention and control guidelines from the
Centers for Disease Control and Prevention (CDC) are
included in the appendix.

e Normal laboratory values for adults are listed in
Appendix B, including separate tables for Complete
Blood Count; Serum, Plasma, and Whole Blood Chem-
istry; and Urine Chemistry. Normal laboratory values
for pediatric patients are included in Appendix C.

New to this edition are:

e A special index that lists all the nursing diagnoses used
in this book along with their descriptive data and page
numbers.

e Safety alert icons that alert nurses to interventions that
necessitate special attention and care.

e Complimentary and Alternative Therapies icons that
alert nurses to supplements that patients may be using
and how they can interact with conventional
medication.

e Canadian Resources icons that alert Canadian nurses
to especially relevant references and journals.

® A new care plan for Normal Labor and Birth.

This book was carefully prepared to meet the needs of

today’s busy nursing student. We welcome comments on how
we can enhance its usefulness in subsequent editions.

Pamela L. Swearingen
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OVERVIEW/PATHOPHYSIOLOGY

The term cancer refers to several disease entities, all of which
have in common the proliferation of abnormal cells. To
varying degrees, these cells have lost their ability to reproduce
in an organized fashion, function normally, and die a natural
death (apoptosis). As a result they may develop new functions
not characteristic of their site of origin, spread and invade
uncontrollably (metastasize), and cause dysfunction and death
of other cells.

Cancer is the second leading cause of death in the United
States after cardiac disease, accounting for nearly 1 of every 4
deaths (American Cancer Society, 2013b). It can cause
damage and dysfunction at the site of origin, regionally, or
metastasize and cause problems at more distant body sites.
Eventually a malignancy may cause irreversible systemic
damage and failure, resulting in death. Although the exact
cause of many cancers remains unclear, cancers caused by
cigarette smoking and heavy alcohol use could be prevented
completely. The American Cancer Society (ACS) (American
Cancer Society, 2013b) estimated that about 174,000 cancer
deaths would be related to tobacco use and that about one
fourth to one third of new cancer cases expected in the United
States in 2013 would be related to overweight, obesity, physi-
cal inactivity, and poor nutrition, all of which are preventable
(World Cancer Research Fund International, 2013). Certain
cancers that are related to infectious agents such as human
papillomavirus (HPV), hepatitis B virus (HBV), hepatitis C
virus (HCV), human immunodeficiency virus (HIV), and
Helicobacter pylori (H. pylori) could be prevented through
behavioral changes, vaccines, or antibiotics. More than 2
million skin cancers are diagnosed annually. These could be
prevented by protecting the skin from excessive sun exposure
and avoiding indoor tanning (American Cancer Society,
2013b; World Cancer Research Fund International, 2013).

Early detection of cancer usually results in less extensive
treatment and better outcomes. Regular screening has been
shown to reduce mortality rate in cancers of the breast, colon,
rectum, and cervix (American Cancer Society, 2013b). The
5-year relative survival rate for all cancers diagnosed between
2002 and 2008 is 68%, which is an increase from the 49% rate
during the years 1975-1977 (American Cancer Society,
2013b). As of January 2012, there were an estimated 13.7
million cancer survivors in the United States with 59% of
these being 65 years of age or older. Among survivors, the

b
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most common cancer sites include the female breast (22%),
prostate (20%), colorectal (9%), and gynecologic (8%)
(National Cancer Institute, 2013a).

HEALTH CARE SETTING

Medical or surgical floor in acute care; primary care, hospice,
home care, long-term care

CARE OF PATIENTS WITH CANCER
Lung cancer

Lung cancer is the most common cause of cancer death among
men and women in the United States, accounting for about
14% of all cancer diagnoses (American Cancer Society,
2013b). An estimated 159,480 deaths from lung cancer were
expected in 2013, accounting for about 27% of all cancer
deaths. Both incidence and death rates from lung cancer
began declining for men over the past two decades, but these
rates did not start declining for women until the mid-2000s
(American Cancer Society, 2013b). The primary risk factor
for lung cancer is cigarette smoking, and the risk increases
with the amount and length of time someone smokes. Ciga-
rette smoking is estimated to be responsible for 85% of all lung
cancers (World Cancer Research Fund International, 2013).
Despite treatment advances in surgery, chemotherapy, and
radiation therapy, the cure rate remains low. Although expo-
sure to known carcinogens such as second-hand smoke, radon,
arsenic, asbestos, and air pollution (to name a few) may cause
lung cancer, the single most important risk factor for lung
cancer is smoking (National Cancer Institute, 2013).

Most cases of lung cancer are classified as small cell or
non—small cell, but a small portion of lung cancer cases are
mesotheliomas, bronchial gland tumors, or carcinoids. The
cell type, diagnosed via biopsy and pathologic staging, deter-
mines the appropriate treatment. Because the disease has
usually spread by the time it is diagnosed, chemotherapy and
radiation are often used, sometimes in combination with
surgery. The I-year survival rate for lung cancer increased
from 37% (1975-1979) to 44% (2005-2008); however, the
5-year survival rate for all stages of lung cancer combined is
only 16% (American Cancer Society, 2013b). For patients
with advanced disease for whom cure is not foreseen, pallia-
tive care (see p. 103) should be initiated concurrently with
other treatment modalities but actually may be the only truly
appropriate treatment course.




PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

Screening: Annual screening with chest x-ray has not
been shown to reduce lung cancer mortality. The National
Lung Screening Trial (NLST), a clinical trial designed to
determine the effectiveness of lung cancer screening in high-
risk individuals, showed 20% fewer lung cancer deaths among
current and former heavy smokers who were screened with
spiral CT compared to standard chest x-ray (National Lung
Screening Trial Research Team, 2011). Findings from this trial
may not be applicable to everyone because these study par-
ticipants had a history of smoking (about a pack of cigarettes
per day for 30 years), so it is unclear whether those who have
smoked less would show the same benefit (American Cancer
Society, 2013b). Current lung cancer screening recommenda-
tions encourage shared decision making with the clinician in
the use of spiral CT for patients who meet the same criteria
as those in the NLST (American Cancer Society, 2013b).

See also: Chapter 3, “Perioperative Care,” for appropriate
nursing diagnoses, outcomes, and interventions, p. 45; and
Activity Intolerance, p. 18, in this section.

Nervous system tumors

These tumors may be primary or secondary tumors of the
central nervous system (CNS), which includes the brain and
spinal cord. They are classified according to their cell of origin
and graded according to their malignant behavior. Although
histologically the tumor may be benign, the enclosed nature of
the CNS may result in tumor effects causing significant damage
or even death. The National Cancer Institute (NCI) estimated
22,910 new cases of primary malignant brain and central
nervous system (CNS) tumors would be diagnosed in the
United States in 2012. Among children, brain tumors are the
most frequent cause of solid tumor cancer—related deaths. Inci-
dence and mortality rates are highest among whites and men
(National Cancer Institute, 2013f). Among children, there has
been asslight rise in incidence and a decrease in mortality in the
past 30 years (National Cancer Institute, 2013f).

There are relatively few known risk factors for brain and
CNS cancers. Patients with exposure to radiation and vinyl
chloride and those with certain genetic syndromes may be at
higher risk. The primary CNS tumor may be diagnosed because
of symptoms related to changes in functions of neurons, spinal
cord or brain compression, or symptoms resulting from obstruc-
tion of the flow of cerebrospinal fluid (e.g., increased intracra-
nial pressure). Surgery, radiation, and chemotherapy are
commonly used treatments, while biologic therapy and hyper-
thermia therapy are being explored through clinical trials.

Screening: Currently there are no recommendations for
screening for CNS tumors.

See also: Chapter 3, “Perioperative Care” for appropriate
nursing diagnoses, outcomes, and interventions, p. 45, and
Chapter 43, “Traumatic Brain Injury,” Deficient Knowledge:
Craniotomy Procedure, p. 346.

Gastrointestinal malignancies

Malignancies of the gastrointestinal (GI) system include car-
cinomas of the stomach, esophagus, bowel, anus, rectum,

General Care Plans

pancreas, liver, and gallbladder. Each disease site has its own
staging criteria and prognostic factors. Most early stage tumors
of all sites are surgically treated. Many treatment plans now
begin with preoperative chemotherapy and/or concurrent
radiation therapy in the weeks preceding surgery. This
approach may eliminate the need for extensive surgeries,
increase the chances for cure, or in the case of anorectal
sparing approach, eliminate the necessity for a colostomy.
Radiation therapy treatments are less common in gastric,
colon, and liver tumors due to the toxicities associated with
radiating these areas.

Screening: Currently the colon and rectum (colorectal) is
the only GI site with recommended screening parameters.
Colorectal cancer is the third most common cancer in men
and women. It is estimated that 102,480 cases of colon and
40,340 cases of rectal cancer would be diagnosed in 2013
(American Cancer Society, 2013b). In 2008, ACS (American
Cancer Society, 2013c) along with other organizations released
update colorectal cancer screening guidelines. The guidelines
make a clear distinction between screening tests that primarily
detect cancer (stool tests) and those that are more likely to
detect cancer and/or precancerous growths (i.e., flexible sig-
moidoscopy, colonoscopy, double contrast barium enema, CT
colonography). There is also emphasis on prevention of
colorectal cancer. The ACS recommends routine screening for
average risk individuals begin at age 50. Currently, there are
several screening options. The nurse should explain the ben-
efits and limitations of each these methods to the patient: (1)
fecal occult blood test (FOBT) annually, (2) flexible sigmoid-
oscopy every 5 years, (3) colonoscopy every 10 years, (4)
double-contrast barium enema every 5 years; (5) computed
tomographic colonography (virtual colonoscopy) every 5
years; or (6) stool DNA test (recommended interval is
unknown). When family history includes first-degree relatives
with colorectal cancer or an individual has certain other
medical conditions, screening should begin earlier than age 50.

See also: Chapter 3, “Perioperative Care,” p. 45; Chapter
56, “Fecal Diversions,” p. 429; and Chapter 73, “Managing
Wound Care,” p. 533; for appropriate nursing diagnoses, out-
comes, and interventions.

RECOMMENDATIONS FOR
COLORECTAL CANCER PREVENTION

Have regular screening

Maintain healthy weight

Adopt a physically activity lifestyle
Consume a healthy diet

Limit alcohol

Neoplastic diseases of the
hematopoietic system

Hematopoietic system cancers include lymphomas, leukemias,
plasma cell disorders, and myeloproliferative disorders.
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Lymphomas, including Hodgkin lymphoma and non-
Hodgkin lymphoma (NHL) represent about 5% of all cancers
in the United States. Lymphomas are characterized by abnor-
mal proliferation of lymphocytes. In addition to characteristic
lymph node enlargement, involvement of other lymphoid
organs such as the liver, spleen, and bone marrow occurs. Due
to improved treatments, the mortality rates associated with
Hodgkin lymphoma have decreased by nearly 50% over the
past 25 years. Incidence rates for NHL have increased over the
past three decades but have remained stable since 2004;
however, the mortality rate has declined since 1997 (National
Cancer Institute, 2013h). Risk factors for both Hodgkin lym-
phoma and NHL include the presence of the HIV, Epstein-Barr
virus, H. pylori, certain genetic immune disorders, or the human
T-cell leukemia/lymphoma virus type 1 (HTLV-1) (National
Cancer Institute, 2013h). The most common treatments are
chemotherapy, targeted therapy, and watchful waiting.

Screening: Currently there is no routine screening recom-
mended for the lymphomas.

Leukemia, the most common blood cancer, is the abnormal
proliferation and accumulation of white blood cells (WBCs).
Approximately 10 times more adults than children have leu-
kemia, but leukemia is the most common cancer among chil-
dren (National Cancer Institute, 2013g). Divided into two
categories, leukemia presents as either acute or chronic,
depending on cellular characteristics. In both types of leuke-
mia, abnormal cells may interfere with normal production of
other WBCs, red blood cells (RBCs), and platelets. Patients
with chronic lymphocytic leukemia may have compromised
immunity, resulting in frequent and possibly fatal infections.
The four major types of leukemia include acute lymphocytic
leukemia (also called acute lymphoblastic leukemia, ALL),
chronic lymphocytic leukemia (CLL), acute myelogenous
leukemia (AML), and chronic myelogenous leukemia (CML).
Diagnosis usually occurs when the presenting symptoms
include fever, malaise, bruising or bleeding, infections, ade-
nopathy, hepatosplenomegaly, weight loss, or night sweats
but may also be initially noted on routine complete blood
count (CBC). Diagnosis is confirmed with a CBC and periph-
eral smear and by bone marrow biopsy. Depending on the
type of leukemia, standard treatments include watchful
waiting, chemotherapy, targeted therapy, biologic therapy,
radiation therapy, donor lymphocyte infusion, and chemo-
therapy with stem cell transplant (National Cancer Institute,
2013g).

Screening: No screening recommendations currently exist
for leukemia.

See also: Section 8, “Hematologic Care Plans,” p. 468 for
appropriate nursing diagnoses, outcomes, and interventions
related to care of patients with abnormal blood cells.

Head and neck cancers

Head and neck cancers include tumors of the tonsils, larynx,
pharynx, tongue, and oral cavity. Incidence is greatest in men
older than age 50, and incidence rates are double in men
compared to women. By far the greatest risk factors are tobacco

consumption through smoking or smokeless tobacco and
alcohol consumption. However, infection with cancer-causing
HPV, especially HPV-16, is a risk factor for some types of head
and neck cancers, particularly oropharyngeal cancers that
involve the tonsils or the base of the tongue. In fact, the
incidence of oropharyngeal cancers caused by HPV infection
is increasing in the United States, while the incidence of
oropharyngeal cancers related to other causes is decreasing
(Adelstein et al., 2009; Chaturvedi et al., 2011; National
Cancer Institute, 2013).

Screening: Although no formal recommendations regard-
ing screening exist, routine dental examinations are one
mechanism by which early detection occurs.

See also: Chapter 10, “Pneumonia,” p. 119, Ineffective
Airway Clearance for outcomes and interventions.

Breast cancer

With the exception of skin cancer, breast cancer is the most
commonly occurring cancer in women, accounting for one in
three cancer diagnoses (American Cancer Society, 2013a).
Although Caucasian women have higher incidence rates,
African American women have higher mortality rates associ-
ated with breast cancer (American Cancer Society, 2013a).
Most women with breast cancer will have some type of surgery.
Surgery is often combined with other treatments such as radia-
tion therapy, chemotherapy, hormone therapy, and/or targeted
therapy. The 5-year relative survival rate is lower among
women diagnosed with breast cancer before age 40 (84%)
compared to women diagnosed at 40 years of age or older
(90%). This may be due to tumors diagnosed in younger
women being more aggressive and/or less responsive to treat-
ment (American Cancer Society, 2013a).

Screening: While there are clear similarities in screening
recommendations across various agencies, there are also subtle
differences. The United States Preventive Services Task Force
(USPSTF) recommends biennial screening mammography for
women ages 50 to 74 years and recommends against monthly
breast self-examination (BSE) (U.S. Preventive Services Task
Force, 2013). For women with average risk who are asymptom-
atic, the American Cancer Society (ACS) recommends clini-
cal breast examinations (CBE) every 3 years for women ages 20
to 39. For women over age 40, ACS recommends annual mam-
mogram and annual CBE. Women at higher risk for developing
breast cancer may need to begin mammography before age 40.
Women should be told about the benefits and limitations of
BSE with the emphasis on breast self-awareness.

See also: Chapter 3, “Perioperative Care,” p. 45, for appro-
priate nursing diagnoses, outcomes, and interventions; and
Risk for Disuse Syndrome, p. 13, in this chapter.

Genitourinary cancers

For both men and women, genitourinary cancers include
cancers of the bladder, kidney (renal cell), renal pelvis, ureter,
and urethra and Wilms tumor and other childhood kidney
tumors. Additional sites for men include the penis, prostate,
and testicle. Sites of neoplasms of the female pelvis include

General Care Plans
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the vulva, vagina, cervix, uterus, and ovaries. Selected cancers
are briefly summarized in the following.

Bladder cancer: Incidence is much higher in Caucasians
than in African Americans but mortality rates are only slightly
higher due primarily to the later stage of diagnosis in African
Americans. Smoking is the primary risk factor for bladder
cancer. Standard treatment includes surgery, radiation, che-
motherapy, and biologic therapy (National Cancer Institute,
2013e).

Screening: No standards currently exist for screening for
bladder cancer; however, survival may depend on prompt
evaluation of early symptoms.

Prostate cancer occurs most commonly in men older than
age 50. More than 60% of all prostate cancer cases are diag-
nosed in men aged 65 and older, and 97% of all prostate
cancers occur in men aged 50 and older (American Cancer
Society, 2013b). African American men and Jamaican men of
African descent have the highest documented prostate cancer
incidence in the world (American Cancer Society, 2013b).
Treatment varies depending on the man’s age as well as the
stage and grade (Gleason score) of the cancer along with his
other medical conditions. Surgery (open, laparoscopic, or
robotic-assisted), external beam radiation, or radioactive seed
implants (brachytherapy) may be used to treat early stage
disease (American Cancer Society, 2013b).

Screening: In recent years, there has been much discus-
sion, debate, and controversy surrounding the use of Prostate
Specific Antigen (PSA) to detect prostate cancer. Clinical
trials aimed at testing the efficacy of PSA testing in reducing
deaths for prostate cancer are inconclusive. Two European
studies found a lower risk of death from prostate cancer among
men receiving PSA screening while a study in the United
States found no reduction (American Cancer Society, 2013b).
Due to this level of insufficient evidence, ACS does not rec-
ommend for or against routine early prostate cancer testing
with the PSA test. In contrast, the USPSTF (U.S. Preventive
Services Task Force, 2012) recommends against the use of
routine PSA to test for prostate cancer. The ACS (American
Cancer Society, 2013b; National Cancer Institute, 2013c)
recommends that beginning at age 50, men who are at average
risk of prostate cancer and have a life expectancy of at least
10 years receive information about the potential benefits and
known limitations associated with testing for early prostate
cancer detection and have an opportunity to make an informed
decision about testing. Men at higher risk (i.e., African Amer-
icans or men with a close relative diagnosed with prostate
cancer) should have this discussion at age 45 or 40 (if a close
relative was diagnosed at an early age).

Testicular cancer forms in tissues of one or both testicles and
is most common in young or middle-aged men. Most testicular
cancers begin in germ cells (cells that make sperm) and are
called testicular germ cell tumors (National Cancer Institute,
2013d). Tumors are classified as seminomas and nonsemino-
mas, depending on their cellular line of differentiation, with
many consisting of a mixed cellular type. Nonseminomas tend
to grow and metastasize more aggressively. Treatment options

General Care Plans

include surgery, radiation, and/or chemotherapy (PubMed
Health, 2013).

Screening: Based on the low incidence of this condition
and favorable outcomes of treatment, even in cases of advanced
disease, there is adequate evidence that the benefits of screen-
ing for testicular cancer are small to none (U.S. Preventive
Services Task Force, 2011). Any scrotal mass or changes iden-
tified by a man should be evaluated promptly.

Renal cell cancer, also called renal adenocarcinoma, or hyper-
nephroma, can often be cured if it is diagnosed and treated when
still localized to the kidney and the immediately surrounding
tissue. Surgical resection is the standard treatment of this
disease (National Cancer Institute, 2013b). Tobacco use is the
primary risk factor, and early stage renal cancer usually has no
symptoms. As the disease progresses, symptoms may include a
pain or lump in the lower back or abdomen, fatigue, weight loss,
fever, or swelling in the legs and ankles. Active surveillance
may be an option for patients with small tumors while surgery
is the primary treatment for most kidney cancers (American
Cancer Society, 2013b). Kidney cancer tends to be resistant to
traditional chemotherapy and radiation therapy.

Screening: No routine screening method exists to detect
renal cell cancer.

See also: Chapter 3, “Perioperative Care,” p. 45, Chapter
32, “Urinary Diversions,” p. 230, and Chapter 26, “Benign
Prostatic Hypertrophy” p. 197, for appropriate nursing diag-
noses, outcomes, and interventions. Also see Stress Urinary
Incontinence and Sexual Dysfunction in this chapter.

Cervical cancer incidence has decreased over the past
several decades; however, these large declines have begun to
taper off with rates becoming more stable (American Cancer
Society, 2013b). Similarly, large declines in mortality rates
have also begun to stabilize. The primary cause of cervical
cancer is infection with certain types of HPV. Women who
begin having sex at an early age or who have many sexual
partners are at increased risk for HPV infection and cervical
cancer (American Cancer Society, 2013b). However, a woman
can become infected even if she has had only one sexual
partner. Persistence of HPV infection and progression to cer-
vical cancer may be influenced by many factors (e.g., immu-
nosuppression, high parity, cigarette smoking). Preinvasisve
lesions may be treated by electrocoagulation, cryotherapy,
laser ablation, or local surgery. Invasive lesions are treated
with surgery, radiation, and chemotherapy (in some cases)
(American Cancer Society, 2013b).

Screening: The Pap test is the most widely used screening
test for cervical cancer. For women ages 21 to 30, screening is
recommended every 3 years using the Pap test. For women
ages 30 to 65, screening is recommended every 5 years
using HPV and PAP (called co-testing) (American Cancer
Society, 2013b; U.S. Preventative Services Task Force, 2012).
Women over age 65 who have had regular cervical cancer
testing with normal results should not be tested for cervical
cancer. At the time of this writing, two vaccines (Gardasil and
Cervarix) have been approved for use in females 9 to 26 years
of age for the prevention of the most common types of HPV
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infection that cause cervical cancer (American Cancer
Society, 2013b). However, the overall effect of HPV vaccina-
tion on high-grade precancerous cervical lesions and cervical
cancer is not yet known. Given these uncertainties, women
who have been vaccinated should continue to be screened
(U.S. Preventive Services Task Force, 2012).

Owarian cancer accounts for about 3% of all cancers in
women and usually has no obvious symptoms. The most
common sign is swelling of the abdomen. The most important
risk factor is a strong family history of breast or ovarian cancer.
Treatment includes surgery and chemotherapy.

Screening: Currently, there is no screening test for the
early detection of ovarian cancer.

Uterine Corpus (Endometrium) cancer usually occurs in the
lining of the uterus. Abnormal uterine bleeding or spotting
(especially in postmenopausal women) is a frequent early sign.
Pain during urination, intercourse, or in the pelvic area is also
a symptom (American Cancer Society, 2013b). Treatment
usually includes surgery, radiation, hormones, and/or
chemotherapy.

Screening: Currently, there is no screening test for the
early detection of ovarian cancer.

See also: Chapter 3, “Perioperative Care,” p. 45, for appro-
priate nursing diagnoses, outcomes, and interventions.

Nursing diagnoses and interventions for general cancer care

Note: The following nursing diagnoses, desired outcomes, and interventions relate to general-
ized cancer care. Those for care specific to chemotherapy, immunotherapy, and radiation therapy

follow this section.

Nursing Diagnosis:

Ineffective Breathing Pattern

related to hypoventilation occurring with pulmonary fibrosis, cellular damage,
and decreased lung capacity (e.g., pneumonectomy or lobectomy)

Note: For desired outcome and interventions, see this nursing diagnosis in chemotherapeutic
agents because some may cause pulmonary toxicity, an inflammatory reaction that results in
fibrotic lung changes, cellular damage, and decreased lung capacity. Radiation therapy can also
cause pulmonary damage and changes resulting in decreased lung capacity.

Nursing Diagnosis:
Impaired Gas Exchange

related to altered oxygen supply occurring with anemia, pulmonary tumors,
pneumonia, pulmonary emboli, pulmonary atelectasis, ascites, radiation, peri-
cardial effusion, superior vena cava syndrome, hepatomegaly, and medication

side effects

Note: For desired outcome and interventions, see this nursing diagnosis in Chapter 10,
“Pneuwmonia,” p. 118, and in Chapter 12, “Pulmonary Embolus,” p. 129.

Nursing Diagnosis:

Acute Pain

related to disease process, surgical intervention, or treatment effects

Note: For desired outcome and interventions, see Chapter 2, “Pain,” p. 39.

General Care Plans

[BIIPSA | LHVd

92}
o
=
=,
Q
)
=
o
=
@,
>
(=]




PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:

Chronic Pain

PART I: Medical-Surgical Nursing

[on a scale of 0-10], or visual scale).

ASSESSMENT/INTERVENTIONS

After the patient has undergone a complete medical evaluation for the
causes of pain and the most effective strategies for pain relief,
assess the patient’s understanding of the evaluation and pain
relief strategies.

Assess the patient’s cultural beliefs and attitudes about pain. Never
ignore a patient’s report of pain, taking into consideration that a
patient’s definition of pain may be different from that of the
assessing nurse. Promptly report any change in pain pattern or
new complaints of pain to the health care provider.

Assess the patient’s level of “discomfort” or abnormal sensations in
addition to the usual pain queries.

Include the Following in Your Pain Assessments:

- Characteristics (e.g., “burning” or “shooting” often describes
nerve pain).

- Location and sites of radiation.

- Onset and duration.

- Severity: Use a pain scale that is comfortable for the patient (e.g.,
descriptive, numeric, or visual scale).

- Aggravating and relieving factors.
- Previous use of strategies that have worked to relieve pain.

Assess the patient’s and caregiver’s attitudes and knowledge about
the pain medication regimen.

General Care Plans

related to direct tumor involvement such as infiltration of tumor into nerves,
bones, or hollow viscus; postchemotherapy pain syndromes (peripheral neu-
ropathy, avascular necrosis of femoral or humeral heads, or plexopathy); or
postradiation syndrome (plexopathy, radiation myelopathy, radiation-induced
enteritis or proctitis, burning perineum syndrome, or osteoradionecrosis)

Desired Outcome: The patient participates in a prescribed pain regimen and reports that

pain and side effects associated with the prescribed therapy are reduced to level of three or
less within 1-2 hr of intervention, based on pain assessment tool (e.g., descriptive, numeric

RATIONALES

This review helps determine the patient’s level of understanding and
reinforces findings, thereby promoting knowledge and adherence to
pain relief strategies. It also empowers the patient as much as possible
to participate in controlling his or her pain.

Cultural beliefs may influence how individuals describe their pain and its
severity and their willingness to ask for pain medications. Pain is
dynamic, and competent management requires frequent assessment at
scheduled intervals.

Patients with neuropathic pain may not describe their discomfort as pain;
therefore, be sure to use additional terms. Nociceptive pain refers to
the body’s perception of pain and its corresponding response. It begins
when tissue is threatened or damaged by mechanical or thermal stimuli
that activate the peripheral endings of sensory neurons known as
nociceptors. In contrast, neuropathic pain is caused by damage to
central or peripheral nervous system tissue or from altered processing
of pain in the CNS. The resulting pain is chronic, may be difficult to
manage, and is often described differently (burning, electric, tingling,
numbness, pricking, shooting) from nociceptive pain.

Not all types of pain are managed solely by opioid therapy. Characterizing
pain and documenting its location accurately will result in better
pharmacologic intervention and help nurses develop a customized plan
that incorporates nonpharmacologic measures as well.

Determining precipitating factors (as with onset) may help prevent or
alleviate pain.

Severe pain can signal complications such as internal bleeding or leaking
of visceral contents. Using a pain scale provides an objective
measurement that enables the health care team to assess effectiveness
of pain management strategies. Optimally, the patient’s rated pain on a
0-10 scale is 4 or less. Be aware of literacy levels and/or cultural
issues that may influence the patient’s understanding of the pain scale.

This information may help prevent or alleviate pain.
Strategies that have worked in the past may work for current pain.

Many patients and their families have fears related to the patient’s ultimate
addiction to opioids. It is important to dispel any misperceptions about
opioid-induced addiction when chronic pain therapy is necessary. Fears
of addiction may result in ineffective pain management.



Ineffective Peripheral Tissue Perfusion Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Chronic cancer analgesia is often administered orally. If pain is present
most of the day, analgesia should be given around the clock (at
scheduled intervals) rather than as needed because prolonged
stimulation of the pain receptors increases the amount of drug required
to relieve pain.

O

Incorporate the Following Principles: E
- Administer nonopioid and opioid analgesics in correct dose, at Pharmacologic management of pain is often the mainstay of treatment of —_
correct frequency, and via correct route. chronic cancer pain. =

S

=

=R

- Recognize and report/treat side effects of opioid analgesia early. Side effects include respiratory depression, nausea and vomiting,
constipation, sedation, and itching. The presence of these side effects
does not necessarily preclude continued use of the drug. Consult with
the care provider regarding prophylactic use of stool softeners to
prevent constipation.
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- Use prescribed adjuvant medications. Adjuvant medications (see p. 40) help increase efficacy of opioids and may
minimize their objectionable side effects as well.

- Assess for signs and symptoms of tolerance, and when it occurs Patients with chronic pain often require increasing doses of opioids to

discuss treatment with the health care provider. relieve their pain (tolerance). Respiratory depression occurs rarely in
these individuals.
Never stop opioids abruptly in patients who have been taking them There is potential for physical dependence in patients taking opioids for a
for a prolonged period. prolonged period; therefore, they should be tapered gradually to prevent
withdrawal discomfort.
- Use nonpharmacologic approaches, such as acupressure, Nonpharmacologic approaches are often effective in enhancing effects of
biofeedback, relaxation therapy, application of heat or cold, and opioid therapy.
massage when appropriate. See Chapter 2, “Pain,” p. 44, for
details.

Nursing Diagnosis:
Ineffective Peripheral Tissue Perfusion

related to disease process (e.g,. interrupted blood flow occurring with
lymphedema)

Desired Outcome: Following intervention/treatment, the patient exhibits adequate periph-
eral perfusion as evidenced by peripheral pulses greater than 2+ on a 0-4+ scale, normal skin
color, decreasing or stable circumference of edematous site, equal sensation bilaterally, and
ability to perform range of motion (ROM) in the involved extremity.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the involved extremity for degree of edema, quality of This assessment helps determine presence/degree of lymphedema and
peripheral pulses, color, circumference, sensation, and ROM. potential threat to the limb from hypoxia. Patients may be at risk based
Measure circumference of the affected and unaffected extremity on a variety of disease processes, treatments, and medications.
for comparison.

Assess for tenderness, erythema, and warmth at edematous site. These signs of infection need to be communicated to the health care

provider for prompt intervention. A continuous supply of oxygen to the
tissues through microcirculation is vital to the healing process and for
resistance to infection.

Elevate and position the involved extremity on a pillow in slight As blood collects, waiting to get into the heart, pressure in the veins
abduction. If surgery has been performed, instruct the patient not increases. The veins are permeable, and the increased pressure causes
to perform heavy activity with the affected limb during the fluid to leak out of the veins and into the tissue. Elevating the extremity
recovery period. helps reduce venous pressure.

continued

General Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

Encourage the patient to wear loose-fitting clothing. Tight-fitting clothing may cause areas of constriction, reducing lymph and
blood flow, as well as creating potential areas for impaired skin
integrity.

n Avoid blood pressure (BP) readings, venipuncture, intravenous (IV) BP cuffs can constrict lymphatic pathways, and injections or blood draws
lines, and vaccinations in the affected arm. As indicated, advise will cause an opening in the skin, providing an entrance for bacteria.

the patient to get a medical alert bracelet that cautions against
these actions.

Consult physical therapist (PT) and health care provider about Exercise increases mobility, which promotes lymphatic flow. This in turn
development of an exercise plan. helps decrease edema.

As indicated, suggest use of elastic bandages, compression Elastic bandages decrease edema in mild, chronic cases of lymphedema.
garments, or sequential compression devices. Ensure that The other devices decrease edema in more severe cases of
compression garments are fitted properly and the patient lymphedema.

understands when and how to use them.

Nursing Diagnoses:
Ineffective Peripheral Tissue Perfusion
Risk for Decreased Gardiac Tissue Perfusion

related to interrupted venous flow occurring with deep venous thrombosis
(DVT)/venous thromboembolism (VTE), lymphedema, and treatment side
effects

Desired Outcome: Before hospital discharge, the patient and/or caregivers competently
administer anticoagulant therapy as prescribed and describe reportable signs and symptoms
suggestive of progressive coagulopathy.

ASSESSMENT/INTERVENTIONS RATIONALES

Instruct the patient in the technique of self-administration of injectable Individuals with certain malignancies (especially brain, breast, colon,
low—molecular-weight heparin, if it is prescribed. renal, pancreatic, and lung) are at higher than average risk for
DVT/VTE. Other possible contributing factors include recent
surgery, presence of a venous access device, sepsis, obesity,
concurrent cardiac disease, and underlying increased coagulability

disorders.
If the patient is taking oral anticoagulants, teach dietary modifications with  Foods high in vitamin K (antidote to warfarin) may interfere with
warfarin therapy. achievement of therapeutic anticoagulation. These include green

leafy vegetables, avocados, and liver. However, some prescribers
do not restrict dietary intake of vitamin K—containing foods.
Instead, patients are instructed to maintain dietary consistency in
moderation without large variations, and the warfarin dose is
adjusted accordingly. If patients are consistent in their dietary
intake, the prothrombin time (PT)/international normalized ratio
(INR) should remain stable and therapeutic.

Teach reportable signs and symptoms, such as unilateral edema of a limb DVTNITE may reoccur.
with possible associated warmth, erythema, and tenderness.
|I| Caution that a sudden increase in shortness of breath with or without chest ~ DVT/VTE may progress to pulmonary embolism.
pain also should be reported immediately.

For additional desired outcomes and interventions, see Chapter 24,
“Venous Thrombosis/Thrombophlebitis,” for Ineffective

Peripheral Tissue Perfusion/Risk for Decreased Cardiac Tissue
Perfusion, p. 186.

General Care Plans
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Nursing Diagnosis:

Impaired Physical Mobility

related to musculoskeletal or neuromuscular impairment occurring with bone
metastasis or spinal cord compression; pain and discomfort; intolerance to

activity; or perceptual or cognitive impairment

Note: Fordesired outcome and interventions, see this nursing diagnosis in Chapter 69, “Osteo-
arthritis,” p. 507. Also see Chapter 73, “Managing Wound Care,” p. 536 for discussions on

care of patients at risk for pressure ulcers.

Nursing Diagnoses:
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Risk for Impaired Skin Integrity
Impaired Skin Integrity

related to disease state or related treatments

Desired Outcome: Following instruction, the patient verbalizes measures that promote
comfort, preserve skin integrity, and promote competent management and infection preven-

tion of open wounds.

ASSESSMENT/INTERVENTIONS

RATIONALES

Identify if your patient is at risk for skin lesions.

Assess common sites of cutaneous lesions.

Assess for local warmth, swelling, erythema, tenderness, and purulent
drainage.

Inspect skin lesions.

Perform the following skin care for nonulcerating lesions and teach
these interventions to the patient and significant other, as indicated:

- Wash affected area with tepid water and pat dry.
- Avoid pressure on the area.
- Apply dry dressing.

- Apply occlusive dressings, such as Telfa, using paper tape.

Perform the following skin care for ulcerating lesions and teach these
interventions to the patient and significant other, as indicated:

For Cleansing and Débriding:
Use }%-strength hydrogen peroxide and normal saline solution, followed
by a normal saline rinse.

Individuals with breast, lung, colon, and renal cancers; T-cell lymphoma;
melanoma; and extensions of head and neck cancers may be
susceptible to skin lesions. These lesions often erode, providing
challenges to wound care, patient dignity, body image, and odor
control. Treatment may include radiation, systemic or local
chemotherapy, cryotherapy, or excision.

These sites include the anterior chest, abdomen, head (scalp), and neck
and should be assessed in patients at risk.

These are indicators of infection, which can occur as a result of nonintact
skin.

The presence of skin lesions necessitates being alert to and documenting
general characteristics, location and distribution, configuration, size,
morphologic structure (e.g., nodule, erosion, fissure), drainage (color,
amount, character), and odor so that changes can be detected and
reported promptly.

Maintaining skin integrity reduces risk of infection.

Excessively warm temperatures damage healing tissue.
Pressure would further damage friable tissue.

This dressing will protect the skin from exposure to irritants and
mechanical trauma (e.g., scratching, abrasion).

An occlusive dressing promotes penetration of topical
medications.

This solution will irrigate and débride the lesion. Rinsing removes
peroxide and residual wound debris.

continued

General Care Plans
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ASSESSMENT/INTERVENTIONS

Use cotton swabs or sponges to apply gentle pressure. As necessary,
gently irrigate using a syringe.

Use soaks (wet dressings) of saline, water, Burrow’s solution
(aluminum acetate), or hydrogen peroxide on the involved skin.

Thoroughly rinse hydrogen peroxide or aluminum acetate off the skin.
As necessary, use wet-to-dry dressings.

For Prevention and Management of Local Infection:
Irrigate and scrub with antibacterial agents, such as acetic acid
solution or povidone-iodine.

Collect wound cultures, as prescribed.

Apply topical antibacterial agents (e.g., sulfadiazine cream, bacitracin
ointment) to open areas, as prescribed.

Administer systemic antibiotics, as prescribed.

To Maintain Hemostasis:
Use silver nitrate sticks for cautery.

Use oxidized cellulose or pack the wound with Gelfoam or similar
product.

Consult wound, ostomy, continence (WOC)/enterostomal therapy (ET)
nurse as needed on wound-healing techniques.

Teach the patient to avoid wearing such fabrics as wool and corduroy.

See also: Chapter 73, “Managing Wound Care,” p. 533; Chapter 74,
“Providing Nutritional Support,” p. 539; and Appendix A, “Infection
Prevention and Control,” p. 747.

RATIONALES

Using gentle pressure with swabs or sponges débrides the ulcerated area
and protects granulation tissue.

If the ulcerated area is susceptible to bleeding, gentle pressure protects
delicate granulation tissue.

These are methods of débridement, which will dislodge and remove
bacteria and loosen necrotic tissue, foreign bodies, and exudate.

Failure to do so may cause further skin breakdown.
These dressings will provide gentle débridement.

These antibacterial agents prevent/manage local infection.

A culture will determine presence of infection and optimal antibiotic
therapy.

These agents prevent infection in open areas that are susceptible.

Systemic antibiotics are used for wounds that are more extensively
infected.

These sticks help maintain hemostasis in the presence of capillary
00zing.

These products are used for bleeding in larger surface areas.

When wounds fail to respond to more traditional interventions, a WOC/ET
nurse may provide alternative suggestions.

These fabrics are irritating to the skin.

Wound healing depends on adequate intake of nutrients/protein for tissue
synthesis.

Nursing Diagnosis:
Diarrhea

related to chemotherapeutic agents; radiation therapy; biologic agents; antac-
ids containing magnesium; tube feedings; food intolerance; and bowel dys-
function such as Crohn’s disease, ulcerative colitis, tumors, and fecal

impaction

Note: For desired outcomes and interventions, see Chapter 61, “Ulcerative Colitis,” Diar-
rhea, p. 463 and Risk for Impaired Skin Integrity: Perineal/Perianal, p. 464; Chapter
72, “Caring for Individuals with Human Immunodeficiency Virus,” Diarrhea, p. 525, and
Chapter 74, “Providing Nutritional Support,” Diarrhea, p. 545.

For patients receiving chemotherapy (e.g., 5-fluorouracil, irinotecan), teach the necessity of
having appropriate antidiarrheal medications available and other methods used to combat effects
of diarrhea (fluid replacement, addition of psyllium to the diet to provide bulk to stool, perineal
hygiene) . Instruct patients to notify their health care providers if experiencing more than six loose

stools per day.

General Care Plans



Stress Urinary Incontinence (or risk for same)

Cancer Care

Nursing Diagnosis:

Constipation

related to treatment with certain chemotherapy agents, opioids, tranquilizers,
and antidepressants; less than adequate intake of food and fluids because of
anorexia, nausea, or dysphagia; hypercalcemia; neurologic impairment (e.g.,
spinal cord compression); mental status changes; decreased mobility; or

colonic disorders
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Note: For desired outcomes and interventions, see Chapter 3, “Perioperative Care,”
Constipation, p. 59; Chapter 4, “Prolonged Bedrest,” Constipation, p. 68; and
Chapter 34, “General Care of Patients with Neurologic Disorders,” Constipation, p. 258.
Patients with cancer should not go more than 2 days without having a bowel movement. Patients
receiving Vinca alkaloids are at risk for ileus in addition to constipation. Preventive measures,
such as use of senna products or docusate calcium with casanthranol, especially for patients taking
opioids, are highly recommended. In addition, all individuals taking opioids should receive
a prophylactic bowel regimen. The Oncology Nursing Society published a summary of
evidence and recommended guidelines for the prevention and management of constipation,
including a combination of a softener and stimulant. An algorithm for management includes
first line treatment (oral combination of softener and stimulant), second line treatment (rectal
suppositories, enemas, consideration of opioid antagonist), and third line treatment (manual
evaluation), consideration of opioid antagonists if patient is taking opioids (Oncology Nursing

Buisinp [eaifing

Society, 2011).

Nursing Diagnosis:

Stress Urinary Incontinence (or risk for same)

related to loss of muscle tone in the urethral sphincter after radical

prostatectomy

Desired Outcome: Within the 24-hr period before hospital discharge, the patient relates
understanding of incontinence cause and suggested regimen to promote bladder control.

ASSESSMENT/INTERVENTIONS

RATIONALES

Before surgery, explain that there is potential for permanent urinary
incontinence after prostatectomy but that it may resolve within 6
months. Describe the reason for the incontinence.

Encourage the patient to maintain adequate fluid intake of at least
2-3 L/day (unless contraindicated).

Establish a bladder routine before hospital discharge.

A knowledgeable patient is not only less anxious but more likely to adhere

to the treatment regimen. Aids such as anatomic illustrations will
promote understanding.

Dilute urine is less irritating to the prostatic fossa, as well as less likely to
result in incontinence. Paradoxically, patients with urinary incontinence
often reduce their fluid intake to avoid incontinence.

Documenting time, amount voided, amount of fluid intake, timing of fluid
intake followed by voiding, and related information such as degree of
wetness experienced (e.g., number of incontinence pads used in a day,
degree of underwear dampness) and exertion factor causing the
wetness (e.g., laughing, sneezing, bending, lifting) may help patients
manage incontinence. This helps estimate the amount of time patients
can hold urine and avoid incontinence episodes.

If successful, the patient can then attempt to lengthen time intervals
between voidings. Note: Patients need to empty their bladders at least
q4h to reduce risk of urinary tract infection (UTI) caused by urinary
stasis.

continued
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

RATIONALES

Caffeine and alcoholic beverages are examples of irritants that may
increase stress incontinence.

ASSESSMENT/INTERVENTIONS

Teach the patient to avoid caffeine and alcoholic beverages.

Kegel exercises strengthen pelvic area muscles, which will help regain
bladder control. Patients must first identify the correct muscle groups in
order to perform Kegel exercises correctly.

These exercises require diligent effort to reverse incontinence and in fact
may need to be done for several months before any benefit is obtained.

Teach Kegel exercises (see Chapter 26, “Benign Prostatic
Hypertrophy,” p. 204) to promote sphincter control. Begin
teaching before surgery if possible.

Remind the patient to discuss any incontinence problems with health Such a discussion will enable follow-up treatment for this problem.

care provider during follow-up examinations.

Nursing Diagnosis:

Sexual Dysfunction

related to altered body function occurring with the disease process; psychoso-
cial issues; radiation therapy to the lower abdomen, pelvis, and gonads; che-
motherapeutic agents; or surgery

Desired Outcome: Following instruction, the patient identifies potential treatment side
effects on sexual and reproductive function and acceptable methods of contraception during

treatment if appropriate.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the impact of diagnosis and treatment on the patient’s sexual
functioning and self-concept.

Assess the patient’s readiness to discuss sexual concerns.

Initiate discussion about effects of treatment on sexuality and
reproduction, using, for example, the PLISSIT model.

If a female patient is of childbearing age, inquire if pregnancy is a
possibility before treatment is initiated.

Discuss possibility of decreased sexual response or desire.

Encourage patients to maintain open communication with their partners
about needs and concerns. Explore alternative methods of sexual
fulfillment, such as hugging, kissing, talking quietly together, or
massage.

General Care Plans

Sexual dysfunction affects every individual differently. It is important
not to assume its meaning but rather explore it with the individual
and allow him or her to give meaning to the changes.

Gentle, sensitive, open-ended questions allow patients to signal their
readiness to discuss concerns.

The PLISSIT model provides an excellent framework for discussion.
This four-step model includes the following: (1) Permission—give
the patient permission to discuss issues of concern; (2) Limited
Information—provide patient with information about expected
treatment effects on sexual and reproductive function, without
going into complete detail; (3) Specific Suggestions—provide
suggestions for managing common problems that occur during
treatment; and (4) Intensive Therapy—although most individuals
can be managed by nurses using the first three steps in this model,
some patients may require referral to an expert counselor (Taylor &
Davis, 2006).

Pregnancy will cause a delay in treatment. The patient may be referred
to a fertility specialist.

This may result from side effects of chemotherapy. Informing patient
may allay unnecessary anxiety.

Encouraging open dialogue promotes intimacy and helps prevent ill
feelings or emotional withdrawal by either partner. In the presence
of symptoms related to therapy, such interventions as taking a nap
before sexual activity or use of pain or antiemetic medication may
help decrease symptoms. Other suggestions include using a
water-based lubricant for dyspareunia. If fatigue is a problem,
partners might consider changing usual time of day for intimacy or
using supine or side-lying positions, which require less energy
expenditure.



Risk for Disuse Syndrome Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

O
Discuss the possibility of temporary or permanent sterility resulting from This discussion could open the door to explaining possibility of sperm E
treatment. banking for men before chemotherapy treatment or oophoropexy —
(surgical displacement of ovaries outside the radiation field) for =
women undergoing abdominal radiation therapy. The patient may &
need referral to a fertility specialist. g
Teach patients the importance of contraception during treatment if Healthy offspring have been born from parents who have received C'C”
relevant. Discuss issues related to timing of pregnancy after radiation therapy or chemotherapy, but long-term effects have not =
treatment. Suggest that patients receive genetic counseling before been clearly identified. g
attempting pregnancy, as indicated. =
For patients undergoing lymphadenectomy for testicular cancer, explain If ejaculatory failure does occur, the patient should know that artificial 3,
that ejaculatory failure may occur if the sympathetic nerve is insemination is possible because the semen flows back into the a
damaged, but erection and orgasm will be possible. urine, from which it can be extracted, enabling the ovum to become
impregnated artificially.
If appropriate, explain that a silicone prosthesis may be placed after This will help the scrotum achieve a normal appearance.

orchiectomy. Consult the health care provider about the potential for
this procedure.

Nursing Diagnosis:
Risk for Disuse Syndrome

related to upper extremity immobilization resulting from discomfort,
lymphedema, treatment- or disease-related injury, or infection after breast
surgery

Desired Outcomes: Before surgery, the patient verbalizes knowledge about importance of and
rationale for upper extremity movements and exercises. Upon recovery, the patient has full
or baseline level ROM of the upper extremity.

ASSESSMENT/INTERVENTIONS RATIONALES
Consult the surgeon before breast surgery regarding such issues as wound  This consultation will determine the type of surgery anticipated and
healing, suture lines, and extent of the surgical procedure. enable development of an individualized exercise plan in

collaboration with physical and occupational therapists specific to
the patient’s needs.

Encourage finger, wrist, and elbow movement. Such movements aid circulation, minimize edema, and maintain
mobility in the involved extremity.
Elevate the extremity as tolerated. Elevation decreases edema.
Encourage progressive exercise by having the patient use the affected arm  After drains and sutures have been removed (usually 7-10 days
for personal hygiene and activities of daily living (ADLS). Initiate other postoperatively), patients should begin exercises that will enhance
exercises (e.g., clasping hands behind the head and “walking” fingers external rotation and abduction of the shoulder. Ultimately they
up the wall) as soon as the patient is ready. should be able to achieve maximum shoulder flexion by touching

fingertips together behind the back if they were capable of this
exercise before the surgery.

IIl In patients who have had lymph node removal, avoid giving Loss of lymph nodes alters lymph drainage, which may result in
injections, measuring BP, or taking blood samples from affected arm. edema of the arm and hand and increases risk of infection as
Remind the patient about lowered resistance to infection and well.

importance of promptly treating any breaks in the skin. Advise

the patient to treat minor injuries with soap and water after
hospital discharge and to notify the health care provider if signs of
infection occur.

continued
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ASSESSMENT/INTERVENTIONS RATIONALES

“ Advise the patient to wear a medical alert bracelet that cautions against Information on this bracelet optimally will help prevent infection
injections and tests in the involved arm. caused by invasive procedures or ensure that the patient receives
prompt treatment if an infection occurs.

Advise the patient to wear a thimble when sewing and a protective glove This information promotes patient safety/infection prevention.
when gardening or doing chores that require exposure to harsh
chemicals such as cleaning fluids.

Explain that cutting cuticles should be avoided and lotion should be used to  This information promotes skin integrity and protects hand and arm
keep skin soft. An electric razor should be used for shaving the axilla. from injury and subsequent infection.

PART I: Medical-Surgical Nursing

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the purpose, type, and management of venous

access device (VAD)

Desired Outcome: Within the 24-hr period before hospital discharge, the patient and signifi-
cant other/caregiver verbalize understanding regarding the VAD, including its purpose,
appropriate management measures, and reportable complications.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s and caregiver’s level of understanding of A VAD can be used for venipunctures and administration of medications, fluids,
the VAD that will be or has been inserted and intervene and blood products. Determining the patient’s and caregiver’s current
accordingly. knowledge base helps the nurse devise an individualized teaching plan.

Three types of VADs are generally used: tunneled catheters, nontunneled
catheters, and implanted ports.

Nontunneled catheters (peripheral or central): These catheters are inserted by venipuncture into the vessel of choice, usually
basilic, cephalic, or medial cubital vein, near or at the antecubital area, or
jugular or subclavian vein in the upper thorax. A peripherally inserted central
catheter (PICC) is an example of a nontunneled catheter. Maintenance
involves daily flushing after each use with normal saline and/or heparinized
solution. Sterile dressing and cap changes are necessary. Refer to
institutional policies for specific instructions.

Tunneled central venous catheters: These catheters are inserted into a central vein with a portion of the catheter
tunneled through subcutaneous tissue and exiting the body at a convenient
area, usually the chest. A Dacron cuff encircles the catheter about 2 inches
from the exiting end of the catheter. Tissue grows into this cuff, helping
prevent catheter dislodgement and decreasing risk of microorganisms
migrating along the catheter surface and entering the bloodstream.
Single-lumen or multi-lumen catheters are available. Examples of tunneled
central venous catheters include Broviac, Hickman, and Groshong.
Maintenance involves flushing per institutional protocol and after each use
with saline and/or heparinized saline solution. A sterile dressing change is
performed 24 hr after insertion and then every 5-7 days until healed. Cap
changes are performed using sterile technique. Refer to institutional policies
for specific instructions.

Implanted venous access ports: Implanted ports are commonly inserted when long-term therapy is anticipated or
lack of venous access is expected to be a chronic issue. They consist of a
catheter attached to a plastic or metal port inserted into a central or peripheral
vein and then sutured in place in a surgically created subcutaneous pocket,
most commonly on the chest. Venous access ports are completely embedded
under the skin and may have single or dual access ports. Access to the port
may be from the top or side, depending on port style.

General Care Plans




Deficient Knowledge Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Note: Noncoring needles must be used to access the port, which allows the
system to reseal when the needle is removed.

This catheter must not be flushed with any syringe smaller than 10 mL due to
excess pressures generated by smaller syringes. When removing the needle,
pressure must be applied to sides of the port to promote ease of removal
and patient comfort. Maintenance involves preparation of the site for access
with an antibacterial preparation solution (e.g., povidone-iodine solution),
optional local anesthetic, and flushing at least monthly or after each use
with normal saline and/or heparinized solution. Refer to institutional policies
for specific instructions. Dressings are not required after healing of the
insertion site.

Teach patients to carry in their wallets the card provided by the There is a wide variety of catheter types, and the type of catheter determines
manufacturer identifying type of catheter and recommended the proper flushing solution. Refer to agency policy as indicated.
flushing solution.

Provide a model of the device during patient teaching. Visual aids augment understanding.

Explain where the device will be inserted. Nontunneled catheters may be inserted at the bedside or in the clinic under

local anesthesia. Tunneled central venous catheters and implanted ports are
inserted in the operating room under local anesthesia.

Teach the patient that there may be mild discomfort, similar to a  Explaining expected sensations and likely amelioration with analgesics reduces
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toothache, for 48 hr after the procedure but medication will anxiety and provides the patient with guidelines for reportable symptoms.
ameliorate pain.

If possible, introduce the patient and caregiver to another Conversing with someone who has already undergone a procedure may
individual who has the device. increase knowledge, decrease anxiety, and provide another avenue of

support.

Teach VAD maintenance care. Provide both verbal and written Maintenance care likely will be done while the patient is at home, where written
instructions, including educational materials provided by the materials will serve as a reference.

VAD manufacturer.

Have the patient or caregiver demonstrate dressing care, This demonstration will reinforce previous teaching and, when done correctly,
flushing technique, and cap-changing routine before hospital provides emotional support that this care can be done when at home.
discharge. Provide 24-hr emergency number to call in case
of problems.

Discuss potential complications associated with VADs, along with
appropriate self-management measures.

Infection: The patient should be taught how to assess the exit site for erythema, swelling,
local increased temperature, discomfort, purulent drainage, and fever
(temperature higher than 38°C [100.4°F]).

Bleeding: The patient should be taught how to apply pressure to the site and to notify a
health care team member if bleeding does not stop in 5 min.

Clot in the catheter: The patient should be taught how to flush the catheter without using excessive
pressure, which could damage or dislodge the catheter (particularly an
implanted port). If flushing does not dislodge the clot, the patient or
caregiver should notify a health care team member.

Disconnected cap: The patient should be taught how to tape all connections and the importance of
always carrying hemostats or alligator clamps with padded blades to prevent
the catheter from tearing.

Extravasation: Although this is a relatively rare complication, it can cause severe damage if a
chemotherapy agent with vesicant properties is involved. The patient should
be taught to report pain, burning, and stinging in the chest, clavicle, and
port pocket or along the subcutaneous tunnel during medication
administration.

General Care Plans




PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with side effects of antiandrogen therapy or bilateral
orchiectomy

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge about the extent and duration of body changes.

ASSESSMENT/INTERVENTIONS RATIONALES

PART I: Medical-Surgical Nursing

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and
comprehension). Assess culture and culturally specific information presented in a manner that is culturally and educationally
needs. appropriate. A knowledgeable patient likely will have less stress

about his treatment, adhere to the treatment regimen accordingly,
and report side effects promptly for timely treatment.

Inform the patient of side effects of estrogen therapy and orchiectomy. Breast enlargement, breast tenderness, loss of sexual desire, and hot
flashes can occur.

IIl For patients undergoing estrogen therapy, provide instruction about Shortness of breath; orthopnea; dyspnea; pedal edema; unilateral leg
symptoms related to complications of thromboembolic disorders and swelling or pain; and left arm, left jaw, or left-sided chest pain can
myocardial infarction, which should be reported promptly to the occur with this therapy and should be reported promptly for timely
health care provider. intervention.

Explain that when therapy is discontinued, most side effects will resolve.  This knowledge may bring some reassurance to the patient.

If appropriate, explain that before initiating estrogen therapy, the health Radiation therapy will minimize painful gynecomastia. However, this
care provider may prescribe radiation therapy to areolae of the procedure will not decrease other side effects.
breasts.

Nursing diagnoses and interventions specific to patients undergoing
chemotherapy, immunotherapy, and radiation therapy

Nursing Diagnosis:
Risk for Infection

related to inadequate secondary defenses resulting from myelosuppression
occurring with invasive procedures or cancer-related treatments

Desired Outcomes: The patient is free of infection as evidenced by oral temperature 38°C
(100.4°F) or less, BP 90/60 mm Hg or higher, and heart rate (HR) 100 bpm or less. The
patient identifies risk factors for infection, verbalizes early signs and symptoms of infection
and reports them promptly to a health care professional if they occur, and demonstrates
appropriate self-care measures to minimize risk of infection.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess each body system. This assessment will help determine potential for and actual sources of
infection. Patients with severe neutropenia have a significantly
increased risk of infection because of invasion of surface bacteria in
the mouth, intestinal tract, and skin. These patients frequently exhibit
mucosal inflammation, particularly of the gingival and perirectal areas.

Assess vital signs (VS), temperature, and invasive sites g4h. Temperature 38°C (100.4°F) or higher, increased HR, decreased BP, and
the following clinical signs: tenderness, erythema, warmth, swelling,
and drainage at invasive sites; chills; and malaise are signs of infection.

General Care Plans
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Cancer Care
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ASSESSMENT/INTERVENTIONS

Before administering chemotherapy, ensure that blood counts and
other related laboratory studies are within accepted parameters
per institutional policy. See Appendix B, p. 754, for normal
values.

Identify whether the patient is at risk for infection by reviewing the
absolute neutrophil count (ANC). ANC = (% of segmented
neutrophils + % of bands) x Total WBC count.

ANC of 1500-2000/mm® = No significant risk.
ANC of 1000-1500/mm?® = Minimal risk.

ANC of 500-1000/mm? = Moderate risk.

ANC of less than 500/mm? = Severe risk.

Avoid invasive procedures when possible.

Note: Temperature of 38°C (100.4°F) or higher may be the only sign
of infection in the neutropenic patient.

Be alert to subtle changes in mental status: restlessness or irritability;
warm and flushed skin; chills, fever, or hypothermia; increased
urine output; bounding pulse; tachypnea; and glycosuria.

Place a sign on the patient’s door indicating that neutropenic
precautions are in effect for patients with ANC 1000/mm?® or less.

Instruct all persons entering patient’s room to wash hands thoroughly
and to follow other appropriate Centers for Disease Control and
Prevention (CDC) guidelines.

Restrict individuals from entering who have transmissible illnesses.
Follow agency policy on restriction of fresh fruits or flowers.

Encourage the patient to practice good personal hygiene, including
good perineal care after elimination.

Notify the health care provider immediately if the patient’s
temperature is higher than 38°C (100.4°F).

Administer antibiotic therapy in a timely fashion (within 1 hr).

Implement routine oral care. Teach the patient to use a soft-bristle
toothbrush after meals and before bed (bristles may be softened
further by running them under hot water).

Inspect the oral cavity daily, noting presence of lesions, erythema, or
exudate on the tongue or mucous membranes.

Encourage coughing, deep breathing, and turning.

Avoid use of rectal suppositories, rectal thermometer, or enemas.
Caution the patient to avoid straining at stool.

RATIONALES

Chemotherapy causes predictable drops in WBCs, RBCs, and platelet
counts because it can damage normal, healthy blood cells forming in
the bone marrow. Administering chemotherapy to individuals with
counts below specified parameters may put them at risk for infection,
bleeding, or worsening anemia.

Neutropenia is a condition in which the number of neutrophils in the blood
is too low. Because neutrophils are important in defending the body
against bacterial and some viral infections, neutropenia places patients
at increased risk for these infections. Severe neutropenia can lead to
serious problems that require prompt care and attention inasmuch as
the patient could develop bacterial, viral, fungal, or mixed infection at
any time.

ANC may be used to determine if patient is at unacceptable risk for
infection when administering chemotherapy.
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Neutropenic precautions need to be initiated based on agency policy.

Invasive procedures increase risk of infection.
Other signs of infection may be absent in the presence of neutropenia.

These are signs of impending sepsis, which often precede the classic
signs of septic shock: cold, clammy skin; thready pulse; decreased BP;
and oliguria. These signs should be reported promptly for timely
intervention.

These patients are vulnerable to infection.

Hand hygiene is the most important form of infection prevention. Current
CDC guidelines also state that individuals caring for patients at high
risk for infection should not wear artificial nails and should consider
keeping natural nails less than /; inch long.

Individuals with colds, influenza, chickenpox, or herpes zoster can transmit
these illnesses to the patient.

More evidence is needed on the role of fresh fruits and flowers
transmitting infection for patients with neutropenia.

Proper hygiene eliminates flora or bacteria that can easily lead to infection
in an immunocompromised patient.

This is a possible sign of infection and necessitates an emergent CBC.

Inasmuch as the only sure sign of infection in a neutropenic patient is
fever, initiation of antibiotic therapy in a timely fashion is imperative.

Gentle oral care helps prevent injury to oral mucosa that could result in
infection.

Individuals with prolonged neutropenia are at risk for fungal, bacterial, and
viral infections.

These actions decrease risk of pneumonia and of skin breakdown, which
could lead to infection.

These actions could traumatize the rectal mucosa, thereby increasing risk
of infection because of infectious flora in the rectum.

continued
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Suggest use of stool softener. Patients with prolonged neutropenia are at increased risk for perirectal
infection and should be monitored accordingly. Because the immune
system is compromised, normal bacterial flora in the colon can be
introduced to other parts of the body if perirectal abscesses are
ruptured, leading to systemic infection.

Teach the patient to use electric shavers rather than razor blades, These measures help maintain skin integrity, thereby minimizing risk for
avoid vaginal douche and tampons, use emery board rather than infection.
clipper for nail care, check with the health care provider before
dental care, and avoid invasive procedures.

Use antimicrobial skin preparations before injections, and change IV These actions help prevent infection.
sites q48-72h or per protocol.
Instruct the patient to use water-soluble lubricant before sexual These measures decrease risk of introducing infection because of
intercourse and avoid oral and anal manipulation during sexual nonintact skin.
activities. Caution the patient to abstain from sexual intercourse
during periods of severe neutropenia.
If indicated, advise the patient to avoid foods with high bacterial Empirical evidence for these strategies are underdeveloped. More research
count (raw eggs, raw fruits and vegetables, foods prepared in a is needed in these areas.
blender that cannot adequately be cleaned); bird, cat, and dog
excreta; plants, flowers, and sources of stagnant water. Follow
institutional policy accordingly.
As prescribed, administer colony-stimulating factors. These agents minimize risk of myelosuppression associated with
chemotherapy, especially for patients with a history of neutropenic fever.

See also: Appendix A, p. 747, “Infection Prevention and Control.”

Nursing Diagnoses:

Activity Intolerance
Fatigue

related to decreased oxygen-carrying capacity of the blood occurring with
anemia (caused by some chemotherapeutic drugs, radiation therapy, chronic
disease such as renal failure, or surgery), or related to imbalance between
oxygen supply and demand occurring with acute or chronic lung changes
(e.g., due to lobectomy, pneumonectomy, pulmonary fibrosis)

Desired Outcome: After treatment, the patient reports that fatigue has decreased, rates per-
ceived exertion at 3 or less on a 0-10 scale, and exhibits tolerance to activity as evidenced
by respiratory rate (RR) 12-20 breaths/min with normal depth and pattern (eupnea), HR
100 bpm or less, and absence of dizziness and headaches.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for fatigue and activity intolerance, and explain that they are Fatigue and activity intolerance are temporary side effects of chemotherapy
manifestations of decreased oxygen-carrying capacity of the blood or radiation therapy and will abate gradually when therapy has been
and can be tempered by various interventions mentioned below. completed. Understanding this relationship likely will help the patient

cope better with the treatment.

Stress the importance of good nutrition. Vitamin and iron supplements and intake of foods high in iron such as liver
and other organ meats, seafood, green vegetables, cereals, nuts, and
legumes likely will help reverse the effects of anemia.

As prescribed, administer erythropoietin. Epoetin alfa (Epogen, Procrit) is a synthetic form of erythropoietin that
stimulates production of RBCs to treat anemia associated with cancer

chemotherapy. (Erythropoietin will not be effective in patients who are
iron deficient.)

General Care Plans



Risk for Bleeding

Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

As the patient performs ADLs, be alert for dyspnea on exertion,
dizziness, palpitations, headaches, and verbalization of increased
exertion level.

Ask the patient to rate perceived exertion per Borg scale (see Chapter
4, “Prolonged Bedrest,” Risk for Activity Intolerance, p. 61).

Facilitate coordination of care providers to provide rest periods as
needed between care activities.

Assess oximetry and report significant findings.

Administer oxygen as prescribed, and encourage deep breathing.
Administer blood components as prescribed.

Double-check type and crossmatch with a colleague per institutional
protocol; assess for and report signs of transfusion reaction.

Encourage gradually increasing activities to tolerance as the patient’s
condition improves. Set mutually agreed-on goals with patient.

These are signs of activity intolerance and decreased tissue oxygenation. If
these signs are present, the patient may be at risk for falls, which
necessitates implementation of safety measures.

A rate of perceived exertion (RPE) greater than 3 is a sign of activity
intolerance and usually necessitates stopping the activity.

Undisturbed rest periods of at least 90-min duration will help the patient
regain energy stores. Frequent activity periods without associated rest
periods may result in depleted energy stores and emotional exhaustion.

[BIIPSA | LHVd

Oxygen saturation at 92% or less indicates need for oxygen
supplementation and may be necessary only during periods of activity.
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Augmenting oxygen delivery to the tissues will help decrease fatigue.
Infusing RBCs increases hemoglobin level and treats anemia.

These actions help prevent/assess for life-threatening transfusion
reactions.

Mutually agreed-on goals promote adherence to increased activity levels,
which will increase the patient’s tolerance.

Nursing Diagnosis:

Risk for Bleeding

related to thrombocytopenia (for all patients receiving chemotherapy and
radiation therapy, as well as those with cancers involving the bone marrow)

Desired Outcome: The patient is free of signs and symptoms of bleeding as evidenced by
negative occult blood tests, HR 100 bpm or less, and systolic blood pressure (SBP) 90 mm Hg

or greater.

ASSESSMENT/INTERVENTIONS RATIONALES

Monitor platelet counts; identify whether the patient is at risk for
bleeding.

Perform a baseline physical assessment; assess for evidence of
bleeding.

Assess VS at least every shift or with each appointment if the patient
is not hospitalized.
II' Report SBP higher than 140 mm Hg.

Perform a psychosocial assessment, including the patient’s past
experience with thrombocytopenia; the effect of thrombocytopenia
on the patient’s lifestyle; and changes in patient’s work pattern,
family relationships, and social activities.

Avoid invasive procedures when possible, including intramuscular (IM)
injections.

- Platelets 150,000-300,000/mm?® = Normal risk for bleeding.

- Platelets less than 50,000/mm® = Moderate risk for bleeding. Initiate
thrombocytopenic precautions.

- Platelets less than 10,000/mm® = Severe risk for bleeding. The patient
may develop spontaneous hemorrhage.

Petechiae, ecchymosis, hematuria, hematemesis, tarry or bloody stools,
hemoptysis, heavy menses, headaches, somnolence, mental status
changes, confusion, and blurred vision signal bleeding and should be
reported promptly for timely intervention.

Hypotension and tachycardia are signs that signal bleeding and should be
reported promptly for timely intervention.

In the presence of thrombocytopenia, the patient is at risk for intracranial
bleeding when SBP is elevated.

This assessment identifies learning needs and necessity of skilled care
after hospital discharge.

IM injections and invasive procedures increase risk of bleeding. If
punctures are necessary, use of smaller gauge needles and gentle
pressure at the puncture site until bleeding stops will help prevent
hemorrhage.

continued

General Care Plans



PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Avoid use of rectal thermometer (use a tympanic thermometer when A rectal thermometer can damage rectal mucosa and cause rectal

(=)
=
<
= available). bleeding.
s Test all secretions and excretions. These may contain occult blood.
g’ “ For patients with platelet count less than 50,000/mm?, place a sign Notifying all who enter the patient’s room that the patient is at risk for
U_,?' on patient’s door indicating that thrombocytopenia precautions are bleeding optimally promotes the patient’s safety.
= in effect.
3 In the presence of bleeding, begin pad count for heavy menses; These actions quantify the amount of bleeding.
? measure quantity of vomiting and stool.
'E Discourage use of tampons. Tampons may cause vaginal trauma during placement, resulting in
E bleeding.
Apply direct pressure and ice to site of bleeding (VAD, venipuncture). Applying pressure and ice promote bleeding cessation.
Deliver platelet transfusions as prescribed and be alert to a Patients may lose blood from surgery, or the cancer may cause internal
transfusion reaction. bleeding. In addition, both radiation and chemotherapy affect cells in

the bone marrow, leading to low blood cell counts. Transfusion
reactions can occur when white cells or antigens were not removed

properly.

Initiate oral care at frequent intervals. Gentle oral care promotes integrity of gingiva and mucosa and helps
prevent bleeding and infection.

Advise brushing with a soft-bristle toothbrush after meals and before Hard bristles may damage the gingival and oral mucosa.
bed (hot water run over bristles may soften them further).

Avoid oral irrigation tools. In the presence of gum bleeding, teach use  Caution: Dental care should not be performed until the platelet count

of sponge-tipped applicator rather than toothbrush, avoiding approaches normal.
dental floss, and avoiding mouthwash with alcohol content.
Suggest use of normal saline solution mouthwashes 4 times a day Alcohol-based products irritate impaired oral tissue and could promote
and water-based ointment for lubricating lips. bleeding.
Implement bowel program and check with the patient daily for bowel If the patient’s platelet count is critically low, straining at stool must be
movement. avoided to prevent intraabdominal bleeding. Daily monitoring of bowel
pattern promotes early intervention if it is needed.
Assess need for stool softeners or psyllium. These agents help prevent constipation and straining, which could result in
bleeding.
Encourage high-fiber foods and adequate hydration (at least Hydration and fiber promote stools that are soft with adequate bulk, both
2500 mL/day) if not contraindicated due to co-morbid conditions. of which facilitate bowel movements without straining.
Avoid use of rectal suppositories, enemas, or harsh laxatives. These products increase risk of bleeding/infection from inadvertent trauma

to rectal mucosa.

Implement and teach measures that reduce risk of bleeding. Patients should use electric shaver; apply direct pressure and elevation for
3-5 min after injections and venipuncture; and avoid vaginal douche
and tampons and constrictive clothing. Alcohol is to be avoided as are
medications that could induce bleeding, such as aspirin or aspirin-
containing products, anticoagulants, and nonsteroidal antiinflammatory
drugs (NSAIDs). Patients should perform gentle nose blowing and use
emery board rather than clippers for nail care. Bladder catheterization
should be avoided if possible.

Caution the patient to abstain from sexual intercourse when the Sexual intercourse could traumatize vaginal, anal, and penile tissue,
platelet count is less than 50,000/mm?. Otherwise, instruct the causing bleeding or introduction of bacteria.
patient to use water-soluble lubrication during sexual intercourse.
Caution the patient to avoid anal intercourse.

Caution the patient to avoid activities that predispose to trauma or This information reduces the possibility of trauma that could result in
injury, and remove hazardous objects or furniture from the bleeding.
patient’s environment. Assist with ambulating if physical mobility
is impaired.

General Care Plans




Impaired Tissue Integrity

Cancer Care

1]

ASSESSMENT/INTERVENTIONS RATIONALES

If the patient’s platelet count is less than 20,000/mm?, teach the
importance of avoiding activities such as moving up in bed,

straining at stool, bending at the waist, and lifting heavy objects

(more than 10 Ib). Suggest bedrest if the platelet count is less
than 10,000/mm?.

See also: Chapter 65, “Thrombocytopenia,” p. 479.

Valsalva’s and other maneuvers that increase intracranial pressure put the
patient at risk for intracerebral bleeding.

[BIIPSA | LHVd

Nursing Diagnoses:
Impaired Skin Integrity
Impaired Tissue Integrity
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related to treatment with chemotherapy or biotherapy

Desired Outcome: Before chemotherapy, the patient identifies potential skin and tissue side
effects of chemotherapy and measures that will maintain skin integrity and promote comfort.

ASSESSMENT/INTERVENTIONS

RATIONALES

Transient Erythema/Urticaria:
Perform and document a pretreatment assessment of the
patient’s skin.

If a skin reaction occurs and the chemotherapy is infusing, halt
the chemotherapy temporarily.

Assess and document onset, pattern, severity, and duration of the
reaction after treatment.

Hyperpigmentation:

Inform the patient before treatment that this reaction is to be
expected and may or may not disappear over the first few
months when treatment is finished.

Caution the patient to wear sunscreen with a high sun protection
factor (SPF) and cover exposed areas.

Telangiectasis (Spider Veins):
Inform the patient that this reaction is permanent but that the
vein configuration will become less severe over time.

Photosensitivity:
Assess onset, pattern, severity, and duration of the reaction.

Pretreatment assessment enables a more accurate assessment of the
posttreatment reaction. Alterations of skin or nails that occur in conjunction
with chemotherapy are a result of destruction of the basal cells of the
epidermis (general) or of cellular alterations at the site of chemotherapy
administration (local). Transient erythema/urticaria may be generalized or
localized at the site of chemotherapy administration.

This action may prevent further skin/tissue damage until the nature of the
reaction can be ascertained.

Reactions are specific to the agent used and vary in onset, severity, and
duration. Usually they occur soon after chemotherapy is administered and
disappear in several hours.

Hyperpigmentation is believed to be caused by increased levels of epidermal
melanin-stimulating hormone. It can occur on the nail beds, on the oral
mucosa, or along the veins used for chemotherapy administration, or it can
be generalized. Hyperpigmentation is associated with many
chemotherapeutic agents, but incidence is highest with alkylating agents
and antitumor antibiotics. In addition, it can occur with tumors of the
pituitary gland.

Sunlight may exacerbate hyperpigmentation.

Telangiectasis is believed to be caused by destruction of the capillary bed and
occurs as a result of applications of topical carmustine and
mechlorethamine.

Photosensitivity is enhanced when skin is exposed to ultraviolet light. Acute
sunburn and residual tanning may occur with very short exposure to the
sun when receiving certain chemotherapy drugs. Photosensitivity can occur
during the time the agent is administered, or it can reactivate a skin
reaction caused by recent sun exposure before chemotherapy.

continued

General Care Plans



PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

“ Teach the patient to avoid exposing skin to the sun. Advise
wearing protective clothing and using an effective sun-
screening agent (SPF of 15 or higher).

Teach the patient to treat sunburns with comfort measures and
to consult the health care provider accordingly.

Hyperkeratosis:
“ For patients taking bleomycin, assess for the presence of skin
thickening and loss of fine motor function of the hands.

PART I: Medical-Surgical Nursing

In the presence of skin thickening, assess for fibrotic lung
changes: dyspnea, cough, tachypnea, and crackles.

Reassure the patient that skin thickening is usually reversible
when bleomycin has been discontinued.

Acne-Like Reaction:
Suggest use of commercial acne preparations, such as benzoyl
peroxide lotion, gel, or cream, to treat blemishes.

Teach Proper Skin Care:
- Avoid hard scrubbing.

- Avoid use of antibacterial soap. Use a mild plain soap.

- Avoid use of oil-based cosmetics.

Ulceration:
Assess for ulceration.

Treat ulcers with a solution of }; -strength hydrogen peroxide and

3, -strength normal saline gq4-6h.
Rinse with normal saline solution.

Expose the ulcer to air, if possible.

Be alert to signs of infection at the ulcerated site.

Radiation Recall Reaction:
Explain why radiation recall can occur and its signs and
symptoms.

Teach strategies to protect skin at the site of recall reaction.

- Avoid sun exposure, which may precipitate a reaction similar
to radiation recall.

- Avoid wearing tight-fitting clothes and harsh fabrics.

- Avoid excess heat or cold exposure to the area, salt water or
chlorinated pools, deodorants, perfumed lotions, cosmetics,
and shaving of the area.

- Use mild detergents, such as Ivory Snow.

General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Photosensitivity is enhanced when skin is exposed to ultraviolet light. Acute
sunburn and residual tanning can occur with short exposure to the sun.

Such measures as taking a tepid bath and using moisturizing cream and aloe
are usually effective.

Hyperkeratosis presents as a thickening of the skin, especially over hands, feet,
face, and areas of trauma. It is disfiguring and causes loss of fine motor
function of the hands.

Hyperkeratosis may be an indicator of more severe fibrotic changes in the
lungs that usually are not reversible.

The patient will be less anxious knowing the condition is usually reversible.

An acne-like reaction presents as erythema, especially of the face, and
progresses to papules and pustules, which are characteristic of acne and
will disappear when the drug is discontinued.

Scrubbing can cause skin breaks that enable bacterial entry.

Removal of nonpathogenic bacteria on the skin results in replacement by
pathogens, which are implicated in the genesis of acne.

0il can clog pores and trap bacteria.

Ulceration presents as a generalized, shallow lesion of the epidermal layer and
may be caused by several chemotherapeutic agents.

This solution effectively cleanses the lesions.

Normal saline rinses remove the cleansing solution from the skin.

A dark, moist, warm environment may promote bacterial growth and delay
healing.

Local warmth, swelling, tenderness, erythema, and purulent drainage may be
present at the site of ulceration and should be reported to the health care
provider for treatment.

Radiation recall can occur when chemotherapy is given after treatment with
radiation therapy. Radiation enhancement occurs when radiation and
chemotherapy are given concurrently. Both present as erythema, followed
by dry desquamation at the radiation site. More severe reactions can
progress to vesicle formation and wet desquamation. After the skin heals, it
may be permanently hyperpigmented.

These are preventive strategies that may lessen severity of radiation recall
reaction.



Impaired Skin Integrity

Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Dry, Pruritic Skin:
Explain why dry, pruritic skin can occur and its signs and
symptoms.

Teach strategies for treating this condition.

- Apply creams and water-based lotions several times a day,
avoiding perfumed products.

- Avoid hot bathing water and use only mild soaps.

- Manage pruritus with antipruritic medications such as
diphenhydramine or hydroxyzine hydrochloride.

- Teach patients receiving IL-2 to check with their health care
provider before using steroids because these may interfere
with therapy.

See Impaired Skin Integrity, which follows, for more details
about wound care.

Dry, pruritic skin commonly occurs with biotherapy (e.g., Interferon, IL-2) or
radiation recall reaction and should be treated aggressively. It may be
accompanied by a rash and eventual desquamation.

These are strategies that may lessen severity of dry, pruritic skin.

[BIIPSA | LHVd
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Nursing Diagnosis:

Impaired Skin Integrity

related to radiation therapy

Desired Outcome: Within 24 hr of instruction, the patient identifies skin reactions and
management interventions that will promote comfort and skin integrity.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the degree and extent of the skin reaction.

Teach the following skin care for the treatment field:

- Cleanse skin gently and in a patting motion, using mild soap, tepid
water, and soft cloth. Rinse the area and pat it dry.

- Apply cornstarch, A&D ointment, ointment containing aloe or lanolin,
or mild topical steroids as prescribed.

- Cleanse the area with }-strength hydrogen peroxide and normal
saline, using irrigation syringe. Rinse with saline or water and pat dry
gently.

- Use nonadhesive absorbent dressings for draining areas. Be alert to
signs and symptoms of infection.

- Use moisture- and vapor-permeable dressings, such as hydrocolloids
and hydrogels, on noninfected areas.

- Topical antibiotics (e.g., sulfadiazine cream) may be applied to open
areas susceptible to infection.

Débride wound of eschar.

Severe skin reactions may necessitate a delay in radiation treatments.

Skin reactions are graded as follows:

Grade 1: Faint erythema or dry desquamation.

Grade 2: Moderate to brisk erythema or patchy moist desquamation,
moderate edema.

Grade 3: Confluent moist desquamation, blisters, pitting edema.

Grade 4: Skin ulceration or necrosis of full thickness dermis.

(National Cancer Institute [NCI] Common Toxicity Criteria)

This information enables the patient to self-treat or obtain specialized
help for the skin reaction stage.

Grade 1 reactions often do not require special interventions other than
gentle, normal skin care.
This is the skin care protocol for a grade 2 reaction.

This is the skin care protocol for grade 3 skin reaction.

These dressings promote healing.
This is the skin care protocol for grade 4 reaction.

This measure is necessary before healing can occur.

continued

General Care Plans



PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

clean.)

ulceration.

After removing eschar (results in yellow-colored wound), keep the wound
clean. (Wet-to-moist dressings often are used to keep the wound

Collaborate with a Wound and Ostomy Care (WOC) nurse as needed.

Teach about the potential for altered pigmentation, atrophy, fragility, or

RATIONALES

This measure prevents infection.

This nurse is trained specifically and often certified in wound and
ostomy care.

These long-term skin changes are associated with radiation.

PART I: Medical-Surgical Nursing

Nursing Diagnoses:

Risk for Vascular Trauma

Impaired Tissue Integrity (or risk for same)

related to extravasation of vesicant or irritating chemotherapy agents

Desired Outcome: The patient’s tissue remains intact without evidence of inflammation or

tissue/vascular damage near the injection site.

ASSESSMENT/INTERVENTIONS RATIONALES

Ensure that vesicant chemotherapy is administered by a nurse who
is experienced in venipuncture and knowledgeable about
chemotherapy.

1]

Select the IV site carefully, using a new site if possible.

Avoid sites such as the antecubital fossa, wrist, or dorsal surface
of the hand.

Assess patency of the venous site before and during administration
of the drug. Instruct patient to report burning, itching, or pain
immediately.

Assess venous access site at frequent intervals.

Keep an extravasation kit readily available, along with institutional
guidelines for extravasation management.

In the event of extravasation, follow these general guidelines:

- Stop the infusion immediately and aspirate any remaining drug
from needle. To do this, first don latex gloves, then attach
syringe to the tubing and aspirate the drug.

General Care Plans

Vesicant agents have the potential to produce tissue damage and therefore
should be administered by a nurse skilled in venipuncture (Payne &
Savarese, 2013). Vesicant agents include dactinomycin, daunomycin,
doxorubicin, mitomycin C, epirubicin, estramustine, idarubicin,
mechlorethamine, mitoxantrone, paclitaxel, vinblastine, vincristine,
vindesine, and vinorelbine.

The following irritants have the potential to produce pain along the injection
site with or without inflammation: amsacrine, bleomycin, carmustine,
dacarbazine, doxorubicin liposome, etoposide, ifosfamide, plicamycin,
streptozocin, docetaxel, and teniposide.

Ideally the IV site will be newly accessed for vesicant administration. A site
older than 24 hr should be avoided because it will be difficult to ensure
vessel integrity.

In these sites there is increased risk of damage to underlying tendons or
nerves if extravasation occurs.

Extravasation of vesicants often causes immediate symptoms. Prompt
reporting of these symptoms by the patient will enable early intervention
to minimize tissue damage.

Pain, burning, and stinging are common with extravasation, as are erythema
and swelling around the needle site. Blood return should not be used as
the sole indicator to ascertain that extravasation has not occurred
inasmuch as blood return is possible even in the presence of
extravasation.

Not all vesicants have antidotes. When administering vesicants with known
antidotes, the antidote should be readily available in combination with the
extravasation kit. Because time is of the essence to minimize tissue
destruction when extravasation occurs, institutional guidelines or
extravasation kit must be readily accessible before initiating drug delivery.

Early intervention at the site of extravasation minimizes tissue damage.

This action removes as much drug as possible from the extravasated site,
thereby limiting tissue exposure.



Risk for Injury Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

O

- Consult chemotherapy infusion guidelines. These guidelines provide specifics regarding management of extravasation of E
individual drugs. -

- Leave the needle in place if using an antidote. The needle enables access if an antidote is to be used with the extravasated §
drug. %

- Do not apply pressure to the site. Apply a sterile occlusive Pressure may cause added tissue damage. Q-)c;
dressing, elevate the site, and apply heat or cold as =
recommended by guidelines. %

- Document the incident, noting date, time, needle insertion site, Documentation of actions taken ensures accuracy in case questions arise i
venous access device type and size, drug, drug concentration, later about how the extravasation was managed. Photos provide a =
approximate amount of drug extravasated, patient symptoms, reference point for evaluation. §

extravasation management, and appearance of the site. Review
institutional guidelines regarding necessity of photo
documentation. Assess the site at frequent intervals.

- Provide the patient with information about site care and Tissue damaged by extravasation may take a long time to heal or may
follow-up appointments for evaluation of the extravasation. If deteriorate so much that plastic surgery may be necessary. Patient needs
appropriate, collaborate with health care provider regarding a to understand these possibilities to ensure optimal extravasation
plastic surgery consultation. management.

Nursing Diagnosis:

Risk for Injury

(to staff, patients, and environment) related to improper preparation, han-
dling, administration, and disposal of chemotherapeutic agents

Desired Outcome: There is minimal chemotherapy exposure of staff and environment by
proper preparation, handling, administration, and disposal of waste by individuals familiar
with these agents.

Note: Pharmacists or specially trained and supervised personnel should prepare chemotherapy,
and nurses familiar with these agents should administer them. Institutional guidelines should be
readily available for safe preparation, handling, and potential complications such as spills or indi-
vidual contact with these drugs. A chemotherapy administration certification course, which includes
clinical mentoring, is highly recommended for nurses planning to administer chemotherapeutics.

Although no information is available regarding reproductive risks of handling chemotherapy
drugs in workers who use a biologic safety cabinet and wear protective clothing, employees who
are pregnant, planning a pregnancy (male or female), breastfeeding, or have other medical
reasons prohibiting exposure to chemotherapy drugs may elect to refrain from preparing or admin-
istering these agents or caring for patents during their treatment and up to 48 hr after completion
of therapy. Both spontaneous abortion and congenital malformation excesses have been docu-
mented among workers handling some of these drugs without currently recommended engineering
controls and precautions. The facility should have a policy regarding reproductive toxicity
of hazardous drugs and worker exposure in male and female employees and should follow that
policy (Centers for Disease Control and Prevention, 2013).

ASSESSMENT/INTERVENTIONS RATIONALES

IIl Implement the following measures when working with chemotherapy: use These measures minimize the potential for aerosolization with
a biologic safety cabinet (laminar flow hood); an absorbent, plastic- resultant inhalation and direct skin contact with chemotherapeutic
backed pad placed on the work area; latex gloves (powder free and a drugs during preparation.
minimum of 0.007 inch thick); full-length impervious (nonabsorbent)
gown with cuffed sleeves and back closure; and goggles. Wear gloves
and gowns during all handling and disposal of these agents.

continued

General Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

n Prime the IV tubing with diluent rather than with fluid containing the This enables the nurse to challenge the vein before infusing
chemotherapy agent. potentially tissue-irritating or damaging agents.
n Use syringes and IV administration sets with Luer-Lok fittings. These fittings prevent accidental dislodgement of needles or tubing
and thus an accidental chemotherapy spill.

n When removing the IV administration set, wear latex gloves and wrap These actions prevent direct or aerosol contact with the drug.
sterile gauze around the insertion port.
Place all needles (that have not been crushed, clipped, or recapped), Proper disposal of waste prevents accidental exposure to other
syringes, drugs, drug containers, and related material in a puncture- workers and the environment.

proof container that is clearly marked Biohazardous Waste. Note:
Follow this procedure for disposal of immunotherapy waste as well.

PART I: Medical-Surgical Nursing

n Wear latex gloves (and impermeable gown and goggles if splashing is The drug is excreted through urine and feces and is present in blood
possible) when handling all body excretions for 48 hr after and body fluids for approximately 48 hr after chemotherapy.
chemotherapy.

E‘ Ensure that only specially trained personnel clean a chemotherapy spill Chemotherapy spills could result in inadvertent exposure to other
using a spill kit. health care workers, the public, other patients, and the

environment. Therefore, only staff properly trained in handling
these agents should be allowed to manage a spill. Double-gloves,
eye protection, and an appropriate, full-length gown is worn.
Absorbent pads are used to absorb liquid; solid waste is picked up
with moist absorbent gauze; glass fragments are collected with a
small scoop—never with hands. These areas are cleansed three
times with a detergent solution. All waste is put in a biohazardous
waste container.

m In the event of skin contact with the drug, wash the affected area with Chemotherapeutic drugs may be absorbed through skin and mucous
soap and water. Notify the health care provider for follow-up care. If membranes.
eye contact occurs, irrigate the eye with water for 15 min and notify
the health care provider for follow-up care.

Nursing Diagnosis:

Risk for Injury

(to staff, other patients, and visitors) related to potential for exposure to sealed
sources of radiation, such as cesium-137 (*’Cs), iridium-192 (***Ir), iodine-
125 (*¥1), palladium-103, strontium-90, or samarium-153 (***Sm); or unsealed
sources of radiation, such as iodine-131 ("*'I) or phosphorus-32 (**P)

Desired Outcome: Staff and visitors verbalize understanding about potential adverse effects
of exposure to radiation and measures that must be taken to ensure personal safety.

ASSESSMENT/INTERVENTIONS RATIONALES

Assign the patient a private room (with private bathroom), and place These measures minimize radiation exposure risk to employees, other

an appropriate radiation precaution sign on the patient’s chart, patients, and visitors. Most institutions have a radiation safety

door, and ID bracelet. Be aware of appropriate radiation committee that helps provide and enforce guidelines to minimize
precautions (listed on safety precaution sheet) before beginning radiation risks to employees and the environment (committee guidelines
care of the patient. should be kept readily available). The committee approves certain

rooms that may be used for patients undergoing radioactive treatment
to minimize exposure to employees and other patients.

Follow radiologist or agency protocol for visitor restrictions. Visitors usually are restricted to 1 hr/day and should stand 6 ft from the
bed for their own protection.
Ensure that pregnant women and children younger than age 18 do Rapidly dividing cells (e.g., those of a fetus) are more susceptible to effects

not enter the room. of radiation.

General Care Plans



Imbalanced Nutrition: Less Than Body Requirements

Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Implement the two major principles involved in care of patients with
radiation sources: time and distance.

1]

Wear designated specialized gloves when in contact with secretions
and excretions of all patients treated with unsealed radiation
sources. Flush toilet at least three times after depositing urine or
feces from commode.

=

Save all linen, dressings, and trash from patients with sealed sources
of radiation.

Caution all staff members to use forceps, never the hands, to pick up
seeds.

Use disposable products for all patients with unsealed radiation.
Cover all articles in the room with paper to prevent contamination.

Attach a radiation badge (dosimeter) before entering the patient’s
room.

e I = B

These principles help ensure optimal care planning and staff and visitor
safety by minimizing amount of time spent in room of patients with
radiation sources, thus reducing exposure time and maximizing
distance from implant (e.g., if the implant is in the patient’s prostate,
stand at the head of bed [HOB]).

Time: Staff members should not spend more than 30 min/shift with the
patient and should not care for more than two patients with implants at
the same time. Staff should perform nondirect care activities in the hall
(e.g., opening food containers, preparing food tray, opening
medications). Linen should be changed only when it is soiled, rather
than routinely, and complete bed baths should be avoided.

Distance: Radiation exposure is greater the closer one is to the source.

Fluids from patients with unsealed radiation sources are a source of
radiation exposure.

Note: Urine from individuals with sealed radiation is not a source of
radiation exposure and can be discarded in the usual manner. However,
patients with implanted '#| seeds should save all urine so that it may
be assessed for presence of seeds.

The safety committee representative will analyze them before discard to
ensure seeds have not been misplaced, which could result in accidental
exposure to people or the environment.

For protection against radiation exposure, long, disposable forceps and a
sealed box should be kept in the room at all times in case displaced
seeds are found.

These actions prevent inadvertent radiation exposure via body fluids, which
will be radioactive for several days.

This badge monitors the amount of personal radiation exposure. According
to federal regulations, radiation should not exceed 400 mrem/mo.
Nurses who care for patients with radiation implants rarely receive this
much exposure.

Nursing Diagnosis:

Imbalanced Nutrition: Less Than Body Requirements

related to nausea and vomiting or anorexia occurring with chemotherapy,
radiation therapy, or disease; fatigue; or taste changes

Desired Outcome: At least 24 hr before hospital discharge, the patient and caregiver verbal-
ize understanding of basic nutritional principles to prevent further weight loss.

ASSESSMENT/INTERVENTIONS

RATIONALES

For Anorexia:
See Chapter 74, “Providing Nutritional Support,” Imbalanced Nutrition,
p. 542,

Weigh the patient daily.

Assess food likes and dislikes, as well as cultural and religious
preferences related to food choices.

Nausea, vomiting, anorexia, and taste changes all may contribute to
weight loss.

Providing foods on the patient’s “like” list as often as feasible and
avoiding foods on “dislike” list optimally will promote sufficient
intake. However, foods previously enjoyed may become undesirable,
whereas previously disliked foods may appeal.

continued

General Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Explain that anorexia may be caused by the pathophysiology of cancer
and surgery or side effects of chemotherapy and radiation therapy.

Consult with a nutritionist and teach the importance of increasing caloric
and protein intake.

Suggest that the patient eat several small meals at frequent intervals
throughout the day.

Encourage use of nutritional supplements.

If indicated, consult the patient’s health care provider regarding use of
megestrol acetate and prednisone.

For Nausea and Vomiting:

Assess the patient’s pattern of nausea and vomiting: onset, frequency,
duration, intensity, and amount and character of emesis.

Explain that nausea and vomiting may be side effects of chemotherapy
and radiation therapy.

Teach the patient to take the antiemetic, if prescribed, 1 hr before
chemotherapy and to continue to take the drug as prescribed.
Consider duration of previous nausea and vomiting episodes
following chemotherapy when recommending antiemetic
administration schedule.

Explain that antiemetics are most effective if taken prophylactically or at
nausea onset.

Teach the patient to eat cold foods or foods served at room
temperature.

Suggest intake of clear liquids and bland foods.

Teach the patient to avoid sweet, fatty, highly salted, and spicy foods,
as well as foods with strong odors, any of which may increase
nausea.

Minimize stimuli such as smells, sounds, or sights, all of which may
promote nausea.

Encourage the patient to eat sour or mint candy during chemotherapy.

If not contraindicated, teach the patient to take oral chemotherapy with
antiemetics at bedtime.

Encourage the patient to explore various dietary patterns. Suggest that
the patient avoid eating or drinking for 1-2 hr before and after
chemotherapy and to follow a clear liquid diet for 1-2 hr before and
1-24 hr after chemotherapy.

Suggest that the patient avoid contact with food while it is being cooked
and avoid being around people who are eating.

General Care Plans

Taste and olfactory receptors have a high rate of cell growth and may
be sensitive to chemotherapy and radiation therapy.

Increasing calories augments energy, minimizes weight loss, and
promotes tissue repair. Increasing protein facilitates repair and
regeneration of cells.

Smaller, more frequent meals are usually better tolerated than larger
meals.

Adequate protein and calories are important for healing, fighting
infection, and providing energy.

These agents have proved to have a positive influence on appetite
stimulation and weight gain in individuals with cancer. Megestrol
acetate is a progestogen similar to the hormone progesterone. It is
used to treat breast cancer primarily, but because it is an appetite
stimulant, it may be used for patients who have loss of appetite and
weight loss in advanced cancer. Prednisone is a synthetic hormone
called a “steroid” that is used in the treatment of many diseases and
conditions, and it also has the effect of increasing appetite. These
medications must be monitored closely for adverse effects.

Nausea and vomiting may occur with advanced cancer, bowel
obstruction, some medications, and metabolic abnormalities.

Knowledge about the pattern of nausea and vomiting enables use of
proper medication, route, and timing.

The pathophysiology of nausea and vomiting is complex and involves
transmission of impulses to receptors in the brain. Various
antiemetics work at different points in the nausea/vomiting cycle.
This action helps ensure coverage of the expected emetogenic
period of the chemotherapy agent given.

Nausea is better controlled when the goal is prevention.

The odor of hot food may aggravate nausea.

Strong odors and tastes can stimulate nausea or suppress appetite.
Same as above.

Previous stimuli associated with nausea may provoke anticipatory
nausea.

These candies decrease unpleasant, metallic taste.

This therapeutic combination and its timing help minimize incidence of
nausea.

Some patients become nauseated in anticipation of chemotherapy.
Reducing intake at this time may lessen this symptom.

Prolonged exposure to smells can extinguish appetite or promote
nausea.



Impaired Oral Mucous Membrane

Cancer Care

1]
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ASSESSMENT/INTERVENTIONS

Advise eating small, light meals at frequent intervals (5-6 times/day).

Suggest that the patient sit near an open window.

Help the patient find an appropriate distraction technique (e.g., music,
television, reading).

Teach the patient to use relaxation techniques.

Instruct the patient to slowly sip clear liquids such as broth, ginger ale,
cola, tea, or gelatin; suck on ice chips; and avoid large volumes of
water.

For Fatigue:
If easily fatigued, encourage the patient to eat frequent, small meals and
document intake.

Provide foods that are easy to eat.

If the patient wears oxygen during exertion, encourage wearing it while
eating.

Avoid offering meals immediately after exertion.

For Taste Changes:
Suggest trying foods not previously enjoyed.

Encourage good mouth care; assess mucous membrane for thrush,
lesions, or mucositis.

Suggest trying strongly flavored foods.

RATIONALES

Presenting large volumes of food can be overwhelming, thereby
extinguishing the appetite or causing nausea.

Breathing fresh air when feeling nauseated may relieve nausea.

Helping focus on things other than nausea may be helpful in nausea
management.

These techniques may help prevent anticipatory nausea and vomiting.
These actions help to increase oral moisture to relieve dry mouth.

Buisinp [eaifing

The energy required to consume and digest a large meal may
exacerbate fatigue and discourage further nutritional intake.

“Finger foods” (e.g., crackers with cheese or peanut butter, nuts,
chunks of fruit, smoothies) require less energy expenditure to eat
and enable patient to eat in a position of comfort rather than sitting
at a table, which requires more energy.

Food consumption requires energy. A fatigued, hypoxic person likely will
consume less food.

A fatigued person will be less likely to want to eat and will tire quickly
while eating, which also requires energy expenditure.

Previously enjoyed foods may no longer seem attractive, whereas foods
that were once undesirable may now seem pleasant.

Thrush infections can cause taste alterations yet are easily treated. A
coated tongue may interfere with ability to taste.

Patients often report that usual foods taste like sawdust.

Nursing Diagnosis:

Impaired Oral Mucous Membrane

related to side effects of chemotherapy or biotherapy; radiation therapy to the
head and neck; ineffective oral hygiene; gingival diseases; poor nutritional
status; tumors of the oral cavity and neck; and infection

Desired Outcomes: The patient complies with the therapeutic regimen within 1 hr of
instruction. The patient’s oral mucosal condition improves as evidenced by intact mucous
membrane; moist, intact tongue and lips; and absence of pain and lesions.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the oral mucosa for integrity, color, and signs of infection.

For patients with myelosuppression, caution not to floss teeth or use
oral irrigators or a stiff toothbrush.

Patients receiving cancer treatments are at risk for problems of the oral
cavity such as dryness, lesions, inflammation, infection, and
discomfort.

The oral cavity is a prime site for infection in a myelosuppressed
patient. Actions such as brushing with a stiff toothbrush and flossing
could affect integrity of the oral mucous membrane and place
patients at risk for infection. Patients should consult with a dentist as
indicated.

continued

General Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

Be aware that some patients may require parenteral analgesics, such as
morphine.

Suggest to patients with xerostomia (dryness of the mouth from a lack
of normal salivary secretion) caused by radiation therapy that they
may benefit from chewing sugarless gum; sucking on sugarless
candy, frozen fruit juice pops, or sugar-free Popsicles; or taking
frequent sips of water. Saliva substitutes are another option,
although they are expensive and do not last long.

Advise frequent dental follow-ups.

RATIONALES

Parenteral analgesics may be necessary to relieve pain and promote
adequate nutritional intake in patients with moderate to severe
mucositis.

These products replenish oral hydration and promote mucous membrane
integrity. A dry mouth also interferes with nutritional intake.

Lack of or decrease in salivary fluid predisposes patients to dental
caries. Fluoride treatment is recommended for these patients for this
reason.

Nursing Diagnosis:

Impaired Swallowing

related to mucositis of the oral cavity or esophagus (esophagitis) occurring
with radiation therapy to the neck, chest, and upper back; use of chemo-

therapy agents; obstruction (tumors); or thrush

Desired Outcomes: Before food or fluids are given, the patient exhibits the gag reflex and is
free of symptoms of aspiration as evidenced by RR 12-20 breaths/min with normal depth
and pattern (eupnea), normal skin color, and the ability to speak. Following instruction, the
patient verbalizes early signs and symptoms of esophagitis, alerts the health care team as soon
as they occur, and identifies measures for maintaining nutrition and comfort.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess for evidence of impaired swallowing with concomitant respiratory

difficulties.

Teach the patient early signs and symptoms of esophagitis and of

stomatitis and the importance of reporting symptoms promptly if they

occur.

Assess the patient’s dietary intake and weight, teaching the following
guidelines:

- Maintain a high-protein diet.
- Eat foods that are soft and bland.

- Add milk or milk products to the diet (for individuals without
excessive mucus production).

- Add sauces and creams to foods.
- Ensure adequate fluid intake of at least 2 L/day.

Implement the following measures that promote comfort, and discuss
them with the patient accordingly:

General Care Plans

Esophagitis can occur with radiation therapy to the neck, chest, and
upper back or be caused by chemotherapy agents, tumors, or
thrush. Impaired swallowing places patients at risk for aspiration
and necessitates aspiration precautions.

Sensation of a lump in the throat with swallowing, difficulty with
swallowing solid foods, and discomfort or pain with swallowing
occur early in esophagitis. Signs of stomatitis include generalized
burning sensation of the oral cavity, white patches on oral mucosa,
ulcerations, and pain. Patients should report these indicators
promptly to the health care team if they occur so that timely
interventions can be made.

Impaired swallowing predisposes patients to nutritional deficits. Dietary
intake should be monitored closely to evaluate early weight loss
trends.

Protein promotes healing.
These foods minimize pain while swallowing.
These products coat the esophageal lining to facilitate swallowing.

These foods may facilitate swallowing.

Patients with impaired swallowing are at risk for dehydration because
they may avoid drinking and eating to prevent pain.

Reducing pain associated with swallowing will assist in maintaining
adequate nutritional intake.



Impaired Urinary Elimination

Cancer Care

1]

ASSESSMENT/INTERVENTIONS RATIONALES

- Use a local anesthetic or solution as prescribed to minimize pain with
meals.

Advise the patient to use the solution as directed and to be aware that
his or her gag reflex may be decreased.

- Suggest that the patient sit in an upright position during meals and
for 15-30 min after eating.

- Obtain a prescription for analgesics and administer as prescribed.
Teach the importance of taking analgesics before eating or drinking
to promote proper nutrition and hydration.

Encourage frequent oral care with normal saline and sodium bicarbonate
solution (1 teaspoon of each to 1 quart of water).

Teach the patient to avoid irritants, such as alcohol, tobacco, and
alcohol-based commercial mouthwashes.

Have suction equipment readily available in case the patient experiences

aspiration. Educate the patient about ways to manage oral secretions.

Suction the mouth as needed, using low, continuous suction equipment.

Teach the patient to expectorate saliva into tissues, and dispose of it per
institutional policy.

See also: Chapter 74, “Providing Nutritional Support,” Impaired
Swallowing, p. 547, for desired outcomes and interventions.

Lidocaine 2% and diphenhydramine may be taken by the patient via
swish and spit or swallow before eating. Some solutions such as
Magic Mouthwash may be prescribed by the health care provider
for oral mucositis symptom relief. Although the specific ingredients
can be tailored by the provider, common ingredients include an
antibiotic to kill bacteria around a sore, an antihistamine or local
anesthetic such as lidocaine to reduce pain and discomfort, an
antifungal, a corticosteroid, and an antacid to help coat the inside
of the mouth (Mayo Clinic, 2013).

The patient should wait approximately 30 min before eating or drinking
to allow the solution to work and to eat and drink carefully due to
the potential decrease of the gag reflex.
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Esophageal reflux may occur with obstructions and can be distressing.

Discomfort may prevent patients from maintaining adequate nutritional
intake. If pain is unrelieved with mild analgesics, an opioid such as
oxycodone or morphine may be necessary.

Impaired mucous membranes are at risk for infection with bacteria,
yeast, and viruses.

Irritants exacerbate discomfort and may prevent intake of adequate
nutrients.

Esophageal reflux may occur with obstructions and can be distressing
and cause aspiration.

Suction helps manage secretions and prevent aspiration.

This intervention helps patient manage oral secretions using proper
infection control measures.

Nursing Diagnosis:

Impaired Urinary Elimination

related to hemorrhagic cystitis occurring with cyclophosphamide/ifosfamide
treatment; or renal toxicity caused by medications, disease process, or

treatments

Desired Outcomes: Patients receiving cyclophosphamide/ifosfamide test negative for blood
in their urine, and patients receiving cisplatin exhibit urinary output of 100 mL/hr or more
1 hr before treatment and 4-12 hr after treatment. Patients with leukemia and lymphomas
and those taking methotrexate exhibit urine pH of 7.5 or higher.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and ensure adequate hydration during treatment and for at
least 24 hr after treatment for patients taking cyclophosphamide,
ifosfamide, methotrexate, or cisplatin. Teach the importance of
drinking at least 2-3 L/day. IV hydration also may be required,
especially with high-dose chemotherapy.

Adequate hydration ensures sufficient dilution of the drug by urine in the

urinary system and prevents exposure of renal cells to high drug
concentrations and possible toxicity. Renal failure also may ensue when
cellular breakdown products deposit in the renal tubules when patients
have been inadequately hydrated before the chemotherapy given for
leukemia or lymphoma.

continued

General Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

Administer cyclophosphamide early in the day. Encourage the patient
to urinate g2h during the day and before going to bed at night.

n Test urine for the presence of blood, and report positive results to the

health care provider.

for 48 hr after treatment. Be alert to decreasing urinary output.

Ensure that mesna is administered before or with ifosfamide but
before high doses of cyclophosphamide. Then mesna is
administered 4 and 8 hr after the infusion of Ifosfamide (or via a
continuous infusion).

Test all urine for the presence of blood.

Promote fluid intake to maintain urine output at approximately
100 mL/hr. Assess 1&0 during infusion and for 24 hr after therapy
to ensure that this level of urinary output is attained.

For patients receiving cisplatin, prehydrate with IV fluid (150-200 mL/
hr). Assess I&0 hourly for 4-12 hr after therapy.

Promote fluid intake for at least 24 hr after treatment, especially for
patients taking diuretics. Notify the health care provider promptly
if urine output drops to less than 100 mL/hr.

In patients with leukemia and lymphoma, assess 1&0 q8h, being alert
to decreasing output. Test urine pH with each voiding to ensure
that it is 7.5 or higher.

Administer sodium bicarbonate or acetazolamide (Diamox) as
prescribed.

Administer allopurinol as prescribed.

Assess patients with leukemia and lymphoma for the presence of
urinary calculi. For more information, see Chapter 31, “Ureteral
Calculi.”

Teach signs of cystitis: fever, pain with urination, malodorous or
cloudy urine, blood in the urine, and urinary frequency and
urgency. Instruct the patient to notify the health care professional
if these signs and symptoms occur.

ess input and output (1&0) at least q8h during high-dose treatment

ASSESSMENT/INTERVENTIONS RATIONALES

These actions help minimize retention of metabolites in the bladder,
especially during the night.

Hemorrhagic cystitis can occur in patients taking cyclophosphamide/
ifosfamide and should be reported promptly to ensure timely
intervention.

Most chemotherapy drugs are eliminated from the body within a 48-hr
period. Maintaining adequate urine output for 48 hr prevents high drug
metabolite concentrations in the kidneys and bladder.

Mesna inhibits the hemorrhagic cystitis caused by ifosfamide/
cyclophosphamide. The half-life of mesna is shorter than the half-life of
ifosfamide/cyclophosphamide. Therefore, multiple doses or continuous
infusion of mesna beyond the end of the ifosfamide/cyclophosphamide
infusion is required to prevent urotoxicity.

Ifosfamide and cyclophosphamide can cause hemorrhagic cystitis.

Adequate fluid intake and resultant urinary output ensure that
chemotherapy metabolites in high concentrations do not stay within the
urinary system for prolonged periods.

This amount of hydration helps ensure that urine output is maintained at
100-150 mL/hr or more, which decreases the potential for
nephrotoxicity, a potential side effect of cisplatin. Patients may require
diuretics to maintain this output. Cisplatin can be administered as soon
as urine output is 100-150 mL/hr.

Continual flushing of the urinary system prevents concentration of cisplatin
metabolites in the kidneys and potential associated nephrotoxicity.
Urine output should be kept at a relatively high level.

If cellular breakdown products that occur from the chemotherapy effect on
tumor cells are allowed to concentrate in the renal tubules, renal failure
can occur. Proper hydration prevents this potential cause of renal
failure. Alkaline urine promotes excretion of uric acid that results from
tumor lysis associated with treatment of leukemia and lymphoma.

These agents alkalinize the urine.

Allopurinol prevents uric acid formation and is often administered before
chemotherapy for patients with leukemia or lymphoma.

Hyperuricemia may be caused by chemotherapy treatment for leukemia
and lymphoma. The rapid cell lysis and increased excretion of uric acid
may result in renal calculi.

Cystitis can occur secondary to cyclophosphamide and ifosfamide
treatment and should be reported to the health care provider for timely
intervention.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the type of, procedure for, and purpose of radia-

tion implant (internal radiation) and measures for preventing and managing

complications

Desired Outcome: Before the radiation implant is inserted, the patient and significant other/
caregiver verbalize understanding of the implant type and procedure and identify measures

for preventing and managing complications.

General Care Plans



Deficient Knowledge

Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Determine the patient’s and caregiver’s level of understanding of the
radiation implant. Explain the following, as indicated.

- Afterloading

- Preloading

Explain that the implant is used to provide high doses of radiation
therapy to one area.

Explain that radiation precautions (see Risk for Injury, p. 26) are
required.

Teach the following assessment guidelines and management
interventions for specific types of implants:

Gynecologic Implants:

Explain that the following may occur: vaginal drainage, bleeding, or
tenderness; impaired bowel or urinary elimination; and phlebitis.
Instruct the patient to report any of these or any associated signs
and symptoms.

Explain that complete bedrest is required.

Advise that a low-residue diet and medications to prevent bowel
elimination may be prescribed.

Teach the patient to perform isometric exercises while on bedrest.

Encourage the patient to take analgesics routinely for pain or to
request analgesic before pain becomes severe.

Explain the importance of and rationale for wearing antiembolism
hose and performing calf-pumping and ankle-circling exercises
while on bedrest. If prescribed, describe rationale for and use of
sequential compression devices or pneumatic foot pumps.

Explain that ambulation will be increased gradually when bedrest no
longer is required (see Chapter 4, “Prolonged Bedrest,” p. 61, for
guidelines after prolonged immobility).

Explain that after the radiation source has been removed, the patient
should dilate her vagina either through sexual intercourse or a
vaginal dilator.

Head and Neck Implants:

After a complete nutritional assessment, discuss measures for
nutritional support during the implantation, such as a soft or liquid
diet, a high-protein diet, and optimal hydration (more than
2500 mL/day).

Teach signs and symptoms of infection at the site of implantation.

This assessment helps ensure that materials are selected and presented in
a manner that is culturally and educationally appropriate.

Knowledge level will determine content of the individualized teaching plan.
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Implant carrier is inserted in the operating room, and radioactive source is
inserted later.

Radioactive source is implanted with carrier.
This method spares normal tissue from radiation.
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These precautions protect the patient, health care team, other patients,
and visitors.

An informed patient likely will report untoward signs and symptoms
promptly to ensure timely treatment.

Bedrest helps prevent displacement of implants. HOB may be elevated to
30-45 degrees, and the patient may logroll from side to side. A urinary
catheter is placed to facilitate urinary elimination.

These interventions help prevent bowel movements during the implant
period. Generally a bowel clean-out (oral cathartics and/or enemas until
clear) is prescribed.

Isometric exercises minimize risk of contractures and muscle atrophy and
promote venous return during bedrest.

These actions help keep pain at a minimal level. Prolonged stimulation of
pain receptors results in increased sensitivity to painful stimuli and
increase amount of drug required to relieve pain.

These actions help prevent the lower extremity venostasis,
thrombophlebitis, and emboli that can occur during enforced bedrest.

Gradual increments in ambulation will promote return to normal body
function without undue stress on the body.

These actions help prevent vaginal fibrosis or stenosis.

Irradiated tissues may be swollen, irritated, and painful, which may
interfere with nutritional intake. A high-protein diet promotes healing.

Fever, pain, swelling, local increased warmth, erythema, and purulent
drainage at the implantation site may occur. Patients should report
these indicators promptly to ensure timely treatment.

continued

General Care Plans
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n When appropriate, advise need for careful and thorough oral hygiene
while the implant is in place.

Encourage the patient to take analgesics routinely for pain or to
request analgesic before pain becomes severe.

PART I: Medical-Surgical Nursing

Advise the patient to use a humidifier.

Identify alternative means for communication if the patient’s speech
deteriorates. Consult speech therapist as appropriate.

Breast Implants:
IZ' Teach signs of infection that may appear in the breast.

Teach the importance of avoiding trauma at the implant site and
keeping skin clean and dry.

Encourage the patient to take analgesics routinely for pain or to
request analgesic before pain becomes severe.

Prostate Implants:
Explain need for the patient to use a urinal for voiding.

Instruct the patient or caregiver to report dysuria, decreasing caliber
of stream, difficulty urinating, voiding small amounts, feelings of
bladder fullness, or hematuria.

Inform the patient that linen, dressings, and trash need to be saved.

Encourage the patient to take analgesics routinely for pain or to
request analgesic before pain becomes severe.

Caution that the caregiver should limit amount of time spent close to

implant site.

ASSESSMENT/INTERVENTIONS RATIONALES

Irradiated tissues are vulnerable to infection by bacteria, yeast, and
viruses.

Note: When implants are placed within the tongue, palate, or other
structures of the buccal cavity, patients should not perform oral
hygiene. Oral hygiene will be specifically prescribed by the health care
provider and generally accomplished by the nurse. Improper mouth
care could result in dislodgement of the device, pain, or improper
cleansing.

These actions help ensure optimal pain management. Prolonged
stimulation of pain receptors results in increased sensitivity to painful
stimuli and increases amount of drug required to relieve pain.

A humidifier will aid in maintaining moist mucous membranes and
secretions. The patient should be instructed in procedures for cleaning
the humidifier to avoid introduction of bacteria.

Patients should be aware that cards, Magic Slate, pencil and paper, and
picture boards are potential communication measures. Preparing
patients before impairment likely would reduce anxiety.

Pain, fever, swelling, erythema, warmth, and drainage at insertion site are
indicators of infection and should be reported immediately for timely
treatment.

These actions will help maintain skin integrity, prevent infection, and
promote healing.

Pain is more efficiently managed when pain medications are administered
promptly and before it becomes severe. Prolonged stimulation of pain
receptors results in increased sensitivity to painful stimuli and will
increase the amount of drug required to relieve pain.

Use of a urinal will help ensure that urinary output is measured every shift
and enable inspection of urine for the presence of radiation seeds.

Localized inflammation from radiation may cause urinary obstruction.

This information helps ensure that all radiation seeds will be accounted for.

Pain is more efficiently managed when pain medications are administered
promptly and before it becomes severe. Prolonged stimulation of pain
receptors results in increased sensitivity to painful stimuli and will
increase amount of drug required to relieve pain.

This precaution helps ensure the caregiver’s protection from the radiation
source.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the purpose and procedure for external beam
radiation therapy, appropriate self-care measures after treatment, and avail-

able educational and community resources

General Care Plans

Desired Outcome: Before external radiation beam therapy is initiated, the patient and sig-
nificant other/caregiver identify its purpose and describe the procedure, appropriate self-care
measures, and available educational and community resources.



Deficient Knowledge Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

O
>
See the first eight assessment/interventions under Deficient ==
Knowledge related to chemotherapy, which follows. =
Provide information about the treatment schedule, duration of each Outlining the plan of care reduces anxiety and helps the patient and %
treatment, and number of treatments planned. family plan their lives and activities accordingly. =3
Radiation therapy usually is given 5 days/wk, Monday through Friday. The 2
treatment itself lasts only a few minutes; the majority of the time is g
spent preparing patient for treatment. Immobilization devices and %
shields are positioned before treatment to ensure proper delivery of v}
radiation and to minimize radiation to surrounding normal tissue. 5
Explain that the skin will be marked with pinpoint dots called fattoos. Tattoos, which are permanent, assist technicians in positioning the %
radiation beam accurately and ensuring precise delivery of the «
radiation.
Caution that it is important not to use skin lotions, deodorants, or Some products may interfere with radiation.
soaps unless approved by the radiation therapy provider.
Discuss side effects that may occur with radiation treatment and Systemic side effects include fatigue and anorexia; however, the most
appropriate self-care measures. See other nursing diagnoses and commonly occurring side effects appear locally (e.g., side effects
interventions in this section for more detail about local side effects. associated with head and neck radiation include mucositis,

xerostomia, altered taste sensation, dental caries, sore throat,
hoarseness, dysphagia, headache, and nausea and vomiting).

Teach strategies that help prevent skin breakdown. These strategies include preventing local irritation by clothing, belts, or
collars; avoiding chemical irritants such as alcohol, deodorants, or
lotions; avoiding sun exposure of irradiated areas; and avoiding tape
application to the radiation field.

Provide written materials that list radiation side effects and their Supplemental written materials enhance knowledge and understanding.
management.

Provide information about community resources for transportation to Stress associated with travel to a radiation center may interfere
and from the radiation center and for skilled nursing care, as significantly with the lives of family members and may even give
needed. patients cause to terminate treatment. Home care nurses can assist

the patient and family at home as treatment progresses and side
effects become more pronounced.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with chemotherapy and the purpose, expected side
effects, and potential toxicities related to chemotherapy drugs; appropriate
self-care measures for minimizing side effects; and available community and
educational resources

Desired Outcome: Before the nurse administers specific chemotherapeutic agents, the patient
and caregiver(s) verbalize knowledge about potential side effects and toxicities, appropriate
self-care measures for minimizing side effects, and available community and educational

resources.
ASSESSMENT/INTERVENTIONS RATIONALES
Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and
comprehension). Assess culture and culturally specific information presented in a manner that is culturally and educationally
needs. appropriate.
Establish the patient’s and caregiver’s current level of knowledge about Understanding the knowledge level of the patient and caregiver will
the patient’s health status, goals of therapy, and expected outcomes. facilitate development of an individualized teaching plan.

continued
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ASSESSMENT/INTERVENTIONS

Assess the patient’s and caregiver’s cognitive and emotional readiness
to learn.

Assess barriers to learning. Define all terminology as needed. Correct
any misconceptions about therapy and expected outcomes.

Provide written materials to reinforce information taught.

Assess the patient’s and caregiver’s learning needs and establish
short-term and long-term goals. Identify preferred methods of
learning and amount of information they would like to receive.

Use individualized verbal and audiovisual strategies. Give simple, direct
instructions; reinforce this information often.

Provide an environment free of distractions and conducive to teaching
and learning.

Discuss medications the patient will receive. Provide both written and
verbal information.

Provide emergency phone numbers.

Identify appropriate community resources to assist with transportation,
costs of care, emotional support, and skilled care as appropriate.

RATIONALES

To facilitate learning, teaching must be tailored to comprehensive
abilities. The denial process may prevent comprehension of teaching
content.

Barriers, including ineffective communication, inability to read,
neurologic deficit, sensory alterations, fear, anxiety, or lack of
motivation will affect learning and the teaching plan.

The ACS, NCI, pharmaceutical companies, and other organizations
publish high-quality patient education materials the nurse may use
to complement any verbal teaching.

Identifying preferred methods of learning and amount of information
they would like to receive enables the nurse to develop a teaching
plan based on this information.

These strategies promote learning and comprehension. Because anxiety
may interfere with comprehension, repetition will help reinforce
teaching.

A quiet setting free of distraction facilitates learning and retention.

To help ensure that retention has occurred, the patients should be able
to verbalize accurate knowledge about route of administration,
duration of treatment, schedule, frequency of laboratory tests, most
common side effects and toxicities, follow-up care, and appropriate
self-care.

These numbers should be used in case patient develops fever or side
effects of chemotherapy that require emergent intervention.

Community resources may provide comfort for families under stress
and prevent psychosocial issues from interfering with the plan
of care.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with immunotherapy and its purpose, potential side
effects and toxicities; appropriate self-care measures to minimize side effects;

and available community and education resources

Desired Outcome: Before immunotherapy is administered, the patient and significant other/
caregiver verbalize understanding of its purpose, potential side effects and toxicities, appro-
priate self-care measures to minimize side effects, injection technique and site rotation (if
appropriate), and available community and education resources.

ASSESSMENT/INTERVENTIONS RATIONALES

See the first eight assessment/interventions under Deficient Knowledge

related to chemotherapy, earlier.

Teach proper injection technique and site rotation schedule. Teach the
importance of recording the site of injection, time of administration,
side effects, self-management of side effects, and any medications
taken, as well as proper disposal of needles.

Teach proper handling and storage of medication (e.qg., refrigeration). As

appropriate, arrange for community nursing follow-up for additional
supervision and instruction.

General Care Plans

These patients often give their own injections of interferon. A diary or
log will facilitate self-care.

Home care nursing support may reinforce teaching, assist with patient
monitoring, and provide emotional support to patient and family.



Disturbed Body Image

Cancer Care

ASSESSMENT/INTERVENTIONS RATIONALES

Teach importance of being alert to the side effects of interferon.

Suggest that the patient take acetaminophen, with health care provider’s
approval, to manage these symptoms, but avoid aspirin and NSAIDs.

Assess 1&0 and weight closely for hospitalized patients and teach these
assessments to patients.

Teach the patient to monitor and record temperature twice daily and to
drink 2000-3000 mL fluid/day.

Provide information regarding nutritional supplementation.

See also: Chapter 74, “Providing Nutritional Support,” p. 539.

Fever, chills, and flulike symptoms are expected side effects of
interferon.

Aspirin and NSAIDs may interrupt the action of interferon.

[BIIPSA | LHVd

Fluid shifts may occur with IL-2 treatment.

These actions enable detection of fever, an expected interferon side
effect, and replace fluid losses that can occur as a result.

Dose-related anorexia and weight loss are other common side effects
of interferon.
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Nursing Diagnosis:

Disturbed Body Image

related to alopecia occurring with radiation therapy to the head and neck or

administration of certain chemotherapeutic agents

Desired Outcome: The patient discusses the effects alopecia may have on self-concept, body
image, and social interaction and identifies measures to cope satisfactorily with alopecia.

ASSESSMENT/INTERVENTIONS RATIONALES

Discuss potential for hair loss before treatment.

- Radiation therapy of 1500-3500 cGy to the head and neck will
produce either partial or complete hair loss.

- Radiation therapy of more than 4000 cGy usually results in
permanent hair loss.

- Hair loss associated with chemotherapy is temporary and related
to specific agent, dose, and duration of administration.

Assess the impact hair loss has on the patient’s self-concept, body
image, and social interaction.

Caution about the inadvisability of scalp hypothermia and tourniquet
applications during IV chemotherapy.

Suggest measures for women, such as cutting their hair short before
treatment and selecting a wig before hair loss occurs that
matches color and style of their own hair. Suggest wearing a hair
net or turban during hair loss to help collect hair as it falls out.

Patients need to be informed about expected hair loss, depending on type
of therapy, to develop strategies for coping and adaptation.

Hair loss is usually temporary and loss onset usually occurs 14-21 days
from initiation of treatment. Regrowth begins as early as 2-3 months
after final treatment but in some cases may take longer. This
knowledge is likely to be reassuring to the patient.

Patients may need to develop strategies for permanent hair loss.

Regrowth usually begins 1-2 mo after last treatment and hair often
temporarily grows back a different texture. Common chemotherapeutic
agents that cause alopecia include actinomycin D, amsacrine,
bleomycin, cyclophosphamide, daunomycin, docetaxel, doxorubicin,
epirubicin, etoposide (VP-16), topotecan (Hycamtin), idarubicin,
ifosfamide, irinotecan (CPT-11), paclitaxel, teniposide, vinblastine, and
vincristine.

Alopecia is an extremely stressful side effect for most people. For some
men, beard loss is disturbing as well.

These measures have not proved to be effective in minimizing hair loss
and are contraindicated with some malignancies.

These measures may help minimize the psychological impact of hair loss.
Being prepared by having head coverings available when hair loss
actually occurs may reduce anxiety surrounding the event. Wearing
scarves, hats, caps, turbans, makeup, and accessories may enhance
self-concept. Note: Wigs are tax deductible and often are reimbursed
by insurance with appropriate prescriptions. Some centers and
communities have wig banks that provide used and reconditioned wigs
at no cost.

continued

General Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

Inform the patient that hair loss may occur on body parts other than Areas such as the axillae, groin, legs, eyes (eyelashes and eyebrows), and
the head. face also may lose hair. Loss of facial hair makes it difficult for makeup
to stay on.
Instruct the patient to keep the head covered during summer and Covering the head minimizes sunburn during summer and prevents heat
winter. loss during winter. Certain chemotherapy agents and radiation therapy

may sensitize skin to sun exposure.

Suggest resources that promote adaptation to alopecia. For example, ACS hosts the “Look Good Feel Better” program, which
provides women with encouragement and tips for managing body
image changes during treatment.

Nursing Diagnosis:

Risk for Injury

related to changes in sensory perception (auditory, tactile, kinesthetic) and
neuropathies associated with certain chemotherapeutic drugs

Desired Outcome: The patient reports early signs and symptoms of ototoxicity and peripheral
neuropathy (functional disturbance of the peripheral nervous system), and measures are
implemented promptly to minimize these side effects.

ASSESSMENT/INTERVENTIONS RATIONALES

Teach the patient and caregivers to report early symptoms of hearing Cumulative doses of cisplatin can result in irreversible loss of high-
loss the patient may experience. frequency range hearing or tinnitus.
Suggest that the patient face speakers and watch their lips during This information promotes skills with which to cope with hearing loss.

conversation while being aware that background noise may interfere
with hearing ability.
Suggest a trial of a hearing aid before purchasing it. A hearing aid may be helpful, or it may amplify background noise and
worsen speech comprehension.

In instances of cisplatin-induced hearing loss, refer the patient to Hearing loss from cisplatin is usually irreversible. A baseline audiogram
community resources for hearing-impaired persons. may be done before cisplatin administration.

Assess for development of peripheral neuropathy. Suggest consultation Peripheral neuropathy can occur with several antineoplastic agents.
with PT or occupational therapist (OT) to assist with maintaining Neurotoxicity is cumulative with some chemotherapy drugs, and
function. Explain that severity of symptoms may abate when therefore assessment of symptoms is done before delivery of each
treatment is halted; however, recovery may be slow and is usually dose.
incomplete.

El Instruct the patient to report early signs and symptoms. Numbness and tingling (paresthesias) of fingers and toes occur initially
and can progress to difficulty with fine motor skills, such as

buttoning shirts or picking up objects. The most severely affected
individuals may lose sensation at hip level and have difficulty with
balance and ambulation.

Assess for neuropathic pain. See Chronic Pain, p. 6, for desired Patients with neuropathies may experience neuropathic pain, which is
outcomes and assessment/interventions. often described and treated differently than nociceptive pain.

Assess bowel elimination daily in individuals at risk for paralytic ileus Patients receiving vinca alkaloids are at risk for paralytic ileus and
associated with neuropathy. require monitoring for this problem.

Administer stool softeners, psyllium, or laxatives daily if the patient does If constipation is a problem, patients should be placed on a bowel
not have bowel movements at least every other day. Instruct the regimen. Prevention of constipation is easier than treating
patient to increase dietary fiber and fluid intake. constipation.

General Care Plans




Nursing Diagnoses:

Acute Pain
Chronic Pain
Impaired Comfort

related to the disease process, injury, or surgical procedure

Desired Outcome: The patient’s subjective report of pain using a pain scale, family’s report,
and behavioral and/or physiologic indicators reflect that pain is either reduced or at an

acceptable level within 1-2 hr.

ASSESSMENT/INTERVENTIONS RATIONALES

Obtain history about ongoing/previous pain experiences and
previously used methods of pain control. Elicit what was/was not
effective. Consider whether pain is acute, chronic, or acute with
an underlying chronic component.

Use a formal patient-specific method of assessing self-reported pain
when possible, including description, location, intensity, and
aggravating/alleviating factors.

Assess for behavioral and physiologic indicators of pain at frequent
intervals (e.g., during scheduled vital signs [VS] assessments).
Document responses.

A pain history enables development of a systematic approach to pain
management for each patient, using information gathered from pain
history and the hierarchy of pain measurement (self-report, pathologic
conditions or procedures that usually cause pain, behavioral indicators,
report of family, and physiologic indicators). The Agency for Health Care
Research and Quality (AHRQ, 2013) and the American Pain Society
(APS, 2008) state that self-report of pain is the single most reliable
indicator of pain.

The first step of effective pain management is accurate assessment of
pain. Pain rating scales identify the intensity of pain over time and
assist in evaluating the effectiveness of interventions. A numeric rating
scale (NRS) of 0 (no pain) to 10 (worst possible pain), descriptive
scales, and visual analog scale (VAS) are commonly used to assess
intensity in adults who are cognitively intact. Pain intensity scales are
available in many different languages when language barriers are
present.

The Wong-Baker FACES scale was developed for use in children. It is used
in younger children and cognitively impaired adults. The Faces Pain
Scale is appropriate for cognitively intact and cognitively impaired
elders and appropriate for various cultures (Pasero & McCaffery, 2011).
Use the selected scale consistently.

Note: Although pain is multidimensional in nature, it is the
subjective intensity of pain that is most often measured in clinical
practice.

Behavioral and physiologic responses are potential indicators of pain in
patients who are unable to self-report. This assessment optimizes
reassessment and treatment intervals.

Note: Not all patients demonstrate the same response to pain, nor does
the lack of response negate the presence of pain.

continued
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MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Teach patients that pain assessment and management are not only a
part of their treatment but also their right.

Accept the patient’s report of pain and plan interventions based on
this report.

Evaluate the patient’s health history for alcohol and drug (prescribed
and nonprescribed) use, which could affect effective doses of
analgesics (i.e., patient may require more or less). Ensure that
the surgeon, anesthesiologist, and other health care providers are
aware of any significant findings. Consult a pain management
team if available.

Develop a systematic and collaborative approach to pain management
for each patient, using information gathered from pain history and
the hierarchy of pain measurement.

Use at least two identifiers (e.g., patient’s name, medical record
number) before administering medications.

Use a preventive approach: administer prn pain medications before
pain becomes severe as well as before painful procedures,
ambulation, and bedtime.

Administer analgesics according to the World Health Organization
(WHO) three-step analgesic ladder.

Recognize that choice of analgesic agent is based on three general
considerations: therapeutic goal, the patient’s medical condition,
and drug cost.

General Care Plans

Behavioral responses: Examples include facial expression (grimacing, facial
tension, furrowed brow), vocalization (moaning, groaning, sighing,
crying), verbalization (praying, counting), body action (rocking, rubbing,
restlessness), and behaviors (massaging, guarding, short attention
span, irritability, sleep disturbance). Behavioral examples may be seen
in patients with impaired communication, including those who are
cognitively impaired, unconscious, or conscious but unable to
communicate.

Physiologic responses: Examples include diaphoresis, vasoconstriction,
increased or decreased blood pressure (15% or more from baseline),
increased pulse rate (15% or more from baseline), pupillary dilation,
change in respiratory rate (RR) (usually increased to greater than 20
breaths/min), muscle tension or spasm, and decreased intestinal
motility (evidenced by nausea, vomiting). Physiologic indicators may
reflect pain as a result of autonomic stimulation of the sympathetic and
parasympathetic responses.

Patients have the right to appropriate assessment and management of
their pain (TJC, 2013).

A patient’s self-report should be the primary source of pain assessment
when possible (AHRQ, 2013; APS, 2008).

Other medication use could alter effective doses of analgesics or lead to
undertreatment. All care providers must be consistent in setting limits
while providing effective pain control through pharmacologic and
nonpharmacologic methods. Psychiatric or clinical pharmacology
consultation may be necessary.

American Nurses Association & American Society for Pain Management in
Nursing (2005) identifies importance of involvement of patient, family,
and other health care providers in data collection, formulation of
outcomes, and development of the pain management plan. The
AHRQ (2013) and APS (2008) state self-report of pain is the single most
reliable indicator of pain.

Using two or more identifiers improves accuracy of patient identification in
keeping with The Joint Commission (TJC, 2013) National Patient Safety
Goals promoting the right patient receiving the right medication.

Prolonged stimulation of pain receptors results in increased sensitivity to
painful stimuli and the need to increase the amount of drug required to
relieve pain.

The WHO analgesic ladder focuses on selecting analgesics and adjuvants
based on pain intensity. The WHO analgesic ladder has been endorsed
by the APS (2008). Note: Not all patients start with the first step; the
process is determined by the etiology and severity of the pain. The next
level of analgesia builds on the previous analgesics.

The three steps include:

- Level one addresses mild pain: nonopioid, + adjuvant.

- Level two: opioid for mild to moderate pain, & nonopioid, + adjuvant.

- Level three: opioid for moderate to severe pain, = nonopioid,
adjuvant.

Individualized therapeutic goal and the stage of illness/disease process are
important factors in agent selection to maximize pain relief and
minimize potential of adverse side effects. The difference in cost of
different agents used to accomplish the same goal may be large.
Where there is no proven or expected benefit of using one medication
in preference to another to accomplish a desired goal, the less costly
medication should be considered. The right medication is the one
that works with the fewest side effects.



Impaired Comfort

Pain

ASSESSMENT/INTERVENTIONS RATIONALES

Also consider convenience, anticipated analgesic requirements, side
effects, and patient’s previous experience with a specific agent or
patient’s recall of side effects experienced with a specific agent,
including route.

For relief of mild-moderate pain that may be associated with surgery,
trauma, soft tissue and muscle injury, and inflammatory
conditions, administer nonopioid agents, such as:

- Salicylates (acetylsalicylic acid [aspirin])

- Para-aminophenol derivatives (acetaminophen)

- Nonsteroidal antiinflammatory drugs (NSAIDs) (ibuprofen,
ketorolac)

- Indoleacetic acids (indomethacin)

Be certain that gastrointestinal (GI) function has returned (e.g.,
presence of bowel sounds, absence of vomiting) before
administering oral agents.

Use acetaminophen with caution. Be alert to the total amount of
acetaminophen a patient is receiving through over-the-counter
and other combined medications.

Use COX-2 selective NSAIDs and NSAIDs with caution.

As prescribed, administer opioid analgesics (e.g., morphine) for pain
of greater severity.

Use meperidine and normeperidine, a metabolite of meperidine, with
caution.

Do not use naloxone (Narcan) to attempt to reverse normeperidine
toxicity.

The preferred route is the one that is least invasive while achieving
adequate relief. Aversion to painful routes of delivery (e.g.,
subcutaneous, intramuscular [IM]) may lead to underreporting of pain
by patients and to undermedication by nurses.

- IM analgesia is inconsistent and has unreliable absorption; it is less
titratable; and it can cause complications such as hematoma,
granuloma, infection, aseptic tissue necrosis, and nerve injury. APS
suggests that this route be used rarely, and that it be avoided when
possible.

- Oral route is least invasive, is convenient and flexible, and produces
relatively steady analgesia.

- Intravenous (IV) route is used for agents with quick time to onset of
analgesia and for severe pain.
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Note: These agents also may be administered in conjunction with opioids.
Ketorolac may be given IM or IV for patients unable to tolerate oral agents.
NSAIDs have peripheral effects and a different mechanism of action
and thus are very effective when combined or used with centrally
acting opioid analgesics. They also have a dose-sparing effect
and may contribute to the reduction of opioid side effects. Unless
contraindicated, APS recommends use of nonopioid agents even if pain
is severe enough to require addition of an opioid. Another advantage of
NSAIDs is their dual antipyretic and antiinflammatory actions.
Undesirable side effects such as Gl disturbances (epigastric pain, nausea,
dyspepsia), platelet dysfunction, bleeding, and renal compromise may
occur.

Dose adjustments are required for patients with impaired liver/renal
function. For adults, the American Liver Foundation (2008) recommends
acetaminophen not exceed 3 grams in 24 hr. Acetaminophen may
cause serious skin reactions in some people, Stevens Johnson
syndrome (see description in “Caring for Patients with Human
Immunodeficiency Virus,” p. 524), or toxic epidermal necrosis.
Acetaminophen may be given IV for patients unable to tolerate oral
agents.

NSAIDs and COX-2 selective NSAIDs should be used with caution in
patients with a history of duodenal bleeding ulcer; preexisting renal
impairment; advanced age; concomitant use of corticosteroids,
anticoagulants, warfarin, heparin; or history of long-duration NSAID
therapy. The Food and Drug Administration (FDA) alerts and
manufacturers’ withdrawals of rofecoxib (Vioxx) and valdecoxib (Bextra)
mandate that all health care providers remain current and assess risks/
benefits based on current information, safety data, and availability.

Morphine is the standard of comparison for opioid analgesics, and
morphine or related “mu” (u) receptor agonists are preferred when
possible.

Normeperidine is a central nervous system (CNS) excitotoxin, which with
repetitive dosing may produce anxiety, muscle twitching, and seizures.
Patients with impaired renal function and those taking monoamine
oxidase (MAO) inhibitors are particularly at risk. Recommended use is
for less than 48 hr for acute pain in patients without renal or CNS
dysfunction or dose less than 600 mg/24 hr (APS, 2008). In low doses
meperidine has a role in alleviating shivering associated with general
anesthesia and some biologic agents.

Naloxone does not reverse normeperidine and may potentiate
hyperexcitability.
continued
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ASSESSMENT/INTERVENTIONS RATIONALES

If use of naloxone is necessary, titrate with caution. Too much too fast can precipitate severe pain, hypertension,
tachycardia, and even cardiac arrest. More than one dose is sometimes
necessary because naloxone has a shorter duration than most opioids.

“ Do not administer mixed agonist-antagonist analgesics concurrently Mixed agonist-antagonist agents such as butorphanol (Stadol) and
with morphine or other pure agonists because reversal of pentazocine (Talwin) produce analgesia by binding to opioid receptors,
analgesic effects may occur. while blocking or remaining neutral to the p receptors. To date, there is
no convincing evidence that agonist-antagonists offer any advantage
over morphine-like agonists in the treatment of acute pain. Mixed
agonist-antagonist agents may be useful in patients who are unable to
tolerate other opioids.

n Assess patients receiving opioid analgesics for level of pain relief and  Sedative effects precede respiratory depression. Close monitoring of
potential side effects, including evidence of excessive sedation or sedation level may prevent respiratory depression.
respiratory depression (i.e., RR less than 10 breaths/min or Spo,
less than 90%-92%). In the presence of respiratory depression,
reduce amount or frequency of the dose as prescribed. Have
naloxone readily available to reverse severe respiratory

edical-Surgical Nursing

PART I: M

depression.

Monitor older adults and individuals with chronic obstructive Older adults who are opioid naive and patients with coexisting conditions
pulmonary disease, obstructive sleep apnea, asthma, and other are at higher risk of respiratory depression. The most critical time for
respiratory disorders closely for respiratory depression and monitoring for respiratory depression is the first 24 hr of opioid therapy
excessive sedation when they are receiving opioid analgesics. in these populations (Pasero & McCaffery, 2011). Increased tolerance to
Consider using reduced doses and titrate carefully. respiratory depression occurs over days to weeks. Therefore, patients

who are opioid naive (or have coexisting conditions) are at greater risk
of respiratory depression than the patient who has been receiving an
opioid for a week or more.

Wean patients as prescribed from opioid analgesics by decreasing In general, doses should be reduced by no more than 10%-20% per day
dose or frequency. with vigilant assessment for withdrawal signs and symptoms.

Convert to oral therapy as soon as possible. When changing route of Note: Changing the route of medication administration often results in
administration or medication, be certain to use equianalgesic inadequate pain relief because of ineffective equianalgesic conversion.
doses of the new medication.

II' Reassess pain level and assess for side effects: More opioid is required to produce respiratory depression than to produce
- Routinely at scheduled intervals (e.g., q1h for the first 12 hr of sedation. Sedative effects precede respiratory depression. Close
opioid therapy, g2-4h with VS) monitoring of the level of sedation and respiratory status may prevent
- With each report of pain respiratory depression.

- Following administration of pain medication based on time to
onset, time to peak effect, and duration of action

Consult with the health care provider to discuss converting to Experts recommend around-the-clock (ATC) dosing for patients with
scheduled dosing with supplemental prn analgesics when pain continuous pain because it provides superior pain relief with fewer side
exists for 12 hr out of 24 hr. effects (APS, 2008). Prolonged stimulation of pain receptors results in

increased sensitivity to painful stimuli and the need to increase the
amount of drug required to relieve pain. Addiction to opioids occurs
infrequently in hospitalized patients.

Titrate the dose to achieve the desired effect. The initial effect and duration of action of analgesics may differ vastly in
acutely ill older adults who may require lower doses, whereas higher
doses may be required for those with opioid tolerance or polysubstance
use. It is important to consider factors such as these that can influence
the initial effect and duration of action due to variations in the
metabolism of analgesics. The goal is to develop a safe and effective
pain management plan.

General Care Plans




Impaired Comfort

Pain

ASSESSMENT/INTERVENTIONS RATIONALES

Provide patient-controlled analgesia (PCA) as prescribed.

Increase patient monitoring following initiation, during the initial
24 hr, and at night when the patient may hypoventilate. Do not
assume pain is controlled; assess the patient to determine if relief
has been obtained.

1]

Monitor patients in whom neuraxial analgesia is used based on
drug(s) being administered, catheter placement, and drug
concentration and volume.

For local anesthetics, monitor motor examination/sensory level and
pain intensity.

For opioids, monitor respiratory rate, sedation level, and pain
intensity.

As prescribed, use analgesic adjuvants/co-analgesics.

E‘ Avoid substituting sedatives and tranquilizers for analgesics.

Assess for and report analgesia side effects. For management of
constipation, see Constipation in “Prolonged Bedrest,” p. 68.

PCA is a patient-activated system for pain control that uses an infusion
pump to deliver specified doses of analgesics with options of
continuous infusions, bolus dosing, or both. The PCA route can be IV,
subcutaneous, epidural, wound infiltration, or perineural (around a
nerve). Patient selection is important because patients must be capable
of understanding and activating the device and be willing to participate
in their own treatment.

Morphine, fentanyl, and hydromorphone are examples of opioids available
for PCA use.

Examples of local anesthetics used in epidural, wound infiltration, or
perineurally are Bupivacaine or Ropivacaine.
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Monitoring involves pain, sedation, and respiratory assessments and may
include Spo, and capnography. Safety issues with PCA have been
described with suggested strategies to reduce risk in ISMP Medication
Safety Alerts (2008, 2009, 2013).

Neuraxial analgesia (spinal, epidural, and caudal) is a widely used option
for regional analgesia. It decreases many side effects associated with
intravenous opioids, and there is evidence it can lead to increased
mobility and postoperative recovery. Local anesthetics, opioids,
steroids, and clonidine are examples of agents that may be used.

Assessments may include sensory level and motor examination
evaluations, level of pain intensity, sedation level, VS, and side effects.
Potential side effects/complications include catheter migration,
occlusion, hematoma, respiratory depression, hypotension, nausea/
vomiting, urinary retention, and pruritus. For local anesthetics sensory
assessments are performed bilaterally along dermatomes.

Signs of local anesthetic systemic toxicity (LAST) are metallic taste,
unusual sensations around and inside the mouth, ringing in the ears,
muscle twitching, and confusion.

These agents are used to prolong and enhance analgesia, not specifically
to treat isolated incidents of anxiety or depression.

Sedatives and tranquilizers are not analgesics.

Tricyclic antidepressant agents primarily used for neuropathic pain produce
analgesia while improving mood and sleep. Caution: Concomitant use
with opioids may lead to sedation and orthostatic hypotension.

Amitriptyline has the best-documented analgesia but is the least tolerated
because of anticholinergic effects, including dry mouth, blurred vision,
and constipation.

Benzodiazepines are anxiolytic/sedatives with little to no analgesic effect.
They are useful for decreasing recall, treating acute anxiety, and
decreasing muscle spasm associated with acute pain. They may
decrease opioid requirement by decreasing pain perception. If
administered without an analgesic, the patient’s perception of pain may
increase.

Antiepileptics may be prescribed for pain associated with nerve injury from
tumors or other destructive processes. Although the specific
mechanism of action for pain reduction is unknown, it is believed to be
the result of suppression of the paroxysmal discharges and reduction of
neuronal hyperexcitability.

Antihistamines potentiate the effect of opioid analgesics. Note: Phenergan
may increase perceived pain intensity and increase restlessness.

Other analgesia side effects can include sedation, respiratory depression,
nausea/vomiting, pruritus, and hypotension.
continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Augment action of the medication by advising nonpharmacologic Patients in whom nonpharmacologic interventions may be most successful

methods of pain control, including weight reduction, include those who express interest in the approach, express anxiety or
physical therapy, cognitive behavioral therapies, acupuncture, fear, or those with inadequate relief with pharmacologic management
massage, and biofeedback. Other methods include (ASA, 2012). Many of these techniques may be taught to and
reflexology, acupressure, Reiki, thermotherapy, back and foot implemented by the patient and significant other.

massage, range-of-motion exercises, transcutaneous electrical
nerve stimulation, distraction, relaxation exercises, and guided

PART I: Medical-Surgical Nursing

imagery.
Maintain a quiet environment and plan nursing activities to enable Promoting rest and sleep may decrease level of pain.
long periods of uninterrupted rest at night.
Evaluate for and correct nonoperative sources of discomfort. Such sources including uncomfortable positioning, full bladder, and
infiltrated IV site can be corrected readily without resorting to drug use.
Carefully evaluate the patient if sudden or unexpected changes in This may signal complications such as internal bleeding or leakage of
pain intensity occur, and notify the health care provider visceral contents.

immediately should this occur.

Document efficacy of analgesics and other pain control interventions This documentation communicates level of pain relief obtained,
using a pain scale or other formalized method. interventions, effectiveness of the interventions, and ongoing follow-up
to meet the analgesic goal.

General Care Plans




Perioperative Care

Nursing diagnoses for preoperative patients

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the surgical procedure, preoperative routine, and
postoperative care

Desired Outcome: The patient verbalizes knowledge about the surgical procedure, including
preoperative preparations and sensations and postoperative care and sensations, and dem-
onstrates postoperative exercises and use of devices before the surgical procedure or during
the immediate postoperative period for emergency surgery.

ASSESSMENT/INTERVENTIONS RATIONALES

Preoperatively:
Evaluate the patient’s desire for knowledge about the diagnosis and
procedure.

Assess the patient’s understanding about the diagnosis, surgical
procedure, preoperative routine, and postoperative regimen.

Determine past surgical experiences and their positive or negative
effect on the patient. Assess the nature of any concerns or
fears related to surgery. Document and communicate these
assessment data to others involved in the patient’s care.

Based on your assessment, clarify and explain the diagnosis and
surgical procedure accordingly. When possible, emphasize
associated sensations (e.g., dry mouth, thirst, muscle
weakness). Provide ample time for instruction and clarification
and reinforce the health care provider’s explanation of the
procedure.

Use anatomic models, diagrams, and other audiovisual aids when
possible. Provide simply written information to reinforce
learning. Provide written and verbal information in the patient’s
native language for non—English-speaking patients.

Note: Evaluate the patient’s reading comprehension before
providing written materials.

Document if the patient provides an advance directive (see p. 104).

Some individuals find detailed information helpful; others prefer very brief
and simple explanations.

Assessment should include the patient’s primary language and whether an
interpreter is needed; the patient’s readiness to learn; limitations on the
patient’s ability to learn such as blindness or decreased hearing; and the
patient’s self-assessment as to which modes of learning he or she finds
most helpful, such as reading, listening, visual aids, or demonstration.

Assessing the patient’s knowledge, past experiences, and concerns about the
surgical procedure will enable the nurse to focus on individual areas in
need of the greatest intervention.

This information provides a knowledge base from which patients can make
informed therapy choices and consent for procedures and presents an
opportunity to clarify misconceptions.

Because individuals learn differently, using more than one teaching modality
will provide teaching reinforcement of verbal information given.

Laws about advance directives differ for each state.
continued
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ASSESSMENT/INTERVENTIONS

Explain the perioperative course of events. Review the following
with the patient and significant other:

- Procedures for required preoperative assessment and testing

and when and where they will be performed. Issue written
directions, phone numbers, and maps as indicated. Discuss
location and proper arrival time for the surgery.

- Where the patient will be before, during, and immediately after

surgery.

- Clarification of sounds and other sensations (e.g., sore throat,
cool temperature, hard stretcher) the patient may experience
during the immediate postoperative period. If possible, take the
patient to the new unit and introduce him or her to the nursing

staff.

- Preoperative medications and timing of surgery (scheduled
time, expected duration).

- If indicated, preoperative bowel preparation.

- Pain management, including sensations to expect and methods

of relief. If patient-controlled analgesia (PCA) or patient-

controlled epidural anesthesia (PCEA) will be prescribed, have
the patient give a return demonstration of use of the delivery

device.

- Use of pain assessment tools such as the numeric pain rating

scale or the Wong-Baker FACES pain rating scale.

- Placement of tubes, catheters, drains, cooling systems
(Cryocuff), continuous passive motion (CPM) units, oxygen
delivery devices, and similar devices routinely used for the
patient’s surgery. Show these devices to the patient when
possible.

- Use of antiembolism stockings, sequential compression devices

(SCDs), pneumatic foot pumps, or similar devices.

- Dietary alterations and progression, including nothing by mouth

(NPO) status followed by clear liquids until return of full
gastrointestinal (Gl) function.

- Restrictions of activity and positions, as indicated by the
specific surgical procedure.

- Need to refrain from smoking during perioperative period.

- Visiting hours and location of waiting room.

Postoperatively:

Explain postoperative activities, exercises, and precautions. Have
the patient give a return demonstration of the following devices

and exercises, as appropriate:

- Deep-breathing and coughing exercises (see Ineffective
Airway Clearance, p. 49).

General Care Plans

RATIONALES

These measures increase the patient’s knowledge of the surgical procedure,
which optimally will promote adherence and minimize stress.

Patients will need information regarding location of the preoperative testing
center, parking arrangements, and expected length of time such testing
will require.

Patients may be in postanesthesia care unit (PACU), intensive care unit (ICU),
or specialty unit.

Including sensory information in patient teaching is consistent with current
nursing research that has determined patient outcomes are improved
when expected sensations are explained.

This information increases the likelihood of successful pain management.
Some patients mistakenly expect to be pain free; others fear becoming
addicted to narcotics (opioids).

Pain assessment tools aid in the evaluation of pain and effectiveness of
interventions.

Patients may be unfamiliar with the use and purpose of these devices.
Learning about them and seeing them in advance of surgery may help
decrease fears and anxieties perioperatively.

These garments/devices prevent venous stasis and decrease risk of thrombus
formation.

Traditionally, health care providers have progressed patients from clear
liquids to a regular diet after surgery for a variety of reasons, including
ease of swallowing and digestion and liquid diet being more readily
tolerated in the presence of an ileus. However, practitioners are
questioning the scientific basis of this diet advancement. Recent studies
are indicating that a clear liquid diet may not always be indicated.

For example, patients undergoing hip arthroplasty have specific positional
limitations.

Inhalation of toxic fumes/chemical irritants can damage lung tissue by
decreasing ciliary function. Cilia line the respiratory tract and carry
particles to the lower pharynx. Damaged lung tissue increases the
likelihood of hypoxemia and lung infections, including pneumonia.

Families may feel less anxious when they are aware of a designated area
where they can wait and receive updates on the progress of the surgery.
Knowledge of visiting hours likely will reassure them they will have
access to the patient after surgery.

Adherence is enhanced when patients are knowledgeable about activities,
exercises, and precautions. Patients gain confidence when they practice
new skills before surgery and are provided feedback on their technique.

These actions help prevent atelectasis, pneumonia, and other respiratory
disorders that can occur during the postoperative period.



Risk for Injury Perioperative Care

ASSESSMENT/INTERVENTIONS RATIONALES

O
Individuals for whom increased intracranial, intrathoracic, or Coughing increases intracranial, intrathoracic, and intraabdominal pressure. E
intraabdominal pressure is contraindicated should not cough. Patients undergoing intracranial surgery, spinal fusion, eye and ear —
surgery, and similar procedures should avoid vigorous coughing because =
it raises intracranial pressure, which could cause harm. Coughing after a g
herniorrhaphy and some thoracic surgeries should be done in a controlled g
manner, with the incision supported carefully, to avoid raising N
intraabdominal and intrathoracic pressure dramatically. é
- Use of incentive spirometry and other respiratory devices. Incentive spirometry, when used with coughing and deep breathing, expands g
alveoli and mobilizes secretions, which helps prevent atelectasis, =
pneumonia, and other respiratory disorders. ﬁ
- Calf-pumping, ankle-circling, and footboard-pressing exercises These exercises promote circulation and help prevent thrombophlebitis/ a
(see Chapter 24, “Venous Thrombosis/Thrombophlebitis,” venous thromboembolism (DVT/VTE) in the legs.
p. 188, for more information).
- Use of PCA/PCEA device. Adequate pain management increases mobility, which decreases risk of
nosocomial pneumonia and thrombosis formation and aids in the return of
Gl peristalsis.
- Movement in and out of bed. Logrolling, raising self by using a trapeze device, and gradual movement are
techniques that may be required.
Before the patient is discharged, teach prescribed activity This teaching helps prevent excessive strain on the operative site. A patient
precautions. who has a total hip replacement, for example, will need to follow activity

precautions to prevent dislocation of the new joint.

Increasing exercises gradually to tolerance, avoiding heavy lifting (more than
10 Ib), and avoiding driving a car are precautions given to many surgical
patients for safety because of the potential for decreased attention span
and impaired reflexes resulting from opioid use. Lifting precautions may
reduce stress on surgical incisions. Restrictions on sexual activity are
indicated by the surgical procedure. Returning progressively to
preoperative activity level promotes physical and psychosocial well-being.

Provide time for the patient to ask questions and express feelings Expressing feelings of anxiety and having questions answered are essential
of anxiety; be reassuring and supportive. Be certain to address ways of reducing anxiety while learning new information.
the patient’s main concerns.

Nursing Diagnosis:
Risk for Injury

related to exposure to pharmaceutical agents and other external factors during
the perioperative period

Desired Outcome: Patient does not experience injury or untoward effects of pharmacother-
apy or other external factors.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess need for holding, administering, or adjusting the patient’s ~ Some medications, such as anticonvulsants, beta blockers, and other cardiac
maintenance medications before or immediately after surgery. medications, should be continued throughout the perioperative period.

Sometimes patients need to be weaned from medications such as baclofen
for the perioperative period because stopping them suddenly could result in
seizures or hallucinations. Other medications may require increased
dosages during surgery (e.g., hydrocortisone in place of prednisone and
with increased dosage for steroid-dependent patients) or alternative routes.
Individuals with insulin-dependent diabetes need close monitoring of blood
glucose levels and adjustments of insulin dosing based on testing.

continued

General Care Plans



PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

Reinforce the importance of NPO status.

document on the preoperative checklist or nursing
documentation.

Be sure that consent has been signed and witnessed and the
patient appears to understand what the procedure involves.
Answer questions, or call the health care provider to answer
patient’s questions. Ensure that the patient’s identification

PART I: Medical-Surgical Nursing

are in place.

Document allergies, any evidence of skin breakdown, bruises,
rashes, or wounds; and presence of dressings, drains, or
ostomy.

Assess for and document the patient’s exposure to actual or
potential abuse or neglect.

Document the patient’s access to care and transportation upon
discharge.

Review the medical record to ensure that all appropriate
documentation is present; report untoward findings to the
health care provider.

Prepare the surgical site and perform additional presurgical
procedures as prescribed.

Administer preoperative antibiotics, sedation, or other medications

as prescribed and on time.

Make provisions for patient safety following sedative

administration (e.g., bed in lowest position, side rails up, and

reminding patient not to get out of bed without assistance).

E' Implement the preoperative verification and time out process as

follows:

1. Confirm identification of the patient by all team members
by verifying the patient’s armband, patient speak back, or

patient caregiver if the patient has been sedated.

2. In the preoperative/holding area confirm that a mark has

been made by the surgeon (who will have used a
single-use surgical skin marker with a consistent mark
type [e.g., surgeon’s initials]) placed as close as
anatomically possible to the incision site.

3. Perform a preoperative briefing in the operating room with

patient involvement.

4. Perform a standardized time-out process, which occurs
after the prep and drape.

5. Perform a pause between each surgical procedure that

Verify completion of preoperative activities and procedures, and

bracelet, blood transfusion bracelet, and allergy alert bracelet

ASSESSMENT/INTERVENTIONS RATIONALES

Maintaining NPO status reduces risk of aspiration postoperatively. Clear liquids
may be allowed up to 2 hr before surgery in patients with low risk of
pulmonary aspiration. NPO policies vary widely from facility to facility.

Documentation on the patient’s preoperative checklist or inpatient’s medical
record helps ensure communication among health care team members,
continuity, and optimal patient outcomes.

These interventions help ensure that all appropriate documentation is present
and that all steps have been taken to provide for the patient’s safety and
well-being.

Documentation decreases risk of untoward outcomes. Noting the patient’s
preexisting wounds, dressings, and drains also helps ensure appropriate
intraoperative positioning.

All states require health care providers to report suspected abuse and neglect
of children and vulnerable adults who are in their care.

Surgery, pain, and analgesic medications may impede the patient’s ability to
care for self adequately after discharge.

The health care provider may not be aware of recent abnormal
electrocardiogram (ECG), suspicious chest radiograph, or abnormal
laboratory findings.

The AORN recommendations state that hair at the surgical site should be left in
place whenever possible (AORN, 2011). When hair removal is indicated, the
use of clippers or depilatory creams is preferable to shaving (Tanner, 2007).

Additional presurgical procedures may involve showering with an antimicrobial
agent, douching, enemas, or eye drops.

This intervention helps ensure adequate serum levels of the prescribed
medication. Giving antibiotics within 1 hour of the surgical incision may
decrease risk of infection postoperatively (National Hospital Inpatient Quality
Reporting Measures Specifications Manual, 2012).

Sedatives administered preoperatively may alter mental status and
coordination, increasing the patient’s risk for injury.

This verification process should take place on admission to the facility, before
the patient leaves the preoperative area, on entry to the surgical room, just
prior to incision or start of procedure, and any time responsibility for patient
care is transferred to another caregiver. If possible, the verification process
should involve the patient while still awake and aware.

Prevention of the wrong site, wrong procedure, and wrong person surgery is
accomplished by the use of a “time-out” procedure. A “time out” should
include verification of the correct patient identity, the correct surgical site
and side, and agreement on the procedure to be done.

occurs within a single case to ensure that each procedure is
performed accurately and according to the procedure, site,
and laterality contained within the signed surgical consent.

General Care Plans



Ineffective Airway Clearance

Perioperative Care

Nursing diagnoses for postoperative patients

Nursing Diagnosis:
Ineffective Airway Clearance

related to alterations in pulmonary physiology and function occurring with
anesthetics, narcotics, mechanical ventilation, hypothermia, and surgery;
increased tracheobronchial secretions occurring with effects of anesthesia
combined with ineffective coughing; and decreased function of the mucocili-

ary clearance mechanism

Desired Outcome: The patient’s airway becomes clear as evidenced by normal breath
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sounds to auscultation, respiratory rate (RR) 12-20 breaths/min with normal depth and
pattern (eupnea), normothermia, normal skin color, and O, saturation greater than 92% on

room air.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess respiratory status, including breath sounds, q1-2h during
immediate postoperative period and q8h during recovery.

Use pulse oximetry to assess oxygen saturation as indicated, and report

saturation 92% or less to the health care provider.

Administer humidified oxygen as prescribed.

Keep emergency airway equipment (e.g., Ambu bag and mask,
intubation tray, endotracheal tubes, suctioning equipment,
tracheostomy tray) readily available.

Encourage deep breathing and coughing g2h or more often for the first
72 hr postoperatively in nonambulatory patients. In the presence of
fine crackles (rales) and if not contraindicated, have the patient
cough to expectorate secretions. Facilitate deep breathing and
coughing by demonstrating how to splint abdominal and thoracic
incisions with hands or a pillow. If indicated, medicate % hr before
deep breathing, coughing, or ambulation to promote adherence.

If the patient has a weak cough or poor reserve, try the “step-cough”
technique. Coach the patient to cough in rapid succession.

Consider whether the patient may be more motivated to perform
pulmonary toilet with incentive spirometer or positive expiratory
pressure (PEP) device.

This assessment will determine presence of rhonchi that do not clear
with coughing, labored breathing, tachypnea (RR more than 20
breaths/min), mental status changes, restlessness, cyanosis, and
presence of fever (38.3°C [101°F] or higher), which are all signs of
respiratory system compromise.

Pulse oximetry is a noninvasive measure of arterial oxygen saturation.
Values 92% or less are consistent with hypoxia and probably signal
need for oxygen supplementation or workup to determine cause of
desaturation. Pulse oximetry is especially indicated in patients with
chronic obstructive pulmonary disease (COPD), respiratory or
cardiovascular disease, morbid obesity, cardiothoracic surgery, major
surgery, prolonged general anesthesia, and surgery for a fractured
pelvis or long bone, as well as in debilitated patients and older
adults, all of whom are at increased risk for desaturation.

This intervention supplements oxygen and prevents further drying of
respiratory passageways and secretions via added humidity.

This ensures their availability in the event of sudden airway obstruction
or ventilatory failure.

These actions expand alveoli and mobilize secretions. The effects of
anesthesia and immobility may collapse alveoli and place patient at
risk for nosocomial pneumonia and atelectasis. Proper positioning
promotes chest expansion and ventilation of basilar lung fields. Note:
Turning, coughing, and deep breathing (TCDB) are less effective than
ambulation. Ambulation makes TCDB unnecessary in the vast
majority of patients.

A few weak coughs in a row may stimulate a larger, productive cough
at the end of the cycle to clear the bronchial tree of secretions.
Caution: Vigorous coughing may be contraindicated for some
individuals (e.g., those undergoing intracranial surgery, spinal fusion,
eye and ear surgery, and similar procedures). Coughing after a
herniorrhaphy and some thoracic surgeries should be done in a
controlled manner, with the incision supported carefully.

Devices may be a motivating factor because the patient has a visual
indicator of effectiveness of the breathing effort.

General Care Plans
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Ineffective Breathing Pattern (or risk of same)

related to hypoventilation occurring with central nervous system (CNS)
depression, pain, muscle splinting, recumbent position, obesity, narcotics, and
effects of anesthesia

Desired Outcome: The patient exhibits effective ventilation as evidenced by relaxed breath-
ing, RR 12-20 breaths/min with normal depth and pattern (eupnea), clear breath sounds,
normal color, return to preoperative O, saturation on room air, Pa0, 80 mm Hg or greater,

pH 7.35-7.45, PaCO, 35-45 mm Hg, and HCO;™ 22-26 mEq/L.

ASSESSMENT/INTERVENTIONS RATIONALES

See assessment/interventions under Ineffective Airway
Clearance, p. 49.
Review preoperative baseline assessment of the patient’s Baseline assessment enables rapid detection of subsequent postoperative
respiratory system, noting rate, rhythm, degree of chest problems and timely intervention for same.
expansion, quality of breath sounds, cough, and sputum
production, as well as smoking history and current respiratory
medications. Note preoperative 0, saturation and arterial blood
gas (ABG) values if available.

If appropriate, encourage the patient to refrain from smoking for at  Inhalation of toxic fumes/chemical irritants can damage lung tissue,

least 1 wk after surgery. Explain effects of smoking on the increasing likelihood of hypoxemia and respiratory infection.
body.

Monitor O, saturation continuously via oximetry in high-risk Pulse oximetry is a noninvasive method of measuring saturated hemoglobin
individuals (e.g., patients with obstructive sleep apnea [0SA] or in tissue capillaries. Factors that predispose the patient to OSA are:
who are heavily sedated, patients with preexisting lung disease, 1. History of snoring.

A history of feeling tired, fatigued, or sleepy during daytime.
History of stopping breathing during sleep.

History of hypertension.

BMI greater than 35.

Age greater than 50 yr.

Neck circumference greater than 40 cm.

8. Male gender.

Notify the health care provider of 0, saturation 92% or less. 0, saturation of 92% or less may signal need for supplemental oxygen.

Evaluate ABG values, and notify the health care provider of low or Declining Pao, may signal hypoxemia and the need for supplemental oxygen.

decreasing Pao, and high or increasing Paco,.

Also assess for signs of hypoxia. Early signs of hypoxia include restlessness, dyspnea, tachycardia, tachypnea,
and confusion. Cyanosis, especially of the tongue and oral mucous
membranes, and extreme lethargy or somnolence are late signs of
hypoxia. Hypercapnia combined with acidosis and hypoxemia may result
in pulmonary vasoconstriction that may be severe and life threatening.

morbidly obese patients, patients having undergone upper
airway surgery, or older patients) and at periodic intervals in
other patients as indicated.

NoapswN

Assist the patient with turning and deep-breathing/coughing These activities promote expansion of lung alveoli and prevent pooling of
exercises g2h until the patient is ambulatory. secretions, which could lead to nosocomial pneumonia.

If the patient has an incentive spirometer or PEP device, provide These devices promote expansion of the alveoli and help mobilize secretions
instructions and ensure adherence to its use q2h or as in the airways; subsequent coughing further mobilizes and clears
prescribed. secretions.

Unless contraindicated, assist the patient with ambulation Ambulation promotes circulation and ventilation, which helps prevent
beginning on the day of surgery. formation of deep vein thrombosis and pulmonary embolus.

General Care Plans




Risk for Aspiration Perioperative Care
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Nursing Diagnosis:

Risk for Aspiration

related to reduced level of consciousness, depressed cough and gag reflexes,
decreased GI motility, abdominal distention, recumbent position, presence

of gastric tube, gastroesophageal reflux disease (GERD), and impaired swal-
lowing in individuals with oral, facial, or neck surgery

Desired Outcome: The patient’s upper airway remains unobstructed as evidenced by clear
breath sounds, RR 12-20 breaths/min with normal depth and pattern (eupnea), normal skin

color, and a return to preoperative O, saturation.

ASSESSMENT/INTERVENTIONS

If a sedated patient experiences nausea or vomiting, turn immediately into
a side-lying position.

Encourage fully alert patients to remain in an upright position.

As necessary, suction the oropharynx with Yankauer or similar suction
device to remove vomitus.

Administer antiemetics, histamine H,-receptor blocking agents,
omeprazole, metoclopramide, and similar agents as prescribed.

Check placement and patency of gastric tubes q8h and before instillation
of feedings and medications. Consult the health care provider before
irrigating tubes for these individuals.

Use caution when irrigating and otherwise manipulating Gl tubes of
patients with recent esophageal, gastric, or duodenal surgery.

Assess the patient’s abdomen g4-8h by inspection, auscultation, palpation,
and percussion for evidence of distention (increasing size, firmness,
increased tympany, decreased bowel sounds).

Notify the health care provider if distention is of rapid onset or if it is
associated with pain.

Encourage early and frequent ambulation.

Introduce oral fluids cautiously, especially in patients with oral, facial, and
neck surgery.

For additional information, see Chapter 74, “Providing Nutritional Support,”
Risk for Aspiration, p. 544.

RATIONALES

This position minimizes the potential for aspiration.

Maintaining a sitting position after meals decreases risk of aspiration
by facilitating gravity drainage from the stomach to the small
bowel. An upright position also helps prevent reflux.

Suctioning enables immediate removal of vomitus, which could be
aspirated. Patients at high risk for aspiration should have
suctioning apparatus immediately available for this life-saving
intervention.

These agents decrease nausea, vomiting, and acidity of gastric
contents and stimulate GI motility. H,-receptor antagonists
increase gastric pH, and nonparticulate antacids (e.g., Bicitra,
Citra pH, and Alka Seltzer Gold) act as aspiration pneumonitis
prophylaxis. Neutralizing gastric acidity may reduce severity of
pneumonia if aspiration occurs.

These actions prevent instillation of anything into the airway.

The tube may be displaced or the surgical incision disrupted by such
activity.

A distended and rigid abdomen along with absent bowel sounds may
indicate an ileus, which places patient at increased risk for
vomiting and aspiration. Increased tympany or high-pitched or
increased bowel sounds may signal mechanical obstruction,
which also places patient at increased risk for vomiting and
aspiration.

Rapid abdominal distention postoperatively may indicate
intraabdominal hemorrhage and can lead to a sometimes fatal
condition called abdominal compartment syndrome.

Ambulation improves Gl motility and reduces abdominal distention
caused by accumulated gases.

Swelling and irritation in the oropharynx may cause dysphagia and
pain postoperatively. Nasal packing or intranasal splint aspiration
also may cause airway obstruction.

General Care Plans
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PART I: Medical-Surgical Nursing
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Risk for Infection

related to inadequate primary defenses (e.g., broken skin, traumatized tissue,
decrease in ciliary action, stasis of body fluids), invasive procedures, or chronic
disease

Desired outcome: The patient is free of infection as evidenced by normothermia; heart rate
(HR) 100 bpm or less; RR 20 breaths/min or less with normal depth and pattern (eupnea);
negative cultures; clear and normal-smelling urine; clear and thin sputum; no significant
mental status changes; orientation to person, place, and time; and absence of unusual tender-
ness, erythema, swelling, warmth, or drainage at the surgical incision.

ASSESSMENT/INTERVENTIONS RATIONALES

Monitor vital signs (VS) for evidence of infection, such as elevated HR ~ With onset of infection, the immune system is activated, causing
and RR and increased body temperature. symptoms of infection to appear. Sustained temperature elevation after
surgery may signal the presence of pulmonary complications, urinary
tract infection, wound infection, or thrombophlebitis.

Presence of a fever affects treatment decisions.

Hand hygiene is an effective means of preventing microbial transmission.
Wearing gloves protects the caregiver from the patient’s body
substances.

Notify the health care provider if these are new findings.

Prevent transmission of infectious agents by washing your hands
thoroughly before and after caring for the patient and by wearing
gloves when contact with blood, drainage, or other body
substance is likely.

Encourage and assist the patient with coughing, deep breathing,
incentive spirometry, and turning q2-4h, and note quality of
breath sounds, cough, and sputum.

Evaluate intravenous (IV) sites for erythema, warmth, swelling,
tenderness, or drainage.

Change the IV line and site if evidence of infection is present and
according to agency protocol (q48-72h).

Evaluate patency of all surgically placed tubes or drains. Irrigate,
gently “milk,” or attach to low-pressure suction as prescribed.
Promptly report unrelieved loss of patency.

Assess stability of tubes/drains.

Note color, character, and odor of all drainage. Report significant
findings.
Evaluate incisions and wound sites for unusual erythema, warmth,

tenderness, induration, swelling, delayed healing, and purulent or

excessive drainage.
Change dressings as prescribed, using “no touch” and sterile

techniques. Prevent cross-contamination of wounds in the same

patient by changing one dressing at a time and washing hands
between dressing changes.

Be alert to patient complaints of a feeling of “letting go” or to a
sudden profusion of serous drainage on or a bulge in the
dressing.

General Care Plans

These activities expand alveoli in the lung and mobilize secretions, which
will decrease the potential for respiratory infection/pneumonia.
Optimally they will promote cough and improve quality of breath
sounds.

These are signs of infection. The body may be mounting a response to
ward off offending pathogens.

These are standard infection prevention guidelines.

These actions prevent stasis and reflux of body fluids, which can result in
infection. “Milking” the tube, however, may not be allowed in some
facilities.

Movement of improperly secured tubes and drains enables access of
pathogens at the insertion site.

Foul-smelling, purulent, or abnormal drainage are indicators of infection.

These are indicators of localized infection.

These are standard infection prevention guidelines.

It is possible that a wound dehiscence or evisceration has occurred. Wound
infection and poor wound healing put patients at risk for wound
dehiscence.



Risk for Infection

Perioperative Care
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ASSESSMENT/INTERVENTIONS

If the patient develops evisceration, do not reinsert tissue or organs.
Place a sterile, saline-soaked gauze over eviscerated tissues and
cover with a sterile towel until the wound can be evaluated by a
health care provider.

Maintain the patient on bedrest, usually in semi-Fowler’s position
with knees slightly bent. Keep the patient NPO and anticipate
need for IV therapy.

Ensure that the urinary catheter is removed on postoperative day 1 or
day 2 whenever possible.

When appropriate, encourage use of intermittent catheterization
g4-6h instead of indwelling catheter.

Keep the drainage collection container below bladder level, avoiding
kinks or obstructions in drainage tubing.

Do not open the closed urinary drainage system unless absolutely
necessary, and irrigate the catheter only with the health care
provider’s prescription and when obstruction is the known cause.

Assess the patient for chills; fever (temperature higher than 37.7°C
[100°F)); dysuria; urgency; frequency; flank, low back,
suprapubic, buttock, inner thigh, scrotal, or labial pain; and cloudy
or foul-smelling urine.

Encourage intake of 2-3 L/day in nonrestricted patients.

Ensure that the patient’s perineum and meatus are cleansed during
daily bath and the perianal area is cleansed after bowel
movements. Do not hesitate to remind the patient of these
hygiene measures.

Be alert to meatal swelling, purulent drainage, and persistent meatal
redness. Intervene if the patient is unable to perform self-care.

Change the catheter according to established protocol or sooner if
sandy particles are observed in its distal end or if the patient
develops UTI. Change the drainage collection container according
to established protocol or sooner if it becomes foul smelling or
leaks.

Obtain cultures of suspicious drainage or secretions (e.g., sputum,
urine, wound) as prescribed. For urine specimens, be certain to
use the sampling port, which is at the proximal end of the
drainage tube.

Cleanse the sampling port with an antimicrobial wipe and use a
sterile syringe with 25-gauge needle to aspirate urine.

Evaluate mental status, orientation, and level of consciousness q8h.

Use precautions (see “Infection Prevention and Control,”
p. 747, for patients colonized with methicillin-resistant
Staphylococcus aureus (MRSA), vancomycin-resistant
Enterococcus (VRE), or other epidemiologically important
organisms.

RATIONALES

Keeping viscera moist with a sterile towel increases viability of tissues and
reduces risk of contamination and further infection.

These actions provide comfort, prevent further evisceration, and prepare
the patient for surgery.

The risk of catheter-associated urinary tract infection (UTI) increases with
prolonged duration of indwelling urinary catheterization.

Emptying the bladder routinely prevents stasis of urine and decreases
presence of pathogens.

This intervention prevents both reflux of urine (and potential pathogens)
into bladder and urinary stasis, either of which could lead to infection.

Keeping the system closed decreases risk of contamination and infection.

These are indicators of UTI, which signal that the body is mounting a
response to ward off offending pathogens.

Increasing hydration minimizes the potential for UTI by diluting the urine
and maximizing urinary flow.

Microorganisms can be introduced into the body via the catheter. Good
hygiene decreases the number of microorganisms.

These are indicators of meatal infection and potential UTI.

Because the catheter can be a source of infection, changing the system
per protocol (usually every month) is customary.

Cultures determine if an infection is present and direct therapy with an
appropriate antibiotic if it is.

Larger gauge needles form larger puncture holes that increase the risk of
compromising the sterile system.

Consider infection the likely cause if altered mental status or loss of
consciousness is unexplained, especially in older adults.

Such precautions prevent cross contaminating from infectious sources to
uninfected patients.

General Care Plans
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Deficient Fluid Volume

related to active loss occurring with indwelling drainage tubes, wound drain-
age, or vomiting; inadequate intake of fluids occurring with nausea, NPO
status, CNS depression, or lack of access to fluids; or failure of regulatory
mechanisms with third spacing of body fluids due to the effects of anesthesia,
endogenous catecholamines, blood loss during surgery, and prolonged
recumbency

Desired Outcomes: The patient becomes normovolemic as evidenced by blood pressure (BP)
90/60 mm Hg or higher (or within the patient’s preoperative baseline), HR 60-100 bpm,
distal pulses greater than 2 on a 0-4 scale, urinary output 30 mL/hr or more, urine specific
gravity 1.030 or less, stable or increasing weight, good skin turgor, warm skin, moist mucous
membranes, and normothermia. The patient does not demonstrate significant mental status
changes and verbalizes orientation to person, place, and time.

PART I: Medical-Surgical Nursing

ASSESSMENT/INTERVENTIONS RATIONALES

Monitor VS q4-8h during the recovery phase. Decreasing BP, increasing HR, and slightly increased body temperature are
indicators of dehydration.

Monitor urinary output g4-8h. Be alert for concentrated urine. Concentrated urine (specific gravity more than 1.030) and low or

decreasing output (average normal output is 60 mL/hr or 1400-
1500 mL/day) are indicators of deficient fluid volume.

Administer and regulate IV fluids and electrolytes as prescribed until Oral fluids usually are restricted until peristalsis returns and the
the patient is able to resume oral intake. nasogastric (NG) tube is removed. However, ice chips or small sips of
When IV fluids are discontinued, encourage intake of oral fluids, at clear liquids may be allowed.

least 2-3 L/day in nonrestricted patients. As much as possible,
respect the patient’s preference in oral fluids, and keep them
readily available in the patient’s room.

Measure and record output from drains, ostomies, wounds, and other ~ Both sensible and insensible losses need to be determined to ensure

sources. Ensure patency of gastric and other drainage tubes. complete estimation of the patient’s fluid volume status.
Record quality and quantity of output.
Measure, describe, and document any emesis. Be alert to and Same as above.

document excessive perspiration along with documentation of
urinary, fecal, and other drainage.

Report excessive losses. Replacement fluids likely will be indicated.

Monitor the patient’s weight daily. Daily weight measurement is an effective means of evaluating hydration
and nutritional status.

Always weigh at the same time every day, using the same scale and Weighing patients at the same time and under the same conditions avoids
same type and amount of bed clothing. discrepancies that could reflect inaccurate losses or gains. Note:
Weighing patients daily is not useful in detecting intravascular fluid loss
due to third spacing. Movement of fluid from one area of the body to
another will not change the total body weight.

If nausea and vomiting are present, assess for potential causes. Potential causes include administration of opioid analgesics, loss of gastric
tube patency, and environmental factors (e.g., unpleasant odors or
sights).

Administer antiemetics (e.g., ondansetron, prochlorperazine, These agents combat nausea and vomiting, which could impair intake and

promethazine), metoclopramide, or similar agents as prescribed. add to fluid losses.

Instruct the patient to request medication before nausea becomes Postoperative vomiting is significantly less when patients receive nausea/

severe. vomiting prophylaxis.
n Monitor for hypokalemia and hypocalcemia. See “Acute Renal A large fluid loss may cause electrolyte imbalances leading to life-
Failure,” p. 192, for Acute Confusion/Ineffective Protection. threatening cardiac dysrhythmias.

General Care Plans



Risk for Shock

Perioperative Care

Nursing Diagnoses:

Risk for Bleeding

related to operative procedure

Risk for Shock

related to hypovolemia

Desired Outcomes: The patient is normovolemic as evidenced by BP 90/60 mm Hg or higher
(or within the patient’s preoperative baseline), HR 60-100 bpm, RR 12-20 breaths/min with
normal depth and pattern (eupnea), brisk capillary refill (less than 2 sec), warm extremities,
distal pulses greater than 2+ on a 0-4+ scale, urinary output 30 mL/hr or more, and urine
specific gravity less than 1.030. The patient does not demonstrate significant mental status
changes and verbalizes orientation to person, place, and time.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess VS and physical indicators at frequent intervals during the first
24 hr of the postoperative period for signs of internal hemorrhage
and impending shock. See Chapter 17, “Cardiac and Noncardiac
Shock (Circulatory Failure),” p. 145, for management.

II' Inspect the surgical dressing; record saturated dressings and report
significant findings to the health care provider.

If the initial postoperative dressing becomes saturated, reinforce the
dressing and notify the health care provider.

Monitor wound drains and drainage systems, and report significant
findings to the health care provider.

Note the amount and character of drainage from gastric and other
tubes at least q8h. Note: After gastric and some other GI
surgeries, patients will have small amounts of bloody or blood-
tinged drainage for the first 12-24 hr. Be alert to large or
increasing amounts of bloody drainage.

Monitor and measure urinary output g4-8h during the initial
postoperative period. Report significant findings to the health care
provider.

Review complete blood count (CBC) values for evidence of bleeding;
report significant decreases.

Maintain a patent indwelling 18-gauge or larger IV catheter.

There is greater potential for postoperative bleeding/hemorrhage during
this period. Decreasing pulse pressure (difference between systolic
blood pressure [SBP] and diastolic blood pressure [DBP]), decreasing
BP, increasing HR, and increasing RR are indicators of internal
hemorrhage and impending shock.

Physical indicators include pallor, diaphoresis, cool extremities, delayed
capillary refill, diminished intensity of distal pulses, restlessness,
agitation, mental status changes, and disorientation, as well as
subjective complaints of thirst, anxiety, or a sense of impending doom.

Rapid saturation of the dressing with bright red blood is evidence of frank
bleeding, which necessitates prompt intervention.

The health care provider may want to perform the initial dressing change.

Excessive drainage (more than 50 mL/hr for 2-3 hr) should be reported
promptly for timely intervention.

If drainage appears to contain blood (e.g., bright red, burgundy, or dark
coffee ground appearance), it will be necessary to perform an occult
blood test (may be performed in the laboratory). If the test is newly or
unexpectedly positive, results should be reported to health care
provider for timely intervention.

Average hourly output less than 30 mL/hr and specific gravity of 1.030 or
more are indicators of deficient fluid volume, which can signal
bleeding/hemorrhage.

Evidence of bleeding may be indicated by decreases in hemoglobin (Hgb)
from normal (male 14-18 g/dL; female 12-16 g/dL); and decreases in
hematocrit (Hct) from normal (male 40%-54%; female 37%-47%).
Significant decreases occur with active bleeding, an emergency
situation.

The gauge of this catheter will enable repeat infusions of blood products if
hemorrhagic shock develops.

General Care Plans
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Excess Fluid Volume

related to compromised regulatory mechanisms after major surgery

Desired Outcome: Following intervention/treatment, the patient becomes normovolemic as
evidenced by BP within normal range of the patient’s preoperative baseline, distal pulses less
than 4+ on a 0-4+ scale, presence of eupnea, clear breath sounds, absence of or barely detect-
able edema (1+ or less on a 0-4+ scale), urine specific gravity at least 1.010, and body weight
near or at preoperative baseline.

ASSESSMENT/INTERVENTIONS RATIONALES

PART I: Medical-Surgical Nursing

Assess for and report any indicators of fluid overload, including An increase in BP and an S3 galloping rhythm may indicate impending
elevated BP, bounding pulses, dyspnea, crackles (rales), and heart failure. Crackles and dyspnea may signal a shift of fluid from the
pretibial or sacral edema. vascular space to the pulmonary interstitial space and alveoli causing

pulmonary edema.
Maintain a record of 8-hr and 24-hr input and output (I&0). Note and Normal 24-hr output is 1400-1500 mL, and normal 1-hr output is 60 mL/

report a significant imbalance. Monitor urinary specific gravity and hr or 480 mL per 8 hr. Decreased urinary output could be a sign of
report consistently low (less than 1.010) findings. fluid volume excess.

Weigh the patient daily, using the same scale and same type and Weight changes reflect changes in body fluid volume. One liter of fluid
amount of bed clothing. Note significant weight gain. equals approximately 2.2 Ib. Weighing the patient at the same time and

under the same conditions avoids discrepancies that could reflect
inaccurate losses or gains.

Administer diuretics as prescribed. Diuretics mobilize interstitial fluid and decrease excess fluid volume.

Monitor patients carefully who are on diuretic therapy. See Acute Diuretic therapy may cause dangerous K* depletion that could result in
Confusion/Ineffective Protection in “Acute Renal Failure,” cardiac dysrhythmias. As well, diuretic therapy can lead to
p. 192, hyponatremia because of sodium losses.

Monitor older adults and individuals with cardiovascular disease These individuals are especially at risk for developing postoperative fluid
especially carefully. volume excess. Older adults have age-related changes of decreased

glomerular filtration rate (GFR). Decreased kidney function and
increased probability of chronic illness such as cardiac disease may
signal higher risk of postoperative excessive fluid volume.
Anticipate postoperative diuresis approximately 48-72 hr after This may occur because of mobilization of third-space (interstitial) fluid.
surgery.

Nursing Diagnosis:
Risk for Trauma

related to weakness, balancing difficulties, and reduced muscle coordination
due to anesthetics and postoperative opioid analgesics

Desired Outcome: The patient does not fall and remains free of trauma as evidenced by
absence of bruises, wounds, and fractures.

ASSESSMENT/INTERVENTIONS RATIONALES

Orient and reorient the patient to person, place, and time during the Orientation and repeated explanations increase mental awareness and
initial postoperative period. Inform the patient that the surgery is alertness, which decrease risk of trauma caused by disorientation.
over. Repeat information until the patient is fully awake and oriented These measures also help the patient cope with unfamiliar
(usually several hours but may be days in heavily sedated or surroundings.

otherwise obtunded individuals).

General Care Plans




Risk for Impaired Skin Integrity Perioperative Care

ASSESSMENT/INTERVENTIONS RATIONALES

O
Maintain side rails on stretchers and beds in upright and locked Side rails help prevent trauma to the head and extremities. Some E
positions. individuals experience agitation and thrash about as they emerge —
from anesthesia. =
D
Secure all IV lines, drains, and tubing. This action prevents their dislodgement. %
IZ' Maintain the bed in its lowest position when leaving the patient’s room. This action protects the patient from major trauma in case he or she Q-)c;
falls out of bed. =
«
Place the call mechanism within the patient’s reach; instruct the patient ~ The patient can call for help when it is needed—for example, when g'
in its use. needing to use the toilet. This will reduce risk of falls and injury. =
II| Identify patients at risk for falling. Correct or compensate for risk Risk factors include the following: %
factors. - Time of day: Night shift, peak activity periods such as meals, =
bedtime.
- Medications: Opioid analgesics, sedatives, hypnotics, and
anesthetics.

- Impaired mobility: Individuals requiring assistance with transfer
and ambulation.

- Sensory deficits: Diminished visual acuity caused by disease
process or environmental factors; changes in kinesthetic sense
because of disease or trauma.

Use restraints and protective devices if necessary and prescribed. These devices provide protection during an emergent state. However,
because they can cause agitation, their use should be infrequent and
as a last resort. Behavioral intervention or a patient sitter is
preferred.

Nursing Diagnosis:

Risk for Impaired Skin Integrity

related to the presence of secretions/excretions around percutaneous drains
and tubes

Desired Outcome: The patient’s skin around percutaneous drains and tubes remains intact
and nonerythematous.

ASSESSMENT/INTERVENTIONS RATIONALES
Assess and change dressings as soon as they become wet. (The health These interventions protect the wound from contamination and
care provider may prefer to perform the first dressing change at the accumulation of fluids that may cause excoriation.
surgical incision.) Use sterile technique for all dressing changes.
Keep areas around drains as clean as possible. Intestinal secretions, bile, and similar drainage can lead quickly to skin

excoriation (pepsin, conjugated bile acids, gastric acid, and
lysolecithin all have a low [acidic] pH of 1-3). Sterile normal saline or
a solution of saline and hydrogen peroxide or other prescribed
solution may be used to clean around the drain site.

If some external drainage is present, position a pectin-wafer skin barrier  Skin barriers and ointments are used to protect the skin from drainage

around drain or tube. Ointments, such as zinc oxide, petrolatum, and that could cause breakdown because of caustic enzymes, especially
aluminum paste, also may be used. from the small bowel.

Consult a wound, ostomy, continence (WOC) or enterostomal therapy These nurses provide specialized interventions if drainage is excessive,
(ET) nurse as indicated. skin excoriation develops, or a collection bag needs to be placed

over drains and incisions.

For additional information, see Chapter 73, “Managing Wound Care.”
p. 533.
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PART I: Medical-Surgical Nursing

PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Disturbed Sleep Pattern

related to preoperative anxiety, stress, postoperative pain, noise, and altered
environment

Desired Outcome: Following intervention/treatment, the patient relates minimal or no dif-
ficulty with falling asleep and describes a feeling of being well rested.

ASSESSMENT/INTERVENTIONS RATIONALES

Use nonpharmacologic measures to promote sleep. Behavioral interventions are the preferred method for insomnia because of
their established efficacy and absence of drug side effects.
Environmental stimulation should be reduced by use of minimum
lighting and noise reduction. Pillows and bedding should be
comfortable, and patients should be allowed to maintain their bedtime
routine as close to normal as possible.

Administer analgesics and/or sedatives at bedtime when indicated. This action reduces nighttime pain and augments effects of the hypnotic
agent to promote sleep.
Use special care when administering sedative/hypnotic to patients Sedative/hypnotics could cause respiratory depression in patients who
with COPD. Monitor respiratory function, including oximetry, at already have inadequate ventilation.
frequent intervals in these patients.
After administering the sedative/hypnotic, be certain to raise side The patient will become drowsy, which necessitates these safety
rails, lower bed to its lowest position, and caution the patient not measures.

to smoke in bed.

Nursing Diagnosis:

Impaired Physical Mobility

related to postoperative pain, decreased strength and endurance occurring
with CNS effects of anesthesia or blood loss, musculoskeletal or neuromus-
cular impairment occurring with the disease process or surgical procedure,
sensoriperceptual impairment occurring with the disease process or surgical
procedure (e.g., ocular surgery, neurosurgery), or cognitive impairment occur-
ring with the disease process or effects of opioid analgesics and anesthetics

Desired Outcome: Optimally, by hospital discharge (depending on type of surgery), the
patient returns to preoperative baseline physical mobility as evidenced by ability to move in
bed, transfer, and ambulate independently or with minimal assistance.

ASSESSMENT/INTERVENTIONS RATIONALES

Review the patient’s preoperative physical mobility, including Preoperative/baseline assessments enable accurate measurements of
coordination and muscle strength, control, and mass. postoperative mobility problems.

Implement medically imposed restrictions against movement, especially Restricting movement and certain positions can prevent disruption of the
with conditions or surgeries that are orthopedic, neurosurgical, or surgical repair.
ocular.

Evaluate and correct factors limiting physical mobility. Factors such as oversedation with opioid analgesics, failure to achieve

adequate pain control, and poorly arranged physical environment can
be corrected.

Initiate movement from bed to chair and ambulation as soon as possible  Patients usually can tolerate a graduated progression in activity and
after surgery, depending on postoperative prescriptions, type of ambulation.
surgery, and the patient’s recovery from anesthetics.

General Care Plans



Constipation Perioperative Care

ASSESSMENT/INTERVENTIONS RATIONALES

O

Assist with moving slowly to a sitting position in bed and then standing Many anesthetic agents depress normal vasoconstrictor mechanisms E
at the bedside before attempting ambulation. For more information, and can result in sudden hypotension with quick changes in position. —
see Risk for Ineffective Cerebral Tissue Perfusion, p. 67 =

D

Encourage frequent movement and ambulation by postoperative These actions reduce the potential for postoperative complications, %
patients. Provide assistance as indicated. including atelectasis, pneumonia, thrombophlebitis, skin breakdown, QI’_

muscle weakness, and decreased Gl motility.

Teach exercises that can be performed in bed and explain their purpose.  Exercises such as gluteal and quadriceps muscle sets (isometrics) and
ankle circling and calf pumping promote muscle strength, increase
venous return, and prevent stasis.

For additional information, see Chapter 4, “Prolonged Bedrest,” Risk for
Activity Intolerance, p. 61, and Risk for Disuse Syndrome, p. 63.
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Nursing Diagnosis:
Impaired Oral Mucous Membrane
related to NPO status and/or presence of NG or endotracheal tube

Desired Outcome: At the time of hospital discharge, the patient’s oral mucosa is intact,
without pain or evidence of bleeding.

ASSESSMENT/INTERVENTIONS RATIONALES

Provide oral care and oral hygiene g4h and prn. Arrange for patients to gargle, Oral care provides comfort and prevents excoriation and

brush teeth, and cleanse mouth with sponge-tipped applicators as excessive dryness of oral mucous membrane.
necessary.

Use a moistened cotton-tipped applicator to remove encrustations. Carefully These interventions provide comfort and decrease risk of tissue
lubricate lips and nares with antimicrobial ointment or emollient cream. breakdown caused by dry tissues.

If indicated, obtain a prescription for lidocaine gargling solution. This solution provides comfort if the patient’s throat tissue is

irritated from the presence of an NG tube.

Nursing Diagnoses:
Risk for Dysfunctional Gastrointestinal Motility
Constipation

related to immobility, opioid analgesics and other medications, dehydration,
lack of privacy, or disruption of abdominal musculature or manipulation of
abdominal viscera during surgery

Desired Outcome: The patient returns to his or her normal bowel elimination pattern as

evidenced by return of active bowel sounds within 48-72 hr after most surgeries, absence of
abdominal distention or sensation of fullness, and elimination of soft, formed stools.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and document elimination of flatus or stool. This signals return of intestinal motility.

Assess for abdominal distention, tenderness, absent or hypoactive Gross distention, extreme tenderness, and prolonged absence of bowel
bowel sounds, and sensation of fullness. Report gross distention, sounds are signs of decreased Gl motility and possible ileus.
extreme tenderness, and prolonged absence of bowel sounds. High-pitched bowel sounds may indicate impending bowel obstruction.

continued
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

Encourage in-bed position changes, exercises, and ambulation to the
patient’s tolerance unless contraindicated.

If an NG tube is in place, perform the following:

- Check placement of the tube after insertion, before any instillation,
and q8h. For a larger bore tube, aspirate gastric contents and
assess for pH less than 5.0 for gastric tube placement. If the tube
is in the trachea, the patient may exhibit signs of respiratory
distress or consistently low O, saturation levels, or there may be
absence of drainage. Reposition the tube immediately. Once
assured of placement, mark tube to easily assess tube migration,
and secure tubing in place. For smaller bore tubes, check recent
x-ray film to confirm position before instilling anything.

- For patients with gastric, esophageal, or duodenal surgery, notify
the health care provider before manipulating the tube.

- Keep the tube securely taped to the patient’s nose, and reinforce
placement by attaching the tube to the patient’s gown with a
safety pin or tape.

- Measure and record quantity and quality of output, including color.

- Test reddish, brown, or black output for the presence of blood.
Reposition tube as necessary.

- Gently instill normal saline as prescribed.

- Ensure low, intermittent suction of gastric sump tubes by
maintaining patency of the sump port (usually blue).

- If the sump port becomes occluded by gastric contents, flush the
sump port with air until a whoosh sound is heard over the
epigastric area.

- Never clamp or otherwise occlude the sump port. For patients with
gastric, esophageal, or duodenal surgery, notify the health care
provider before irrigating the tube.

- When the tube is removed, monitor for abdominal distention,
nausea, and vomiting.

Monitor and document the patient’s response to diet advancement
from clear liquids to a regular or other prescribed diet.

Encourage oral fluid intake (more than 2500 mL/day), especially intake
of prune juice.

Administer stool softeners, mild laxatives, senna-based herbal teas,
and enemas as prescribed. As appropriate, encourage a high-fiber
diet (fresh vegetables and fruits). Monitor and record results.

Arrange periods of privacy during the patient’s attempts at bowel elimination.

RATIONALES

These activities stimulate peristalsis, which promotes bowel elimination.

A malpositioned NG tube will be ineffective in relieving gastric distention
and pose a threat to the patient’s well-being.

Manipulation of NG tubes in these patients could result in disruption of the
surgical anastomosis.

Securing the tube prevents its migration into the patient’s airway.

Typically the color will be green. For patients who have undergone gastric
surgery, output may be brownish initially because of small amounts of
bloody drainage but should change to green after about 12 hr.

These colors may signal Gl bleeding.

This action helps maintain patency of the Gl tube.

When the port is open and air is entering the stomach, continuous suction
is safe.

If the port becomes occluded, the tube essentially becomes a single
lumen tube and the continuous suction could damage the lining of the
stomach.

Excessive pressure may accumulate and damage gastric mucosa or
disrupt the surgical anastomosis.

These are signs that GI motility is still decreased and requires further
intervention.

Poor response to diet advancement as evidenced by abdominal distention,
nausea, and vomiting may signal continued decreased Gl motility and
should be reported for timely intervention. Postoperatively, decreased
Gl motility can result from stress (autonomic), surgical manipulation of
the intestine, immobility, and effects of medications.

Increased hydration, including prune juice, helps promote soft stools that
will minimize need to strain.

These interventions promote bulk and softness in stools for easier
evacuation.

Privacy promotes relaxation and success with defecation.

ADDITIONAL NURSING DIAGNOSES/PROBLEMS:

p. 39, Chapter 2
p. 116, Chapter 10
p. 186, Chapter 24

“Pain”
“Pneumonia”

“Venous Thrombosis/Thromboembolism”

p. 533, Chapter 73
p. 539, Chapter 74

“Managing Wound Care”

“Providing Nutritional Support”

General Care Plans



Prolonged Bedrest 4

OVERVIEW/PATHOPHYSIOLOGY problems that may occur. With patients being discharged from

Patients on prolonged bedrest face many potential physiologic ~ the hospital sooner, many health care problems are being
and psychosocial problems. Complications may include respi-  treated in long-term care facilities or at home.
ratory, cardiac, and musculoskeletal disorders as well as other

problems resulting in permanent disabilities. This section HEALTH CARE SETTING

reviews the most common physiologic and psychosocial ~ Extended care, acute care, home care

Nursing Diagnosis:
Risk for Activity Intolerance

related to deconditioned status

Desired Outcomes: Within 48 hr of discontinuing bedrest, the patient exhibits cardiac
tolerance to activity or exercise as evidenced by heart rate (HR) 20 bpm or less over resting
HR; systolic blood pressure (SBP) 20 mm Hg or less over or under resting SBP; respiratory
rate (RR) 20 breaths/min or less with normal depth and pattern (eupnea); normal
sinus rhythm; warm and dry skin; and absence of crackles (rales), new murmurs, new dys-
thythmias, gallop, or chest pain. The patient rates perceived exertion (RPE) at 3 or less on

a scale of 0 (none) to 10 (maximum) and maintains muscle strength and joint range of
motion (ROM).

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for orthostatic hypotension: Prepare the patient for this change  Orthostatic hypotension can occur as a result of decreased plasma

by increasing the amount of time spent in high Fowler’s position and volume and difficulty in adjusting immediately to postural change.
moving the patient slowly in stages. For more information about orthostatic hypotension, see Risk for
Ineffective Cerebral Tissue Perfusion, p. 67.
Assess exercise tolerance: Be alert to signs and symptoms that the Excessive shortness of breath may occur if (1) transient pulmonary
cardiovascular and respiratory systems are unable to meet the congestion occurs secondary to ischemia or left ventricular
demands of the low-level ROM exercises. dysfunction, (2) lung volumes are decreased, (3) oxygen-carrying

capacity of the blood is reduced, or (4) there is shunting of blood
from the right to the left side of the heart without adequate
oxygenation. If cardiac output does not increase to meet the body’s
needs during modest levels of exercise, SBP may fall; the skin may
become cool, cyanotic, and diaphoretic; dysrhythmias may be
noted; crackles (rales) may be auscultated; or a systolic murmur of
mitral regurgitation may occur.

Perform ROM exercises 2-4 times/day on each extremity. Individualize These exercises build stamina by increasing muscle strength and
the exercise plan. endurance

continued
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

Caution: Avoid isometric exercises in cardiac patients.

Mode or type of exercise: Begin with passive exercises, moving the
joints through the motions of abduction, adduction, flexion, and
extension. Progress to active-assisted exercises in which you support
the joints while the patient initiates muscle contraction. When the
patient is able, supervise him or her in active isotonic exercises,
during which the patient contracts a selected muscle group, moves
the extremity at a slow pace, and then relaxes the muscle group.
Have the patient repeat each exercise 3-10 times.

Caution: Stop the exercise if the patient becomes overly short of breath,
has a rapid heart rate, passes out, or experiences severe pain,
dizziness, or lightheadedness. Consult with the health care provider
accordingly.

Caution: Stop any exercise that results in muscular or skeletal pain.
Consult a physical therapist (PT) about necessary modifications.

Intensity: Begin with 3-5 repetitions as tolerated by the patient.

Measure HR and blood pressure (BP) at rest, peak exercise, and 5 min
after exercise.

Duration: Begin with 5 min or less of exercise. Gradually increase the
exercise to 15 min as tolerated.

Frequency: Begin with exercises 2-4 times/day.

Ask patient to rate perceived exertion experienced during exercise, basing

it on the following scale developed by Borg (1982).
0 = Nothing at all

1 = Very weak effort

2 = Weak (light) effort

3 = Moderate effort

4 = Somewhat stronger effort

5 = Strong effort

7 = Very strong effort

9 = Very, very strong effort

10 = Maximum effort

If the patient tolerates the exercise, increase intensity or number of
repetitions each day and increase activity as soon as possible to
include sitting in a chair.

Monitor CBC and report any abnormal value.

Progress activity in hospitalized patients as follows.
Level I: Bedrest

- Flexion and extension of extremities 4 times/day, 15 times

each extremity
- Deep breathing 4 times/day, 15 breaths
- Position change from side to side g2h

- Use of Vollman’s prone positioners and kinetic therapy

beds.

General Care Plans

RATIONALES

These exercises can increase systemic arterial blood pressure.

Beginning with passive movement, progressing to active-assisted, and
continuing with active isotonic takes patients from the least
exerting to the most exerting exercises over a period of time, thus
increasing gradual tolerance.

These exercises should be used with caution in any patient who has
been recently ill or has unexplained weight gain or swelling of a
joint because these may be signs of a serious health condition.

This action prevents injury in a joint too inflamed or diseased to
tolerate this type of exercise intensity.

Starting with minimal intensity and progressing step-by-step to greater
intensity enables gradual tolerance.

These assessments help determine tolerance to the exercise. If HR or
SBP increases more than 20 bpm or more than 20 mm Hg over
resting level, the number of repetitions should be decreased. If HR
or SBP decreases more than 10 bpm or more than 10 mm Hg at
peak exercise, this could be a sign of left ventricular failure,
denoting that the heart cannot meet this workload. For other
adverse signs and symptoms, see Assess exercise tolerance.

Starting with minimal duration and progressing to greater duration
enables gradual tolerance.

As duration increases, the frequency can be reduced.

Borg’s Scale is a simple method of RPE that can be used to gauge a
person’s level of exertion in training.

Exercises to prevent deconditioning should be performed at low levels
of effort. Patients should not experience an RPE greater than 3
while performing ROM exercises.

Tolerance is a sign that cardiovascular and respiratory systems are
able to meet the demands of this low-level ROM exercise. To
promote optimal conditioning, activity should be increased to
correspond to the patient’s increased tolerance.

Disorders such as anemia can decrease the oxygen-carrying capacity
of the blood and affect tolerance.

Signs of activity intolerance include decrease in BP more than 20 mm
Hg, increase in HR to more than 120 bpm (or more than 20 bpm
above resting HR in patients receiving beta-blocker therapy), and
shortness of breath (discussed earlier).

A strategy to promote lung expansion by the use of Vollman’s prone
positioner enables postural drainage. Kinetic therapy beds provide
continual rotation of more than 200 times/day, which decreases the
likelihood of pressure sores and pneumonia.



Risk for Disuse Syndrome

Prolonged Bedrest

ASSESSMENT/INTERVENTIONS RATIONALES

Gradually increasing activities by working up to 20- to 30-min sessions

Level II: Out of bed to chair
- As tolerated, 3 times/day for 20-30 min
- May perform ROM exercises 2 times/day while sitting in chair
Level lll: Ambulate in room
- As tolerated, 3 times/day for 3-5 min in room
Level IV: Ambulate in hall
Initially, 50-200 ft 2 times/day, progressing to 600 ft 4 times/day
May incorporate slow stair climbing in preparation for hospital discharge
Monitor for signs of activity intolerance.

Have the patient perform self-care activities as tolerated.

Teach the patient’s significant other interventions for preventing
deconditioning and their purpose. Involve him or her in the patient’s
plan of care.

Pay attention to nonverbal behaviors and provide emotional support to the
patient and significant other as the patient’s activity level is increased.

at least 3 to 4 times a week with the use of a walker or gait belt
for support and providing nonskid footwear for ambulation not only
promotes conditioning but patient safety as well.

Self-care activities such as eating, mouth care, and bathing may
increase the patient’s activity level.

Significant others can promote and participate in the patient’s activity/
exercises once they understand the rationale and are familiar with
the interventions.

Emotional support helps allay fears of failure, pain, or medical
setbacks.

Nursing Diagnosis:

Risk for Disuse Syndrome

related to paralysis, mechanical immobilization, prescribed immobilization,

severe pain, or altered level of consciousness

Desired Outcomes: When bedrest is discontinued, the patient exhibits complete ROM of all
joints without pain, and limb girth measurements are congruent with or increased over

baseline measurements.

Note: ROM exercises should be performed at least 2 times/day for all immobilized patients
with normal joints. Modification may be required for patients with spinal cord injuries.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess ROM of the patient’s joints, paying special attention to the following
areas: shoulder, wrist, fingers, hips, knees, and feet.

Assess for footdrop by inspecting the feet for plantar flexion and evaluating
the patient’s ability to pull the toes upward toward the head. Document
the assessment daily.

Ensure that the patient changes position at least g2h. Post a turning
schedule at the bedside.

These areas are especially susceptible to joint contracture. Shoulders
can become “frozen” to limit abduction and extension; wrists can
“drop,” prohibiting extension; fingers can develop flexion
contractures that limit extension; hips can develop flexion
contractures that affect the gait by shortening the limb or develop
external rotation or adduction deformities that affect the gait;
knees may have flexion contractures that can develop to limit
extension and alter the gait; and feet can “drop” as a result of
prolonged plantar flexion, which limits dorsiflexion and alters the
gait.

Because feet lie naturally in plantar flexion, footdrop may occur when
plantar flexion is prolonged. Inability to dorsiflex (pull the toes up
toward the head) is a sign of footdrop, and it requires prompt
intervention to prevent permanent damage. This may necessitate
use of foot boards or high-top tennis shoes to facilitate normal
dorsal flexion position.

Position changes not only maintain correct body alignment, thereby
reducing strain on the joints, but also prevent contractures,
minimize pressure on bony prominences, decrease venous stasis,
and promote maximal chest expansion.

continued
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PART I: Medical-Surgical Nursing

PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

Place the patient in a position that achieves proper standing. Maintain this

position with pillows, towels, waffle boots, heel lift suspension boots,
foam heal positioners, foot boards, PlexiPulse compression device,
high-top tennis shoes, or other positioning aids.

Ensure that the patient is prone or side lying, with hips extended, for the

same amount of time spent in the supine position or, at a minimum, 3

times/day for 1 hr.

When the head of bed (HOB) must be elevated 30 degrees, extend the
patient’s shoulders and arms, using pillows to support the position.

Allow the patient’s fingertips to extend over the pillow’s edge.

Place thin pads under the angles of the axillae and lateral aspects of the
clavicles.

Ensure that the patient spends time with hips in extension (see preceding

interventions).

When the patient is in the side-lying position, extend the lower leg from
the hip.

When the patient can be placed in the prone position, move him or her to
the end of the bed and allow the feet to rest between the mattress and

footboard.
Use positioning devices liberally.

When using adjunctive devices, monitor involved skin at least tid.

Teach the patient and significant other the rationale and procedure for
ROM exercises, and have the patient give return demonstrations.

Review Risk for Activity Intolerance, p. 61, to ensure that the patient

does not exceed his or her tolerance. Provide passive exercises for
patients unable to perform active or active-assisted exercises. In
addition, incorporate movement patterns into care activities, such as

position changes, bed baths, getting patient on and off the bedpan, or

changing the patient’s gown.
Provide the patient with a handout that reviews exercises and lists

repetitions for each. Instruct the patient’s significant other to encourage

the patient to perform exercises as required.

Perform and document limb girth measurements, dynamography, and
ROM, and establish exercise baseline limits.

Explain to the patient how muscle atrophy occurs. Emphasize the
importance of maintaining or increasing muscle strength and

periarticular tissue elasticity through exercise. If there are complicating

pathologic conditions, consult the health care provider about the
appropriate form of exercise for the patient.

Explain the need to participate maximally in self-care as tolerated.

General Care Plans

RATIONALES

A position in which the head is neutral or slightly flexed on the neck,
hips are extended, knees are extended or minimally flexed, and
feet are at right angles to the legs achieves proper standing
alignment, which helps promote ambulation when the patient is
ready to do so.

These positions prevent hip flexion contractures.

This position maintains proper spinal posture.

This position maintains normal arching of the hands.

These pads help prevent internal rotation of the shoulders and
maintain anatomic position of the shoulder girdle.

This position helps prevent hip flexion contracture.
This position helps prevent hip flexion contracture.

This prevents not only plantar flexion and hip rotation, but also injury
to the heels and toes.

Using pillows, rolled towels, blankets, sandbags, antirotation
boots, splints, knee abductors, drop seats, foot supports, back
wedges, back support splints, wedges cushions, pommel
cushions, and orthotics helps maintain joints in neutral position,
which helps ensure that they remain functional when activity is
increased.

Assessing for alterations in skin integrity enables prompt interventions
that prevent skin breakdown.

These actions facilitate adherence to the exercise regimen and help
prevent contracture formation.

These actions facilitate learning and adherence to the exercise
program.

This assessment of existing muscle mass, strength, and joint motion
enables subsequent evaluation and promotes exercise and ROM
appropriate for the patient.

Muscle atrophy occurs because of disuse or failure to use the
joint, often caused by immediate or anticipated pain. This
explanation encourages patients to perform exercises
inasmuch as disuse eventually may result in decreased muscle
mass and blood supply and a loss of periarticular tissue elasticity,
which in turn can lead to increased muscle fatigue and joint pain
with use.

Self-care helps maintain muscle strength and promote a sense of
participation and control.



Ineffective Peripheral Tissue Perfusion

Prolonged Bedrest
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ASSESSMENT/INTERVENTIONS

For noncardiac patients needing greater help with muscle strength, assist
with resistive exercises (e.g., moderate weight lifting to increase size,
endurance, and strength of the muscles). For patients in beds with
Balkan frames or other types of over-bed frames, provide a means for
resistive exercise by implementing a system of weights and pulleys.

Determine the patient’s baseline level of performance on a given set of
exercises, and then set realistic goals for repetitions.

If the joints require rest, teach isometric exercises.

Provide a chart to show the patient’s progress, and combine this with large
amounts of positive reinforcement.

Post the exercise regimen at the bedside. Instruct the patient’s significant
other in the exercise regimen, and elicit his or her support and
encouragement of the patient’s performance of the exercises.

As prescribed, teach transfer or crutch-walking techniques and use of a
walker, wheelchair, or cane. Include the significant other in
demonstrations, and stress the importance of proper body mechanics.

Employ gait belts, lifts, and bed assist devices.
Provide periods of uninterrupted rest between exercises/activities.
Seek referral to PT or OT as appropriate.

RATIONALES

Resistance increases the force needed to perform the exercise and
promotes the maintenance or rebuilding of muscle strength.

Well-planned goals provide markers for assessing effectiveness of the
exercise plan and progress made. For example, if the patient can
do 5 repetitions of lifting a 5-1b weight with the biceps muscle,
the goal may be to increase repetitions to 10 within 1 wk, to an
ultimate goal of 20 within 3 wk, and then advance to 7.5-1b
weights.

In these exercises, the patient contracts a muscle group and holds
the contraction for a count of 5 or 10. The sequence is repeated
for increasing counts or repetitions until an adequate level of
endurance has been achieved. Thereafter, maintenance levels are
performed. Note: These exercises do not build strength but,
rather, help to maintain strength.

Attaining progress and having positive reinforcement promote
continued adherence to the exercise plan.

These actions ensure consistency by all health care personnel and
involvement and support of significant others.

These interventions help ensure that patients can safely maintain the
highest possible level of mobility while also improving circulation.

These devices promote safety and help to improve movement.
Rest enables patients to replenish energy stores.

Such a referral will help patients who have special needs or who are
not in a care facility to attain the best ROM possible.

Nursing Diagnosis:

Ineffective Peripheral Tissue Perfusion

related to interrupted venous flow occurring with prolonged immobility

Desired Outcomes: At least 24 hr before hospital discharge, the patient has adequate periph-
eral perfusion as evidenced by normal skin color and temperature and adequate distal pulses
(greater than 2+ on a 0-4+ scale) in peripheral extremities. The patient performs exercises
independently, adheres to the prophylactic regimen, and maintains intake of 2-3 L/day of

fluid unless contraindicated.

92}
o
=
=,
Q
)
=
o
=
@,
>
(=]

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for calf or groin tenderness, redness, unilateral swelling Pain elicited with dorsiflexion along with these other indicators may be
of a leg, warmth in the involved area, and coolness, unnatural signs of deep vein thrombosis (DVT)/venous thromboemolism (VTE).
color or pallor, and superficial venous dilation distal to the
involved area.

Measure the girth of the affected limb, comparing it to the opposite If the girth of the affected limb is larger in comparison to the opposite
side. limb, this is a sign of DVT/VTE.

A knowledgeable patient is more likely to report these indicators promptly
for timely intervention.

Teach these indicators to the patient.

continued

General Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

In addition, assess vital signs and monitor erythrocyte sedimentation
rate (ESR) results if they are available.

Notify the patient’s health care provider of significant findings.

Perform passive ROM or encourage active ROM exercises in the
absence of signs of DVT.

Teach patient calf-pumping (ankle dorsiflexion—plantar flexion) and
ankle-circling exercises.

Encourage deep breathing.

When not contraindicated by peripheral vascular disease (PVD),
ensure that the patient wears antiembolism hose, pneumatic foot
pump devices, pneumatic sequential compression stockings, or
thromboembolism-deterrent (TED) hose.

Remove pneumatic sequential compress stockings for 10-20 min
q8h. Reapply hose after elevating the patient’s legs at least 10
degrees for 10 min.

Instruct the patient not to cross the feet at the ankles or knees while
in bed.

If the patient is at risk for DVT/VTE, elevate foot of the bed 10
degrees.

In nonrestricted patients, increase fluid intake to at least 2-3 L/day.
Educate the patient about the need to drink large amounts of fluid
(9-14 8-0z glasses) daily. Monitor intake and output (1&0) to
ensure adherence.

Administer anticlotting medication as prescribed.

Monitor appropriate laboratory values (e.g., prothrombin time [PT],
international normalized ratio [INR], partial thromboplastin time

(PTTD.

Teach the patient to self-monitor for and report bleeding.

General Care Plans

Additional signs of DVT/VTE may include fever, tachycardia, and elevated
ESR. Normal ESR (Westergren method) in males younger than 50 yr is
0-15 mm/hr and older than 50 yr is 0-20 mm/hr; in females younger
than 50 yr it is 0-20 mm/hr, and older than 50 yr it is 0-30 mm/hr.

If signs of DVT/VTE occur, further evaluation will be necessary to protect
the patient from a pulmonary embolus or clot that could compromise
the limb. For more information, see Chapter 24, “Venous Thrombosis/
Thrombophlebitis,” p. 186.

These exercises increase circulation, which promotes peripheral tissue
perfusion.

Same as above. The patient should repeat each movement 10 times,
performing each exercise hourly during extended periods of immobility,
as long as the patient is free of symptoms of DVT/VTE.

Deep breathing increases negative pressure in the lungs and thorax to
promote emptying of large veins and thus increase peripheral tissue
perfusion.

These garments/devices prevent venous stasis, the precursor to DVT/VTE.
The pneumatic devices, which provide more compression than
antiembolism hose, are especially useful in preventing DVT/VTE in
patients who are mostly immobile. Patients with PVD may experience
rest pain, which can be precipitated by TED hose, foot pump devices,
and pneumatic sequential compression stockings.

Removing pneumatic sequential compress stockings enables inspection of
underlying skin for evidence of irritation or breakdown. Elevating the
legs before reapplying the pneumatic sequential compress stockings
promotes venous return and decreases edema, which otherwise would
remain and cause discomfort when the hose are reapplied.

These actions may cause venous stasis.
Elevating the foot of the bed increases venous return.

Increased hydration reduces hemoconcentration, which can contribute to
development of DVT/VTE.

Patients at risk for DVT/VTE, including those with chronic infection and
history of PVD and smoking, as well as patients who are older, obese,
and anemic, may require anticoagulants to minimize the risk of clotting.
Drugs such as aspirin, sodium warfarin, phenindione derivatives,
heparin, or low-molecular-weight heparin (LMWH; e.g., enoxaparin
sodium) may be given. Many patients are taught how to self-administer
LMWH injections after hospital discharge.

Optimal laboratory values for PTT are 60-70 sec or 1.5-2.5x control value
if on anticoagulant therapy and INR 2.0-3.0 if on anticoagulant therapy.
Values higher than these signify that the patient is at increased risk for
bleeding.

Anticoagulant drugs increase the risk of bleeding. It is important for the
patient to know signs of bleeding so that he or she can report them as
soon as they are noted to ensure timely intervention. Possible types of
bleeding include epistaxis, bleeding gums, hematemesis, hemoptysis,
melena, hematuria, hematochezia, menometrorrhagia, and
ecchymoses.



Risk for Ineffective Cerebral Tissue Perfusion

Prolonged Bedrest

ASSESSMENT/INTERVENTIONS RATIONALES

Many foods and over-the-counter herbals can prolong bleeding such as

Teach medication, food, and herbal interactions that can affect
warfarin.

alfalfa/alfalfa sprouts, angelica (dong quai), borage, bromelain, celery,
clove, Coenzyme Q-10, devils claw, echinacea, fenugreek, garlic,
ginger, gingko biloba green tea, licorice, parsley, passion flower,
quinine, red clover, and St. John’s wort.

Examples of medications and foods that decrease the effect of

anticoagulation, thus increasing the chance of blood clots, are
azathioprine, antithyroid medications, carbamazepine, dicloxacillin,
glutethimide, griseofulvin, haloperidol, nafcillin, oral contraceptives,
phenobarbital, rifampin, vitamin C, dark green leafy vegetables,
spinach, kale, collards, broccoli, asparagus, cauliflower, and Brussels
sprouts.

Nursing Diagnosis:

Risk for Ineffective Gerebral Tissue Perfusion

(orthostatic hypotension) related to interrupted arterial flow to the brain

occurring with prolonged bedrest

Desired Outcome: When getting out of bed, the patient has adequate cerebral perfusion as
evidenced by HR less than 120 bpm and BP 90/60 mm Hg or greater (or within 20 mm Hg
of the patient’s normal range) immediately after position change, dry skin, normal skin color,
and absence of vertigo and syncope, with return of HR and BP to resting levels within 3 min

of position change.

RATIONALES

ASSESSMENT/INTERVENTIONS

Assess for recent diuresis, diaphoresis, or change in vasodilator therapy.

Be alert to diabetic cardiac neuropathy, denervation after heart
transplantation, advanced age, or severe left ventricular dysfunction.

Assess BP in any high-risk patient for whom this will be the first time out
of bed. Instruct the patient to report immediately symptoms of
lightheadedness or dizziness.

Assess for a drop in SBP of 20 mm Hg or greater and an increased pulse
rate, combined with symptoms of vertigo and impending syncope.

Explain cause of orthostatic hypotension and measures for preventing it.

Apply antiembolism hose once the patient is mobilized.

When the patient is in bed, provide instructions for leg exercises as
described under Ineffective Peripheral Tissue Perfusion, p. 65.
Encourage the patient to perform leg exercises immediately before
mobilization.

These are factors that increase the risk of orthostatic hypotension
because of fluid volume changes. For example, bedrest incurs a
diuresis of about 600-800 mL during the first 3 days. Although
this fluid decrease is not noticed when the patient is supine, the
lost volume will be evident (i.e., with orthostatic hypotension)
when the body tries to adapt to sitting and standing.

These are factors that increase risk of orthostatic hypotension
because of altered autonomic control.

Low BP, lightheadedness, and dizziness are signs of orthostatic
hypotension and necessitate a return to the supine position.

These are signs of orthostatic hypotension that signal the need for
return to the supine position.

Patients who are informed as to cause and ways of preventing
orthostatic hypotension are more likely to avoid it. Measures to
prevent orthostatic hypotension are discussed in subsequent
interventions.

Used to prevent DVT/VTE, antiembolism hose and sequential
compression hose also may be useful in preventing orthostatic
hypotension by promoting venous return once the patient is
mobilized.

Leg exercises promote venous return, which helps prevent orthostatic
hypotension.

continued

General Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

Prepare the patient for getting out of bed by encouraging position changes
within necessary restrictions.

“ Follow these guidelines for mobilization:

- Have the patient dangle legs at the bedside. Be alert to indicators of
orthostatic hypotension, including diaphoresis, pallor, tachycardia,
hypotension, and syncope. Question patient about the presence of
lightheadedness or dizziness. Again, encourage performance of leg
exercises.

- If leg dangling is tolerated, have the patient stand at the bedside
with two staff members in attendance. If no adverse signs or
symptoms occur, have the patient progress to ambulation as
tolerated.

ASSESSMENT/INTERVENTIONS RATIONALES

Position changes help acclimate patients to the upright position.
These changes may be accomplished with the assistance of an
over-bed trapeze, hydraulic lift, and EZ lift.

This action provides for a gradual adjustment to the possible effects
of venous pooling and related hypotension in persons who have
been supine or in Fowler’s position for some time. Dangling of the
legs may be necessary until intravascular fluid volume is restored.
It also provides an opportunity for leg exercises that can reduce
risk of venous stasis.

This intervention helps ensure the patient’s safety in the event of a
fall.

Nursing Diagnosis:
Constipation

related to less than adequate fluid or dietary intake and bulk, immobility, lack
of privacy, positional restrictions, and use of opioid analgesics

Desired Outcomes: Within 24 hr of this diagnosis, the patient verbalizes knowledge of mea-
sures that promote bowel elimination. The patient relates return of normal pattern and

character of bowel elimination within 3-5 days of this diagnosis.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s bowel history.

Assess and document the patient’s bowel movements, diet, and 1&0.

If rectal impaction is suspected, use a gloved, lubricated finger to remove
stool from the rectum.

Teach the importance of a high-fiber diet (20-35 grams/day) and a fluid
intake of at least 2-3 L/day (unless this is contraindicated by a renal,
hepatic, or cardiac disorder).

Maintain the patient’s normal bowel habits whenever possible by offering a
bedpan; ensuring privacy; and timing medications, enemas, or
suppositories so that they take effect at the time of day when the
patient normally has a bowel movement.

Provide warm fluids before breakfast, and encourage toileting.

Maximize the patient’s activity level within limitations of endurance,
therapy, and pain.

General Care Plans

This assessment elicits normal bowel habits and interventions that
are used successfully at home.

This information tracks bowel movements and factors that promote or
prevent constipation. Indications of constipation include the
following: fewer than patient’s usual number of bowel
movements, abdominal discomfort or distention, straining at stool,
and patient complaints of rectal pressure or fullness. Fecal
impaction may be manifested by oozing of liquid stool and
confirmed via digital examination.

Digital stimulation may be adequate to promote a bowel movement.
0il retention enemas may soften impacted stool.

These measures increase peristalsis and the likelihood of normal
bowel movements. High-fiber foods—including bran, nuts, raw
and coarse vegetables, beans, and lentils—are rich in insoluble
fiber.

Good hydration softens the stool, making it easier to evacuate.
Patients with renal, hepatic, and diverticular disease, cardiac
disorders, or hemorrhoids may be on fluid restrictions.

These actions may facilitate regularity of bowel movements.

These measures take advantage of the patient’s gastrocolic and
duodenocolic reflexes.

Increased activity promotes peristalsis, which helps prevent
constipation.



Ineffective Role Performance

Prolonged Bedrest

ASSESSMENT/INTERVENTIONS RATIONALES

Request pharmacologic interventions from the health care provider when
necessary. To help prevent rebound constipation, make a priority list of
interventions.

Discuss the role that opioid agents and other medications play in causing
constipation.

Teach nonpharmacologic methods of pain control. See discussion in
Chapter 2, “Pain,” p. 44.

Starting with the gentlest interventions helps prevent rebound
constipation and ensures minimal disruption of patient’s normal
bowel habits.

The following is a suggested hierarchy of interventions:

- Bulk-building additives (psyllium), bran
- Mild laxatives (apple or prune juice, milk of magnesia)
- Stool softeners (docusate sodium, docusate calcium)
- Potent laxatives and cathartics (bisacodyl,

cascara sagrada)
- Medicated suppositories
- Enemas

Opioids, antidepressants, anticholinergics, iron supplements,
diuretics, and muscle relaxants are known to cause constipation.
Methylnaltrexone, a |L-opioid receptor antagonist, is @ medication
that treats opioid-induced constipation.

Nonpharmacologic methods that may decrease the need for
opioid analgesics include transcutaneous electrical nerve
stimulation (TENS), spinal cord stimulation (SCS), ice, massage
therapy, guided imagery, music therapy, biofeedback, and
acupuncture.

[BIIPSA | LHVd
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Nursing Diagnosis:

Ineffective Role Performance

related to necessity for dependence upon others during care vs. need/desire for

independence/self-care as condition improves

Desired Outcome: Within 48 hr of this diagnosis, the patient collaborates with caregivers in
planning realistic goals for independence and participates in self-care.

ASSESSMENT/INTERVENTIONS

Assess the patient’s response to the plan of care for recovery, which
includes appropriate participation in self-care.

Encourage the patient to be as independent as possible within limitations
of endurance, therapy, and pain.

Ensure that all health care providers are consistent in conveying
expectations of eventual independence.

Alert the patient to areas of excessive dependence, and involve him or her
in collaborative goal setting.

Do not minimize the patient’s expressed feelings of depression. Allow
expressions of emotions, but provide support, understanding, and
realistic hope for a positive role change.

If indicated, provide self-help devices.

Provide positive reinforcement when the patient meets or advances toward
goals.

RATIONALES

It is important to keep the patient gradually increasing activity and
becoming more involved in self-care activities. Excessive activity
may lead to fatigue and setbacks in recovery.

Optimally, such encouragement will facilitate independence as much
as feasible. Allow for temporary periods of dependence because
they enable the individual to restore energy reserves needed for
recovery.

Consistency facilitates trusting relationships.

It is healthy to begin to foster a degree of independence as recovery
progresses.

Minimizing a patient’s expressed feelings of depression can add to
anger and depression. Offering realistic goals and encouragement
can provide needed emotional support in movement toward
independence.

These devices, such as long-handled reachers or grabbers, canes,
wheelchairs, and walkers, can increase the patient’s
independence with self-care.

Positive reinforcement builds on the patient’s strengths and promotes
self-efficacy.

General Care Plans
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Nursing Diagnosis:

Deficient Diversional Activity

related to prolonged illness and hospitalization

Desired Outcome: Within 24 hr of intervention, the patient engages in diversional activities

and relates absence of boredom.

ASSESSMENT/INTERVENTIONS

Assess for evidence of the patient desiring something to read or do,
daytime napping, and expressed inability to perform usual hobbies
because of hospitalization.

Assess the patient’s activity tolerance as described on p. 61.

Collect a database by assessing the patient’s normal support systems
and relationship patterns with significant others. Question the
patient and significant other about the patient’s interests.

Personalize the patient’s environment with favorite objects and
photographs of significant others.

Provide low-level activities to the patient’s tolerance.

Initiate activities that require little concentration, and proceed to more
complicated tasks as the patient’s condition allows (e.g., if
reading requires more energy or concentration than the patient is
capable of, suggest that the significant other read to patient or
bring audiotapes of books).

Encourage discussion of past activities or reminiscence.

As the patient’s endurance improves, obtain appropriate diversional
activities such as puzzles, model kits, handicrafts, and
computerized games and activities; encourage the patient to use
them. Suggest that the patient’s significant other bring hand-held
devices, iPods, computers, DVD players, Kindles, phones, TV/
tapes, computer, games, crafts, and grooming and beauty
products from home.

Encourage significant others to visit within limits of the patient’s
endurance and to involve the patient in activities that are of
interest to him or her.

As the patient’s condition improves, assist him or her with sitting in a
chair near a window so that outside activities can be viewed.
When the patient is able, provide opportunities to sit in a solarium
so that he or she can visit with other patients. If physical condition
and weather permit, take the patient outside for brief periods.

Request consultation from OT, social services, pastoral services, and
psychiatric nurse.

Increase the patient’s involvement in self-care to provide a sense of
purpose, accomplishment, and control.

RATIONALES

These are indicators of boredom.

Activity tolerance will determine the amount of activity patients can engage
in within limits of their diagnoses.

This enables the nurse to explore diversional activities that may be suitable
for the health care setting and the patient’s level of activity tolerance.

This intervention provides visual stimulation.

These activities promote mental stimulation and reduce boredom.
Examples include access to WiFi, laptop computers, Kindles, iPads,
iPhones, iPods and Get Well Network. Providing books or magazines
pertaining to the patient’s recreational or other interests, computer
games, television, and supplying writing implements for short intervals
of activity are other possible actions.

Initially the patient may find difficult tasks frustrating. Physiologic problems
such as anemia and pain may make concentration difficult.

This could serve as a substitute for performing favorite activities during
convalescence.

Watching television, using the computer, listening to the radio or books on
tape, and playing cards or board games often are good diversions.

Visiting and partaking in activities with loved ones likely reduce boredom.

New scenery, whether within the same room, such as looking out the
window or into another area, can reduce boredom, as can meeting and
speaking with other people. Being outdoors when it is possible changes
the environment and optimally combats boredom.

Such referrals may yield other diversional activities/interventions.

Performing in-bed exercises (e.g., deep breathing, ankle circling,
calf pumping), keeping track of I&0, and similar activities can and
should be accomplished routinely by patients to provide a sense of
purpose, accomplishment, and control, which likely will diminish
boredom.

General Care Plans




Ineffective Sexuality Patterns

Prolonged Bedrest

Nursing Diagnosis:

Ineffective Sexuality Patterns

related to actual or perceived physiologic limitations on sexual performance
occurring with disease, therapy, or prolonged hospitalization

Desired Outcome: Within 72 hr of this diagnosis, the patient relates satisfaction with sexual-
ity and/or understanding of the ability to resume sexual activity.

ASSESSMENT/INTERVENTIONS

RATIONALES

Buisinp [eaifing

Assess the patient’s normal sexual function, including importance placed
on sex in the relationship, frequency of interaction, normal positions
used, and the couple’s ability to adapt or change to meet
requirements of the patient’s limitations.

Identify the patient’s problem diplomatically, and clarify it with the
patient.

Encourage the patient and significant other to verbalize feelings and
anxieties about sexual abstinence, having sexual relations in the
hospital, hurting the patient, or having to use new or alternative
methods for sexual gratification.

Develop strategies in collaboration with the patient and significant other.

Encourage acceptable expressions of sexuality by the patient.

Inform the patient and significant other that it is possible to have time
alone together for intimacy. Provide that time accordingly by putting
a Do not disturb sign on the door, enforcing privacy by restricting
staff and visitors to the room, or arranging for temporary private
quarters.

Encourage the patient and significant other to seek alternative methods
of sexual expression when necessary.

Refer the patient and significant other to professional sexual counseling
as necessary.

This assessment helps determine the patient’s normal sexual function
and adaptations that will be necessary under current conditions.

This assessment helps determine if the patient suffers from sexual
dysfunction resulting from lack of privacy, current illness, or
perceived limitations. Indicators of sexual dysfunction can include
regression, acting-out with inappropriate behavior such as grabbing
or pinching, sexual overtures toward staff members, self-enforced
isolation, and similar behaviors.

Open communication is the foundation for maintaining a strong intimate
relationship.

This information will promote understanding of ways to achieve sexual
satisfaction.

Examples of positive and acceptable behaviors may eliminate
inappropriate behaviors. Examples for a woman could include
wearing makeup and jewelry and for a man, shaving and wearing
his own shirts and shorts.

These actions facilitate intimacy by ensuring privacy.

Accustomed methods of sexual expression may not work under current
circumstances. Alternative methods may include mutual
masturbation, altered positions, vibrators, and identification of other
erotic areas for each partner.

Counseling may improve communication and acceptance of alternative
therapies.

ADDITIONAL NURSING DIAGNOSES/PROBLEMS

“Psychosocial Support” for psychosocial nursing interventions

“Pneumonia” for interventions related to prevention of pneumonia

“Venous Thrombosis/Thrombophlebitis” for interventions related to DVT and pulmonary embolism

“Pressure Ulcers” in “Managing Wound Care” for Impaired Tissue Integrity (or risk for same)

p. 72
p. 116

General Care Plans
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Psychosocial Support 5

Nursing Diagnosis:

Fatigue

related to disease process, treatment, medications, depression, or stress

Desired Outcome: Before hospital discharge, the patient and caregivers describe interven-

tions that conserve energy resources.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s patterns of fatigue and times of maximum
energy. (Use of a visual analog scale may be helpful in
monitoring the fatigue level.)

Assess how fatigue affects the patient’s emotional status and
ability to perform activities of daily living (ADLs). Suggest
activity schedules to maximize energy expenditures (e.g., “After
you eat lunch, take a 15-minute rest before you go to x-ray”).

Assess for signs and symptoms of anemia.

Assess patterns of sleep.

Help the patient maintain a regular sleep pattern by allowing for
uninterrupted periods of sleep. Encourage rest when fatigued
rather than attempting to continue activity. Encourage naps
during the day.

Reduce environmental stimulation overload (e.g., noise level,
visitors for long periods of time, lack of personal quiet time).

Discuss how to delegate chores to family and friends who are
offering to assist.

Encourage the patient to maintain a regular schedule once
discharged, recognizing that attempting to continue previous
activity levels may not be realistic.

Encourage mild exercise such as short walks and stretching, which
may begin in the hospital if not contraindicated.

Avoid exercise or use caution in patients with certain disease
states.

This information helps identify areas for teaching energy conservation,
relaxation, and diversional activities to reduce fatigue.

Developing an activity plan (e.g., rescheduling activities, allowing rest
periods, asking for assistance, exercise) will help conserve energy, reduce
fatigue, and maintain ADLs.

Anemia can result from cancer or its treatments. Fatigue can occur because
of decreased oxygen-carrying capacity of blood. Pharmacologic agents or
transfusions may be needed to increase red blood cells.

Disturbance in sleep pattern may influence level of fatigue.

Lack of effective sleep can lead to psychosocial distress (e.g., inability to
concentrate, anxiety, uncertainty, and depression).

This action helps promote uninterrupted sleep patterns.

This action helps conserve energy and enables family and friends to feel a
part of patient’s care.

This information helps patients engage in a realistic activity schedule to
minimize fatigue and avoid frustration if physical functioning does not
return to baseline levels.

Such exercise will promote flexibility, muscle strength, and cardiac output
and reduce stress.

Exercise should be used with caution and may be contraindicated in cases of
- Bone metastases
- Immunosuppression or neutropenia
- Thrombocytopenia
- Anemia
- Fever or active infection
- Limitations due to other illnesses
(Oncology Nursing Society, 2011b)
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Anxiety

Psychosocial Support

Nursing Diagnosis:

Disturbed Sleep Pattern

related to environmental changes, illness, therapeutic regimen, pain, immobil-
ity, psychologic stress, altered mental status, or hypoxia

Desired Outcomes: After discussion, the patient identifies factors that promote sleep. Within
8 hr of intervention, the patient attains 90-min periods of uninterrupted sleep and verbalizes

satisfaction with the ability to rest.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s usual (before and after diagnosis) sleeping patterns
(e.g., bedtime routine, hours of sleep per night, sleeping position, use
of pillows and blankets, napping during the day, nocturia).

Assess causative factors and activities that contribute to the patient’s
insomnia, awaken the patient, or adversely affect sleep patterns.

Explore relaxation techniques that promote patient’s rest/sleep.

Administer sleep medicines at a time appropriate to induce sleep, taking
into consideration time to onset and half-life.

As indicated, administer pain medications before sleep.

Promote physical comfort via such measures as massage, back rubs,
bathing, and fresh linens before sleep.

Organize procedures and activities to allow for 90-min periods of
uninterrupted rest/sleep. Limit visiting during these periods.

Whenever possible, maintain a quiet environment.

If appropriate, limit the patient’s daytime sleeping. Attempt to establish
regularly scheduled daytime activity (e.g., ambulation, sitting in chair,
active range of motion), which may promote nighttime sleep.

Promote nonpharmacologic comfort measures that are known to promote
the patient’s sleep.
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Some or all of the patient’s usual sleep pattern may be incorporated
into the plan of care. A routine as similar to the patient’s normal
routine as possible will help promote sleep.

Factors such as pain, anxiety, hypoxia, therapies, depression,
hallucinations, medications, underlying illness, sleep apnea,
respiratory disorder, caffeine, and fear may contribute to sleep
pattern disturbance. Some may be ameliorated, and others may be
modified.

Imagining relaxing scenes, listening to soothing music or taped stories,
and using muscle relaxation exercises are relaxation techniques
that are known to promote rest/sleep.

Simulating the usual sleep/wake pattern aids in uninterrupted sleep.

This intervention decreases the likelihood that pain will interfere with
sleep.

These measures may help relieve stress and promote relaxation. More
research is needed to establish their effectiveness (Margaretta,
2006; Oncology Nursing Society, 2011c).

Ninety minutes of sleep enables complete progression through the
normal phases of sleep.

Excessive noise and light can cause sleep deprivation. Providing
earplugs, reducing alarm volume, and using white noise (i.e.,
low-pitched, monotonous sounds: electric fan, soft music) may
facilitate sleep. Dimming the lights for a period of time, drawing the
drapes, and providing blindfolds are other ways of promoting sleep.

Napping less during the day will promote a more normal nighttime
pattern. Physical activity causes fatigue and may facilitate nighttime
sleeping.

Nonpharmacologic comfort measures such as earplugs, anxiety
reduction, and use of the patient’s own bed clothing and pillows
may promote sleep.

Nursing Diagnosis:
Anxiety

related to actual or perceived threat of death, change in health status, threat
to self-concept or role, unfamiliar people and environment, medications,
preexisting anxiety disorder, the unknown, or uncertainty

Desired Outcome: Within 1-2 hr of intervention, the patient’s anxiety has resolved or

decreased as evidenced by the patient’s verbalization of same, stabilization of vital signs (VS)
if they were elevated due to anxiety (compared with the patient’s normal levels), and absence

of or decrease in irritability and restlessness.

General Care Plans
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MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s level of anxiety. Be alert to verbal and nonverbal
cues. Assess for the following criteria that can contribute to
anxiety: general medical condition, withdrawal from alcohol or
narcotics, pain, generalized anxiety disorder, panic disorder,
post-traumatic stress disorder, phobic disorder, or obsessive-
compulsive disorder (Oncology Nursing Society, 2011a).

Validate assessment of the anxiety with the patient.

Introduce self and other health care team members; explain each
individual’s role as it relates to the patient’s care.

Engage in honest communication with the patient, providing
empathetic understanding. Listen closely.

For patients with severe anxiety or panic state, refer to psychiatric
clinical nurse specialist, case manager, or other health care team
members as appropriate.

Approach the patient with a calm, reassuring demeanor. Show
concern and focused attention while listening to the patient’s
concerns. Provide a safe environment and stay with the patient
during periods of intense anxiety.

Restrict the patient’s intake of caffeine, nicotine, and alcohol.

Avoid abrupt discontinuation of anxiolytics.

If the patient is hyperventilating, have him or her concentrate on a
focal point and mimic your deliberately slow and deep-breathing
pattern.

After an episode of anxiety, review and discuss the thoughts and
feelings that led to the episode.

Identify the patient’s current coping behaviors. Review coping
behaviors the patient has used in the past. Assist with using
adaptive coping to manage anxiety.

Encourage the patient to express fears, concerns, and questions.

Provide an organized, quiet environment.

Encourage social support network to be in attendance whenever
possible.

Teach relaxation and imagery techniques.

Being cognizant of a patient’s level of anxiety enables the nurse to provide
appropriate interventions, as well as modify the plan of care
accordingly.

Levels of anxiety include:

- Mild: Restlessness, irritability, increased questions, focusing on the
environment.

- Moderate: Inattentiveness, expressions of concern, narrowed
perceptions, insomnia, increased heart rate (HR).

- Severe: Expressions of feelings of doom, rapid speech, tremors,
poor eye contact. Patient may be preoccupied with the past; may be
unable to understand the present; and may have tachycardia,
nausea, and hyperventilation.

- Panic: Inability to concentrate or communicate, distortion of reality,
increased motor activity, vomiting, tachypnea.

Validating a patient’s anxiety level provides confirmation of nursing
assessment, as well as openly acknowledges their emotional state. In
so doing, patients are given permission to share feelings. For example,
“You seem distressed. Are you feeling uncomfortable now?”

Familiarity with staff and their individual roles may increase the patient’s
comfort level and decrease anxiety.

These actions help establish an atmosphere that enables free expression.

Patients in severe anxiety or panic state may require more sophisticated
interventions or pharmacologic management.

These actions reassure patients that you are concerned and will assist in
meeting their needs.

Caffeine is a stimulant that may increase anxiety in persons who are
sensitive to it. Cessation of caffeine, nicotine, and alcohol can lead to
physiologic withdrawal symptoms including anxiety.

Abrupt withdrawal can cause headaches, tiredness, and irritability.

Modeling provides patients with a focal point for learning effective
breathing technique.

This action validates the cause of the anxiety and explores interventions
that may avert another episode.

Identifying maladaptive coping behaviors (e.g., denial, anger, repression,
withdrawal, daydreaming, or dependence on narcotics, sedatives, or
tranquilizers) helps establish a proactive plan of care to promote
healthy coping skills. For example, “I understand that your wife reads
to you to help you relax. Would you like to spend a part of each day
alone with her?”

Encouraging questions gives patients an avenue in which to share
concerns. For example, “I know this room looks like a maze of wires
and tubes; please let me know when you have any questions.”

Such an environment reduces sensory overload that may contribute to
anxiety.

Many people benefit from support of others and find that it reduces their
stress level.

Relaxation and imagery skills empower individuals to manage anxiety-
provoking episodes more skillfully and foster a sense of control.

General Care Plans



Ineffective Coping Psychosocial Support

Nursing Diagnosis:
Fear

related to recurrence of the disease, uncertainty, separation from support
systems, unfamiliarity with environment or therapeutic regimen, or loss of
sense of control
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Desired Outcome: Following intervention, the patient expresses fears and concerns and
reports feeling greater psychologic and physical comfort.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s fears and concerns and provide opportunities to These actions help determine factors contributing to feelings of fear. For
express them. Also explore fear of recurrence of cancer or other example, “You seem very concerned about receiving more blood today.”
complications.

Listen closely to the patient. Reactions such as anger, denial, occasional withdrawal, and demanding

behaviors may be coping responses.

Buisinp [eaifing

Encourage the patient to ask questions and gather information about Increasing knowledge level about therapies and procedures reduces/eliminates

the unknown. Provide information about equipment, therapies, fear of the unknown and affords a sense of control.
and routines according to the patient’s ability to understand.
Acknowledge fears in an empathetic manner. Acknowledging feelings encourages communication and hence reduces fear.

For example, “I understand this equipment frightens you, but it is necessary
to help you breathe.” An empathic response promotes expression of fears
and provides reassurance that concerns are acknowledged.

Encourage the patient to participate in and plan care whenever Participation promotes an increased sense of control, which helps decrease
possible. fears.

Provide continuity of care by establishing a routine and arranging for Consistency in care providers promotes familiarity and trust.
consistent caregivers whenever possible. Appoint a case
manager or primary nurse.

Discuss with health care team members the appropriateness of Pharmacologic interventions are sometimes necessary in assisting patients to
medication therapy for patients with disabling fear or anxiety. cope with fears/anxieties about treatment, diagnosis, and prognosis.

Explore the patient’s desire for spiritual or psychologic counseling.  Exploring spiritual/psychologic dimension of the current experience may assist
patients to cope with fear and stress.

Explore the patient’s desire to participate in support groups or meet Many people benefit from outside sources of support in decreasing fears.
with others with similar diagnoses. Interaction with another person who has had a similar experience provides
hope and encouragement.

Nursing Diagnosis:
Ineffective Coping

related to the patient’s health crisis, sense of vulnerability, or inadequate
support systems

Desired Outcome: Before hospital discharge, the patient verbalizes feelings, identifies
strengths and coping behaviors, and does not demonstrate ineffective coping behaviors.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s perceptions and ability to understand current Evaluation of the patient’s comprehension enables development of an
health status. Discuss meaning of disease and current treatment individualized care plan.
with the patient, actively listening with a nonjudgmental attitude.

Establish honest, empathetic communication with the patient. This promotes effective therapeutic communication. For example, “Please

tell me what | can do to help you.”
continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Support positive coping behaviors and explore effective coping These actions identify, reinforce, and facilitate positive coping behaviors,
behaviors used in the past. for example, “I see that reading that book seems to help you relax.”

Identify factors that inhibit the patient’s ability to cope. This enables patients to identify areas such as unsatisfactory support
system, deficient knowledge, grief, and fear that may contribute to
anxiety and ineffective coping and to consider modification of these

PART I: Medical-Surgical Nursing

factors.
Help the patient identify previous methods of coping with life How individuals have handled problems in the past may be a reliable
problems. predictor of how they will cope with current problems.
Examples of maladaptive behaviors include severe depression; dependence
Recognize maladaptive coping behaviors. If appropriate, discuss these on narcotics, sedatives, or tranquilizers; hostility; violence; and suicidal
behaviors with the patient. ideation. Patients may have used substances and other maladaptive

behaviors in controlling anxiety. This pattern can interfere with the
ability to cope with the current situation. If appropriate, nurses should
discuss these behaviors with patients. For example, “You seem to be
requiring more pain medication. Are you having more physical pain, or
does it help you cope with your situation?”

Refer the patient to psychiatric liaison, clinical nurse specialist, case Professional intervention may assist with altering maladaptive behaviors.
manager, or clergy, or recommend support groups or other
programs as appropriate.

Help the patient identify or develop a support system. Many people benefit from outside support systems in helping them cope.
As the patient’s condition allows, assist with reducing anxiety. See Anxiety makes effective coping more difficult to achieve.
Anxiety, p. 73.

Maintain an organized, quiet environment. Such an environment helps reduce patient’s sensory overload to aid with

coping.

Encourage frequent visits by family and caregiver if visits appear to Visitors and social media may help minimize a patient’s emotional and
be supportive to patient. Encourage use of technology such as social isolation, thereby promoting coping behaviors.
social media to stay in touch with family and friends.

As appropriate, explain to the caregiver that increased dependency, Lack of understanding about the patient’s maladaptive coping can lead to
anger, and denial may be adaptive coping behaviors used by the unhealthy interaction patterns and contribute to anxiety within the
patient in early stages of crisis until effective coping behaviors are family.
learned.

Arrange community referrals for discharge planning, as appropriate. Support in the home environment promotes healthier adaptations and may

avert crises.

Nursing Diagnosis:
Powerlessness

related to the absence of a sense of control over illness-related regimen and
health care environment

Desired Outcome: Before hospital discharge, the patient begins to make decisions about care
and therapies and reports onset of an attitude of realistic expectations and sense of
self-control.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s personal preferences, needs, values, and attitudes. This assessment helps develop a care plan individualized for the
Before providing information, assess the patient’s knowledge and patient’s needs, which optimally will decrease sense of
understanding of condition and care. powerlessness.

Assess for expressions of fear, lack of response to events, lack of interest These are signals of feelings of powerlessness.
in information, and lack of interest or participation in care.

General Care Plans



Spiritual Distress

Psychosocial Support
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ASSESSMENT/INTERVENTIONS

Assess support systems; involve the significant other in patient care
whenever possible. Refer to clergy and other support persons or
systems as appropriate.

Evaluate caregiver practices, and adjust them to support the patient’s
sense of control.

Ask the patient to identify activities that may be performed independently.

Whenever possible, offer alternatives related to routine hygiene, diet,
diversional activities, visiting hours, and treatment times.

When distant relatives and casual acquaintances request information about
the patient’s status, check with the patient for consent before sharing
information.

Avoid overprotection and parenting behaviors toward the patient. Instead,
act as an advocate for the patient and significant other.

Offer realistic hope for the future, realizing that within any situation there is
always a reason to be hopeful, even if it is a “good” or peaceful death.

Determine the patient’s wishes about end-of-life decisions, and document
advance directives as appropriate. See Chapter 8, “Palliative and
End-of-Life Care,” for in-depth discussion.

RATIONALES

Many people feel empowered by outside support systems. Promoting
family involvement reduces their feelings of powerlessness as
well.

For example, if a patient always bathes in the evening to promote
relaxation before bedtime, modify the care plan to include an
evening bath rather than follow the hospital routine of giving a
morning bath.

Self-care activities likely will promote a sense of control.

Offering alternatives promotes a sense of control and power over
daily routine.

This action ensures privacy and preserves the patient’s territorial
rights whenever possible.

Discouraging dependency on the staff will help promote independent
behaviors.

This likely will increase sense of control and power and promote
hopefulness.

These actions help promote a sense of control and power over these
decisions.

Nursing Diagnosis:

Spiritual Distress

related to chronic illness, life change, or disturbances in belief and value

systems that give meaning and a sense of hope

Desired Outcome: Before hospital discharge, the patient begins to verbalize religious or spiri-
tual beliefs, continues previous practices, and expresses less distress and feelings of anxiety

and fear.

ASSESSMENT/INTERVENTIONS

Assess the patient’s spiritual or religious beliefs, values, and
practices.

RATIONALES

This assessment will assist in development of an individualized care plan. For
example, “Do you have a religious preference?” “How important is it to

you?” “Are there any religious or spiritual practices in which you wish to
participate while in the hospital?”

Inform the patient of availability of spiritual resources, such as a
chapel or chaplain.

Display a nonjudgmental attitude toward the patient’s religious or
spiritual beliefs and values.

This information increases awareness of available spiritual resources and
promotes a sense of acceptance of the patient’s spirituality.

This action creates an environment that is conducive to free expression.
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Identify available support persons or systems that may assist in
meeting the patient’s religious or spiritual needs (e.g., clergy,
fellow church members, support groups).

Be alert to comments related to spiritual concerns or conflicts.

Listen closely and ask questions.

Many people derive an increased sense of hope from religious and spiritual
counselors.

Comments such as “I don’t know why God is doing this to me” and “I'm being
punished for my sins” suggest that the patient is feeling some degree of
spiritual distress.

These actions help the patient resolve conflicts related to spiritual issues and
help the nurse plan how best to assist the patient. For example, “I
understand that you want to be baptized. We can arrange to do that here.”

continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Provide privacy and opportunities for spiritual practices such as Many people find prayer and meditation difficult in a nonprivate setting.
prayer and meditation.
If spiritual beliefs and therapeutic regimens are in conflict, Such information promotes informed decision making. For example, “I
provide honest, substantiated information. understand your religion discourages receiving blood transfusions. We
respect your position; however, it does not allow us to give you the best
care possible.”
Refer the patient for help with decision making if he or she is Such help assists in resolving care dilemmas, if appropriate. Many hospitals

struggling with treatment-related decisions. provide assistance in the form of educational materials and counseling in
order to help resolve such dilemmas.

Nursing Diagnoses:
Grieving
Risk for Complicated Grieving

related to actual or anticipated loss of physiologic well-being (e.g., expected
loss of body function or body part, changes in self-concept or body image,
illness, death)

Desired Outcome: Following intervention, the patient expresses grief, participates in deci-
sions about the future, and discusses concerns with health care team members.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess and accept the patient’s behavioral response. Reactions such as disbelief, denial, guilt, anger, and depression are normal
reactions to grief.
Determine the patient’s stage of grieving. Comprehension of the stage of grief enables more effective therapeutic

interventions. It is normal for a person to move from one stage to another and

then revert to a previous stage. The time required to do so varies from

individual to individual. If a patient is unable to move into the next stage,
referral for professional intervention may be indicated.

- Protest stage: denial, disbelief, anger, hostility, resentment, bargaining to
postpone loss, appeal for help to recover loss, loud complaints, altered
sleep and appetite.

- Disorganization stage: depression, withdrawal, social isolation, psychomotor
retardation, silence.

- Reorganization stage: acceptance of loss, development of new interests and
attachments, restructuring of lifestyle, return to preloss level of functioning.

Assess spiritual, religious, and sociocultural expectations Helping individuals find meaning in their experience may facilitate the grieving

related to loss. process. For example, “Is religion an important part of your life?” “How do you
and your family deal with serious health problems?”

Assess the patient’s grief reactions, and identify the potential This assessment helps identify and reduce dysfunctional grieving, if present.
for dysfunctional grieving reactions (e.g., absence of
emotion, hostility, avoidance).

If dysfunctional grieving is present, refer the patient to a Promoting normal progression through the grieving stages may allay unnecessary
psychiatric clinical nurse specialist, case manager, clergy, emotional suffering.
or other source of counseling as appropriate.

Refer to clergy or community support groups as appropriate. Such a referral reinforces that there are support systems and resources to help

work through grief.

Demonstrate empathy. Empathetic communication (including respecting the desire not to communicate)
promotes a trusting relationship and open dialogue. For example, “This must
be a very difficult time for you and your family” or “Is there anything you’d like
to talk about today?”

General Care Plans



Disturbed Body Image

Psychosocial Support

ASSESSMENT/INTERVENTIONS RATIONALES

This approach may help the patient and family better understand and acknowledge
their feelings and help family members better understand behaviors and
verbalizations expressed by the patient.

Such a referral helps the patient and family grieve their loss.

In selected circumstances, explain the grieving process.

When appropriate, provide referral for bereavement care.

[BIIPSA | LHVd

Nursing Diagnosis:
Disturbed Body Image

related to physical trauma or loss or change in body parts or function

Desired Outcomes: Within the 24-hr period before hospital discharge, the patient begins to
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acknowledge bodily changes and demonstrates movement toward incorporating changes into
self-concept. The patient does not demonstrate maladaptive response, such as severe

depression.

ASSESSMENT/INTERVENTIONS

Establish open, honest communication with the patient. Give the
patient permission to grieve loss.

Assess for indicators of body image disturbance.

Assess the patient’s knowledge of the present health status and the
pathophysiologic process that has occurred.

When planning the patient’s care, be aware of therapies that may
influence body image, and educate the patient accordingly before
they are implemented.

Discuss the loss or change with the patient. Practice nonjudgmental
acceptance of the patient’s reality.

Explore concerns, fears, and feelings of guilt.

Encourage the patient and family members to interact with one
another. Help the family avoid reinforcement of their loved one’s
unhappiness over a changed body part or function.

Encourage the patient to participate gradually in self-care activities as
he or she becomes physically and emotionally able.

RATIONALES

These actions promote an environment conducive to free expression in
which the patient is comfortable talking about body image concerns.
For example, “Please feel free to talk to me whenever you have any
questions.”

Patients may exhibit nonverbal indicators (avoidance of looking at or
touching body part, hiding or exposing body part) or verbal indicators
(expression of negative feeling about body, expression of feelings of
helplessness, personalization or depersonalization of missing or
mutilated part, or refusal to acknowledge change in structure or
function of the body part).

This assessment promotes understanding of health status and clarifies
misconceptions that may be contributing to disturbed body image.

Various drugs and surgical procedures can cause body changes.
Monitoring equipment and invasive procedures can cause a diminished
image of self and feelings of helplessness.

Loss of any type has meaning of differing magnitudes for each individual.
Talking about these issues may be a first step in accepting changes.
What may seem to be a small change may be of great significance to
the patient (e.g., arm immobilizer, catheter, hair loss, ecchymoses,
facial abrasions).

Some body changes may reverse with time, and this information may
lessen stress and concern. Assessing emotional reactions to the loss
may help the nurse provide therapeutic support. For example, “I
understand you are frightened. Your face looks different now, but you
will see changes and it will improve. Gradually you will begin to look
more like yourself.”

Support and encouragement from loved ones help many people cope
better with body changes. Guiding family members appropriately in
their dealings with patients promotes healthy interactions that foster
well-being. For example, “I know your son looks very different to you
now, but it would help if you speak to him and touch him as you would
normally.”

Self-care activities and a sense of getting back to normal can contribute to

a sense of wholeness and control. Assisting the patient with resuming
a sense of normalcy promotes progression through the stages of grief.

continued
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Allow for some initial withdrawal and denial behaviors.

Discuss opportunities for reconstruction or rehabilitation of the loss or
change. Offer realistic hope for the future.

“ Recognize manifestations of severe depression (e.g., sleep

disturbances, change in affect, and change in communication
pattern). As appropriate, refer to psychiatric clinical nurse
specialist, case manager, clergy, or support group.

Offer choices and alternatives whenever possible. Emphasize the

patient’s strengths, and encourage activities that interest the patient.

If possible, refer the patient to a support group, another patient who
has had a similar experience, or on-line support resources.

Be aware that touch may enhance a patient’s self-concept and
reduce his or her sense of isolation.

See also: Chapter 56, “Fecal Diversions: Colostomy, lleostomy, and
lleal Pouch Anal Anastomoses,” Disturbed Body Image, p. 434.

ASSESSMENT/INTERVENTIONS RATIONALES

This is normal. For example, when changing dressings over a traumatized
part, explain what you are doing but do not expect the patient to watch
or participate initially.

These actions promote a realistic sense of hope and help patients plan
for the future. Examples include surgery, prosthesis, grafting,
physical therapy, cosmetic therapies, modified clothing, and organ
transplant.

This knowledge enables referral of a patient who is at risk for self-harm,
including suicide. See Chapter 98, “Major Depression,” Risk for
Suicide, p. 727.

These actions help patients attain a sense of autonomy and control.

Many people benefit from outside support systems and sharing
experiences with another person who has had a similar experience.

Touch may mitigate a sense that patient is hideous or unattractive because
of the body change.

Nursing Diagnosis:

Impaired Verbal Communication

related to neurologic or anatomic deficit, psychologic or physical barriers (e.g.,
tracheostomy, intubation), or cultural or developmental differences

Desired Outcome: At the time of intervention, the patient communicates needs and feelings
and reports decreased or absent feelings of frustration over communication barriers.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health literacy level. Make sure materials are at
an appropriate literacy level. Also assess digital literacy (ability to
navigate websites or other technology) if they are used to provide
information.

Assess the cause of impaired communication (e.g., tracheostomy,
stroke, cerebral tumor, Guillain-Barré syndrome).

Involve the patient and/or caregiver in assessing the patient’s ability
to read, write, and understand English. If the patient speaks a
language other than English, collaborate with an English-speaking
family member or an interpreter to establish effective
communication.

When communicating, face the patient; make direct eye contact; and
speak in a clear, normal tone of voice.

When communicating with a deaf person about the treatment plan,
arrange to have an interpreter present if possible.

If the patient cannot speak because of a physical barrier (e.g.,
tracheostomy, wired mandibles), provide reassurance and
acknowledge his or her frustration.

General Care Plans

Although individuals may be able to read, their understanding of health-
related materials may be low or they may have limited proficiency with
computers.

Determining the cause of communication impairment will enable the nurse
to develop a customized plan of care that incorporates communication
skills patients can use, given their disability.

This assessment helps establish effective communication and ensure
teaching materials provided are at a level appropriate for the patient.

A visual or hearing-impaired person often develops compensatory
methods—for example, lip reading for a person who is
hearing-impaired.

An interpreter facilitates effective communication, promotes informed
consent, and enables the patient to ask questions.

These actions will help decrease frustration caused by inability to
communicate verbally. For example, “I know this is frustrating for you,
but please do not give up. | want to understand you.”



Social Isolation

Psychosocial Support

ASSESSMENT/INTERVENTIONS RATIONALES

These actions will enable effective communication, promote continuity of

Provide slate, word cards, pencil and paper, alphabet board, pictures,
computers, or other technology to assist with communication.
Adapt call system to meet the patient’s needs. Document meaning
of signals used by the patient to communicate.

Explain the source of the patient’s communication impairment to the
caregiver; teach the caregiver effective communication
alternatives (see previous list).

Be alert to nonverbal messages. Validate their meaning with the
patient.

Encourage the patient to communicate needs; reinforce independent
behaviors.

Be honest with the patient; do not pretend to understand if you are
unable to interpret the patient’s communication.

If surgery is expected to create a physical condition that will interfere
with communication, begin teaching preoperatively. Facilitate
postoperative referrals for speech and swallowing.

care, and lessen the patient’s anxiety.
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Inability to communicate with ease may cause feelings of isolation that can
be intensified if patients have difficulty communicating with caregivers.

Nonverbal response, such as facial expressions, hand movements, and
nodding of the head, is a valid means of communication, and its
meaning must be validated to facilitate understanding.

Inability to speak may foster maladaptive behaviors, and this reinforces the
need for patients to be understood.

Pretending to understand patients will only add to their frustration and
diminish trust.

These actions will help ensure that an effective method of communication
will be in place postoperatively so that the patient’s needs will be met.
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Nursing Diagnosis:
Social Isolation

related to altered health status, inability to engage in satisfying personal rela-
tionships, altered mental status, body image change, or altered physical

appearance

Desired Outcome: Before hospital discharge, the patient demonstrates movement toward

interaction and communication with others.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess factors contributing to the patient’s social isolation.

Identify patients at risk for social isolation.

Help the patient identify feelings associated with loneliness and
isolation.

Determine the patient’s need for socialization, and identify available and
potential support person or systems. Explore methods for increasing
social contact.

This assessment will help determine causes of social isolation and
modify those factors.
These may include:
- Restricted visiting hours
- Inability to access social media or use other technology
- Absence of or inadequate support system
- Inability to communicate (e.g., presence of intubation/
tracheostomy)
- Physical changes that affect self-concept
- Denial or withdrawal
- Hospital environment

Individuals most at risk for social isolation include older adults and
disabled, chronically ill, and economically disadvantaged persons.

This information facilitates interventions based on individual need. For
example, “You seem very sad when your family leaves the room. Can
you tell me more about your feelings?”

Assessing need for interaction and developing a care plan accordingly
will reduce the sense of isolation surrounding the illness. Methods for
increasing social contact include TV, radio, videos, use of computers
and the Internet, social media, more frequent visitations, and
scheduled interaction with nurse or support staff.

continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Provide positive reinforcement for socialization that lessens the patient’s  Encouraging interaction gives patients permission to ask for social
feelings of isolation and loneliness. interaction from the nurse while decreasing sense of isolation. For
example, “Please continue to call me when you need to talk to
someone. Talking will help both of us better understand your
feelings.”

Facilitate patient’s ability to communicate with others (see Impaired Impaired communication may be the cause of social isolation.
Verbal Communication, p. 80).

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with current health status and prescribed therapies

Desired Outcome: Before procedures or hospital discharge (as appropriate), the patient ver-
balizes understanding regarding current health status and therapies.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and
comprehension). Assess culture and culturally specific information presented in a manner that is culturally and educationally
needs as well as cognitive and emotional readiness to learn. appropriate.

Assess other barriers to learning. Barriers to learning include ineffective communication, educational

deficit, neurologic deficit, sensory alterations, fear, anxiety, and
lack of motivation.

Assess the patient’s current level of knowledge regarding health status. This assessment enables development of an individualized teaching
plan, as well as correction of misperceptions and misinformation.
Assess learning needs and establish short-term and long-term goals. As Well-planned goals provide markers for assessing effectiveness of the
appropriate, assess understanding of informed consent. teaching plan and progress made. Patients will use information
received to make informed decisions regarding care.
Use individualized verbal or written information to promote learning and Because individuals learn differently, using more than one teaching
enhance understanding. Give simple, direct instructions. As indicated, modality will provide more opportunities to assimilate information.

use audiovisual tools or technology assisted devices.
Include the caregiver in all patient teaching, and encourage reinforcement Anxiety often filters the information given. Involving a spouse or other

of correct information regarding diagnosis and treatments. family member provides teaching reinforcement.
Encourage the patient’s involvement in care information by planning care Involving patients in their own care planning promotes adherence to
collaboratively. Explain rationale for care and therapies. the treatment plan and engenders a sense of control and
ownership.
Communicate often with the patient. Request feedback regarding what has  Anxiety may interfere with reception, comprehension, and retention.
been taught. Individuals in crisis often need repeated explanations before

information can be understood. Creating an environment of
permission in which patients feel comfortable asking questions
and revealing knowledge deficits facilitates learning.

Provide written information appropriate to the patient’s comprehension and ~ Written and recorded material reinforces teaching and enables review
literacy levels. Also consider social media or other computer-assisted at a later time.
devices to provide verbal/visual information that can be replayed as
needed.

General Care Plans
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Psychosocial Support

for the Patient’s Family
and Significant Others

Note: The Hedlth Insurance Portability and Accountability Act of 1996 (HIPAA) restricts
who may request and receive health care—related information about a patient in order to protect
confidentiality. Health care providers must be sensitive to and aware of expressed patient prefer-
ences before discussing the patient with others, including family. This includes divulging informa-
tion regarding a patient’s presence in the hospital.

Nursing Diagnosis:
Fear

related to the patient’s life-threatening condition and knowledge deficit

Desired Outcome: Following intervention, significant others/family members report that fear
has lessened.

ASSESSMENT/INTERVENTIONS RATIONALES
Assess the family’s fears and their understanding of the patient’s clinical Some fears may be realistic; others may not be and need
situation. clarification.
Evaluate verbal and nonverbal responses. Some family members may not readily verbalize their fears but may

give nonverbal cues such as withdrawing emotionally (evidenced
by body position, facial expression, attitude of disinterest),
refusing to be present during discussion, or disrupting discussion.

Acknowledge the family’s fear. Simple acknowledgment and giving more information can go a long
way toward decreasing fear. For example, “I understand these
tubes must frighten you, but they are necessary to help nourish
your son.”

Assess the family’s history of coping behavior. How a family has coped with fear in the past often is a reliable
predictor of how they will cope in the current situation. For
example, “How does your family react to difficult situations?”
Awareness of maladaptive responses may assist the nurse in
fostering more productive methods of coping.

Provide opportunities for family members to express fears and concerns. Verbalizing feelings in a nonthreatening environment can help them
deal with unresolved/unrecognized issues that may be
contributing to the current stressor. Anger, denial, withdrawal, and
demanding behavior may be adaptive coping responses during the
initial period of crisis.

Identifying fears also enables the nurse to dispel inaccuracies, which
will help the family cope with the situation as it exists.
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Interrupted Family Processes

Psychosocial Support for the Patient’s Family and Significant Others

ASSESSMENT/INTERVENTIONS RATIONALES

Provide information at frequent intervals about the patient’s status,
treatments, and equipment used.

Explain implications of HIPAA to the family and how this affects the type of
information that can be given and how it can be given (e.g., no specific
information can be given by phone or email).

Encourage the family to use positive coping behaviors by identifying fears,
developing goals, identifying supportive resources, facilitating realistic
perceptions, and promoting problem solving.

Recognize anxiety, and encourage family members to describe their
feelings.

Be alert to maladaptive responses to fear. Provide referrals to a psychiatric
clinical nurse specialist or other staff member as appropriate.

Offer realistic hope, even if it is hope for the patient’s peaceful death.
Explore the family’s desire for spiritual or other counseling.
Assess your own feelings about the patient’s life-threatening illness.

For other interventions, see Interrupted Family Processes and Disabled
Family Coping listed later in this care plan.

This information increases the family’s knowledge of the patient’s
health status, helping alleviate fear of the unknown.

Protection of patient privacy is critical. Helping families to understand
what information can be provided and why will help alleviate
anxiety.

When under stress, the family may not recall sources of support
without being reminded. For example, “Who usually helps your
family during stressful times?”

Before family members can learn coping strategies, they must first
clarify their feelings. For example, “You seem very uncomfortable
tonight. Can you describe your feelings?”

Violence, withdrawal, severe depression, hostility, and unrealistic
expectations for the staff or of the patient’s recovery are
maladaptive responses to fear, and they require expert guidance.

Even though family members may have feelings of hopelessness, it
sometimes helps to hear realistic expressions of hope.

People often derive hope and experience a decrease in fear and
dread from spiritual counseling.

Without personal awareness of one’s beliefs, a health care provider’s
attitude and fears may be reflected inadvertently to the family.

Nursing Diagnosis:

Interrupted Family Processes

related to the situational crisis (the patient’s illness)

Desired Outcome: Following intervention, family members demonstrate effective adaptation

to change/traumatic situation as evidenced by seeking external
sharing concerns within the family unit.

support when necessary and

RATIONALES

ASSESSMENT/INTERVENTIONS

Assess the family’s character: social, environmental, ethnic, and
cultural factors; relationships; and role patterns.

Identify the family’s developmental stage.

Assess previous adaptive behaviors.

Discuss observed conflicts and communications.

Acknowledge the family’s involvement in patient care and promote
strengths. Encourage the family to participate in patient care
conferences. Promote frequent, regular patient visits by family
members.

Having this detailed information will help the nurse develop an individualized

care plan.

The family may be dealing with other situational or maturational crises, such

as managing an elderly parent or a teenager with a learning disability.

How the family has dealt with problems in the past may be a reliable

predictor of how they will adapt to current issues. For example, “How
does your family react in stressful situations?”

Awareness of this information will assist with development of an

individualized plan of care, including referral for specialized care if
appropriate. For example, “I noticed that your brother would not visit your
mother today. Has there been a problem we should be aware of? Knowing
about it may help us better care for your mother.”

This reinforces positive ways of dealing with the crisis and promotes a sense

of involvement and control for the family. For example, “You were able to
encourage your wife to turn and cough. That is very important to her
recovery.”

continued

General Care Plans
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PART I: Medical-Surgical Nursing

PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Provide the family with information and guidance related to the Encouraging expressions of emotion helps family members begin the process
patient. Discuss the stresses of hospitalization, and encourage of grieving. For example, “You seem to be upset since being told that your
the family to discuss feelings of anger, guilt, hostility, husband is not leaving the hospital today.” Acknowledging their feelings
depression, fear, or sorrow. Refer to clergy, clinical nurse promotes acceptance and facilitates therapeutic communication.

specialist, or social services as appropriate.

Evaluate patient and family responses to one another. Encourage These actions will help facilitate the family’s adaptation to the situation
the family to reorganize roles and establish priorities as regarding the patient and prevent unnecessary conflict. Helping family
appropriate. members redefine their roles may reduce confusion and provide direction.
For example, “I know your hushand is concerned about his insurance
policy and seems to expect you to investigate it. I'll ask the financial
counselor to talk with you.”

Encourage the family to schedule periods of rest and activity Persons undergoing stress sometimes require guidance of others to promote
outside the hospital and to seek support when necessary. their own self-care. For example, “Your neighbor volunteered to stay in
the waiting room this afternoon. Would you like to rest at home? I'll call
you if anything changes.”

Nursing Diagnoses:
Compromised Family Coping
Caregiver Role Strain

related to inadequate or incorrect information or misunderstanding, temporary
family disorganization and role change, exhausted support persons or systems,
unrealistic expectations, fear, anxiety, or financial burden

Desired Outcome: Following intervention, family members begin to verbalize feelings, iden-
tify ineffective coping patterns, identify strengths and positive coping behaviors, and seek
information and support from the nurse or other support persons or systems outside the

family.
ASSESSMENT/INTERVENTIONS RATIONALES
Establish open, honest communication within the family. Help family These actions will help promote positive, effective communication
members identify strengths, stressors, inappropriate behaviors, and among family members while enabling them to examine areas
personal needs. that contribute both to effective and ineffective coping in a

nonthreatening environment. For example, “I understand your
mother was very ill last year. How did you manage the situation?”
“I know your loved one is very ill. How can | help you?”

Assess family members for ineffective coping and identify factors that Ineffective methods of coping (e.g., depression, chemical dependency,
inhibit effective coping. violence, withdrawal) can interfere with ability to deal with the

current situation. Awareness of barriers to effective coping (e.g.,
inadequate support system, grief, fear of disapproval by others, and
deficient knowledge) is the first step toward promoting changes and
healthy adaptation. For example, “You seem to be unable to talk
about your hushand’s illness. Is there anyone with whom you can
talk about it?”

Assess the family’s knowledge about the patient’s current health By providing information frequently and answering questions, stress,
status and treatment. Provide information often, and allow sufficient fear, and anxiety can be attenuated.
time for questions. Reassess the family’s understanding at frequent
intervals.

Provide opportunities in a private setting for family members to talk and The family may need additional assistance in working through their
share concerns with nurses. If appropriate, refer the family to a issues.

psychiatric clinical nurse specialist for therapy.

General Care Plans



Disabled Family Coping Psychosocial Support for the Patient’s Family and Significant Others

ASSESSMENT/INTERVENTIONS RATIONALES

O

Offer realistic hope. Help the family to develop realistic expectations for These actions will foster realistic expectations about the patient’s future E

the future and to identify support persons or systems that will assist health status and promote adaptation to impending changes. —

them. c%

Help the family to reduce anxiety and caregiver strain by encouraging Promoting respites enhances coping and helps family members remain %

diversional activities (e.g., time spent outside the hospital) and focused and supportive of the patient. For example, “I know you 2
interaction with support persons or systems outside the family. want to be near your son, but if you would like to go home to rest, |

will call you if any changes occur.”

For more information, see Chapter 8, “Palliative and End-of-Life Care,”
p. 104, for Caregiver Role Strain.
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Nursing Diagnosis:
Disabled Family Coping

related to unexpressed feelings, ambivalent family relationships, or disharmo-
nious coping styles among family members
Desired Outcome: Within the 24-hr period before hospital discharge, family members begin

to verbalize feelings; identify sources of support, as well as ineffective coping behaviors that
create ambivalence and disharmony; and do not demonstrate destructive behaviors.

ASSESSMENT/INTERVENTIONS RATIONALES

Establish open, honest communication and rapport with family members. An atmosphere in which the family can express honest feelings and
needs will help move them toward healthy coping and adaptation.
For example, “I am here to care for your mother and to help your

family as well.”
Identify ineffective coping behaviors. Refer to a psychiatric clinical nurse Ineffective coping behaviors (e.g., violence, depression, substance
specialist, case manager, clergy, or support group as appropriate. misuse, withdrawal) can interfere with learning effective

strategies. Awareness of ineffective or destructive coping
behaviors is the first step toward promoting change. For example,
“You seem to be angry. Would you like to talk to me about your
feelings?”

Identify perceived or actual conflicts. This information enables the family to examine areas that require
change in a nonthreatening environment and identify potential
sources of support. For example, “Are you able to talk freely with
your family members?” “Are your brothers and sisters able to
help and support you during this time?”

Assist in the quest for healthy functioning and adaptations within the family  Facilitating open communication among family members and
unit (e.g., facilitate open communication among family members and encouraging behaviors that support family cohesiveness promote
encourage behaviors that support family cohesiveness). skill acquisition in a nonthreatening environment and identify
existing coping strengths. For example, “Your mother enjoyed
your last visit. Would you like to see her now?”

Help family members develop realistic goals, plans, and actions. Refer These actions help provide direction in making necessary changes
them to clergy, psychiatric nurse, social services, financial counseling, and adaptations.
and family therapy as appropriate.
Encourage family members to spend time outside the hospital and to A life out of balance adds to stress and promotes maladaptive coping.
interact with support individuals. Respect their need for occasional
withdrawal.
Include family members in the patient’s plan of care. Offer them Becoming involved in the patient’s care (e.g., range-of-motion
opportunities to become involved in patient care. exercises, patient hygiene, and comfort measures such as back
rubs) may decrease feelings of powerlessness, thereby increasing
coping ability.

General Care Plans



PART I: Medical-Surgical Nursing

PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnosis:
Readiness for Enhanced Family Coping

related to use of support persons or systems, referrals, and choosing experiences
that optimize wellness

Desired Outcomes: Family members express intent to use support persons, systems, and
resources, and identify alternative behaviors that promote communication and strengths.
Family members express realistic expectations and do not demonstrate ineffective coping

behaviors.

ASSESSMENT/INTERVENTIONS

Assess family relationships, interactions, support persons or systems,
and individual coping behaviors.

Permit movement through stages of adaptation. Encourage further
positive coping.

Acknowledge expressions of hope, plans, and growth among family
members.

Provide opportunities in a private setting for family interactions,
discussions, and questions.

Refer the family to community or support groups (e.g., ostomy support
group, head injury rehabilitation group).

Encourage the family to explore outlets that foster positive feelings.

RATIONALES

This assessment facilitates development of an individualized care plan
using existing family structure.

Such an environment allows family members to process events
surrounding the patient’s illness in a healthy manner.

A sense of hopefulness is essential to process painful events in a
healthy manner.

Discussions and sharing of emotions in a nonpublic forum encourages
development of open, honest communication within the family. For
example, “I know the waiting room is very crowded. Would your
family like some private time together?”

Many people benefit from support of other people who have had similar
experiences in learning new coping strategies.

Examples of outlets that foster positive feelings and thus promote
effective coping include periods of time outside the hospital area,
meaningful communication with the patient or support individuals,
and relaxing activities such as showering, eating, exercising.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the patient’s current health status or therapies

Desired Outcome: Following intervention, family members/significant others begin to verbal-
ize knowledge and understanding about the patient’s current health status and treatment.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the family’s health and digital literacy (language, reading,
comprehension, ability to navigate and use computers/Internet for
information seeking). Assess culture and culturally specific education
needs.

At frequent intervals, inform the family about the patient’s current health

status, therapies, and prognosis. Use individualized verbal, written, and

audiovisual strategies to promote their understanding.

At frequent intervals, evaluate the family’s comprehension of information
provided. Assess factors for misunderstanding, and adjust teaching as
appropriate.

General Care Plans

This assessment helps ensure that information is selected and
presented in a manner that is culturally and educationally
appropriate.

Being informed frequently promotes accurate understanding of the
patient’s health status and allays unnecessary anxiety. In turn,
this enables family members to process and plan.

Some individuals in crisis need repeated explanations before
comprehension can be ensured. For example, “I have
explained many things to you today. Would you mind
summarizing what I've told you so that | can be sure you
understand your husband’s status and what we are doing to
care for him?”



Deficient Knowledge Psychosocial Support for the Patient’s Family and Significant Others

ASSESSMENT/INTERVENTIONS RATIONALES

Encourage the family to relay correct information to the patient. This will reinforce comprehension for both the family and patient
and promote open communication.

[BIIPSA | LHVd

Inquire of family members if their information needs are being met. This action reinforces understanding by family members and
assures them that the information/support they desire will be
met. For example, “Do you have any questions about the care
your mother is receiving or about her condition?”

Help family members use the information they receive to make health care Family members may require assistance in processing information
decisions about the patient. and applying it appropriately (e.g., regarding surgery,
resuscitation, organ donation).

General Care Plans
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Older Adult Care 7

Nursing Diagnoses:
Acute Confusion
Risk for Injury

related to age-related decreased physiologic reserve, renal function, or cardiac
function; altered sensory/perceptual reception occurring with poor vision or
hearing; or decreased brain oxygenation occurring with illness state and
decreased functional lung tissue

Desired Outcomes: The patient’s mental status returns to normal for the patient within 3
days of treatment. The patient sustains no evidence of injury or harm as a result of mental
status.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s baseline level of consciousness (LOC) and mental A component of the Mini-Mental Status Examination, this
status on admission. Obtain preconfusion functional and mental status assessment of a three-step task provides a baseline for
abilities from significant other or clinical caregiver. Ask the patient to subsequent assessments of a patient’s confusion. A three-step
perform a three-step task. For example, “Raise your right hand, place it task is complex and is a gross indicator of brain function.
on your left shoulder, and then place the right hand by your right side.” Because it requires attention, it can also test for delirium.

Use the confusion assessment method (CAM) to help identify the presence Delirium is a serious problem for hospitalized older adults and often
or absence of confusion/delirium. goes unrecognized. The CAM tool (Waszynski, 2007) can be

administered in a short period of time. CAM is a simple,
standardized tool that can be used by bedside clinicians and
has been validated in settings from medical-surgical areas to
intensive care units. If your agency does not already employ this
tool, there are several on-line sources that describe it in detail.

Test short-term memory by showing the patient how to use the call light, Inability to remember beyond 5 min indicates poor short-term
having the patient return the demonstration, and then waiting at least memory.
5 min before having the patient demonstrate use of the call light again.
Document the patient’s actions in behavioral terms. Describe the
“confused” behavior.

Identify the cause of acute confusion. Acute confusion is caused by physical and psychosocial conditions
and not by age alone. For example, oximetry or arterial blood
gas (ABG) values may reveal low oxygenation levels, serum
glucose or fingerstick glucose may reveal high or low glucose
level, and electrolytes and complete blood count (CBC) will
ascertain imbalances and/or presence of elevated white blood
cell (WBC) count as a determinant of infection. Hydration status
may be determined by pinching skin over the sternum or
forehead for turgor (tenting occurs with fluid volume deficit) and
checking for dry mucous membranes and a furrowed tongue.
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Risk for Injury

Older Adult Care

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for pain using a rating scale of 0-10. If the patient is unable to use
a scale, assess for behavioral cues such as grimacing, clenched fists,
frowning, and hitting. Ask the family or significant other to assist in
identifying pain behaviors.

Treat the patient for pain, as indicated, and monitor behaviors.

Review cardiac status. Assess apical pulse and notify the health care
provider of an irregular pulse that is new to the patient. If the patient is
on a cardiac monitor or telemetry, watch for dysrhythmias; notify the
health care provider accordingly.

Review current medications, including over-the-counter (OTC) drugs, with
the pharmacist.

Monitor intake and output (1&0) at least q8h.

Review the patient’s creatinine clearance test to assess renal function.

Have the patient wear glasses and hearing aid, or keep them close to the
bedside and within easy reach for patient use.

Keep the patient’s urinal and other routinely used items within easy reach
for the patient.

If the patient has short-term memory problems, toilet or offer the urinal or
bedpan g2h while awake and g4h during the night. Establish a toileting
schedule and post it on the patient care plan and, inconspicuously, at
the bedside.

Check on the patient at least g30min and every time you pass the room.
Place the patient close to the nurses’ station if possible. Provide an
environment that is nonstimulating and safe.

Provide music but not TV.

Attempt to reorient the patient to his or her surroundings as needed. Keep
a clock with large numerals and a large print calendar at the bedside;
verbally remind the patient of the date and day as needed.

Tell the patient in simple terms what is occurring. For example, “It's time
to eat breakfast,” “This medicine is for your heart,” “I'm going to help
you get out of bed.”

Encourage the patient’s significant other to bring items familiar to the
patient, including blanket, bedspread, and pictures of family and pets.

If the patient becomes belligerent, angry, or argumentative while you are
attempting to reorient, stop this approach. Do not argue with the patient
or the patient’s interpretation of the environment. State, “I can
understand why you may [hear, think, see] that.”

If the patient displays hostile behavior or misperceives your role (e.g., nurse
becomes thief, jailer), leave the room. Return in 15 min. Introduce
yourself to the patient as though you had never met. Begin dialogue
anew.

Acute confusion can be a sign of pain.

[BIIPSA | LHVd

If pain is the cause of the confusion, the patient’s behavior should
change accordingly.

Dysrhythmias and other cardiac dysfunctions may result in
decreased oxygenation, which can lead to confusion.
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Toxic levels of certain medications, such as digoxin (rarely used),
cause acute confusion. Medications that are anticholinergic also
can cause confusion, as can drug interactions.

Optimally, output should match intake. Dehydration can result in
acute confusion.

Renal function plays an important role in fluid balance and is the
main mechanism of drug clearance. Blood urea nitrogen (BUN)
and serum creatinine are affected by hydration status and in
older patients reveal only part of the picture. Therefore, to fully
understand and assess renal function in older patients,
creatinine clearance must be tested.

Glasses and hearing aids are likely to help decrease sensory
confusion.

A confused patient may wait until it is too late to seek assistance
with toileting.

A patient with a short-term memory problem cannot be expected to
use the call light.

A confused patient requires extra safety precautions.

Patients who are confused regarding place and time often think the
action on TV is happening in the room.

Reorientation may decrease confusion

Sentences that are more complex may not be understood.

Familiar items may promote orientation while also providing
comfort.

This approach prevents escalation of anger in a confused person.

Patients who are acutely confused have poor short-term memory
and may not remember the previous encounter or that you were
involved in that encounter.

continued
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

If the patient attempts to leave the hospital, walk with him or her and
attempt distraction. Ask the patient to tell you about the destination. For
example, “That sounds like a wonderful place! Tell me about it.” Keep
your tone pleasant and conversational. Continue walking with the
patient away from exits and doors around the unit. After a few minutes,
attempt to guide the patient back to the room. Offer refreshments and a
rest. For example, “We’ve been walking for a while and I'm a little
tired. Why don’t we sit and have some juice while we talk?”

If the patient has a permanent or severe cognitive impairment, check on
her or him at least g30min and reorient to baseline mental status as
indicated; however, do not argue with the patient about his or her
perception of reality.

If the patient tries to climb out of bed, offer a urinal or bedpan or assist to
the commode.

Alternatively, if the patient is not on bedrest, place him or her in chair or
wheelchair at the nurses’ station.

Bargain with the patient. Try to establish an agreement to stay for a
defined period, such as until the health care provider, meal, or
significant other arrives.

Have the patient’s significant other talk with the patient by phone or come
in and sit with the patient if the patient’s behavior requires checking
more often than g30min.

If the patient is attempting to pull out tubes, hide them (e.g., under
blankets). Put a stockinette mesh dressing over intravenous (IV) lines.
Tape feeding tubes to the side of the patient’s face using paper tape,
and drape the tube behind the patient’s ear.

Evaluate the continued need for certain therapies.

Use restraints with caution and according to agency policy.

Use medications cautiously for controlling behavior.

Also see Chapter 97, “Dementia—Alzheimer’s Type,” p. 716, as
appropriate.

ASSESSMENT/INTERVENTIONS RATIONALES

Distraction is an effective means of reversing a behavior in a
patient who is confused.

Arguing can cause a cognitively impaired person to become
aggressive and combative.

Note: Individuals with severe cognitive impairment (e.g.,
Alzheimer’s disease or dementia) also can experience acute
confusional states (i.e., delirium) and can be returned to their
baseline mental state.

The patient may need to use the toilet.

This action provides added supervision to promote a patient’s
safety while also promoting stimulation and preventing isolation.

This is a delaying strategy to defuse anger. Because of poor
memory and attention span, the patient may forget he or she
wanted to leave.

These actions by the significant other may help promote the
patient’s safety.

Remember: Out of sight, out of mind.

Such therapies may become irritating stimuli. For example, if the
patient is now drinking, discontinue the IV line; if the patient is
eating, discontinue the feeding tube; if the patient has an
indwelling urethral catheter, discontinue the catheter and begin
a toileting routine.

Patients can become more agitated when wrist and arm restraints
are used.

Follow the maxim “start low and go slow” with medications
because older patients can respond to small amounts of drugs.

Neuroleptics, such as haloperidol, can be used successfully in
calming patients with dementia or psychiatric illness
(contraindicated for individuals with parkinsonism). However, if
the patient is experiencing acute confusion or delirium,
short-acting benzodiazepines (e.g., lorazepam) are more
effective in reducing anxiety and fear. Anxiety or fear usually
triggers destructive or dangerous behaviors in acutely confused
older patients.

Note: Neuroleptics can cause akathisia, an adverse drug reaction
evidenced by increased restlessness.

General Care Plans




Risk for Aspiration Older Adult Care

Nursing Diagnosis:
Impaired Gas Exchange (or risk for same)

related to decreased oxygenation occurring with decreased functional lung

tissue

Desired Outcomes: The patient’s respiratory pattern and mental status are normal for
the patient. The patient’s ABG or pulse oximetry values are within the patient’s normal

limits.

ASSESSMENT/INTERVENTIONS

Assess and document the following on admission and routinely
thereafter: respiratory rate (RR), pattern, and depth; breath sounds;
cough; sputum; and sensorium.

Assess the patient for subtle changes in mentation or behavior such as
increased restlessness, anxiety, disorientation, and hostility. If
available, monitor oxygenation status via ABG findings (optimally
Pao, 80%-95% or greater) or pulse oximetry (optimally greater than
92%).

Assess the lungs for adventitious sounds.

Encourage the patient to cough and breathe deeply. When appropriate,
instruct the patient in use of incentive spirometry.

Unless contraindicated by a cardiac or renal condition, encourage fluid
intake to greater than 2.5 L/day.

Treat fevers promptly, decrease pain, minimize pacing activity, and
lessen anxiety.

Instruct the patient in use of support equipment such as oxygen masks
or cannulas.

RATIONALES

This assessment establishes a baseline for subsequent assessments of
the patient’s respiratory system.

Mentation changes such as increased restlessness, anxiety,
disorientation, and hostility can signal decreased oxygenation. To
adequately evaluate pulse oximetry, the hemoglobin (Hgb) must be
known. Patients with low Hgb can have a higher pulse oximeter
reading and yet display restlessness or acute confusion. This is due
to the lack of Hgb to circulate oxygen.

The aging lung has decreased elasticity. The lower part of the lung is no
longer adequately aerated. As a result, crackles commonly are heard
in individuals 75 years of age and older. This sign alone does not
mean that a pathologic condition is present. Crackles (rales) that do
not clear with coughing in an individual with no other clinical signs
(e.g., fever, increasing anxiety, changes in mental status, increasing
respiratory depth) are considered benign.

These actions promote alveolar expansion and clear the secretions from
the bronchial tree, thereby helping ensure better gas exchange.

Hydration helps ensure less viscous pulmonary secretions, which are
more easily mobilized.

These interventions reduce the potential for increased oxygen
consumption.

Knowledge helps promote adherence to therapy.

Nursing Diagnosis:

Risk for Aspiration

related to depressed cough and gag reflexes or ineffective esophageal

sphincter

Desired Outcomes: The patient swallows independently without choking. The patient’s
airway is patent and lungs are clear to auscultation both before and after meals.

ASSESSMENT/INTERVENTIONS RATIONALES

Perform a baseline assessment of the patient’s ability to swallow by
asking if he or she has any difficulty swallowing or if any foods or
fluids are difficult to swallow or cause gagging. If the patient is

This assessment helps determine a patient’s ability to swallow without
choking and should be compared with subsequent assessments to
document improvements or deficits.

[BIIPSA | LHVd
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unable to answer, consult the patient’s caregiver or significant other.
Document findings.

continued

General Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

finger on both sides of the laryngeal prominence and asking the
patient to swallow. Check for the gag reflex by gently touching one
side and then the other of the posterior pharyngeal wall using a
tongue blade. Document both findings.

Place the patient in an upright position with the chin tilting down slightly
while eating or drinking, and support the upright position with
pillows on the patient’s sides.

Monitor the patient when he or she is swallowing.

Watch for drooling of saliva or food or inability to close the lips around a
straw.

Check for retention of food in sides of the mouth.

Monitor intake of food. Document consistencies and amounts of food the

patient eats, where the patient places food in the mouth, how the
patient manipulates or chews before swallowing, and the length of
time before the patient swallows the food bolus.

Monitor the patient for coughing or choking before, during, or after
swallowing.

Monitor the patient for changes in lung auscultation (e.g., crackles
[rales], wheezes, rhonchi), shortness of breath, dyspnea, decreasing
LOC, increasing temperature, and cyanosis.

Monitor the patient for a wet or gurgling sound when talking after a
swallow.

For a patient with poor swallowing reflex, tilt the head forward 45
degrees during swallowing. Note: For patients with hemiplegia, tilt
the head toward the unaffected side.

As indicated, request evaluation by a speech therapist.

Anticipate swallowing video fluoroscopy in evaluation of the patient’s
gag and swallow reflexes.

Based on results of the swallowing video, fluoroscopy, thickened fluids
may be prescribed.

Provide adequate rest periods before meals.

Remind patients with dementia to chew and swallow with each bite.
Check for retained food in sides of the mouth.

Ensure that the patient has dentures in place, if appropriate, and that
they fit correctly.

II' Ensure that someone stays with the patient during meals or fluid intake.

Provide adequate time for the patient to eat and drink.

General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

“ Assess the patient’s ability to swallow by placing your thumb and index

Ability to swallow and an intact gag reflex are necessary to prevent
aspiration and choking before the patient takes foods or fluids orally.

This position minimizes risk of choking and aspirating by closing off the
airway and facilitating gravitational flow of foods and fluids into the
stomach and through the pylorus.

This assessment will help determine the patient’s ability to swallow
without choking. Deficits may necessitate aspiration precautions.

These are signs of limited lip, tongue, or jaw movement.

This is an indication of poor tongue movement.

Other caregivers will find this information useful during subsequent
feedings.

Coughing or choking may occur up to several minutes following
placement of food or fluid in the mouth and signals aspiration of
material into the airway.

These are signs of silent aspiration. For example, some older patients,
especially those in declining health, have increased risk for silent
aspiration when the esophageal sphincter fails to close completely
between swallows.

This sound indicates aspiration into the airway and signals delayed or
absent swallow and gag reflexes.

This head position will help prevent inadvertent aspiration by closing off
the airway.

This evaluation will enable specialized assessment of gag and swallow
reflexes.

This procedure is used to determine whether patients are aspirating,
consistency of materials most likely to be aspirated, and aspiration
cause. Using four consistencies of barium, the radiologist and
speech therapist watch for the presence of reduced or ineffective
tongue function, reduced peristalsis in the pharynx, delayed or
absent swallow reflex, and poor or limited ability to close the
epiglottis that protects the airway.

Agents are added to the fluid to make it more viscous and easier for
patients to swallow. Similarly, mechanical soft, pureed, or liquid
diets may be prescribed to enable patients to ingest food with less
potential for aspiration.

Fatigue increases risk for aspiration.
Patients with dementia might forget to chew and swallow.

Chewing well minimizes risk of choking.
This ensures added safety in the event of choking or aspiration.

Generally, patients with swallowing deficits require twice as much time
for eating and drinking as those whose swallowing is adequate.



Risk for Deficient Fluid Volume

Older Adult Care

[t E]

[BIIPSA | LHVd

ASSESSMENT/INTERVENTIONS

Be aware of the location of suction equipment to be used in the event of
aspiration.

If the patient aspirates, implement the following:

- Follow American Heart Association (AHA) standards if the patient
displays characteristics of complete airway obstruction (i.e.,
choking).

- For partial airway obstruction, encourage the patient to cough as
needed.

- For partial airway obstruction in an unconscious or nonresponsive
individual who is not coughing, suction the airway with a large-bore
catheter such as Yankauer or tonsil suction tip.

- For either a complete or partial aspiration, inform the health care
provider and obtain a prescription for chest x-ray examination.

- Implement nothing by mouth (NPO) status until a diagnosis is
confirmed.

- Monitor breathing pattern and RR q1-2h after a suspected aspiration
for alterations (i.e., increased RR).

- Anticipate use of antibiotics.

Encourage the patient to cough and deep breathe g2h while awake and
g4h during the night.

RATIONALES

If the patient is at increased risk for aspiration, suction equipment
should be available at the bedside.

This is an emergency situation.

This action will clear the airway.

Suctioning clears the airway.
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X-ray will determine if food/fluid remains in the airway.

NPO prevents further risk to patient.

This assessment helps determine that a change in the patient’s
condition has occurred.

There is risk for infection/pneumonia after aspiration.

These measures promote expansion of available lung tissue and help
prevent infection.

Nursing Diagnosis:
Risk for Deficient Fluid Volume

related to inability to obtain fluids because of illness or placement of fluids or

related to use of osmotic agents during radiologic tests

Desired Outcomes: The patient’s mental status; vital signs (VS); and urine specific gravity,
color, consistency, and concentration remain within normal limits for the patient. The
patient’s mucous membranes remain moist, and there is no “tenting” of skin. The patient’s

intake equals output.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess fluid intake. In nonrestricted individuals, encourage fluid intake
of 2-3 L/day. Specify intake goals for day, evening, and night shifts.

Assess and document skin turgor. Check hydration status by pinching
skin over the sternum or forehead.

Assess and document color, amount, and frequency of any fluid output,
including emesis, urine, diarrhea, or other drainage.

Monitor the patient’s orientation, ability to follow commands, and
behavior.

Weigh the patient daily at the same time of day (preferably before
breakfast) using the same scale and bed clothing.

In patients who are dehydrated, anticipate elevations in serum Na*, BUN,
and serum creatinine levels.

These actions help ensure that the patient’s hydration status is
adequate. Restrictions may apply to patients with cardiopulmonary
and renal disorders.

Skin that remains in the lifted position (tenting) and returns slowly to its
original position indicates dehydration. A furrowed tongue signals
severe dehydration.

This assessment enables comparison of intake to output amounts. Urine
that is dark in color signals concentration and thus dehydration.

Loss of the ability to follow commands, decrease in orientation, and
confused behavior can signal a dehydrated state.

Using comparable measurements ensures more accurate comparisons.
Wide variations in weight (e.g., 2.5 kg [5 Ib] or greater) can signal
increased or decreased hydration status.

These elevations often occur with dehydration.

continued

General Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

If the patient is receiving IV therapy, assess cardiac and respiratory Overload could precipitate heart failure or pulmonary edema. Rising
systems for signs of overload. Assess the apical pulse and listen to heart rate (HR), crackles, and bronchial wheezes can be signals of
lung fields during every VS assessment. heart failure or pulmonary edema.

Carefully monitor 1&0 when the patient is receiving tube feedings or These agents act osmotically to pull fluid into the interstitial tissue.

dyes for contrast. Watch for evidence of third spacing of fluids,
including increasing peripheral edema, especially sacral; output
significantly less than intake (1:2); and urine output less than

PART I: Medical-Surgical Nursing

30 mL/hr.

Whenever in the room, offer the patient fluids. Offer a variety of Older persons have a decreased sense of thirst and need
drinks the patient likes, but limit caffeine because it acts as a encouragement to drink.
diuretic.

Assess the patient’s ability to obtain and drink fluids by himself or These actions remove barriers to adequate fluid intake.

herself. Place fluids within easy reach. Use cups with tops to
minimize concern over spilling.

Ensure access to the toilet, urinal, commode, or bedpan at least q2h The time between recognition of the need to void and urination
when the patient is awake and g4h at night. Answer the call light decreases with age.
quickly.

Nursing Diagnosis:
Risk for Infection

related to age-related changes in immune and integumentary systems and/or
suppressed inflammatory response occurring with long-term medication use
(e.g., antiinflammatory agents, steroids, analgesics), slowed ciliary response,
or poor nutrition

Desired Oufcome: The patient remains free of infection as evidenced by orientation
to person, place, and time and behavior within the patient’s normal limits; RR and
pattern within the patient’s normal limits; urine that is straw colored, clear, and of charac-
teristic odor; core temperature and HR within the patient’s normal limits; sputum that is
clear to whitish in color; and skin that is intact and of normal color and temperature for the
patient.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess baseline VS, including LOC and orientation. Also be alert to HR A change in mentation is a leading sign of infection in older patients.
greater than 100 bpm and RR greater than 24 breaths/min. Other signs of infection include tachycardia and tachypnea.
Auscultate lung fields for adventitious sounds. Be aware, however, Adventitious breath sounds may or may not be seen until late in the
that crackles (rales) may be a normal finding when heard in the lung course of illness.
bases.

Assess the patient’s temperature, using a low-range thermometer if Older adults may run lower temperatures because of decreasing
possible. metabolism in individuals who are inactive and sedentary. They also

tend to lose heat readily to the environment and may not be kept at
the right temperature. A temperature of 35.5°C (96°F) may be
normal, whereas a temperature of 36.67°-37.22°C (98°-99°F) may
be considered febrile.

Obtain temperature readings rectally if the oral reading does not match If the oral reading seems unreliable, rectal readings may help ensure the
the clinical picture (i.e., skin is very warm, the patient is restless, patient’s core temperature is accurately determined.
mentation is depressed) or if the temperature reads 36.11°C (97°F)
or higher.
If possible, avoid use of a tympanic thermometer. Reliability of the electronic tympanic thermometer may be inconsistent
because of improper use.

General Care Plans



Hypothermia

Older Adult Care
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ASSESSMENT/INTERVENTIONS

Assess the patient’s skin for tears, breaks, redness, or ulcers. Document
condition of the patient’s skin on admission and as an ongoing
assessment (refer to Risk for Impaired Skin Integrity).

Assess quality and color of the patient’s urine. Document changes when
noted, and report findings to the health care provider. Also be alert
to urinary incontinence, which can signal urinary tract infection (UTI).

Avoid insertion of urinary catheters when possible.

Obtain drug history in reference to use of antiinflammatory or
immunosuppressive drugs or long-term use of analgesics or steroids.

If infection is suspected, anticipate initiation of IV fluid therapy.

Anticipate blood cultures, urinalysis, and urine culture.
Anticipate WBC count.

Expect a chest x-ray examination if the patient’s chest sounds are not
clear.

If infection is present, prepare for initiation of broad-spectrum antibiotic
therapy, oxygen therapy, and use of an antipyretic.

RATIONALES

Skin that is not intact is susceptible to infection.

UTI, as manifested by cloudy, foul-smelling urine without painful
urination and urinary incontinence, is the most common infection in
older adults.

Urinary catheter use increases risk of infection.
These drugs mask fever, a sign of infection.

Buisinp [eaifing

Fluid therapy will help maintain optimal hydration as well as replace
losses caused by fever and thin the secretions for easier
expectoration.

Cultures will isolate the bacteria type.

WBC count 11,000/mm?® or higher can be a late sign of infection in
older patients because the immune system is slow to respond to
insult.

This will be performed to rule out pneumonia.

These interventions will eliminate infection, promote oxygenation to the
brain, and decrease fever. Fever increases cardiac workload (i.e., HR
rises) as the body responds to infection. Because of decreased
physiologic reserve, older patients may have increased risk of heart
failure or pulmonary edema from prolonged tachycardia.

Nursing Diagnosis:

Hypothermia

related to age-related changes in thermoregulation and/or environmental

exposure

Desired Outcome: The patient’s temperature and mental status remain within the patient’s
normal limits, or they return to the patient’s normal limits at a rate of 1° F/hr, after

interventions.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s temperature, using a low-range thermometer if
possible.

Assess the temperature orally by placing a thermometer far back in the
patient’s mouth.

Note: Do not take axillary temperature in the older adult. If unable to
measure the temperature orally, measure tympanic or temporal
temperature but note that reliability of these thermometers may be
inconsistent because of improper use.

Assess and document the patient’s mental status.

Be alert to use of sedatives, hypnotics (including anesthetics), and
muscle relaxants.

This assessment will determine if the patient has hypothermia. Older
adults can have a normal temperature of 35.5°C (96°F).

This method provides the most accurate assessment of a patient’s core
temperature.

Older persons have decreased peripheral circulation and loss of
subcutaneous fat in the axillary area, resulting in formation of a
pocket of air that may make readings inaccurate.

Increasing disorientation, mental status changes, or atypical behavior
can signal hypothermia.

These medications decrease shivering and therefore place patients at
risk for environmental hypothermia. In addition, all older adults are
at risk for environmental hypothermia at ambient temperatures of
22.22°-23.89°C (72°-75°F).

continued
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PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS

Ensure that patients going for testing or x-ray examination are sent with
enough blankets to keep warm.

If the patient is mildly hypothermic, initiate slow rewarming.

If the patient’s temperature falls below 35°C (95°F), warm the patient
internally by administering warm oral or IV fluids.

Be alert to signs of too rapid rewarming.

If the patient’s temperature fails to rise 1°F/hr using these techniques,
anticipate laboratory tests, including WBC count for possible sepsis,
thyroid test for hypothyroidism, and glucose level for hypoglycemia.

As prescribed, administer antibiotics for sepsis, thyroid therapy, or
glucose for hypoglycemia.

RATIONALES

This intervention will help prevent hypothermia.

To reverse mild hypothermia, one method of slow rewarming is raising
the room temperature to at least 23.89° C (75°F). Other methods of
external warming include use of warm blankets, head covers, and
warm circulating air blankets.

To reverse moderate to severe hypothermia, patients are warmed
internally by administering warm oral or IV fluids. Warmed saline
gastric or rectal irrigations or introduction of warmed humidified air
into the airway are other methods of internal warming.

Signs of too rapid rewarming include irregular HR, dysrhythmias, and
very warm extremities caused by vasodilation in the periphery, which
causes heat loss from the core.

Causes other than environmental ones may be responsible for the
hypothermia.

The patient’s temperature will not return to normal unless the underlying
condition has been treated.

Nursing Diagnosis:

Risk for Impaired Skin Integrity

related to decreased subcutaneous fat and decreased peripheral capillary net-

works in the integumentary system

Desired Outcome: The patient’s skin remains nonerythremic and intact.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s skin on admission and routinely thereafter.
Note any areas of redness or any breaks in the skin surface.

Ensure that the patient turns frequently (at least g2h).
Lift or roll the patient across sheets when repositioning.

Monitor skin over bony prominences for erythema.

Use pillows or pads around bony prominences, even when the patient is
up in a wheelchair or sits for long periods.

Use lotions liberally on dry skin.

Use alternating-pressure mattress, air-fluidized mattress, waterbed, air
bed, or other pressure-sensitive mattress for older patients who are
on bedrest or unable to get out of bed.

General Care Plans

This assessment provides a baseline for subsequent assessments of
skin integrity.

Redness or breaks in skin integrity necessitate aggressive skin care
interventions to prevent further breakdown and infection.

Turning alternates sites of pressure and pressure relief.

Pulling, dragging, or sliding across sheets can lead to shear (cutaneous
or subcutaneous tissue) injury.

Skin that lies over the sacrum, scapulae, heels, spine, hips, pelvis,
greater trochanter, knees, ankles, costal margins, occiput, and
ischial tuberosities is at increased risk for breakdown because of
excessive external pressure.

This intervention maintains alternative positions and pads the bony
prominences, thereby protecting overlying skin. The ischial
tuberosities are susceptible to breakdown when a patient is in the
seated position. Gel pads for the chair or wheelchair seats aid in
distributing pressure.

Lotions promote moisture and suppleness. Lanolin-containing lotions are
especially useful.

These mattresses protect skin from injury caused by prolonged
pressure.



Disturbed Sleep Pattern

Older Adult Care

ASSESSMENT/INTERVENTIONS RATIONALES

Avoid placing tubes under the patient’s limbs or head. Place a pillow or
pad between the patient and tube for cushioning.

Get the patient out of bed as often as possible. Liberally use mechanical
lifting devices to aid in safe patient transfers. If the patient is unable
to get out of bed, assist with position changes g2h.

Establish and post a turning schedule on the patient care plan and at
the bedside.

Ensure that the patient’s face, axillae, and genital areas are cleansed
daily.

Use tepid water (32.2°-40.5° C [90°-105°F]) and super-fatted,
nonperfumed soaps.

Minimize use of plastic protective pads under the patient. When used,
place at least one layer of cloth (drawsheet) between the patient and
the plastic pad to absorb moisture. For incontinent patients, check
the pad at least g2h. Discourage use of adult diapers unless the
patient is ambulatory, going for tests, or is up in a chair.

Document the percentage of food intake with meals. Encourage the
significant other to provide the patient’s favorite foods. Suggest
nutritious snacks if the patient’s diet is not restricted. Obtain
nutritional consultation with a dietitian as needed.

For more information, see Chapter 73, “Wound Care,” Pressure Ulcers,”
p. 536, and Chapter 74, “Providing Nutritional Support,” p. 539.

Excess pressure from tubes can create a pressure ulcer.

These actions promote blood flow, which helps prevent skin breakdown.

Schedules increase awareness of the staff and patient/family of turning
schedule.

Complete baths dry out older adults’ skin and should be given every
other day instead.

Hot water can burn older adults, who have decreased pain sensitivity
and decreased sensation to temperature. Super-fatted soaps help
decrease dryness of skin.

Pads and diapers trap moisture and heat and can lead to skin
breakdown (macerated associated skin damage).

Food/snacks high in protein and vitamin C help prevent skin breakdown.

Nursing Diagnosis:

Disturbed Sleep Pattern

related to unfamiliar surroundings and hospital routines/interruptions

Desired Outcomes: Within 24 hr of interventions, the patient reports attainment of ade-

quate rest. Mental status remains normal for the patient.
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ASSESSMENT/INTERVENTIONS RATIONALES

Assess and document the patient’s sleeping pattern, obtaining Older adults typically sleep less than they did when they were younger and
information from the patient, the patient’s caregiver, or often awaken more frequently during the night.
significant others.

Individuals who take naps and have a low level of activity frequently sleep
only 4-5 hr/night.

Following the usual nighttime rituals may facilitate sleep.

Ask questions about naps and activity levels.

Determine the patient’s usual nighttime routine and attempt to
emulate it.

Attempt to group together activities such as medications, VS, and This reduces the number of interruptions and facilitates rest and sleep.
toileting.
Provide pain medications, back rub, and pleasant conversation at These comfort measures may facilitate sleep.

sleep time.

If the patient complains of being tired after activities or displays
behaviors such as irritability, yelling, or shouting, encourage napping
after lunch or early in the afternoon. Otherwise, discourage daytime
napping, especially in the late afternoon, because it can interfere with
nighttime sleep.

Monitor the patient’s activity level.

continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Discourage caffeinated coffee, cola, and tea after 6 pm.

Provide a quiet environment and minimize interruptions during
sleep hours.

Stimulants can make it difficult to fall asleep and stay asleep as well as

increase nighttime awakenings to urinate.

Excessive noises, bright overhead lights, noisy roommates, and loud talking

can cause sleep deprivation. Use of sound generators (e.g., of ocean
waves) or white noise (e.g., fan) may promote sleep.

Nursing Diagnosis:
Constipation

related to changes in diet, decreased activity, and psychosocial factors

Desired Outcomes: The patient states that his or her bowel habit has returned to normal
within 3-4 days of this diagnosis. Stool appears soft, and the patient does not strain in passing

stools.

ASSESSMENT/INTERVENTIONS RATIONALES

On admission, assess and document the patient’s normal bowel
elimination pattern. Include frequency, time of day, associated
habits, and successful methods used to correct constipation in the
past. Consult the patient’s caregiver or significant other if the patient
is unable to provide this information.

Inform the patient that changes occurring with hospitalization may
increase the potential for constipation. Urge the patient to institute
successful nonpharmacologic methods used at home as soon as this
problem is noticed or prophylactically as needed.

Teach the relationship between fluid intake and constipation. Unless
otherwise contraindicated, encourage fluid intake that exceeds
2500 mL/day. Monitor and record bowel movements (date, time,
consistency, amount).

Encourage the patient to include roughage (e.g., raw fruits and
vegetables, whole grains, nuts, fruits with skins) as a part of each
meal when possible. For patients unable to tolerate raw foods,
encourage intake of bran via cereals, muffins, and breads.

Titrate the amount of roughage to the degree of constipation.

Teach the patient the relationship between constipation and activity
level. Encourage optimal activity for all patients. Establish and post
an activity program to enhance participation; include devices
necessary to enable independence.

If the patient’s usual bowel movement occurs in the early morning, use
the patient’s gastrocolic or duodenocolic reflex to promote colonic
emptying. If the patient’s bowel movement occurs in the evening,
ambulate the patient just before the appropriate time.

Attempt to use methods the patient has used successfully in the past.
Follow the maxim “go low, go slow” (i.e., use the lowest level of
nonnatural intervention and advance to more powerful interventions
slowly).

When requesting a pharmacologic intervention, use the more benign,
oral methods first.

General Care Plans

This assessment establishes a baseline and determines a patient’s
normal bowel elimination pattern.

Constipation is easier to treat preventively than it is when present and/or
prolonged.

A high fluid intake promotes soft stool and decreases risk/degree of
constipation. A high fluid volume may be contraindicated in patients
with renal, cardiac, or hepatic disorders who may have fluid
restrictions.

Eating roughage reduces the potential for constipation by promoting bulk
in the stool.

Too much roughage taken too quickly can cause diarrhea, gas, and
distention.

Exercise can prevent or decrease constipation by promoting peristalsis.

Scheduling interventions that coincide with a patient’s bowel habit are
more likely to promote bowel movements. Drinking hot liquids in the
morning, for example, also promotes peristalsis. Digital stimulation
of the inner anal sphincter may facilitate a bowel movement.

Aggressive interventions may result in rebound constipation and
interfere with subsequent bowel movements.

Older persons tend to focus on the loss of habit as an indicator of
constipation rather than on the number of stools. Do not intervene
pharmacologically until the older adult has not had a stool for 3
days.



Adult Failure to Thrive

Older Adult Care

ASSESSMENT/INTERVENTIONS RATIONALES

After diagnostic imaging of the gastrointestinal tract with barium, ensure
that the patient receives a postexamination laxative.

Monitor hydration status for signs of dehydration. Emphasize diet, fluid,
activity, and resumption of routines. If no bowel movement occurs in
3 days, begin with mild laxatives to try to regain the normal pattern.

See also: Chapter 4, “Prolonged Bedrest,” Gonstipation, p. 68.

The following hierarchy is suggested:
- Bulk-building additives such as psyllium or bran.
- Mild laxatives (apple or prune juice, Milk of Magnesia).
- Stool softeners (docusate sodium, docusate calcium).
- Potent laxatives or cathartics (bisacodyl, cascara sagrada).
- Medicated suppositories (glycerin, bisacodyl).
- Enema (tap water, saline, sodium biphosphate/phosphate).

The laxative facilitates removal of the barium. After any procedure
involving a bowel clean-out, there may be rebound constipation from
the severe disruption of bowel habit.

Dehydration can occur as a result of the osmotic agents used. Deficient
fluid volume can result in hard stools, which are more difficult to
evacuate.

Nursing Diagnosis:

Adult Failure to Thrive

related to loss of independence, loss of functional ability, malnutrition, depres-
sion, cognitive impairment, impaired immune function, and the impact of

chronic disease

Desired Outcome: The patient exhibits or verbalizes improvement in at least one of the fol-
lowing: weight gain, increased appetite, increased functional ability, sense of hopefulness,

peaceful death.

ASSESSMENT/INTERVENTIONS

Perform a thorough physical assessment. Assess status of a chronic disease.

Review laboratory and other studies such as CBC with differential, basic
metabolic panel, thyroid-stimulating hormone (TSH), albumin, and
pre-albumin levels.

Perform a thorough patient history; engage caretakers as needed. Analyze

critical factors such as the death of a spouse or family member.

Encourage the patient to verbalize feelings of despair, frustration, fear, anger,

and concerns about hospitalization and health.
Discuss normal age changes with the patient and family.

RATIONALE

A complete system assessment provides a baseline for subsequent
comparison.

A review of laboratory information identifies issues in nutrients and
electrolytes essential for basic body function, status of protein
and thyroid function, and presence/absence of infection.

A thorough history focusing on timing of the change in
behaviors and appetite, medications, and decline in activities of
daily living (ADLs) and instrumental activities of daily living
(IADLs) will help identify contributing factors to the decline
in function. Examples of contributing factors include
hypothyroidism, dementia, decreased sense of taste or smell,
and depression.

Verbalization of feelings and the knowledge that they are normal
often help minimize feelings of despair.

As people age, their physiologic reserve decreases and affects
multiple systems. Failure to thrive can occur from interaction of
three components: physical frailty, disability or decline in
functional ability, and impaired neuropsychiatric function. Frailty
is defined by decreased physiologic reserve affecting many
systems. Disability is defined as difficulty or decline in
completing ADLs. Neuropsychiatric impairment is a complex
phenomenon that can occur from life circumstances leading to
depression, physiologic disruption leading to delirium, or
neurologic changes resulting in cognitive impairment.

General Care Plans

continued
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

ASSESSMENT/INTERVENTIONS RATIONALE

As indicated, consult with other health care professionals. A multidisciplinary approach is necessary for this complex
condition. Speech therapists and dietitians can help assess
unexplained decline in eating. Physical and occupational
therapists can help analyze physical limitations/strengths and
the potential for improvement with a program or assistive
device. Social Services can help assess support networks and
readiness for end-of-life possibility.

PART I: Medical-Surgical Nursing

General Care Plans
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Palliative and End-of-Life Care

OVERVIEW

The concept of palliative care is undergoing significant change
in the United States in the face of an increasingly aging
society. The 80 million baby boomers who began to turn 65
in 2010 and entered into the Medicare system have prompted
significant changes in approaches to health care delivery. Cur-
rently 70% of the U.S. population is diagnosed with a chronic
disease and four out of six patients live with more than one
chronic symptomatic condition—or multiple chronic condi-
tions (MCCs) (Institutes of Medicine [IOM], 2012). To
address these issues the Affordable Care Act (ACA) has pro-
vided extensive funding to almost every agency under the
U.S. Department of Health and Human Services to focus on
initiatives that address symptomatic MCCs in order to provide
better care, improve health, and reduce the cost of care to
support the needs of this fastest growing patient population.
The premise of palliative care is to provide optimal symptom
management. The symptom burden that accompanies MCCs
and malignancies requires the skilled use of palliative

Nursing Diagnosis:

interventions. Optimally managing symptoms reduces disease
exacerbations, promotes physical activity, reduces hospital
use, and improves patients’ quality of life.

As the trajectory of the disease progresses toward the end
of life, palliative interventions increase in use, complexity,
and intensity. At the end of life, patients become more symp-
tomatic, require full assistance with activities of daily living,
and are profoundly weaker and often bedbound. Physical,
emotional, and spiritual symptoms may become more pro-
nounced during this time and will require skilled and knowl-
edgeable interventions by an interdisciplinary team of
professionals (e.g., medicine, nursing, social work, clergy,
ancillary support). The use of a team-based approach is essen-
tial to address and meet the multiple needs of the patient and
family.

HEALTH CARE SETTING

Primary care, outpatient clinic, rehabilitation center, surgical
center, acute care, home care, long-term care, skilled hospital,
and hospice

Decisional Gonflict

related to uncertainly about the course of action as the patient moves from
an acute curative medical model into a palliative care/symptom management

plan of care

Desired Outcome: The patient and family will effectively transition from the acute medical
management of advanced disease into palliative care with minimal conflict and confusion.

ASSESSMENT/INTERVENTION RATIONALE

Assess understanding of the underlying disease pathophysiology
and concomitant symptoms that interfere with the patient’s
perceived quality of life.

Individuals who gain an understanding of the disease that is nonresponsive

to acute medical interventions will be better prepared to understand the
transition from acute medical management to palliative care.

continued
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ASSESSMENT/INTERVENTION RATIONALE

Assess the preparation and previous discussions on advance care Discussing the patient’s advance care planning helps to avoid a crisis-like
planning. If the patient has a Durable Power of Attorney (DPA), approach to advanced disease management. These discussions promote
document this information in the patient’s health record. a realistic approach to disease and disability. The DPA identifies the

person who will serve as an advocate for the patient. The DPA and the
patient’s health care wishes are documented in the event that patients
are unable to speak for themselves. Refer the patient and family to
credible resources and interdisciplinary support if the patient needs to
complete his or her advance directive. Examples of advance directives
can be found from:

Caring Connections, which provides free advance directives and instructions
for state-specific advance directives:

http://www.caringinfo.org/i4a/pages/index.cfm?pageid=3289

Aging with Dignity has developed the Five Wishes document, which meets
the legal requirements in 42 states and is useful in all 50 states.

http://www.agingwithdignity.org/five-wishes.php

Determine if there are conflicts associated with the transition of Individuals who understand the rationale for moving from being acutely
care from acute to palliative. managed to symptom management or to less invasive medical

management will be more likely to move with greater ease along the
trajectory of their disease. Certain physiologic indicators can be used to
determine the progressive nature of a chronic condition. These indicators,
which include ejection fraction, pulmonary and renal function, and
metastatic disease, show when a disease can no longer be reversed or
improved through aggressive medical intervention.

PART I: Medical-Surgical Nursing

As needed, facilitate added support for the patient and family The patient and family may require support from multiple disciplines such as
members. advanced practice nurses, medical social workers, dietitians, nursing
assistants, physical therapists, and spiritual advisors.
Promote physical activity and social engagement and active Physical activity helps to reduce disease exacerbations, minimize depression,
participation in life for as long as possible. reduce discomfort, promote socialization, reduce isolation, and prevent

complications associated with immaobility.

Help the patient and family differentiate palliative care from hospice  Not all individuals are comfortable with or want to be referred to hospice
care. care. Palliative care interventions do not depend on a 6-month or less
prognosis nor are they mandated by reimbursement criteria.

Explain that palliative care can be provided concomitantly with Palliative care is integrated into the management of advanced disease with a
advanced disease management by the patient’s primary care primary focus on symptom management and is not contingent on the
provider and is reimbursed as routine medical management. treatment being provided during the last months, days, or weeks of life.

This enables coordinated and continuous medical management by the
patient’s familiar primary care provider.

Nursing Diagnosis:
Caregiver Role Strain

related to the demands associated with the patient’s physical care needs as the
patient’s disease progresses and contributes to physical limitations and

disability
Desired Outcome: Caregivers are assisted with providing care and offered frequent respite
opportunities.
ASSESSMENT/INTERVENTIONS RATIONALES
Assess the specific support systems used to provide the patient with This assessment will help determine if an appropriate support system is

advanced disease care management. in place to address the physical, emotional, and spiritual demands
associated with advanced disease, illness, and disability.

General Care Plans
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Impaired Comfort

Palliative and End-of-Life Care
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ASSESSMENT/INTERVENTIONS

Determine the specific roles of the patient’s family or support system.
Identify the primary caregiver and any additional caregivers who can
support the patient and primary caregiver.

Evaluate community-based services or supportive programs that can be
used to provide caregiver respite.

Encourage communication between the patient and caregiver.

Elicit interdisciplinary support to assist the caregiver in problem-solving
and seeking additional supportive resources.

If caregiving demands are increased out of proportion to the caretaker’s
abilities and physical reserves, reevaluate the plan of care and the
expectations of both the patient and caregiver.

RATIONALES

In addition to a primary caregiver, a secondary caregiver should be
identified and mobilized to reduce the potential for burn-out.
Burn-out occurs when only one person provides all the caregiving.

Services for the aging, adult daycare, and church-specific services, as
well as help provided by volunteers, friends, and neighbors, may be
considered to provide respite for the primary caregiver.

Communication will provide an opportunity to identify and verbalize fears
and concerns regarding the demands of meeting the patient’s
activities of daily living. This communication will provide earlier
identification of problems that require prompt attention and
problem-solving in order to reduce caregiver burn-out.

Social workers, spiritual advisors, and advanced practice nurses will
have additional ideas and be familiar with community resources that
can be facilitated to support the primary caregiver, thereby reducing
the potential for burn-out.

Progressive symptomatic disease may increase the physical demands
on the caregiver. For example, a dementia patient who becomes
combative and is not sleeping may require admission into a
long-term care facility or nursing home. Reevaluation should occur
when it is no longer safe for the patient or the caregiver to continue
to meet the many needs of the patient.

Nursing Diagnosis:

Impaired Comfort

related to the pathophysiologic and psychological consequences associated

with advanced symptomatic disease and illness

Desired Outcome: The patient’s discomfort level decreases as evidenced by a self-rated
symptom intensity score of less than a 5 on a 1-10 numerical multisymptom rating scale.

ASSESSMENT/INTERVENTION

RATIONALE

Identify and recognize the multiple symptoms associated with
progressive advanced disease, using a multisymptom, numerical
self-rating scale of 1-10 (e.g., Edmonton Symptom Assessment
Scale).

Assess the multidimensional aspects of specific symptoms: modifying or

aggravating factors, location, quality, character, timing, intensity,
and/or relieving factors.

Assess for and report the use of all medications that are used to
manage specific symptoms.

Significant evidence suggests that any symptom rated at 5 or
higher interferes with the patient’s perceived quality of life
(Foley & Abernathy, 2008).

Multiple symptoms that accompany advanced disease can include pain,
dyspnea, fatigue, edema, weakness, anxiety, depression, and
insomnia.

Use of a numerical scale captures the intensity of the symptom but does
not help to determine the full impact of the symptom’s influence on
the patient’s perceived quality of life. Obtaining a full description of
the symptom helps to identify specific physiologic aspects and guide
appropriate interventions. In addition, emotional and spiritual aspects
can interface with and intensify symptom complaints.

The use of polypharmacy may reduce or exacerbate the efficacy of
specific medications prescribed to reduce symptoms. Multiple
providers may have prescribed specific medications that alter the
effects of other medications. It is important to report all of the
medications used by the patient to the managing provider to ensure
their use does not interfere with the efficacy of necessary
medications.

continued
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: General Care Plans

Promote and recognize the use and implementation of evidence-based
pharmacologic interventions that are used to generate optimal
patient quality of life.

Document the patient’s symptom intensity rating before an intervention
and again following the intervention.

Provide early and prompt identification and assessment of pain and
other problems—physical, psychologic, and spiritual.

Recognize common symptoms associated with specific diseases and
preemptively prepare the patient and family regarding what to look
for and how to be proactive in seeking symptom management.

Assess and differentiate among acute, chronic, neuropathic, and somatic
(nociceptive) pain syndromes.

Explain to the patient and significant others how pain may be treated in
the palliative and end-of-life care settings.

Apply the World Health Organization’s three-step approach to the
management of chronic malignant and non-malignant pain.

Recognize the four general principles when initiation, titration, and/or
discontinuation of opioid analgesics are considered.

ASSESSMENT/INTERVENTION RATIONALE

Evidence-based interventions have been studied and evaluated to
promote patient well-being and improved quality of life. Using
off-label or compounded medications that have not undergone
rigorous evaluation or approval from the Food and Drug
Administration (FDA) places patients at risk for complications and
unknown drug-drug interactions.

Evaluating the pre- and postsymptom intensity score and reporting these
findings in the patient health record promote standardized
communication among the interdisciplinary team and help identify
the efficacy of the intervention.

Approaching the patient from a multidimensional perspective will
promote a holistic approach to pain and symptom management,
thereby preventing or reducing the incidence of somatization and
poorly managed symptoms.

Two systematic reviews (Cherny & Radbruch, 2009; Doorenbos et al.,
2006) have identified the most common symptoms in advanced
disease and end-of-life care as pain, fatigue, dyspnea, and
depression.

Specific analgesic interventions are based on the type of pain. Acute
pain is a normal response to injury or a warning of potential injury
and resolves with healing (e.g., surgical incision). Chronic pain
persists and may last for months or years (e.g., arthritis). Patients
can have an acute exacerbation of chronic pain. Neuropathic pain
involves nerves, while somatic pain comes from bone, muscle,
joints, and hollow organs. The patient’s verbal descriptors will help
to identify neuropathic pain (sharp, shooting, hot, radiating) from
somatic (nociceptive) pain (dull, constant, gnawing, deep, constant).

Mild to moderate pain may be managed with nonopioid analgesics.
Opioids are appropriate for moderate to severe pain or persistent
mild to moderate pain.

See Figure 8-1.

1. Establish the pain relief goal (e.g., 30% reduction in numerical pain
Score)

2. Initiate analgesia with a short-acting, low-dose upload

3. Use a titration schedule based on the opioid’s pharmacologic
properties

4. Frequently monitor for analgesia and adverse effects

These activities are carried out by the prescribing provider.

WHO 3-Step Ladder e
2 Severe
@ Moderate
Mild dromo
APAP / codeine -. .,... . -
» APAP / hydrocodene e
Aspirin APAP / oxycodone -
Acetaminophen APAP / dihydrocodeine Oxvcodone
NSAIDs Tramadol A
* Adjuvants = Adjuvants e

FIGURE 8-1 The World Health Organization’s three-step approach to the management of chronic

General Care Plans

malignant and nonmalignant pain. APAP, abbreviation for acetaminophen.



Impaired Comfort

Palliative and End-of-Life Care

ASSESSMENT/INTERVENTION RATIONALE

Explain the common side effects of opioid analgesics and the
therapeutics than can help mitigate these symptoms.

Explain the value of adjuvant analgesics in promoting optimal
management of neuropathic and somatic (nociceptive) pain
syndromes.

Assess the need for around-the-clock analgesic dosing versus
as-needed dosing.

Assess for barriers that may affect the optimal and effective
management of the patient’s pain.

El Provide the patient and caregiver with tips for safe opioid use.

Offer the patient and caregiver resources to promote effective pain
management education.

Common side effects include nausea, vomiting, itchiness (pruritus), and
drowsiness, all of which resolve or decrease with continued use.
Opioids may slow breathing when therapy is initiated, but if the
dose is titrated, this symptom should be limited. Constipation is
predictable, and a stool softener or stimulant should accompany the
use of opioid therapy.

Adjuvant analgesics are medications that, when combined with opioid
analgesics, help to reduce neuropathic and nociceptive pain. No
amount of opioid alone will effectively manage these two pain
syndromes. Neuropathic pain syndromes benefit from the adjuvant
use of antidepressants, anticonvulsants, muscle relaxants, and
corticosteroids. Somatic or nociceptive pain syndromes respond to
nonsteroidal antiinflammatory agents, corticosteroids, and
bisphosphonates (e.g., Boniva, Fosamax).

Patients who self-rate their pain intensity at a 5 or greater and are using
short-acting analgesics (q4h) and remain without optimal pain relief
should be considered for longer-acting opioid analgesics. Long-
acting opioids are administered q12h, once daily, or every 3 days
(g36h such as Duragesic). Short-acting opioids are used for
breakthrough pain and to increase therapeutic systemic opioid
levels. Frequent or excessive use of rescue dosing signifies the need
for a reassessment of the patient’s pain and its management.

Barriers to optimal pain management can occur through providers,
patients themselves, and the health care system. Provider barriers
include concerns about medication risks, lack of appropriate
assessment skills, limited knowledge of treatment options, or
cultural or social barriers. Patient barriers include cognitive
communication issues, fear of side effects or influence on mentation,
and cultural or social barriers. Barriers associated with the health
care system include limited specialists or access to care, formulary
limitations, or inventory system restrictions.

1. Patients should not combine opioids with other central stimulating
medications, including alcohol.

2. Patients should consult with their health care provider before
stopping or changing an opioid dose. Abrupt withdrawal can
precipitate excessive symptoms.

3. Store medication in a locked or secure cabinet to prevent wrongful
use or theft.

4. Because opioids can cause drowsiness, impair concentration, and
slow reflexes, patients should avoid driving or performing complex
tasks when initiating therapy.

Chronic pain resources include

Pain Action: www.painaction.com

American Chronic Pain Association: www.theacpa.org
American Pain Foundation: www.painfoundation.org
American Pain Society: www.ampainsoc.org/people
The Neuropathy Association: www.neuropathy.org
American Cancer Society: www.cancer.org

General Care Plans
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PART 1 MEDICAL-SURGICAL NURSING: General Care Plans

Nursing Diagnoses:

Adult Failure to Thrive
Deficient Fluid Volume
Decreased Cardiac Output
Anxiety

Fatigue

Acute Confusion

Impaired Swallowing
Impaired Gas Exchange

related to the normal process of death and dying and its effects on the human

body

Desired Outcome: The patient and family acknowledge their acceptance of the normal
process of death and dying and understanding of the effects on the human body.

PART I: Medical-Surgical Nursing

ASSESSMENTS/INTERVENTIONS RATIONALES

Be proactive in assessing for and preventing or controlling Patients who are in the final stages of disease and illness tolerate symptoms
distressing symptoms with the goal of the patient’s peaceful poorly, largely because of weakness and generalized debility. Uncontrolled
death. symptoms, especially at this stage of the disease trajectory, can easily

escalate into a crisis for both the patient and family.

Assess for a decrease in cardiac function as death nears, The BP decreases due to a combination of the heart’s ineffective pumping
including a decreased blood pressure (BP). ability, dehydration, and renal insufficiency.

Assess for increased heart rate (HR), even though the pulse is This is a compensatory mechanism of the heart as death approaches.
weak, thready, and irregular.

Monitor for cyanosis and coolness and a mottling appearance to Cyanosis is often present and becomes progressive as death nears, resulting
the skin. from ineffective delivery of blood, nutrients, and oxygen to the body’s

tissues. This causes the patient’s skin to become cool and appear mottled.
Circulatory blood is shunted to essential organs and is no longer
adequately perfusing the kidneys and the peripheral structure.

Monitor for changes in the patient’s breathing. Compensatory mechanisms of the pulmonary system used to regulate normal
homeostasis are often seen as changes in the patient’s breathing.
Respirations may become increasingly shallow or labored as the dying
process nears. Patients experience and families observe more frequent
periods of apnea. Pulmonary secretions increase and the patient may have
difficulty managing a cough, swallowing, or clearing the airway.

Help prevent uncontrolled respiratory secretions. Early use of anticholinergic interventions (e.g., scopolamine) can help to
reduce respiratory secretions. Anticholinergics are not effective when
secretions are already present.

If the patient experiences dyspnea, facilitate simple environmental ~ Dyspnea is one of the most distressing symptoms for dying patients and their
comfort (e.g., use a fan, elevate head of bed, and reposition families and can be difficult to manage. Measures other than providing
the patient from side to side). environmental comfort include bronchodilators, cough suppressants,

diuretics (use cautiously in patients with established dehydration),
anticholinergics, opiates, corticosteroids, and oxygen.

General Care Plans




Impaired Gas Exchange

Palliative and End-of-Life Care

ASSESSMENTS/INTERVENTIONS RATIONALES

Assess for dyspnea, tachypnea, Cheyne-Stokes, apnea, labored
breathing, and/or noisy respirations.

Teach the family how to provide good oral hygiene for the patient.

Monitor for decreased or absent urine output on each daily
assessment.

Base your decisions regarding the need for hydration on the
patient’s comfort level, symptom burden, use of opioid
medications, and proximity to death.

Assess changes in cognition that often occur close to death, with
the most common being somnolence, delirium, difficulty
communicating, labile mood, hallucinations, agitation, or
restlessness.

Differentiate delirium from dementia.

Assess and evaluate reversible causes of delirium that require
prompt attention and intervention.

Dyspnea is difficulty in breathing; tachypnea is a rapid respiratory rate; and
Cheyne-Stokes is an abnormal pattern of breathing characterized by
progressively deeper and sometimes faster breathing, which can also be
identified as labored or apneic or irregular. Noisy respirations occur close
to death and are often termed “death rattle.” To effectively manage these
symptoms, providers may prescribe specific medications such as opiates,
bronchodilators, anxiolytics, and oxygen. The nurse can help to position
the patient (high Fowler’s, 45-degree angle, moving the patient from side
to side), minimize the patient’s energy expenditure, and provide
reassurance.

Patients who are mouth breathing and prescribed anticholinergic medications
will have a dry oral mucosa. Keeping the mouth moist with water and ice
chips will promote patient comfort.

Absent or diminished urine output is often an expected reaction to dying, a
result of decreased cardiac perfusion, decreased oral intake of fluids,
medications, or decreased renal function. Renal insufficiency is more
pronounced in patients with renal disease, chronic diabetes, unmanaged
hypertension, and heart failure (HF).

Urinary retention can result from an enlarged prostate, anticholinergic or
opioid medications, weakness, disinterest due to depression, lack of
cognitive awareness, or a full rectal vault. It is important to recognize the
underlying cause and consider indwelling catheterization. While
incontinence may be manageable at the end of life, it may require frequent
linen and position changes, which may be uncomfortable for the patient.

[BIIPSA | LHVd
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Dehydration is a result of various etiologies, and at the end stage of disease,
patients are further debilitated and have diminished oral intake, which
increases the risk for dehydration. Opioid metabolite accumulation as a
result of dehydration can create nausea, confusion, restlessness,
myoclonus, delirium, nightmares, hallucinations, and hyperalgesia. Light
hydration can help to relieve these symptoms. Patients who are not given
hydration and who are taking opioids should have the dose titrated down
from their original opiate dose to lessen the accumulation of toxic
metabolites.

There remains a debate whether actively dying patients can benefit from
intravenous or subcutaneous fluid administration. Instead of thinking that
hydration is either good or bad, hydration can be thought of as a comfort
intervention.

Delirium is frequently seen near the end of life, but it is important to evaluate
for a reversible etiology and provide treatment when warranted. Several
studies have identified the presence of delirium in as many as 88% of
cancer patients in their final weeks. Delirium is generally multifactorial and
can be reversible—e.g., in opiate and benzodiazepine toxicities, metabolic
disorders, or dehydration.

Determinant factors in delirium are sudden onset, inattention, scattered
thought process, and altered consciousness; in dementia the onset is
gradual and consciousness is unimpaired. Delirium can occur concurrently
with dementia or other cognitive impairments.

All medications require a thorough investigation to determine if they are
contributing to delirium (e.g., opioids, benzodiazepines, antidepressants,
antihistamines, anticonvulsants, nonsteroidal antiinflammatory agents,
corticosteroids, metoclopramide, ranitidine, ACE inhibitors, and digoxin).
Other causes include hypoxia, visual and hearing deficits, hypertension,
infection, trauma, surgery, hepatic or renal failure, and metabolic
abnormalities (e.g., hypercalcemia, hypernatremia, uremia, hypercapnia,
hyponatremia, and hypoglycemia).

continued
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ASSESSMENTS/INTERVENTIONS RATIONALES

Differentiate agitation and restlessness from delirium and Uncontrolled pain, full bladder, constipation, or emotional issues can be

dementia and intervene accordingly. Educate the family that misinterpreted as restlessness.
the patient may “act out” toward them during these episodes Adding more opiates can aggravate agitation.
because they are “safe” targets. If pain is suspected as the cause of restlessness, administer a breakthrough

dose of pain medication. If this is ineffective, the underlying cause requires
further evaluation.

Haloperidol is the drug of choice (titrated to effect) should the restlessness not
be reversible.

PART I: Medical-Surgical Nursing

n Monitor for dysphagia and impaired cognition. Patients at the end of life can have impaired cognition and develop dysphagia
As indicated, administer medications by sublingual, rectal, resulting from progressive weakness and be unable to swallow oral
transdermal, or subcutaneous routes. medications.
Prepare the family for the patient’s expected death awareness. Death awareness is not confusion or hallucinations but important work for the

patient. The family should listen to what the patient may be trying to
communicate, address any unresolved issues, and prepare to finalize their
time with the patient.

Identify the patient’s withdrawal from close and social relationships ~ The dying process is unique for each individual. The patient may shift focus

and activities. Educate the family to expect withdrawal and not and disengage from loved ones. The patient does not have the energy for
to take it personally as the patient turns inward. relationships.

Nursing Diagnosis:

Grieving

related to the anticipatory loss of one’s own life or that of a loved one

Desired Outcome: The patient and family acknowledge and eventually reach a state of
acceptance of the impending loss.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for signs of grieving and encourage expressions of feelings by Signs of grieving include tearfulness and feelings of sadness or
the patient, family, and interdisciplinary health care team. disbelief in the ending of life. Expressions of grief can be cathartic.
Anger is often substituted for grief and is considered normal.

Teach the family how to differentiate normal grieving from complicated Complicated grief may be present when an individual’s ability to
grieving. resume normal activities and responsibilities is continually disrupted
beyond 6 months of the time of death.

Help the patient and family identify successful past coping strategies that ~ Building from past strategies that have worked can be encouraged for

have worked in stressful situations. use in the current situation.

Respect the patient’s and family’s need to use denial occasionally. Denial can be an effective coping mechanism for grief.

Give the family permission to express culturally specific concerns and Many cultures handle death and dying differently.
issues about the patient’s impending death.

Encourage family members to engage in conversations that involve Verbalizing unfinished or sensitive issues might require the integration
sensitive issues or unfinished business. Honor their wishes, for of interdisciplinary support (social worker, spiritual advisor) to help
example, by contacting the spiritual advisor or people with whom the resolve difficult or sensitive issues between the patient and family.

patient desires to have closure.

ADDITIONAL NURSING DIAGNOSES/PROBLEMS:

“Cancer Care” p. 1 “Psychosocial Support for the Patient’s Family and p. 84
Significant Other”
“Pain” p. 39 g
“Managing Wound Care” p. 533

“Psychosocial Support” p. 72
“Providing Nutritional Support” p. 539
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Chronic Obstructive
Pulmonary Disease (COPD)

OVERVIEW/PATHOPHYSIOLOGY

Chronic obstructive pulmonary disease (COPD) is the third
leading cause of death and 12th leading cause of morbidity in
the United States. It is a disease state characterized by airflow
limitation that is not fully reversible. Airflow limitation is
progressive and associated with an abnormal inflammatory
response of the lungs to noxious particles or gases and char-
acterized by chronic inflammation throughout the airways,
parenchyma, and pulmonary vasculature.

The chronic airflow limitation characteristic of COPD is
caused by a mixture of small airway inflammation (bronchitis)
and parenchymal destruction (emphysema), the relative con-
tributions of each varying from person to person.

HEALTH CARE SETTING

COPD may be found in any health care setting, such as the
home, primary care, hospitalized patients (medical, surgical
floors or critical care units) and long-term care facilities.

ASSESSMENT

Signs and symptoms, acute and chronic: Common symp-
toms associated with chronic COPD include dyspnea, chronic
cough, and chronic sputum production. Dyspnea that inter-
feres with daily activities is the main reason patients seek
medical attention. Increased sputum production may be prom-
inent. As lung function deteriorates and dyspnea worsens,
arterial hypoxemia and hypercarbia become more pronounced
and additional complications such as weight loss, right heart
failure (cor pulmonale), and respiratory failure occur.

Key health history: Environmental exposure is the most
common cause of COPD. Cigarette smoking, or passive expo-
sure to cigarette smoke, is the most commonly encountered
risk factor. Chronic occupational exposure to dust or volatile
gases is an important risk factor. Indoor air pollutants, espe-
cially from burning biomass fuels in confined spaces, is associ-
ated with increased risk for COPD in developing countries,
especially among women who are primarily responsible for
meal preparation. Genetic factors (e.g., hereditary deficiency
of alpha-1 antitrypsin) may be responsible for disease develop-
ment and progression. Any process that affects lung develop-
ment and growth (such as low birth weight or recurrent

respiratory infections) may increase the potential for develop-
ing COPD later in life. Multiple risk factors magnify the pos-
sibility of developing COPD.

Significant comorbidities include cardiovascular disease,
osteoporosis, anxiety/depression, lung cancer, respiratory
infections and diabetes. All of the above may have significant
impact on the COPD patient. The comorbidities are treated
in the usual manner in the COPD patient.

Physical assessment: Prolonged expiratory phase, decreased
thoracic expansion, adventitious breath sounds (especially
wheezing), use of accessory muscles of respiration, develop-
ment of a barrel chest, digital clubbing, dullness on percussion
over areas of consolidation, ankle edema, distended neck veins.

DIAGNOSTIC TESTS

Spirometry: When the common symptoms associated with
chronic COPD are present, spirometry confirms the diagnosis
of COPD. It is expressed as a ratio of the forced expiratory
volume (FEV)), or the volume of air that is forcefully exhaled
in the first second, divided by the forced vital capacity (FVC),
or the maximum volume of air that can be forcefully exhaled
post—bronchodilator use. The ratio is expressed as FEV,/FVC
but sometimes simply abbreviated to FEV,. Clinical symptoms
and a post—bronchodilator use FEV of less than 0.70 are used
to diagnose and classify the severity and prognosis of COPD.

Pulse Oximetry (Spo,): A useful tool for both screening and
monitoring disease progression, with the normal for COPD
patients being between 88%-92%.

Chest x-ray examination: Rarely diagnostic unless bullous
disease is present. Radiologic changes in COPD include signs
of hyperinflation (i.e., flattened diaphragm on lateral chest
film and increase in volume of the retrosternal airspace).

Arterial blood gas (ABG) values: Important in monitoring
COPD during exacerbations or respiratory failure (Pa0O, less
than 60 mm/Hg with or without PaCcO, greater than 50 mm/
Hg).

Alpha-1 antitrypsin deficiency screen: Performed in
patients who develop COPD at a young age (younger than
45 yr) or who have a strong family history of the disease.

Differential diagnosis: COPD may mimic many other
diseases.
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PARTI MEDICAL-SURGICAL NURSING: Respiratory Care Plans

Nursing Diagnosis:
Ineffective Breathing Pattern

related to ineffective inspiration and expiration occurring with chronic airflow
limitations

Desired Outcome: Following treatment/intervention, the patient’s breathing pattern improves
as evidenced by reduction in or absence of reported dyspnea and related symptoms.

ASSESSMENTS/INTERVENTIONS RATIONALES

E n Assess respiratory status gq2-4h and as indicated by the patient’s Restlessness, anxiety, mental status changes, shortness of breath, tachypnea,
condition. Report significant findings. and use of accessory muscles of respiration are signs of respiratory
distress, which should be reported promptly for immediate intervention.

Auscultate breath sounds q2-4h and as indicated by the patient’s A decrease in breath sounds or an increase in adventitious breath sounds
condition. (crackles, wheezes, rhonchi) may indicate respiratory status change and
necessitate prompt intervention.

RT I: Medical-Surgical Nursing

Administer bronchodilator therapy as prescribed. Bronchodilators increase FEV, by altering airway smooth muscle tone, with
long acting formulations being preferred. If symptoms do not improve with
a single agent, combined short- and long-acting agents are used.

Administer inhaled corticosteroids as prescribed. This treatment is used for patients with FEV, at less than 30%, whose frequent
exacerbations are not well controlled with long acting bronchodilators.

Administer oral corticosteroids as prescribed. Short-term corticosteroids shorten recovery time, improve lung function and
arterial hyoxemia, and decrease hospital length of stay. A typical course is
10-14 days. Long- term oral corticosteroid monotherapy is not
recommended because the side effects outweigh the minimal advantage
oral corticosteroids provide over inhaled corticosteroids.

Administer combination inhaled corticosteroids and bronchodilator ~ Corticosteroids combined with a long-acting beta-2 agonist are more effective

therapy as prescribed. Advise the patient about the increased than any one individual treatment in reducing exacerbations and overall
risk for pneumonia. improvement of lung function. However, its use also carries an increased
risk for pneumonia.
Monitor for tachycardia and dysrhythmias. These are side effects of bronchodilator therapy.
Deliver humidified oxygen as prescribed and monitor the patient’s  Long-term oxygenation for chronic hypoxemia has been shown to reduce
response.. mortality. Delivering 0, with humidity will help minimize convective losses
of moisture, decreasing dry mucous membranes and enhancing lung
compliance.
Monitor pulse oximetry readings and titrate oxygen to keep Sp0, Sp0, saturation at 87% or less can indicate need for initiating or increasing 0,
between 88%-92%. therapy. Sp0, saturation at 93% or more can indicate need for decreasing

0, therapy to prevent the complications of oxygen toxicity in the
patient with COPD, including oxygen-free radicals and capillary leakage
(Collopy KT, et al, 2012).

Nursing Diagnosis:
Impaired Gas Exchange

related to altered oxygen supply occurring with small airway inflammation and
parenchymal destruction or alveolar edema

Desired Outcomes: Optimally within 1-2 hr following treatment/intervention or by dis-
charge, the patient has adequate gas exchange as evidenced by respiratory rate (RR) of 12-20
breaths/min (or values consistent with patient’s baseline). Before discharge from the care
facility, the patient’s arterial blood gas (ABG) values are as follows: PaO, 60 mm Hg or
higher, Pac0, 35-45 mm Hg, and pH 7.35-7.45, or SpO, 88%-92% or values consistent with
the patient’s baseline.

Respiratory Care Plans



Activity Intolerance Chronic Obstructive Pulmonary Disease (COPD)

ASSESSMENTS/INTERVENTIONS RATIONALES

O
>
Assess for signs and symptoms of hypoxia and report significant Hypoxia (evidenced by agitation, anxiety, restlessness, changes in mental =_U|
findings. status or level of consciousness [LOC]) indicates oxygen deficiency and 5
necessitates prompt treatment. §
Auscultate breath sounds g2-4h and as indicated by the patient’s A decrease in breath sounds or an increase in adventitious breath sounds %
condition and report significant findings. (crackles, wheezes, rhonchi) may indicate respiratory status change and 2
necessitate prompt intervention. =
Deliver humidified oxygen as prescribed, and monitor the patient’s Long-term oxygenation for chronic hypoxemia has been shown to reduce %
response. mortality. Delivering 0, with humidity will help minimize convective losses i
of moisture, decreasing dry mucous membranes and enhancing =
compliance. £
Monitor pulse oximetry readings and titrate oxygen to keep Sp0, Sp0, at 87% or less can indicate need for O, therapy. Sp0, at 93% or more <
between 88%-92%. can indicate need for decreasing 0, therapy. See this rationale with
Ineffective Breathing Pattern, earlier.
Position the patient in high Fowler’s position, with the patient This position promotes comfort and optimal gas exchange by enabling
leaning forward and elbows propped on the over-the-bed table. maximal chest expansion, using activation of accessory muscles during
Pad the over-the-bed table with pillows or blankets. Record the inspiration and gravity during expiration.
patient’s response to positioning.
Administer noninvasive positive pressure ventilation (NIPPV) as NIPPV has been shown to increase blood pH, reduce Paco,, and reduce
prescribed. severity of dyspnea in the first 4 hr of treatment, possibly eliminating the

need for mechanical ventilation in some patients.
If the patient is able to tolerate PO intake, switch the NIPPV to nasal cannula
oxygen during meals to facilitate eating and prevent aspiration while

using NIPPV.
Explain, as indicated, that intubation, mechanical ventilation, Exacerbations of COPD or complications (e.g., pneumonia, surgery, trauma)
pressure support, and minimal positive end expiratory pressure may require endotracheal intubation and short-term mechanical
may be necessary and this would necessitate intensive care ventilation. Goals and possible outcomes should be discussed with the
support. patient and/or significant others BEFORE intubation and mechanical

ventilation are instituted, if possible. Pressure support provides inspiration
assistance to overcome the resistance of the endotracheal tube and
ventilator circuit. PEEP is limited to exert the least internal pressure on
the fragile lungs.

Monitor serial ABG values as indicated by the patient’s condition. Pa0, likely will continue to decrease as the patient’s disease progresses.
Patients with chronic CO, retention may have chronically compensated
respiratory acidosis with a low normal pH (7.35-7.38) and a Paco, greater
than 50 mm Hg.

Nursing Diagnosis:
Activity Intolerance

related to imbalance between oxygen supply and demand due to inefficient
work of breathing

Desired Outcome: The patient reports decreasing dyspnea during activity or exercise and
rates perceived exertion at 3 or less on a 0-10 scale. See Chapter 4, “Prolonged Bedrest,”
Risk for Activity Intolerance, p. 62 for a description of the Borg scale.

Respiratory Care Plans




PARTI MEDICAL-SURGICAL NURSING: Respiratory Care Plans

ASSESSMENTS/INTERVENTIONS RATIONALES

n Monitor the patient’s respiratory response to activity, including Activity intolerance is indicated by excessively increased RR (e.g., more than
assessment of oxygen saturations. 10 breaths/min above baseline) and depth, and use of accessory
muscles of respiration. Ask the patient to rate perceived exertion. If
activity intolerance is noted, instruct the patient to stop the activity and
rest. Individuals with COPD may become hypoxic during increased
activity and require oxygen therapy to prevent hypoxemia, which
increases the risk for exacerbations of the COPD.

Maintain prescribed activity levels, and explain rationale to the Prescribed activity levels will increase the patient’s stamina while
patient. minimizing dyspnea. COPD is a progressive disease, and affected
individuals can gradually become totally disabled because they must use
all available energy for breathing.

PART I: Medical-Surgical Nursing

Allow at least 90 min between activities for undisturbed rest. Ninety minutes of undisturbed rest decreases oxygen demand and enables
Facilitate coordination across health care providers. adequate physiologic recovery.

Assist with active range-of-motion (ROM) exercises. For more ROM exercises help build stamina and prevent complications of decreased
information, see Risk for Activity Intolerance in “Prolonged mobility.
Bedrest,” p. 61.

Request consultation from pulmonary rehabilitation. A comprehensive program includes exercise training, nutrition counseling,

and education and provides benefits to patients with all stages of COPD.
Pulmonary rehabilitation is strongly recommended for any patient with
an FEV, less than 50%. Patients who have completed a pulmonary
rehabilitation program have been shown to experience improved quality
of life and slowed progression of the disease (American College of
Physicians, American College of Chest Physicians, American Thoracic
Society, and European Respiratory Society, 2011).

Nursing Diagnosis:
Imbalanced Nutrition: Less Than Body Requirements
related to decreased intake occurring with fatigue and anorexia

Desired Outcome: For a minimum of 24 hr before hospital discharge, the patient has ade-
quate nutrition as evidenced by intake of at least 50% of prescribed calories/meals.

ASSESSMENTS/INTERVENTIONS RATIONALES

Assess food and fluid intake. This assessment provides data that will determine need for dietary
consultation.
Provide the diet in small, frequent, high caloric meals that are Small meals are easier to consume in individuals who are fatigued. Patients
nutritious and easy to consume. with COPD expend an extraordinary amount of energy simply on breathing

and require high caloric meals to maintain body weight and muscle mass.
Cachexia (loss of muscle and fat despite adequate nutrition) is associated
with higher mortality in individuals with COPD.
Although a common belief is that carbohydrates increase CO, production,
there are no conclusive data to support high fat, low carbohydrates diets
for COPD patients.

Request consultation with a dietitian as indicated. Such a consultation enables a comprehensive nutritional assessment and
possible additional therapies, including nutritional counseling related to
the disease process.

The dietitian also may facilitate establishment of enteral or parental nutrition
in the cachectic or intubated patient or those who are not able to
consume adequate nutrition orally.

Respiratory Care Plans




Imbalanced Nutrition: Less Than Body Requirements

Chronic Obstructive Pulmonary Disease (COPD)

1]

ASSESSMENTS/INTERVENTIONS RATIONALES

For patients who require an oxygen mask or NIPPV and are able to  Attempting oral intake while using NIPPV may result in aspiration. Changing

eat, consult with respiratory therapy for the most appropriate
device to allow the patient to eat.

devices for short periods to enable the patient to eat may avoid the need
for enteral or parental nutrition support.

When not otherwise indicated, encourage fluid intake (2.5 L/day or ~ Adequate hydration helps decrease sputum viscosity for patients with chronic
increased sputum production.

more).

Discuss with the patient and significant others the importance of This information optimally will promote adequate nutrition and stable body
weight. A knowledgeable patient is more likely to adhere to the treatment

good nutrition in the treatment of COPD.

plan.

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching and/
or pulmonary rehabilitation program. Include verbal and
written information about the following:

v Use of home O,, including instructions for when to use
it, importance of not increasing prescribed flow rate,
precautions, community resources for O, replacement
when necessary, and an absolute restriction of smoking
near O,.

v Importance of respiratory therapy consultation to assist
with teaching related to O, therapy, if indicated.

v Medications, including drug name, route, purpose,
dosage, schedule, precautions, and potential side effects.
Also discuss drug-drug, herb-drug, and food-drug interac-
tions. If patient will take corticosteroids while at home,
provide instructions accordingly to ensure patient takes
the prescribed amount. The patient should return dem-
onstration of the correct use of inhalers, including spacers
and rinsing of the mouth after steroid inhalation.

v/ Smoking cessation: Single most effective way of reduc-
ing risk of development and progression of COPD.
Nicotine replacement therapy reliably decreases smoking
rates.

v/ Staying alert to public health announcements about air
quality alerts. If significant COPD is present, the patient
should avoid outdoor exercise or stay indoors during
these alerts.

v/ Signs and symptoms that necessitate medical attention
to such conditions as COPD exacerbation, pneumonia/
infections, or heart failure:

e increased dyspnea, fatigue, and coughing

¢ changes in amount, color, or consistency of sputum

e fever

¢ increased swelling of ankles and legs or sudden weight
gain. Patients with COPD often have right-sided
heart failure and fluid retention related to the cardiac
effects of the disease. For more information, see
Chapter 21, “Heart Failure,” p. 168.

e Early treatment of COPD exacerbations decreases
mortality and health care costs and shortens
recovery.

v Importance of avoiding contact with infectious indi-
viduals, especially those with respiratory infections,
and limiting exposure in general during seasonal
outbreaks.

v/ Recommendation that patient receives a pneumococcal
vaccination and annual influenza vaccination.

v Review of sodium-restricted diet and other dietary con-
siderations as indicated.

v The need to remain active and the importance of pacing
activity level and taking frequent rest periods to con-
serve energy.

v Follow-up appointment with the health care provider;
confirm date and time of next appointment.

v Introduction to pulmonary rehabilitation programs.
Physical training programs may improve ventilation and
cardiac muscle function, which may compensate for
nonreversible lung disease.

v Additional resources and patient education materials
may be found at:

e The American Lung Association at www.lung.org

e The Lung Association at www.lung.ca

e The Canadian Cancer Society at www.cancer.ca for
educational tools to support smoking cessation

Respiratory Care Plans
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http://www.lung.ca
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OVERVIEW/PATHOPHYSIOLOGY

Pneumonia is an acute bacterial or viral infection that causes
inflammation of the lung parenchyma (alveolar spaces and
interstitial tissue). As a result of the inflammation involved,
lung tissue becomes edematous and air spaces fill with exudate
(consolidation), gas exchange cannot occur, and nonoxygen-
ated blood is shunted into the vascular system, causing hypox-
emia. Bacterial pneumonias involve all or part of a lobe,
whereas viral pneumonias appear diffusely throughout the
lungs.

Influenza, which can cause pneumonia, is the most serious
viral airway infection for adults. Patients older than 50 yr,
residents of extended care facilities, and individuals with
chronic health conditions have the highest mortality rate
from influenza.

Pneumonias generally are classified into two types: com-
munity acquired and hospital associated (nosocomial). A
third type is pneumonia in the immunocompromised
individual.

Community acquired: The most common. Individuals with
community-acquired pneumonia generally do not require hos-
pitalization unless an underlying medical condition, such as
chronic obstructive pulmonary disease (COPD), cardiac
disease, or diabetes mellitus, or an immunocompromised state
complicates the illness.

Hospital associated (nosocomial): Nosocomial pneumo-
nias usually occur following aspiration of oropharyngeal flora
or stomach contents in an individual whose resistance is
altered or whose coughing mechanisms are impaired (e.g., a
patient who has decreased level of consciousness [LOC], dys-
phagia, diminished gag reflex, or a nasogastric tube or who has
undergone thoracoabdominal surgery or is on mechanical ven-
tilation). Bacteria invade the lower respiratory tract via three
routes: (1) gastric acid aspiration (the most common route),
causing toxic injury to the lung, (2) obstructions (foreign body
or fluids), and (3) infections (rare). Gram-negative pneumo-
nias are associated with a high mortality rate, even with
appropriate antibiotic therapy. Aspiration pneumonia is a
nonbacterial (anaerobic) cause of hospital-associated pneu-
monia that occurs when gastric contents are aspirated. Pneu-
monia is the second most common nosocomial infection in
critically ill patients and is a leading cause of death in hospital-
acquired infection.
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Ventilator-associated pneumonia (VAP) is defined as pneu-
monia occurring more than 48 hr after patients have been
intubated and receive mechanical ventilation. Eighty-six per-
cent of nosocomial pneumonias are classified as VAP. The risk
of pneumonia increases 3- to 10-fold in patients receiving
mechanical ventilation. VAP is associated with increases in
morbidity and mortality, hospital length of stay, length of stay
in the ICU, and in significant incremental cost estimated to
be in the billions of dollars annually (Augustyn, 2007).

Pneumonia in the immunocompromised individual: Tmmu-
nosuppression and neutropenia are predisposing factors in the
development of nosocomial pneumonias from both common
and unusual pathogens. Severely immunocompromised
patients are affected not only by bacteria but also by viruses
(cytomegalovirus) and fungi (Candida, Aspergillus, Pneumocys-
tis jirovecii). Most commonly, P. jirovecii is seen in persons with
human immunodeficiency virus infection or in persons who
are immunosuppressed therapeutically following organ
transplantation.

HEALTH CARE SETTING

Primary care, with acute or intensive care hospitalization
resulting from complications

ASSESSMENT

Findings are influenced by patient’s age, extent of the disease
process, underlying medical condition, and pathogen involved.
Generally, any factor that alters integrity of the lower airways,
thereby inhibiting ciliary activity, increases the likelihood of
developing pneumonia.

General signs and symptoms: Cough (productive and non-
productive), increased sputum (rust colored, discolored, puru-
lent, bloody, or mucoid) production, fever, pleuritic chest pain
(more common in community-acquired bacterial pneumo-
nias), dyspnea, chills, headache, and myalgia. Older adults
may be confused or disoriented and run low-grade fevers but
may present with few other signs and symptoms.

General physical assessment findings: Restlessness, anxi-
ety, decreased skin turgor and dry mucous membranes second-
ary to dehydration, presence of nasal flaring and expiratory
grunt, use of accessory muscles of respiration (scalene, sterno-
cleidomastoid, external intercostals), decreased chest expan-
sion caused by pleuritic pain, dullness on percussion over
affected (consolidated) areas, tachypnea (respiratory rate [RR]




Risk for Infection (nosocomial pneumonia)

Pneumonia
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more than 20 breaths/min), tachycardia (resting heart rate
[HR] more than 100 bpm), increased vocal fremitus, egophony
(“e” to “a” change) over area of consolidation, decreased breath
sounds, high-pitched and inspiratory crackles (rales) increased
by or heard only after coughing, low-pitched inspiratory crack-
les (rales) caused by airway secretions, and circumoral cyanosis
(a late finding).

DIAGNOSTIC TESTS

Chest x-ray examination: To confirm presence of pneumo-
nia (i.e., infiltrate appearing on the film).

Sputum for Gram stain and culture and sensitivity tests:

Sputum is obtained from the lower respiratory tract before
initiation of antibiotic therapy to identify causative organism.
[t can be obtained via expectoration, suctioning, transtracheal
aspiration, bronchoscopy, or open-lung biopsy.

White blood cell (WBC) count: \Will be increased (more
than 12,000/mm’) in the presence of bacterial pneumonias.
Normal or low WBC count (less than 4000/mm?) may be seen
with viral or mycoplasma pneumonias.

Chemistry panel: To detect presence of hypernatremia,
hyperglycemia, and/or dehydration.

Blood culture and sensitivity: To determine presence of
bacteremia and help identify causative organism. To attain the
best yield, blood cultures should be drawn before administra-
tion of antibiotics.

Urinary antigen test: To detect Legionella pneumophila and
Streptococcus pneumoniae.

Oximetry: May reveal decreased O, saturation (92% or less).

Arterial blood gas (ABG) values: May vary, depending on
degree of lung involvement or other coexisting disease. Find-
ings may demonstrate hypoxemia (PaO, less than 80 mm Hg)
and hypocarbia (PaCO; less than 32-35 mm Hg), with a resul-
tant respiratory alkalosis (pH more than 7.45) in the absence
of an underlying pulmonary disease. However, with increasing
respiratory difficulty, respiratory acidosis may occur.

Serologic studies: Acute and convalescent antibody titers
drawn to diagnose viral pneumonia. A relative rise in antibody
titers suggests viral infection.

Acid-fast stains and cultures: To rule out tuberculosis.

Nursing diagnosis for patients at risk for developing pneumonia

Nursing Diagnosis:

Risk for Infection (nosocomial pneumonia)

related to inadequate primary defenses (e.g., decreased ciliary action), invasive

procedures (e.g., intubation), and/or chronic disease

Desired Outcome: Patient is free of infection as evidenced by normothermia, WBC count

12,000/mm? or less, and sputum clear to whitish in color.

ASSESSMENT/INTERVENTIONS RATIONALES

Identify presurgical candidates who are at increased risk for
nosocomial pneumonia.

Perform thorough hand hygiene before and after contact with the
patient (even when gloves have been worn).

Provide preoperative teaching, explaining and demonstrating
pulmonary activities that will be used postoperatively to prevent
respiratory infection.

Make sure the patient verbalizes knowledge of these activities and
their rationales and returns demonstrations appropriately.

This assessment helps ensure that surgical patients remain free of

infection because nosocomial pneumonia has a high morbidity and
mortality rate. Factors that increase risk for nosocomial pneumonia in
surgical patients include the following: older adult (older than 70 yr),
obesity, COPD, other chronic pulmonary conditions (e.g., asthma),
history of smoking, abnormal pulmonary function tests (especially
decreased forced expiratory flow rate), intubation, and upper
abdominal/thoracic surgery.

This intervention helps prevent spread of infection by removing pathogens

from the hands. Hand hygiene involves using alcohol-based waterless
antiseptic agent if hands are not visibly soiled or using soap and water
if hands are dirty or contaminated with proteinaceous material.

Pulmonary activities that help to prevent infection/pneumonia include deep

breathing, coughing, turning in bed, splinting wounds before breathing
exercises, ambulation, maintaining adequate oral fluid intake, and use
of a hyperinflation device.

These actions help ensure the patient is knowledgeable and capable of

performing these activities. Learning how to apply information via a
return demonstration is more helpful than receiving verbal instruction
alone. A knowledgeable patient is more likely to adhere to therapy.

continued

Respiratory Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Respiratory Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Advise individuals who smoke to discontinue smoking, especially
during preoperative and postoperative periods. Refer to a
community-based smoking cessation program as needed or
provide nicotine replacement therapy.

Administer analgesics }; hr before deep-breathing exercises. Support
(splint) the surgical wound with hands, pillows, or folded blanket
placed firmly across the site of incision.

Identify patients who are at increased risk for aspiration.

Maintain the head of bed (HOB) at 30- to 45-degree elevation, and
turn the patient into a side-lying position. When the patient
receives enteral alimentation, recommend continuous rather than
bolus feedings. Hold feedings when the patient is lying flat.

Recognize risk factors for infection in patients with tracheostomy and
intervene as follows:

- Wear gloves on both hands when handling the tube or when
handling mechanical ventilation tubing.

- Suction as needed rather than on a routine basis.

- Always wear gloves on both hands to suction. Use a sterile
catheter for each suctioning procedure. Consider use of closed
suction system; replace closed suction system per agency policy.
Always replace the suction system between patients. Use only
sterile fluids and dispense them using sterile technique. Change
breathing circuits according to agency policy. Fill fluid reservoirs
immediately before use (not far in advance).

- Avoid saline instillation during suctioning. If the patient has
tenacious secretions, increase heat and humidity.

- Avoid the following when working with nebulizer reservoirs:
introduction of nonsterile fluids or air, manipulation of the
nebulizer cup, or backflow of condensate from delivery tubing into
the reservoir or into the patient when tubing is manipulated.

- Discard any fluid that has condensed in tubing; do not allow it to
drain back into the reservoir or into the patient.

Inhalation of toxic fumes/chemical irritants can damage cilia and lung
tissue and is a factor that increases the likelihood of developing
pneumonia.

These interventions help control pain, which otherwise would interfere with
lung expansion.

Individuals with depressed LOC, advanced age, dysphagia, or a nasogastric
(NG) or enteral tube in place are at risk for aspiration, which
predisposes them to pneumonia.

Aspiration is one of the two leading causes of nosocomial pneumonia.
Aspiration precautions include maintaining the HOB at 30-degree
elevation, turning the patient onto the side rather than the back, and
using continuous rather than bolus feedings when the patient receives
enteral alimentation.

Risk factors include the presence of underlying lung disease or other
serious illness, increased colonization of oropharynx or trachea by
aerobic gram-negative bacteria, greater access of bacteria to the lower
respiratory tract, and cross-contamination caused by manipulation of
the tracheostomy tube.

Loss of skin integrity or space around the tube would enable ingress of
pathogens via the wound or tube.

Frequent suctioning increases risk of trauma and cross-contamination.
These practices further decrease risk of contamination.

Saline instillation can cause dislodgement of bacteria into the lower lung
fields, increasing the risk of inflammation and invasion of sterile tissue.
It can also stimulate coughing.

These are ways in which nebulizer reservoirs can contaminate patients.

Nursing diagnoses for patients with pneumonia

Nursing Diagnosis:

Impaired Gas Exchange

related to altered oxygen supply and alveolar-capillary membrane changes
occurring with the inflammatory process and exudate in the lungs

Desired Outcome: Hospital discharge is anticipated when the patient exhibits at least five
of the following indicators: temperature 37.7°C or less, HR 100 bpm or less, RR 24 breaths/
min or less, systolic blood pressure (SBP) 90 mm Hg or more, oxygen saturation more than

92%, and ability to maintain oral intake.

Respiratory Care Plans



Ineffective Airway Clearance

Pneumonia
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ASSESSMENT/INTERVENTIONS RATIONALES

Monitor for and promptly report signs and symptoms of
respiratory distress.

Auscultate breath sounds at least q2-4h or as indicated by the
patient’s condition. Report significant findings.

Monitor and document vital signs (VS) q2-4h or as indicated by
the patient’s condition. Report significant findings.

Administer antibiotics within 6 hr of hospital admission and
ongoing as prescribed.

Monitor oximetry readings; report 0, saturation of 92% or less.

Administer oxygen as prescribed.

Monitor ABG results.

Position the patient for comfort (usually semi-Fowler’s position).

Facilitate coordination across the health care team to provide
rest periods between care activities. Allow 90 min for
undisturbed rest.

Signs and symptoms of respiratory distress include restlessness, anxiety, mental
status changes, shortness of breath, tachypnea, and use of accessory
muscles of respiration. Respiratory distress necessitates prompt medical
intervention.

Decreased or adventitious sounds (e.g., crackles, wheezes) can signal potential
respiratory failure that would further aggravate hypoxia and necessitate
prompt intervention.

A rising temperature and other changes in VS (e.g., increased HR and RR) may
signal presence of worsening inflammatory response in the lungs. This could
cause further hypoxia, contributing to adult respiratory distress syndrome and
need for mechanical ventilation.

Early administration of antibiotics decreases inflammatory response in the lung,
promoting healing and reducing risk of mortality. Typical antibiotic therapy
for community-acquired pneumonia includes use of a B-lactam (high-dose
amoxicillin or amoxicillin-clavulanate) and cephalosporins (ceftriaxone,
cefotaxime, and cefpodoxime) along with macrolides (azithromycin,
clarithromycin, and erythromycin). Cephalosporins alone will not provide
coverage against atypical bacteria without the addition of a macrolide.
Fluoroquinolones (gatifloxacin, levofloxacin, moxifloxacin, and gemifloxacin)
may be used solely because of their broad-spectrum coverage. However,
they are not routinely the first drug of choice because of concerns about
increasing resistance. Proper identification of the organism and determination
of sensitivity to specific antibiotics are critical for appropriate therapy.

0, saturation of 92% or less is a sign of a significant oxygenation problem and
can indicate need for 0, therapy.

Oxygen is administered when 0, saturation or ABG results demonstrate
hypoxemia. Initially, oxygen is delivered in low concentrations, and oxygen
saturation is watched closely. If 0, saturation does not rise to an acceptable
level (more than 92%), Fio, is increased in small increments, with
concomitant checks of 0, saturations or obtaining ABG values. Significant
increases in oxygen requirements to maintain 0, saturations greater than
92% should be reported promptly.

Acute hypoxemia (Pao, less than 80 mm Hg) often indicates need for oxygen
therapy. Hypocarbia (Paco, less than 35 mm Hg), with a resultant respiratory
alkalosis (pH greater than 7.45) in the absence of an underlying pulmonary
disease, is consistent with pneumonia. However, if pneumonia progresses to
acute respiratory distress, respiratory acidosis will result.

This position provides comfort, promotes diaphragmatic descent, maximizes
inhalations, and decreases work of breathing. Gravity and hydrostatic
pressure when the patient is in this position promote perfusion and
ventilation-perfusion matching. In patients with unilateral pneumonia,
positioning on the unaffected side (i.e., “good side down”) promotes
ventilation-perfusion matching.

Rest decreases oxygen demand in a patient whose reserves are likely limited.

Nursing Diagnosis:

Ineffective Airway Clearance

related to the presence of tracheobronchial secretions occurring with infection

Desired Outcomes: The patient demonstrates effective cough. Following intervention, the

patient’s airway is free of adventitious breath sounds.

Respiratory Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Respiratory Care Plans

ASSESSMENT/INTERVENTIONS

Auscultate breath sounds g2-4h (or as indicated by the patient’s condition),
and report changes in the patient’s ability to clear pulmonary
secretions.

Inspect sputum for quantity, odor, color, and consistency; document
findings.

Ensure that the patient performs deep breathing with coughing exercises at
least g2h.

Assist the patient into a position of comfort, usually semi-Fowler’s position.

Assess need for hyperinflation therapy.

Report complications of hyperinflation therapy to the health care provider.

Teach the patient to splint the chest with pillow, folded blanket, or crossed
arms.

Instruct patients who are unable to cough effectively in a cascade cough.

Deliver oxygen with humidity as prescribed.

Assist the patient with position changes g2h. If the patient is ambulatory,
encourage ambulation to the patient’s tolerance.

Suction as prescribed and indicated.
When not contraindicated, encourage fluid intake (2.5 L/day or more).

RATIONALES

This assessment determines the presence of adventitious breath
sounds (e.g., crackles, wheezes). Coarse crackles are a sign the
patient needs to cough. Fine crackles at lung bases likely will
clear with deep breathing. Wheezing is a sign of airway
obstruction, which necessitates prompt intervention to ensure
effective gas exchange.

As the patient’s condition worsens, sputum can become more
copious and change in color from clear/white to yellow and/or
green, or it may show other discoloration characteristic of
underlying bacterial infection (e.g., rust colored; “currant jelly”).

These exercises help clear airways of secretions. Controlled coughing
(tightening upper abdominal muscles while coughing 2 to 3 times)
ensures a more effective cough because it uses the diaphragmatic
muscles, which increases forcefulness of the effort.

This position provides comfort and facilitates ease and effectiveness
of these exercises by promoting better lung expansion (there is
less lung compression by abdominal organs) and gas exchange.

The patient’s inability to take deep breaths is a sign of the need for this
therapy. Deep inhalation with a hyperinflation device expands
alveoli and helps mobilize secretions to the airways, and coughing
further mobilizes and clears the secretions. Emphasis of this
therapy is on inhalation to expand the lungs maximally. The patient
inhales slowly and deeply 2x normal tidal volume and holds the
breath at least 5 sec at the end of inspiration. To maintain adequate
alveolar inflation, 10 such breaths/hr are recommended.

Complications include hyperventilation, gastric distention, headache,
hypotension, and signs and symptoms of pneumothorax
(shortness of breath, sharp chest pain, unilateral diminished
breath sounds, dyspnea, cough).

This action reduces pain while coughing, thereby promoting a more
effective cough.

A cascade cough removes secretions and improves ventilation via a
succession of shorter and more forceful exhalations than are done
with the usual coughing exercise.

This intervention provides oxygenation while decreasing convective
losses of moisture and helping mobilize secretions.

Movement and activity help mobilize secretions to facilitate airway
clearance.

Suctioning maintains a patent airway by removing secretions.

Increasing hydration decreases viscosity of the sputum, which will
make it easier to raise and expectorate.

Nursing Diagnosis:

Deficient Fluid Volume

related to increased insensible loss occurring with tachypnea, fever, or

diaphoresis

Desired Outcome: At least 24 hr before hospital discharge, the patient is normovolemic as
evidenced by urine output 30 mL/hr or more, stable weight, HR less than 100 bpm, SBP
greater than 90 mm Hg, fluid intake approximating fluid output, moist mucous membranes,

and normal skin turgor.

Respiratory Care Plans



Deficient Fluid Volume

Pneumonia

ASSESSMENT/INTERVENTIONS RATIONALES

Assess intake and output (I&0). Be alert to and report urinary This assessment monitors the trend of fluid volume. An indicator of deficient

output less than 30 mL/hr or 0.5 mL/kg/hr. fluid volume is urinary output less than 30 mL/hr for 2 consecutive hours.
Consider insensible losses if the patient is diaphoretic and tachypneic.

Weigh the patient daily at the same time of day and on the same  These actions ensure consistency and accuracy of weight measurements. Weight
scale; record weight. Report weight changes of 1-1.5 kg/day. changes of 1-1.5 kg/day can occur with fluid volume excess or deficit.

Encourage fluid intake (at least 2.5 L/day in unrestricted patients). These actions help ensure adequate hydration.

Maintain intravenous (IV) fluid therapy as prescribed.

Promote oral hygiene, including lip and tongue care. Oral hygiene moistens dried tissues and mucous membranes in patients with
fluid volume deficit.

Provide humidity for oxygen therapy. Humidity helps minimize convective losses of moisture during oxygen therapy.

ADDITIONAL NURSING
DIAGNOSIS FOR PATIENTS ON
MECHANICAL VENTILATION

“General Care of Patients with Neurologic Disorders” for  p. 246
Risk for Infection related to inadequate primary
defenses occurring with intubation.

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:

v Techniques that promote gas exchange and minimize
stasis of secretions (e.g., deep breathing, coughing, use
of hyperinflation device, increasing activity level as
appropriate for patient’s medical condition, percussion,
and postural drainage as necessary).

v Medications, including drug name, purpose, dosage, fre-
quency or schedule, precautions, and potential side
effects, particularly of antibiotics. Also discuss drug-
drug, herb-drug, and food-drug interactions. Instruct
patient to complete full dose of antibiotics to prevent
reinfection and subsequent readmission.

v Signs and symptoms of pneumonia and importance of
reporting them promptly to the health care professional
should they recur. Teach the patient’s significant others
that changes in mental status may be the only indicator
of pneumonia if the patient is elderly.

v Importance of preventing fatigue by pacing activities
and allowing frequent rest periods.

v Importance of avoiding exposure to individuals known
to have flu and colds and reducing exposure in general
during seasonal outbreaks.

v Vaccinations: The Centers for Disease Control now rec-

ommends two different pneumococcal vaccines for adults.
® One dose of pneumococcal conjugate vaccine (PCV
13) is recommended for adults ages 19 yrs and older
with asplenia, sickle cell disease, cerebrospinal leaks,

cochlear implants, or any other conditions that cause
immunocompromise.

e Adults ages 19-64 yr with medical conditions such as
certain kidney diseases, cigarette smoking, chronic
heart or lung disease, asplenia, or any other condi-
tions that cause immunocompromise should receive
one or two doses of pneumococcal polysaccharide
vaccine (PPSV 23).

e All adults 65 yr and older should receive one dose of
PPSV 23.

e If patients have a diagnosis that requires both PPSV
23 and PCV13 vaccines, they should be administered
the PCV 13 vaccine first, followed by the PPSV 23
8 weeks later.

v Recommendation that the following individuals receive

an influenza vaccination annually: all persons 6 mo and
older with rare exception (e.g., allergy, history of
Guillain-Barré). Influenza vaccines are routinely admin-
istered from the months of October through March, but
ideally should be given in October.

Minimizing factors that can cause reinfection, including
close living conditions, poor nutrition, and poorly ven-
tilated living quarters or work environment.

v Importance of smoking cessation education and com-

munity resources to assist in cessation.

v/ Phone numbers to call in case questions or concerns

arise about therapy or disease after discharge. Additional
general information can be obtained by visiting
www.lungusa.org.

v Information in the following free brochures that outline

ways to help patients stop smoking:

* “How to Help Your Patients Stop Using Tobacco: A
National Cancer Institute Manual for the Oral
Health Team,” from the Smoking and Tobacco
Control Program of the National Cancer Institute;
call (800) 4-CANCER.

e “Clinical Practice Guideline: A Quick Reference
Guide for Smoking Cessation Specialists,” from the
Agency for Health Care Policy and Research
(AHCPR); call (800) 358-9295.

e The American Lung Association at www.lung.org.

e The Canadian Lung Association at www.lung.ca.

Respiratory Care Plans
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Pneumothorax/Hemothorax 11

PNEUMOTHORAX

OVERVIEW/PATHOPHYSIOLOGY

Pneumothorax is an accumulation of air in the pleural space
that leads to increased intrapleural pressure. Risk factors
include blunt or penetrating chest injury, chronic obstructive
pulmonary disease (COPD), previous pneumothorax, and
positive pressure ventilation. The three types of pneumotho-
rax are as follows.

Spontaneous: Also referred to as closed pneumothorax
because the chest wall remains intact with no leak to the
atmosphere. It results from rupture of a bleb or bulla on
the visceral pleural surface, usually near the apex. Generally,
the cause of the rupture is unknown, although it may result from
a weakness related to a respiratory infection or from an underly-
ing pulmonary disease (e.g., COPD, tuberculosis, malignant
neoplasm). Smoking also increases the risk of spontaneous
pneumothorax. The affected individual is usually young
(20-40 yr), previously healthy, and male. Generally, onset of
symptoms occurs at rest rather than with vigorous exercise or
coughing. Potential for recurrence is great, with the second
pneumothorax occurring an average of 1-3 yr after the first.

Traumatic: Can be open or closed. An open pneumothorax
occurs when air enters the pleural space from the atmosphere
through an opening in the chest wall, such as with a gunshot
wound, stab wound, or invasive medical procedure (e.g., lung
biopsy, thoracentesis, or placement of a central line into a
subclavian vein). A sucking sound may be heard over the area
of penetration during inspiration, accounting for the classic
wound description as a “sucking chest wound.” A closed pneu-
mothorax occurs when the visceral pleura is penetrated but
the chest wall remains intact with no atmospheric leak. This
usually occurs following blunt trauma that results in rib frac-
ture and dislocation. It also may occur from use of positive
end-expiratory pressure (PEEP) or after cardiopulmonary
resuscitation.

Tension: Generally occurs with closed pneumothorax; also
can occur with open pneumothorax when a flap of tissue acts
as a one-way valve. Air enters the pleural space through the
pleural tear when the individual inhales, and it continues to
accumulate but cannot escape during expiration because the
tissue flap closes. With tension pneumothorax, as pressure in
the thorax and mediastinum increases, it produces a shift in
the affected lung and mediastinum toward the unaffected side,
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which further impairs ventilatory efforts. The increase in pres-
sure also compresses the vena cava, which impedes venous
return, leading to a decrease in cardiac output and, ultimately,
to circulatory collapse if the condition is not diagnosed and
treated quickly. Tension pneumothorax is a life-threatening
medical emergency.

HEMOTHORAX

OVERVIEW/PATHOPHYSIOLOGY

Hemothorax is an accumulation of blood in the pleural space.
Hemothorax generally results from blunt trauma to the chest
wall, but it can also occur following thoracic surgery, after
penetrating gunshot or stab wounds, as a result of anticoagu-
lant therapy, after insertion of a central venous catheter, or
following various thoracoabdominal organ biopsies. Mediasti-
nal shift, ventilatory compromise, and lung collapse can occur,
depending on the amount of blood accumulated.

HEALTH CARE SETTING

Acute care, primary care

ASSESSMENT

Clinical presentation will vary, depending on the type and size
of the pneumothorax or hemothorax.

DIAGNOSTIC TESTS

Chest x-ray: Will reveal presence of air or blood in the
pleural space on the affected side, pneumothorax/hemothorax
size, and any shift in the mediastinum.

Computed tomography (CT) scanning: Used when a chest
x-ray cannot confirm or exclude the presence of a pneumo-
thorax or hemothorax or for evaluation of recurrent spontane-
ous pneumothorax.

Oximetry: Will reveal decreased O, saturation (90% or
less).

Arterial blood gas (ABG) values: Hypoxemia (PaO, less
than 80 mm Hg) may be accompanied by hypercarbia (Paco,
greater than 45 mm Hg) with resultant respiratory acidosis
(pH less than 7.35). Arterial oxygen saturation may be
decreased initially but usually returns to normal within 24 hr.

Complete blood count (CBC): May reveal decreased hemo-
globin proportionate to amount of blood lost in a
hemothorax.




Ineffective Breathing Pattern

Pneumothorax/Hemothorax

Assessment
Spontaneous or Traumatic Pneumothorax

Closed Open Tension Pneumothorax Hemothorax

Signs and Symptoms

Shortness of breath, cough, chest Shortness of breath, sharp Dyspnea, chest pain Dyspnea, chest pain
tightness, chest pain chest pain

Physical Assessment

Tachypnea, decreased thoracic Agitation, restlessness, tachypnea,  Anxiety, tachycardia, cyanosis, Tachypnea, pallor,
movement, cyanosis, subcutaneous cyanosis, presence of chest jugular vein distention, tracheal cyanosis, dullness over
emphysema, hyperresonance over wound, hyperresonance over deviation toward the unaffected affected side,
affected area, diminished breath affected area, sucking sound on side, absent breath sounds on tachycardia, hypotension,
sounds, paradoxical movement of inspiration, diminished breath affected side, distant heart diminished or absent
chest wall (may signal flail chest), sounds, change in mental sounds, hypotension, change in breath sounds, change
change in mental status status mental status in mental status

Nursing Diagnosis:

Ineffective Breathing Pattern

related to decreased lung expansion occurring with pneumothorax/hemothorax,

pain, or malfunction of the chest drainage system

Desired Outcome: Following intervention, the patient becomes eupneic; lung expansion is

noted on chest x-ray.

ASSESSMENT/INTERVENTIONS

Assess the patient’s mental, respiratory, and cardiac status at
frequent intervals (q2-4h, as appropriate).

Assess and maintain the closed chest drainage system as follows:
- Tape all connections and secure the chest tube to the thorax with
tape or other securement device.

- Avoid all tubing kinks, and ensure that the bed and equipment are
not compressing any component of the system. Eliminate all
dependent loops in tubing.

- Many closed systems come prefilled with water. Otherwise,
maintain fluid in the water-seal chamber and suction chamber at
appropriate levels.

- Monitor bubbling in the water-seal chamber.

- Locate and seal any leak in the system if possible.

- Dial the level of dry suction per the health care provider's
recommendation.

RATIONALES

This assessment monitors the patient’s status while the chest drainage
system is in place. The purpose of a chest drainage system is to drain
air or fluid and reexpand the lung. Diminished breath sounds, along
with tachycardia, restlessness, anxiety, and changes in mental status,
are signs of respiratory distress that may occur as a result of chest
drainage system malfunction. If these signs are present, prompt
intervention is necessary to prevent further hypoxia and distress.

These actions help ensure maintenance of the closed chest drainage
system and facilitate drainage.

These actions help ensure maintenance of the chest drainage system and
facilitate drainage.

The suction apparatus does not regulate the amount of suction applied to
the closed chest drainage system. The amount of suction is determined
by the water level in the suction control chamber.

Intermittent bubbling in this chamber is normal and signals that air is
leaving the pleural space. Intermittent bubbling with coughing and
exhalation is also normal. Absence of bubbling indicates the system is
malfunctioning and suction is not being maintained.

Continuous bubbling in the water-seal chamber may be a signal that air is
leaking into the drainage system.

This action maintains air and fluid removal from the pleural space.

Note: Suction aids in lung reexpansion, but removing suction for short
periods, such as for transporting, will not be detrimental or disrupt the
closed chest drainage system.

Respiratory Care Plans

continued

-[edlPaN *| 1HVd

Buisinp [eaifing




PARTI MEDICAL-SURGICAL NURSING: Respiratory Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

- Monitor fluctuations in the water-seal chamber. These fluctuations are characteristic of a patent chest tube, and the water
level may rise and fall with respirations. Fluctuations stop when either
the lung has reexpanded or there is a kink or obstruction in the chest
tube.

- Avoid stripping of the chest tubes. This mechanism for maintaining chest tube patency is not recommended
and has been associated with creating high negative pressures in the
pleural space, which can damage fragile lung tissue.

“ Keep the following necessary emergency supplies at the bedside.

- Petrolatum gauze pad. This gauze pad is applied over the insertion site if the chest tube becomes
dislodged. Use of this dressing provides an airtight seal to prevent
recurrent pneumothorax.

PART I: Medical-Surgical Nursing

- A bottle of sterile water. Submerging the chest tube in a bottle of sterile water if it becomes
disconnected from the water-seal system provides for a temporary
closed-chest drainage system.

Never clamp a chest tube without a specific directive from the health Clamping may lead to tension pneumothorax because air in the pleural
care provider. space no longer can escape.

Nursing Diagnosis:
Impaired Gas Exchange

related to ventilation-perfusion mismatch

Desired Outcomes: Following treatment/intervention, the patient exhibits adequate gas
exchange and ventilatory function as evidenced by respiratory rate (RR) 20 breaths/min or
less with normal depth and pattern (eupnea); no significant mental status changes; and
orientation to person, place, and time. At a minimum of 24 hr before hospital discharge, the
patient’s ABG values are as follows: PaO, 80 mm Hg or more and PacO, 35-45 mm Hg (or
values within patient’s acceptable baseline parameters), or O, saturation greater than 92%.

ASSESSMENT/INTERVENTIONS RATIONALES

Monitor serial ABG results or oximetry readings. Report These assessments detect decreasing Pao, or 0, saturation and increasing
significant findings to the health care provider. Paco,, which can signal impending respiratory compromise and necessitate
prompt intervention.

Iz' Assess for indicators of hypoxia. Report significant findings. Increased restlessness, anxiety, tachycardia, and changes in mental status are
early indicators of hypoxia and can signal impending respiratory compromise,
which would necessitate prompt intervention.

Assess vital signs and breath sounds g2h or as indicated by the ~ These assessments monitor patient trends. Significant changes such as
patient’s condition. Report significant findings. increased heart rate (HR), increased RR, and unilateral decreased breath
sounds signal a worsening or unresolved condition.

IZ' Following chest tube placement or exploratory thoracotomy, These assessments enable prompt detection of respiratory distress for timely
assess the patient q15min until stable. Report significant intervention, including increased RR, diminished or absent movement of the chest
findings. wall on the affected side, paradoxical movement of the chest wall, increased

work of breathing, use of accessory muscles of respiration, complaints of
increased dyspnea, unilateral diminished breath sounds, and cyanosis.

Chest tubes may be placed in any patients who are symptomatic to remove air
or fluid from the pleural space and enable reexpansion of the lung. A
thoracotomy may be indicated if the patient has had two or more
spontaneous pneumothoraces or if the current pneumothorax does not
resolve within 7 days. In the presence of a hemothorax, a thoracotomy may
be indicated to locate the source and control the bleeding if loss exceeds
200 mL/hr for 2 hr.

Respiratory Care Plans




Acute Pain Pneumothorax/Hemothorax

ASSESSMENT/INTERVENTIONS RATIONALES

Evaluate HR and blood pressure for tachycardia and Tachycardia, along with tachypnea, is a compensatory mechanism that occurs
hypotension. Report significant findings. due to hypoxia’hypoxemia. Tachycardia and hypotension are indicators of
shock.

This position provides comfort and enables full expansion of the unaffected lung,
adequate expansion of the chest wall, and descent of the diaphragm.

1]
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Support the patient in an optimal position (e.g., semi-Fowler’s).

This intervention promotes drainage and lung reexpansion and facilitates alveolar
perfusion.
Deep breathing promotes full lung expansion and decreases risk of atelectasis.

Analgesia and splinting decrease discomfort during deep-breathing exercises.
Coughing facilitates mobilization of tracheobronchial secretions, if present.

Change the patient’s position g2h.

Encourage the patient to take deep breaths, providing necessary
analgesia to decrease discomfort during deep-breathing
exercises. Instruct the patient in splinting the thoracotomy
site with arms, a pillow, or folded blanket.
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This intervention ensures adequate oxygen levels if the patient has hypoxemia,
which is likely to be present if the pneumothorax/hemothorax is large.

Deliver and monitor oxygen and humidity as indicated for

patients with oxygen saturations of 92% or less.

Humidity minimizes convective losses of moisture.

Nursing Diagnosis:

Acute Pain

related to impaired pleural integrity, inflammation, presence of a chest tube,

or surgical intervention

Desired Outcome: Within 1 hr of intervention, the patient’s subjective perception of pain

decreases, as documented by a patient-reported pain scale.

ASSESSMENT/INTERVENTIONS

RATIONALES

At frequent intervals, assess the patient’s degree of discomfort, using
the patient’s verbal and nonverbal cues. Use a self-report pain scale
with the patient, rating pain from 0 (no pain) to 10 (worst pain).

Medicate with analgesics as prescribed, using a pain scale to evaluate
and document medication effectiveness.

Encourage the patient to request analgesics before the pain becomes
severe or, alternatively, administer analgesics at scheduled intervals.

Premedicate the patient 30 min before initiating coughing, exercising, or
repositioning and 30 min before, during, and after chemical
pleurodesis.

Teach the patient to splint the affected side when coughing, moving, or
repositioning.

Facilitate coordination among health care providers to provide rest
periods between care activities. Allow 90 min for undisturbed rest.

Stabilize the chest tube with tape or a securement device securely to
the thorax, positioning the tube to ensure there are no dependent
loops.

For additional interventions, see Chapter 2, “Pain,” p. 39.

These assessments monitor the patient’s trend of pain and help
determine the success of subsequent pain interventions. Because of
rich innervation of the pleura, chest tube placement is painful;
significant analgesia is usually required.

These actions provide pain relief and determine effectiveness of the
analgesia.

Prolonged stimulation of pain receptors results in increased sensitivity to
painful stimuli and increases the amount of analgesia required to
relieve pain.

This intervention provides comfort during painful exercises and
repositioning and facilitates compliance. Chemical pleurodesis is
extremely painful and requires diligent pain management.

This action reduces discomfort and promotes adherence to the
treatment plan.

Relaxation and rest decrease oxygen demand and may decrease the
level of pain.

These actions reduce pull or drag on latex connector tubing, prevent
discomfort, and facilitate drainage and appropriate functioning.

Respiratory Care Plans




PARTI MEDICAL-SURGICAL NURSING: Respiratory Care Plans

Include verbal and written information about the

ADDITIONAL NURSING following:

DIAGNOSES/PROBLEMS: v/ Purpose for chest tube placement and maintenance.
“Psychosocial Support” p. 72 v/ Pain management.
. . , . . . v Purpose for surgical intervention, if required, including
Abdominal Trauma” for Risk for Bleeding/Risk p. 397 risks/benefits and recovery.
for Shock .
v Potential for recurrence of spontaneous pneumothorax.

Average time between occurrences is 1-3 yr. Explain the
importance of seeking medical care immediately if
symptoms recur (see Assessment).

v/ Medications, including drug name, purpose, dosage,

PATIENT-FAMILY TEACHING AND schedule, precautions, and potential side effects. Also

PART I: Medical-Surgical Nursing

DISCHARGE PLANNING discuss drug-drug, herb-drug, and food-drug interac-
When providing patient-family teaching, focus on sensory tions.
information, avoid giving excessive information, and initiate v Importance of smoking cessation to prevent further pul-
a visiting nurse referral for necessary follow-up teaching. monary injury.

Respiratory Care Plans




Pulmonary Embolus

OVERVIEW/PATHOPHYSIOLOGY

Pulmonary embolus (PE) is an obstruction of the pulmonary
artery or one of its branches by substances (i.e., blood clot,
fat, air, amniotic fluid) that originated elsewhere in the body.
The most common source is a dislodged blood clot from the
systemic circulation, typically the deep veins of the legs or
pelvis. Thrombus formation is the result of the following
factors: blood stasis, alterations in clotting factors, and injury
to vessel walls. PE is classified as acute or chronic. In acute
PE, patients develop signs and symptoms immediately after
obstruction to the pulmonary vessels. In chronic PE, patients
develop slow and progressive dyspnea over years as a result of
pulmonary hypertension. Massive acute PE causes hypoten-
sion (systolic blood pressure [SBP] less than 90 mm Hg or a
greater than or equal to 40-mm Hg decrease from baseline in
a 15-min period), with accompanying right heart failure unex-
plained by a cardiac cause. Early diagnosis and intervention
can reduce mortality as well as hospital length of stay (Smith
et al., 2010). With treatment, most pulmonary emboli resolve
and leave no residual deficits; however, some patients may be
left with chronic pulmonary hypertension. A fat embolus is
the most common nonthrombotic cause of pulmonary perfu-
sion disorders. It is the result of release of free fatty acids
causing a toxic vasculitis, followed by thrombosis and obstruc-
tion of small pulmonary arteries by fat.

Total obstruction leading to pulmonary infarction is rare
because the pulmonary circulation has multiple sources of
blood supply.

HEALTH CARE SETTING

Acute care

ASSESSMENT

Signs and symptoms often are nonspecific and variable,
depending on extent of obstruction and whether the patient
has an infarction as a result of the obstruction.

Pulmonary embolus: Sudden onset of dyspnea and sharp
chest pain, restlessness, anxiety, nonproductive cough or
hemoptysis, palpitations, nausea, and syncope. With a large
embolism, oppressive substernal chest discomfort and signs of
diastolic (right-sided) heart failure will be present. See Chapter
21, “Heart Failure,” p. 168, for signs and symptom:s.
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Pulmonary infarction: Fever, pleuritic chest pain, and
hemoptysis.

Physical assessment: Tachypnea, tachycardia, hypoten-
sion, crackles (rales), decreased chest wall excursion second-
ary to splinting, S; and S, gallop rhythms, transient pleural
friction rub, jugular venous distention, diaphoresis, edema,
and cyanosis. Temperature may be elevated if infarction has
occurred.

Specific findings for fat embolus: Typically, the patient is
asymptomatic for 12-24 hr following embolization. This period
ends with sudden cardiopulmonary and neurologic deteriora-
tion: apprehension, restlessness, mental status changes, confu-
sion, delirium, coma, and dyspnea.

Physical assessment for fat embolus: Tachypnea, tachy-
cardia, and hypertension; fever; petechiae, especially of con-
junctivae, neck, upper torso, axillae, and proximal arms;
inspiratory crowing; pulmonary edema; profuse tracheobron-
chial secretions; fat globules in sputum; and expiratory
wheezes.

HISTORY AND RISK FACTORS

Immobility: Especially significant when it coexists with
surgical or nonsurgical trauma, carcinoma, or cardiopulmo-
nary disease. Risk increases as the duration of immobility
increases.

Cardiac disorders: Atrial fibrillation, heart failure, myocar-
dial infarction, rheumatic heart disease.

Surgical intervention: Risk increases in prolonged surgeries
of more than 30-min duration or during the postoperative
period, especially for patients with orthopedic, pelvic, tho-
racic, or abdominal surgery and for those with extensive burns
or musculoskeletal injuries of the hip or knee. This risk is
present for 3 mo postoperatively.

Pregnancy: Especially during the postpartum period.

Chronic pulmonary and infectious diseases

Trauma: Especially lower extremity fractures and burns.
The degree of risk is related to severity, site, and extent of
trauma.

Mechanical ventilation: Risk increases because of immobil-
ity and inflammatory processes.

Carcinoma: Particularly neoplasms involving the breast,
lung, pancreas, and genitourinary and alimentary tracts.
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PARTI

MEDICAL-SURGICAL NURSING: Respiratory Care Plans

Obesity: A body mass index greater than 29 is associated
with an increased incidence of PE, especially in women.
Varicose veins or prior thromboembolic disease
Age: Risk of thromboembolism is greatest for patients
older than 55 yr.

History and risk factors for fat embolus

Multiple long bone fractures, especially fractures of the femur
and pelvis; trauma to adipose tissue or liver; burns; osteomy-
elitis; sickle cell crisis.

DIAGNOSTIC TESTS
General findings for pulmonary emboli

Arterial blood gas (ABG) values: Hypoxemia (PaO, less
than 80 mm Hg), hypocarbia (PacO, less than 35 mm Hg),
and respiratory alkalosis (pH more than 7.45) usually are
present. A normal PaO, does not rule out the presence of
pulmonary emboli.

Brain natriuretic peptide (BNP): Levels are typically greater
in patients with PE compared to patients without PE; however,
the test is insensitive since there are multiple causes for an
elevated BNP. BNP does correlate the risk of subsequent com-
plications and prolonged hospitalization.

D-dimer: A degradation product produced by plasmin-
mediated proteolysis of cross-linked fibrin, D-dimer is
measured by an enzyme-linked immunosorbent assay.
The higher the result (with more than 500 ng/mL usually
considered abnormal), the more likely it is the patient has a
PE. This test is not sensitive or specific enough to diagnose
PE, but it may be used in conjunction with other diagnostic
tests.

Chest x-ray examination: Initially findings are normal, or
an elevated hemidiaphragm may be present. After 24 hr, x-ray
examination may reveal small infiltrates secondary to atelec-
tasis that result from the decrease in surfactant. If pulmonary
infarction is present, infiltrates and pleural effusions may be
seen within 12-36 hr.

Electrocardiogram (ECG) results: 1f PEs are extensive, signs
of acute pulmonary hypertension may be present: right-shift

Nursing Diagnosis:

QRS axes, tall and peaked P waves, ST-segment changes, and
T-wave inversion in leads V;-V,.

Spiral or helical computed tomography (CT): Enables image
acquisition of pulmonary arteries during a single breath hold
and with optimal contrast enhancement. Spiral CT is rapidly
becoming the test of choice in diagnosing PE because of its
higher specificity and sensitivity.

Pulmonary ventilation-perfusion scan: Used to detect
abnormalities of ventilation or perfusion in the pulmonary
system. Radiopaque agents are inhaled and injected peripher-
ally. Images of distribution of both agents throughout the lung
are scanned. If the scan shows a mismatch of ventilation and
perfusion (i.e., pattern of normal ventilation with decreased
perfusion), vascular obstruction is suggested.

Pulmonary angiography: The definitive study for PE, this
is an invasive procedure that involves right heart catheteriza-
tion and injection of dye into the pulmonary artery (PA) to
visualize pulmonary vessels. An abrupt vessel “cutoff” may be
seen at the site of embolization. Usually, filling defects are
seen. More specific findings are abnormal blood vessel diam-
eters (e.g., obstruction of the right PA would cause dilation of
the left PA) and shapes (e.g., the affected blood vessel may
taper to a sharp point and disappear).

Findings specific for fat emboli

ABG values: Should be drawn on patients at risk for fat
embolus for the first 48 hr following injury because early
hypoxemia indicative of fat embolus is apparent only with
laboratory assessment. Hypoxemia (Pa0, less than 80 mm Hg)
and hypercarbia (PaCO, more than 45 mm Hg) will be present
with a respiratory acidosis (pH less than 7.35).

Chest x-ray examination: A pattern similar to adult respira-
tory distress syndrome is seen: diffuse, extensive bilateral
interstitial and alveolar infiltrates.

Complete blood count (CBC): May reveal decreased hemo-
globin (Hgb) and hematocrit (Hct) secondary to hemorrhage
into the lung. In addition, thrombocytopenia (platelets
150,000/mm? or less) is indicative of fat embolism.

Serum lipase: Will rise with fat embolism.

Urinalysis: May reveal fat globules following fat embolus.

Risk for Injury

related to venous stasis, hypercoagulable state, and/or vessel injury contribut-

ing to venous thromboembolism (VTE)

Desired Outcome: Following intervention/treatment, the patient exhibits no venous throm-

boembolic events (see descriptions under Assessment, earlier).

Respiratory Care Plans




Impaired Gas Exchange Pulmonary Embolus

ASSESSMENT/INTERVENTIONS RATIONALES

O

>

Assess for risk factors relating to VTE. Risk factors alone or in combination increase the risk for developing VTE. =_U|
Examples include advanced age, surgery, and immaobility. =

Collaborate with the health care provider regarding appropriate Prophylaxis may include unfractionated heparin or low-molecular-weight c%
treatment with prophylaxis. heparin (LMWH) and/or pneumatic compression devices. g-

Low dose unfractionated heparin: Started immediately in patients without
bleeding; typically given in 2-3 doses.

LMWH: An alternative to low-dose heparin and given as a one-time dose. Most
of the LMWH is excreted by the kidneys, and therefore the dose must be
adjusted for individuals with renal impairment (creatinine clearance less
than 30 mL/min). LMWH has been shown to be safe if given during
pregnancy.

Pneumatic compression devices: Prevent VTE via arterial compression. These
devices are used in patients who cannot have heparin because of high risk
of bleeding; once the risk of bleeding subsides, recommendations change
to heparin. (Guyatt, et al, 2012).

Encourage ambulation and monitor activity. Increased ambulation prevents venous stasis, a major risk factor for
development of VTE.
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Nursing Diagnosis:
Impaired Gas Exchange
related to ventilation-perfusion mismatch

Desired Outcomes: Following intervention/treatment, the patient exhibits adequate gas
exchange and ventilatory function as evidenced by respiratory rate (RR) 12-20 breaths/min
with normal pattern and depth (eupnea); no significant changes in mental status; and ori-
entation to person, place, and time. At a minimum of 24 hr before hospital discharge, the
patient has O, saturation greater than 92% or Pa0, 80 mm Hg or higher, Pac0O, 35-45 mm Hg,
and pH 7.35-7.45 (or values consistent with the patient’s acceptable baseline parameters, or
PaO, adjusted for altitude).

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient for RR increased from baseline and increasing  These signs and symptoms of increasing respiratory distress and indicators of
dyspnea, anxiety, restlessness, confusion, and cyanosis. PE necessitate prompt intervention.
Report significant findings.
As indicated, monitor oximetry readings. Report 0, saturation of A low 0, saturation may indicate need for O, therapy. A poor response to
92% or less. treatment or worsening O, saturation necessitates prompt reporting for
timely evaluation and further treatment. Hypoxia is common with PE,
although its absence does not mean that patient does not have a PE.

Instruct the patient not to cross legs when lying in bed or sitting Legs that are crossed impede venous return from the legs and can increase
in a chair. risk of PE.

Pace the patient’s activities and procedures. Pacing activities and procedures decreases metabolic demands for oxygen and
prevents further complications related to immobility.
Note: It is safe for patient to ambulate once anticoagulation has been started.

Ensure that the patient performs deep breathing and coughing These exercises mobilize secretions and improve ventilation.
exercises 3-5 times g2h.

Ensure delivery of prescribed concentrations and humidity of Supplemental oxygen helps maintain a Pao, greater than 60 mm Hg and
oxygen. optimally 80 mm Hg or greater. Humidifying the oxygen minimizes

convective losses of moisture.

Respiratory Care Plans
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Nursing Diagnosis:
Risk for Bleeding

related to anticoagulation therapy

Desired Outcome: The patient is free of frank or occult bleeding and exhibits the following
signs of hemodynamic stability: heart rate (HR) less than 120 bpm, SBP greater than
90 mm Hg or returned to baseline, and RR 20 breaths/min or less.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess vital signs for indicators of profuse bleeding or Hypotension, tachycardia, and tachypnea are signs of bleeding/nhemorrhage,

hemorrhage. Report significant findings. which can occur with anticoagulant therapy and necessitate prompt
intervention.

At least once each shift inspect wounds, oral mucous This assessment helps determine if blood is present at any of these sites.
membranes, any entry site of an invasive procedure, and
nares.

At least once each shift inspect the torso and extremities. The presence of petechiae or ecchymoses signals bleeding within the tissues.

Apply pressure to all venipuncture or arterial puncture sites To ensure that all bleeding stops completely, it is necessary to apply pressure for
until bleeding stops completely. longer than the usual amount of time.

Ensure easy access to the following antidotes for the This product may be required in cases of serious bleeding or given to maintain
prescribed treatment: coagulation for expected emergent procedure.

- Fresh frozen plasma 20 mg is given subcutaneously to counteract effects of oral anticoagulants.

- Vitamin K (vitamin K, [phytonadione] or K; [menadione]) This agent is administered for warfarin reversal in cases of acute significant

- Four factor prothrombin complex concentrate bleeding, usually 5-10 mg IV (Guyatt, et al, 2012).

Note: Reversal agents should not be the first line of therapy unless a patient is
actively bleeding.

If the patient is receiving heparin therapy, monitor serial partial  This will confirm that PTT is in the desired range (1.5-2.5x control).
thromboplastin time (PTT).

If the patient is receiving warfarin therapy, monitor serial This will confirm that PT is in the desired range (1.25-1.5x control, or
prothrombin time (PT). international normalized ratio value of 2.0-3.0).

Report values outside the desired range. This will enable prompt intervention.

Consult the pharmacist about compatibility before infusing For patients on heparin therapy, the following agents decrease the effect of
other intravenous (IV) drugs through heparin IV line. heparin therapy: digitalis, tetracycline, nicotine, and antihistamines.

For patients on warfarin therapy, consult the pharmacist to Numerous drugs result in a decrease or increase in response to treatment with
obtain specific information about the patient’s medication warfarin.
profile.

Discuss with the patient and significant others the effects of Hematuria, melena, frank bleeding from the mouth, epistaxis, hemoptysis, and
anticoagulant therapy and importance of reporting promptly excessive vaginal bleeding (menometrorrhagia) are potential effects of
the presence of bleeding. anticoagulant therapy and necessitate timely intervention to prevent further

blood loss.

Teach the necessity of using a soft toothbrush and mouthwash ~ These measures minimize risk of bleeding.
for oral care. Instruct the patient to shave with electric
rather than straight or safety razor.

If the patient is restless and combative, provide a safe These actions help prevent falls and avoid bumping extremities into side rails,
environment. Use extreme care when moving the patient. which could result in severe bleeding.

Assess for and teach the patient about herbal, food or Herbal remedies, such as Ginko biloba, garlic, and ginseng have been shown to
over-the-counter medications that could affect coagulation adversely affect clotting (Cordier, et al., 2012). Over-the-counter medications,
and/or have an affect on anti-coagulant medications. such as aspirin, acetaminophen, non-steroidal anti-inflammatories (e.g.,

ibuprophen, naproxen), and cough and cold medications, as well as foods with
high levels of vitamin K, such as dark green leafy vegetables, broccoli, and
cabbage can adversely affect anti-coagulant medications.

Respiratory Care Plans




Deficient Knowledge Pulmonary Embolus

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with oral anticoagulant therapy, potential side effects,
and foods and medications to consider during therapy

[BIIPSA | LHVd

Desired Outcome: Before hospital discharge, the patient verbalizes knowledge of the pre-
scribed anticoagulant, potential side effects, and foods and medications to consider while

receiving oral anticoagulant therapy.

Buisinp [eaifing

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and presented
comprehension). Assess culture and culturally specific learning in a manner that is culturally and educationally appropriate.
needs.

Determine the patient’s knowledge of oral anticoagulant therapy. As Knowledgeable patients are more likely to adhere to the therapeutic
appropriate, discuss the medication name; purpose; dose; schedule; regimen.

precautions; food-drug, herb-drug, and drug-drug interactions; and
potential side effects.

Teach the potential side effects/complications of anticoagulant therapy: This information increases patients’ awareness of side effects and

easy bruising, prolonged bleeding from cuts, spontaneous complications to report to their health care providers for timely
nosebleeds, bleeding gums, black and tarry or bloody stools, vaginal intervention.
bleeding, and blood in urine and sputum.

Discuss the importance of laboratory testing and follow-up visits with Laboratory testing helps ensure that the blood clotting time stays within
the health care provider. therapeutic range. To promote safety, patients need close

management by health care providers while undergoing
anticoagulant therapy.

Explain the importance of informing all health care providers These actions help ensure that patients are not given drugs or therapies
(including dentist) that the patient is taking an anticoagulant. that will have adverse effects on anticoagulant therapy, causing
Suggest the patient wear a medical alert tag or otherwise greater risk for hemorrhaging or clotting.
carry identification informing health care providers about the
anticoagulant therapy.

Teach the patient to notify the health care provider when ingesting large  Foods high in vitamin K (e.g., asparagus, avocados, beef liver, broccoli,
amounts of foods high in vitamin K or a subsequent change in the cabbage, soybeans, lettuce, olive oil, and canola oil) can interfere
usual dietary pattern. with anticoagulation.

Caution the patient that a soft-bristle rather than hard-bristle toothbrush  These devices minimize risk of injury that could cause severe bleeding.
and electric rather than straight or safety razor should be used
during anticoagulant therapy.

Instruct the patient to consult the health care provider before taking Aspirin, cimetidine, trimethaphan, and macrolides are among the many
over-the-counter or prescribed medications that were used before medications that enhance response to warfarin. Medications that
initiating anticoagulant therapy. decrease response include antacids, diuretics, oral contraceptives,

and barbiturates, among others.

/ PATIENT-FAMILY TEACHING AND
ADDITIONAL NURSING DISCHARGE PLANNING
DIAGNOSES/PROBLEMS:

_ _ When providing patient-family teaching, focus on sensory
“Perioperative Care” p. 45 information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following.
“Venous Thrombosis/Thrombophlebitis” p. 186 Note: Rehabilitation and family teaching concepts for fat
emboli are nonspecific.

“Prolonged Bedrest” p. 61

Respiratory Care Plans
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v Risk factors related to development of thrombi v Importance of preventing impairment of venous return

and embolization and preventive measures to reduce from the lower extremities by avoiding prolonged sitting,
the risk. crossing legs, and constrictive clothing.

v Signs and symptoms of thrombophlebitis: calf swelling; v Medications, including drug name, dosage, purpose,
tenderness or warmth in the involved area; slight fever; schedule, precautions, and potential side effects. Also
and distention of distal veins, coolness, edema, and pale discuss drug-drug, herb-drug, and food-drug interactions.

color in the distal affected leg.

v Signs and symptoms of pulmonary embolism: sudden
onset of dyspnea and anxiety, nonproductive cough or
hemoptysis, palpitations, nausea, syncope.

PART I: Medical-Surgical Nursing
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Pulmonary Tuberculosis

OVERVIEW/PATHOPHYSIOLOGY

Tuberculosis (TB) is an infectious disease caused primarily by
Mycobacterium tuberculosis. In 2011, nearly 9 million persons
around the world became sick with TB, the majority of whom
have latent tuberculosis infection (LTBI), in which the bac-
teria are in the body (usually the lungs) in a dormant form
that neither causes disease nor is communicable to other
persons. A small proportion of persons (about 10%) with LTBI
will develop active TB in their lifetimes.

For many years (from 1953 to 1984), reported cases of TB
in the United States decreased almost 6% each year, and there
was a general perception that TB was no longer a problem.
This decline was due to many factors, including improved
living conditions (less crowding and better ventilation), better
nutrition, and antituberculosis drugs. As a result, the public
health infrastructure to support TB control weakened as other
diseases, for example, human immunodeficiency virus (HIV)/
acquired immunodeficiency syndrome (AIDS), became more
prominent. It was not until the late 1980s that the link between
TB and HIV/AIDS became apparent as was manifested par-
tially by multidrug-resistant (MDR) TB outbreaks occurring in
seven hospitals between 1990 and 1992, resulting in many
cases of LTBI, TB disease, and death. In addition, reported
cases of TB increased 20% between 1985 and 1992. After the
hospital outbreaks and subsequent administrative and legisla-
tive support to control TB, cases have steadily declined again
in most areas of the country. In 2011, there were fewer than
11,000 reported cases of TB in the United States, more than
half of which were among foreign-born persons. Worldwide,
however, TB remains a leading cause of death in undeveloped
countries and in persons who are HIV infected, with the World
Health Organization estimating that approximately one third
of the world’s population is infected with M. tuberculosis.

M. tuberculosis is transmitted by the airborne route via
minute, invisible particles called droplet nuclei. When
individuals with TB disease of the lungs or throat cough,
sneeze, speak, or sing, their respiratory secretions harbor TB
organisms that are expelled into the air and transform quickly
into tiny droplet nuclei that can remain suspended in air for
several hours, depending on the environment (especially
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ventilation). In order to become infected, another person
must breathe the air containing the droplet nuclei. A person’s
natural defenses of the nose and upper airway and immune
system will often prevent sufficient numbers of organisms from
reaching the alveoli to cause infection. In fact, it generally
takes 5 to 200 organisms implanted in the alveoli to cause
LTBI. When organisms reach the alveoli, they are ingested by
macrophages. Some of the bacilli spread through the blood-
stream when the macrophages die; however, the immune
system response usually prevents the individual from develop-
ing TB disease. Although the majority of TB cases are pulmo-
nary (85%), TB can occur in almost any part of the body or
as disseminated disease. About half of people with LTBI who
develop active TB (5%) will do so within the first year or two
after infection. The remainder (5%) will develop active TB
within their lifetimes.

HEALTH CARE SETTING

Primary care or long-term care, with possible hospitalization
(acute care) resulting from complications

ASSESSMENT

For an accurate diagnosis of TB, a complete medical and
psychosocial history should be taken along with a physical
examination that includes a tuberculin skin test or an inter-
feron gamma release assay (IGRA) blood test (there are cur-
rently two Food and Drug Administration [FDA]-approved
IGRA tests available: the QuantiFERON®-TB Gold (QFT-G)
and T-SPOT®), chest x-ray and CT scan examinations, and
sputum examination (including acid-fast bacilli [AFB] smears,
cultures, and drug sensitivity studies).

Signs and symptoms: TB is often suspected based on a
group of symptoms that may include productive prolonged
cough, fever, and night sweats, as well as chest pain, hemop-
tysis, chills, loss of appetite, unintended weight loss over a
short period of time, and tiredness.

Note: Close contacts of the patient require identification
so that they can undergo evaluation for the presence of LTBI.
TB is reportable to the Public Health Department.
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History/risk factors for developing active TB: Immunocom-
promised state, especially HIV infection; injection drug use;
radiographic evidence of prior, healed TB; weight loss of 10%
or more of ideal body weight; and other medical conditions,
including diabetes mellitus, silicosis, end-stage renal disease,
some types of cancers, elders, infants, and certain immunosup-
pressive therapies. Persons who have emigrated from areas of
the world with high rates of TB are also more likely to have
LTBI than persons born in the United States.

DIAGNOSTIC TESTS

Tuberculin skin test or intradermal injection of antigen
(purified protein derivative [PPD]): This test uses a PPD of
mycobacterial organisms that is administered intradermally
and interpreted as positive or negative using measured milli-
meters of induration. The test is considered positive when an
area of induration 10 mm or greater is present within 48-72 hr
after injection. High-risk categories such as persons with HIV
infection and recent exposure are considered positive with
5 mm or greater induration. Those who are immunocompro-
mised and some patients with active TB may have a negative
PPD test, even in the presence of active TB disease. A positive
PPD test indicates LTBI and is not diagnostic for active
disease.

Interferon gamma release assays (IGRAs): Until recently,
the only way to diagnose LTBI was with the tuberculin skin
test (TST). Since 2001 an alternative to the TST, the IGRA
blood test, has been approved by the FDA. This whole-blood

interferon gamma assay requires only one patient visit for a

Nursing Diagnosis:

blood specimen to assess for LTBI (rather than for
active disease) and will become more widely used as labo-
ratories implement the requirements for specimen evalua-
tion. Two IGRA blood tests are currently available: the
QuantiFERON®-TB Gold (QFT-G) test and the T-SPOT®
test. These tests have high specificity (greater than 95%) and
are not affected by prior vaccination with Bacille Calmette-
Guérin (BCG).

Acid-fast stain: Detection of AFB in stained smears exam-
ined under a microscope usually provides the first bacterio-
logic clue of TB. Smear results should be available within
24 hr of specimen collection. AFB in the smear may be myco-
bacteria other than M. tuberculosis; many patients can have
TB and have a negative smear. Specimens are generally col-
lected by asking the patient to expectorate sputum into a cup;
however, tracheal washing, bronchoscopy, thoracentesis of
pleural fluid, and lung biopsy are other options.

Chest x-ray examination: Involvement is most characteris-
tically evident in the apex and posterior segments of the upper
lobes. Although not diagnostically definitive, it will reveal
calcification at the original site, enlargement of hilar lymph
nodes, parenchymal infiltrate, pleural effusion, and cavitation.
Patients with HIV infection may have an atypical radio-
graphic presentation of TB. Any abnormality on an AIDS
patient’s chest x-ray film should be considered possible TB
until ruled out.

Gastric washings: May reveal presence of tubercle bacilli
secondary to swallowed sputum. Gastric washings are usually
used for children who cannot expectorate sputum.

Deficient Knowledge

related to unfamiliarity with the spread of TB and the procedure for Airborne

Infection Isolation (AIl)

Desired Outcome: Following instruction, the patient and significant others verbalize how TB

is spread and measures necessary to prevent the spread.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs. Then teach the patient about TB and the mechanism by
which it is spread (respiratory droplet nuclei).

Post a notice of isolation/airborne precautions on the patient’s room
door.

Respiratory Care Plans

This assessment helps ensure that information is selected and

presented in a manner that is culturally and educationally
appropriate. A well-informed patient is more likely to adhere to
precautions against spreading the disease.

Until antimicrobial therapy is successful as indicated by AFB smears, All
(or “airborne precautions” in the nomenclature of Standard
Precautions) requires a private room with special ventilation that
dilutes and removes airborne contaminants and controls the direction
of airflow. The negative pressure is monitored continuously or
checked and recorded daily while the patient is isolated in this room.
Patients should wear a regular surgical mask if it is necessary to
leave the room.
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ASSESSMENT/INTERVENTIONS

Explain to the patient and significant others.
Remind staff and visitors of the need to keep the patient’s door closed.

[BIIPSA | LHVd

Explain to the staff and visitors the importance of wearing N-95 or other
high-efficiency respirators, including proper fit and use. Provide
appropriate respirators at the doorway or other convenient place.

Teach the patient the importance of covering mouth and nose with
tissues when sneezing or coughing and of disposing used tissues in
the appropriate waste container.

RATIONALES

A closed door enables effective function of the ventilation system.
N-95 respirators, designed to provide a tight face seal and filter particles

in the 1- to 5-micron range, are worn by all individuals entering the
patient’s room to reduce the possibility of infection.

These actions reduce the possibility of spreading infection.

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching about TB, focus on
sensory information, avoid giving excessive information, and
initiate a referral to the public health department for investi-
gation and follow-up of household members and other con-
tacts exposed to the patient with TB. Include verbal and
written information about the following:

v Antituberculosis medications, including drug name,
purpose, dosage, schedule, precautions, and potential
side effects. Also discuss drug-drug, herb-drug, and
food-drug interactions. Remind patients that medica-
tions are to be taken without interruption for the
prescribed period. Remind patients of the need for
continued laboratory monitoring for complications of
pharmacotherapy. Describe directly observed therapy
(DOT) if that is the medication administration method
selected.

v Importance of periodic reculturing of sputum.

v Importance of basic hygiene measures, including hand
hygiene practices, covering cough with tissues, and

proper disposal of contaminated items.

v/ Phone numbers to call in case questions or concerns
arise about therapy or disease after discharge. Additional
general information can be obtained by contacting the

following:

e www.cdc.gov/tb (Centers for Disease Control and

Prevention)
® www.lung.org (American Lung Association)

e www.lung.ca (Canadian Lung Association and the

Canadian Thoracic Society)
e www.thoracic.org (American Thoracic Society)

e http:globalth.njms.rutgers.edu (Rutgers: Global Tuber-

culosis Institute)

e http:/Intcc.ucsd.edu (National Tuberculosis Curricu-
lum Consortium at the University of California San

Diego)

Respiratory Care Plans
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http://www.cdc.gov/tb
http://www.lung.org
http://www.lung.ca
http://www.thoracic.org
http://ntcc.ucsd.edu
http://globaltb.njms.rutgers.edu

Respiratory Failure, Acute

OVERVIEW/PATHOPHYSIOLOGY

Acute respiratory failure (ARF) develops when the lungs are
unable to exchange O, and CO, adequately. Clinically, respi-
ratory failure exists when Pa0O, is less than 60 mm Hg with
the patient at rest and breathing room air. PaCO, of 50 mm Hg
or more or pH less than 7.35 is significant for respiratory aci-
dosis, which is the common precursor to ARE

Although a variety of disease processes can lead to the
development of respiratory failure, four basic mechanisms are
involved.

Alveolar hypoventilation: Occurs secondary to reduction in
alveolar minute ventilation. Because differential indicators
(cyanosis, somnolence) occur late in the process, the condi-
tion may go unnoticed until tissue hypoxia is severe.

Ventilation-perfusion mismatch: Considered the most
common cause of hypoxemia. Normal alveolar ventilation
occurs at a rate of 4 L/min, with normal pulmonary vascular
blood flow occurring at a rate of 5 L/min. Normal ventilation/
perfusion ratio is 0.8:1. Any disease process that interferes
with either side of the equation upsets physiologic balance and
can lead to respiratory failure as a result of reduction in arterial
O; levels.

Diffusion disturbances: Processes that physically impair gas
exchange across the alveolar-capillary membrane. Diffusion is
impaired because of the increase in anatomic distance the gas
must travel from alveoli to capillary and capillary to alveoli.

Right-to-left shunt: Occurs when the previously mentioned
processes go untreated. Large amounts of blood pass from the
right side of the heart to the left and out into the general
circulation without adequate ventilation; therefore, blood is
poorly oxygenated. This mechanism occurs when alveoli are
atelectatic or fluid filled, inasmuch as these conditions inter-
fere with gas exchange. Unlike the first three responses,
hypoxemia secondary to right-to-left shunting does not
improve with O, administration because the additional FioO,
is unable to cross the alveolar-capillary membrane.

HEALTH CARE SETTING

Primary care; acute care resulting from complications

ASSESSMENT

Clinical indicators of ARF vary according to the underlying
disease process and severity of the failure. ARF is one of the
most common causes of impaired level of consciousness. Often
it is misdiagnosed as heart failure, pneumonia, or stroke.
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Early indicators: Restlessness, changes in mental status,
anxiety, headache, fatigue, cool and dry skin, increased blood
pressure, tachycardia, cardiac dysrhythmias.

Intermediate indicators: Confusion, increased agitation,
and increased oxygen requirements with decreased oxygen
saturations. Patients who have hypoventilation respiratory
failure often exhibit lethargy and bradypnea. Patients with
ventilation-perfusion mismatch often exhibit tachypnea.

Late indicators: Cyanosis, diaphoresis, coma, respiratory
arrest.

DIAGNOSTIC TESTS

Arterial blood gas (ABG) analysis: Assesses adequacy of
oxygenation and effectiveness of ventilation and is the most
important diagnostic tool. Typical results are PaO, 60 mm Hg
or less, PaCcO; 50 mm Hg or more, and pH less than 7.35,
which are consistent with severe respiratory acidosis.

Chest x-ray examination: Ascertains the presence of under-
lying pathophysiology or disease process that may be contrib-
uting to the failure.

NURSING DIAGNOSES/PROBLEMS:
(THE LISTED DISORDERS MAY BE
PRECURSORS TO ARF)

“Psychosocial Support” p. 72

“Chronic Obstructive Pulmonary Disease” p. 111
“Pneumonia” for Impaired Gas Exchange p. 118
Deficient Fluid Volume p. 120
“Pneumothorax/Hemothorax” p. 122
“Pulmonary Embolus” p. 127
“Guillain-Barré Syndrome” p. 267
“Multiple Sclerosis” p. 286

PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING
AREF is an acute condition that is symptomatically treated during
the patient’s hospitalization. Discharge planning and teaching
should be directed at educating the patient and significant others
about the underlying pathophysiology and treatment specific for
that process. See chapters in this Respiratory section, shown

above, as precursors that relate specifically to the underlying
pathophysiology contributing to development of ARE
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Aneurysms 1 5

OVERVIEW/PATHOPHYSIOLOGY

An aneurysm is a pathologic expansion in a section of an
arterial wall. The most common cause is atherosclerosis,
which alters the vessel pathology, weakens the vessel wall, and
allows expansion. Additional causes include vessel wall
trauma, congenital connective tissue disorders (e.g., Marfan’s
syndrome), and infection, particularly syphilis or acquired
immunodeficiency syndrome (AIDS). Primary risk factors are
heredity, age, and smoking. Because undiagnosed and
untreated aneurysms are at risk for rupture and embolization,
early diagnosis is imperative. Although aneurysms can develop
in any artery, the abdominal aorta is the most common site.
Abdominal aortic aneurysms (AAAs) occur more often in
men and represent approximately 80% of all aneurysms. As
the aneurysm enlarges, the risk of rupture increases. Aneu-
rysms larger than 5.5 cm have the highest risk of rupture and
require frequent monitoring and intervention.

Aneurysms in the thoracic aorta are most often attributed
to the modifiable risk factors of hypertension and cigarette
smoking. Thoracic aneurysms are more susceptible to dissec-
tion. The atherosclerotic lesions present in dissecting aneu-
rysms develop intimal tears, which allow bleeding into the
layers of the vessel, causing false lumens to form that obstruct
or limit blood flow in the true lumen of the vessel. This
pathology is distinctly different from that of AAAs.

Early diagnosis and periodic evaluation of aneurysms are
essential to protect the patient from emergent life-threatening
rupture. Physical assessment combined with ultrasound and
radiologic screening of patients with risk factors leads to
diagnosis.

HEALTH CARE SETTING

Chronic aneurysms may be monitored in primary care, with
periodic radiographic or ultrasound assessment. Surgical inter-
vention requires hospitalization and acute or intensive care
during the perioperative period. Rehabilitation and home care
services may be necessary during recovery.

ASSESSMENT

Abdominal aortic aneurysm: A pulsatile, nontender mass
may be palpated on both sides of the abdominal midline.

Assessment is more difficult in obese patients. Severe acute
abdominal pain, of sudden onset with radiation to the back,
may be indicative of aneurysm rupture and is a surgical emer-
gency. Rupture carries a high mortality of up to 75% (Radvany
& Seguritan, 2008).

Thoracic aneurysm: Patients may be asymptomatic for
years; however, pressure from the aneurysm on adjacent struc-
tures can result in dull pain in the upper back, dyspnea, cough,
dysphasia, hemoptysis, tracheal deviation, and hoarseness. If
there is pain associated with these aneurysms, it is more likely
to be nonradiating central chest pain.

Femoral aneurysm: Leg or groin pain, decreased pulses,
and swelling of the affected leg may occur. Femoral aneurysms
may rupture or thrombose. See indicators discussed in Chapter
16, “Atherosclerotic Arterial Occlusive Disease,” p. 140.

Acute indicators (rupture or dissection): Sudden onset of
severe pain in the area of aneurysm with radiation, pallor,
diaphoresis, and sudden loss of consciousness.

Physical assessment with acute rupture: Sudden drop of
blood pressure (BP), weak and thready peripheral pulses,
tachycardia, cyanosis, cool and clammy skin, and altered level
of consciousness. Hypovolemic shock and death may occur,
depending on severity of the bleeding.

DIAGNOSTIC TESTS

CT scan: Imaging standard with 100% accuracy, depicting
exact location and size. It must be used in urgent situations in
which suspicion for rupture is high and the patient is stable.

Ultrasound: Sound waves evaluate aneurysm size, shape,
and location. This is a noninvasive and efficient examination,
used for initial and emergent screening, especially when the
patient is unstable.

Abdominal x-ray examination: May detect calcifications in
the vessel wall but is not used for aneurysm evaluation.

Contrast arteriography: Determines size of the aneurysm,
leaking, and origin of blood vessels arising from the aorta.
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Nursing Diagnoses:

Risk for Decreased Cardiac Tissue Perfusion
Risk for Ineffective Renal Perfusion

Risk for Ineffective Gastrointestinal Perfusion

related to interrupted arterial flow occurring with rupture, bleeding, or embo-
lization following the invasive procedure

Desired Outcome: The patient has adequate perfusion as evidenced by peripheral pulse
amplitude greater than 2+ on a 0-4+ scale, brisk capillary refill (less than 2 sec), and exhibits
baseline extremity sensation, motor function, color, and temperature.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess vital signs (VS) and peripheral pulses frequently in the This provides ongoing assessment of perfusion. Pulse amplitude 2 or
perioperative period. Use a Doppler if necessary. less (or other than “N”) could signal embolization. Some health care
centers use A (absent), D (requires Doppler), W (weak), N (normal),
and B (bounding) to describe peripheral pulses. A Doppler is
necessary for detection of a pulse that cannot be palpated.

Location marking enables rapid identification of the pulses by all
members of the health care team.

Impaired sensation could signal impaired perfusion secondary to
embolization or bleeding. The patient is the first to notice changes in
sensation.

Severe hypotension or renal artery occlusion can decrease renal
perfusion. Optimally urine output is 30 mL/hr or greater.

These are assessments of peripheral perfusion; changes from baseline
(e.g., VS variance of 20% or greater, capillary refill 3 sec or greater,
coolness, pallor, or mottling, decreased motor function or sensation,
and pain) may signal embolization or bleeding. Arterial obstruction
and bleeding must be treated emergently to prevent hemorrhage,
ischemia, and potential loss of the extremity.

Bedrest helps maintain BP and perfusion. The neutral position maintains
integrity of the graft and minimizes risk of postprocedure
embolization.

This may be a sign of bowel ischemia.

These agents slow the heart rate and decrease BP, which aids in
preventing dissection.

PART I: Medical-Surgical Nursing

If indicated, mark the location of peripheral pulses with a pen.

Assess peripheral sensation with VS. Instruct the patient to report
impaired sensation promptly.

Assess urine output frequently, recording intake and output
measurements.

Report to the health care provider immediately any changes in vital
signs, extremity color, capillary refill, temperature, motor function,
sensation, or increasing pain.

Maintain the patient in neutral position and on bedrest until otherwise
directed.

Report any bloody diarrhea to the health care provider.

As prescribed, administer beta-blockers (i.e., metoprolol, atenolol,
propanolol) to decrease myocardial irritability and contractility.

prevent postoperative complications and slow the pro-
gression of atherosclerosis.

v Necessity of a regularly scheduled exercise program that
may progress as the patient recovers.

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory

information, avoid giving excessive information, and initiate

a visiting nurse referral for necessary follow-up teaching.

Include verbal and written information about the following:

v Importance of regular medical follow-up to ensure graft
patency, arterial integrity, and adequate perfusion.

v Reduction and/or management of risk factors (i.e., ciga-

rette smoking, hypertension, obesity, diabetes) to

Cardiovascular Care Plans

v Indicators of wound infection and thrombus or embolus
formation, and the need to report them promptly to the
health care provider should they occur.

v/ Medications, including drug name, purpose, dosage,
schedule, precautions, and potential side effects.
Also discuss drug-drug, herb-drug, and food-drug
interactions.



Risk for Ineffective Gastrointestinal Perfusion

Aneurysms

v/ Phone number of nurse or health care provider available
to discuss concerns and questions.
v Importance of follow-up visits with health care provider;
confirm date and time of next appointment.
v Potential need for assessment of other family members
to rule out aneurysm, if heredity is a factor.
Additional resources and patient educational materials may
be found at:

v The Heart and Stroke Foundation at www
.heartandstroke.com

v/ The Canadian Lung Association at www.lung.ca or the
Canadian Cancer Society at www.cancer.ca for educa-
tional tools to support smoking cessation

v/ American Heart Association at www.americanheart.org.

Cardiovascular Care Plans
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Atherosclerotic Arterial
Occlusive Disease

OVERVIEW/PATHOPHYSIOLOGY

16

DIAGNOSTIC TESTS

Atherosclerosis is the primary etiology of peripheral artery
disease. Damage to the intima of the artery occurs by the
pathogenesis of atherosclerosis, which includes inflammation,
plaque formation, lipid deposits, and hemorrhage. This process
leads to vessel narrowing and hardening, decreasing lumen size
and blood flow. Risk factors for atherosclerosis include
smoking, heredity, advancing age, hyperlipidemia, hyperten-
sion, diabetes, metabolic syndrome, and a sedentary lifestyle.

Arterial occlusive disease is systemic and progressive and
is of grave concern when 75% or more of a cross section of an
artery becomes blocked. This disease is often associated with
other comorbidities, such as coronary artery disease, hyperten-
sion, chronic obstructive pulmonary disease, and diabetes.
The complexity of these comorbidities may lead to loss of limb
or life in affected patients.

HEALTH CARE SETTING

Acute care or primary care

ASSESSMENT

Signs and symptoms: Severe, cramping pain (intermittent
claudication) with exercise that is relieved by rest is the classic
symptom of ischemia secondary to decreased blood flow. Addi-
tionally, decreased sensory or motor function, thin shiny legs,
leg or foot ulcers, pallor or dependent rubor, pain, delayed
wound healing, and gangrene all may be present.

Physical assessment: Decreased pulse amplitude, decreased
hair distribution, muscle atrophy, and cool, pale or bluish
discoloration of the extremities may be present. Skin often
appears shiny, and the nails may be thick. Audible bruits may
be assessed with a stethoscope over partially occluded vessels.
Capillary filling may be 2 or more sec (with normal circula-
tion, capillary filling occurs in less than 2 sec); pulses may be
diminished and detected only by Doppler examination.

Risk factors: Cigarette smoking, hypertension, diabetes
mellitus, family history of atherosclerotic disease, metabolic
syndrome, and hyperlipidemia.
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Ankle-brachial index (ABI): Determines the degree of
arterial occlusion and subsequent ischemia. Blood pressure
(BP) is measured at the ankle (using either posterior tibial or
dorsalis pedis pulse) and at the brachial artery. The pressure
obtained at the ankle is divided by that at the brachial artery.
Normally ABI is greater than 1.0; resting pain occurs with an
ABI 0.3 or less.

Doppler flow studies: Uses a transducer that emits sound
waves through a probe to determine the amount of blood flow
through arteries in which palpable pulses are difficult to
obtain. Waveforms also can be assessed similar to those on an
electrocardiogram. The more normal or triphasic waveform
looks like a regular heart rhythm. A flatter line with lengthen-
ing, called monophasic, indicates more severe disease. Pressures
also can be obtained for ABIs.

Duplex imaging: Uses ultrasound and Doppler to assess
arterial flow and velocity.

Pulse-volume recording: BP cuffs are placed over the
thighs, calves, or feet to obtain pulse-volume recordings and
pulse waveforms.

Exercise testing: Determines the amount of exercise that
precipitates claudication.

Angiography of peripheral vasculature: Locates obstruc-
tion(s) and reveals the extent of vascular lesions by inject-
ing dye into arteries and taking pictures of the arteries in
a timed sequence. This imaging study is most used when
angioplasty or stenting is planned.

Digital subtraction angiography: Arteriogram in which
the computer subtracts early images from late images,
deleting bone and soft tissue, so that only contrast-filled arter-
ies appeatr.

Magnetic resonance imaging: Demonstrates vessels in mul-
tiple projections and can be used with or without contrast. It
is used widely but is more expensive and not suitable for all
patients. Implanted metal (e.g., pacemakers, automatic defi-
brillators) and prosthetic joint replacements preclude this
study from being performed.



Chronic Pain

Atherosclerotic Arterial Occlusive Disease

Nursing Diagnosis:

Impaired Tissue Integrity

related to altered arterial circulation occurring with atherosclerotic process

Desired Outcome: Over a period of days or weeks, the patient’s lower extremity circulation
improves and perfusion is maximized as evidenced by palpable pulses, decreased leg pain,

and improvement in mobility and sensation.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess legs, feet, and between the toes for ulcerations.

Teach the importance of walking and range-of-motion (ROM) exercises
for the hip, knee, and ankle.

Determine the allowed activity and exercise with the health care team,
and discuss this with the patient.

Teach the patient how to assess peripheral pulses, warmth, sensation,
and color of the lower extremities (LE). Encourage daily foot
inspections by the patient or family members if the patient’s vision or
assessment ability is compromised.

m Encourage cessation of smoking and other tobacco use. Provide smoking
and tobacco cessation literature. Discuss with the health care
provider use of medication for smoking cessation.

Discuss the importance of keeping the feet warm and protected by
wearing socks when walking or in bed.

IIl Caution the patient about using heating pads.

Discuss the importance of nightlights being placed in bedrooms and
bathrooms.

Caution the patient to avoid pressure over areas of bony prominence.

Caution the patient to cover all exposed areas when going outside in
cooler weather.

Ulcerations can occur with decreased arterial circulation. A decrease in
circulation significantly decreases oxygen delivery to the tissues and
subsequently impairs healing of even the most minor break in the
skin. A baseline assessment enables timely interventions.

Walking is the best activity and patients can be instructed to walk until
they have pain, rest until recovery, and then resume walking.
Walking and exercise improve collateral circulation. This is
especially useful for patients who claudicate, along with other risk
factor modifications. Activity may be contraindicated for some
patients with severe disease.

Exercise promotes circulation.

Note: Bedrest without exercise may be prescribed in acute, severe
cases to decrease oxygen demand to the tissues, which optimally
will decrease pain.

Monitoring status of the LE is essential for early identification of breaks
in skin integrity, because early identification and care may prevent
serious problems.

Stopping tobacco use helps prevent increased vasoconstriction and
severity of the circulation deficit, as well as the effects of nicotine
on the lungs and other body organs.

Decreased circulation because of vasoconstriction results in decreased
blood flow to the LE, which promotes hypothermia. Keeping warm
promotes vasodilatation and a more optimal blood supply.

Heating pads increase metabolism and may promote ischemia if
circulation is limited. Also, the patient’s sensitivity to temperature is
often decreased and burns may result.

Nightlights promote visibility and may help avoid tissue trauma at night
when getting up.

Pressure increases the risk of skin breakdown; areas over bony
prominence are particularly susceptible.

This action helps prevent hypothermia, to which patients with
decreased circulation may be susceptible. Cold temperatures cause
vasoconstriction, which further results in decreased tissue
perfusion.

Nursing Diagnosis:

Chronic Pain

related to reduced circulation and ischemia

Desired Outcome: Over several days or weeks, following nonsurgical interventions to improve
perfusion, the patient’s pain decreases as documented by pain scale.

Cardiovascular Care Plans
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PART I: Medical-Surgical Nursing

PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS

Assess for the presence of pain on initial contact and periodically
throughout care, using a pain scale from 0 (no pain) to 10 (worst pain).

Administer pain medications as prescribed.

Document pain relief obtained using the pain scale.

Teach the patient to rest when claudication (severe, cramping pain) occurs.

If claudication occurs at rest, encourage the patient to position legs so
that they are dependent, and ensure warmth with socks and blankets,
as appropriate.

Explore alternative methods of pain relief, such as visualization, guided
imagery, biofeedback, meditation, relaxation exercises, or music.

Institute measures to improve circulation, such as dependence of
extremities, ensuring warmth, walking, and use of medications (see
Impaired Tissue Integrity, p. 141) as directed by the health care
provider.

RATIONALES

This assessment helps determine the degree and trend of pain.

Usually mild analgesics are given to reduce pain. Opioids may
be given for perioperative pain. Opioids may not be effective in
some patients for rest pain, and must be used cautiously in older
adults.

This documentation helps determine effectiveness of the medication.
Intermittent claudication from activity is relieved by rest. Claudication

at rest implies severe circulatory compromise; measures such as
leg dependency and warmth may reduce pain.

Because the pain may be chronic and continuous, pain relief should
be augmented with nonpharmacologic methods, which do not
have side effects.

These measures increase circulation to ischemic extremities, which
optimally will increase the patient’s comfort level.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the potential for infection and impaired tissue

integrity caused by decreased arterial circulation

Desired Outcome: Following teaching, the patient verbalizes knowledge about the
potential for infection and impaired tissue integrity, as well as measures to prevent these

problems.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Teach how to assess for signs of infection or breaks in skin integrity,
and to report significant findings to the health care provider.

Caution about the increased potential for easily traumatizing skin (e.g.,
from bumping lower extremities).

Instruct the patient to inspect both feet each day for any open wounds
or bruises. If necessary, suggest the use of a long-handled mirror to
see bottoms of the feet. Advise the patient to report any open areas
to the health care provider.

Stress the importance of wearing shoes or slippers that fit properly
without areas of stress or friction.

Instruct the patient to cut toenails straight across or have them cut by a
podiatrist.

Advise the patient to cover corns or calluses with pads.

Cardiovascular Care Plans

This assessment helps ensure that information is selected and
presented in a manner that is culturally and educationally
appropriate.

This information facilitates understanding of symptoms that occur with
infection or impaired skin integrity and describes symptoms that
should be reported for timely intervention. This includes any new or
enlarging wound or ulceration, redness, swelling, increased pain, or
drainage.

Decreased circulation in the legs diminishes the healing process after
tissue trauma.

Decreased circulation in the legs diminishes sensation, and therefore
careful inspection is important to identify breaks in skin integrity.
Open wounds can lead to infection, which should be reported
promptly for timely intervention.

Improper fit can lead to traumatized tissues. Bare feet in an individual
with decreased sensation can lead to trauma.

Ingrown toenails can lead to infection.

Protection helps prevent further injury.



Ineffective Peripheral Tissue Perfusion (or risk for same) Atherosclerotic Arterial Occlusive Disease

ASSESSMENT/INTERVENTIONS RATIONALES

Encourage the patient to keep feet clean and dry, using mild soap and This promotes hygiene and prevents dryness, which could result in skin
warm water for cleansing, and apply a mild lotion. breakdown that could lead to infection.

Advise the patient not to scratch the feet. Abrasions can easily become infected.

Decreased circulation leaves patients vulnerable to hypothermia.
Keeping warm promotes vasodilatation and increased blood supply
to the area.

Water temperature exceeding comfort can cause burns in an individual

[BIIPSA | LHVd

Advise keeping the feet warm with warm soaks and loose-fitting socks.

Caution the patient to check temperature of warm soaks and bath water

carefully with an elbow prior to stepping into the water.

whose temperature sensitivity is decreased. Bath water should feel
lukewarm to the elbow (a sensitive way to test water temperature).

Nursing Diagnosis:
Ineffective Peripheral Tissue Perfusion
(or risk for same)

related to decreased arterial flow occurring with atherosclerosis or to acute
occlusion occurring with a postsurgical graft embolus

Desired Outcome: Optimally, following interventions, the patient has adequate peripheral
perfusion as evidenced by BP within 15-20 mm Hg of baseline BP and absence of the six Ps
in the involved extremities: pain, pallor, pulselessness, paresthesia, poikilothermia (cool-
ness), and paralysis.

ASSESSMENT/INTERVENTIONS

Assess peripheral pulses and the involved extremity for the six Ps. Report

significant findings.

Administer the following medications as prescribed:

Antiplatelet agents (e.g., aspirin, clopidogrel, or ticlopidine)

Anticoagulants (e.g., heparin, low—molecular weight heparin, or
warfarin)

Thrombolytics (e.g., urokinase or tissue plasminogen activator)

Blood viscosity—reducing/antiplatelet agent (e.g., pentoxifylline or
cilostazol)

Lipid-lowering agents (e.qg., lovastatin, atorvastatin, simvastatin, and
pravastatin)

Antihypertensive agents (e.g., angiotensin-converting enzyme inhibitors,
beta-blockers, diuretics, or calcium channel blockers)

RATIONALES

Sensory changes usually precede other symptoms of ischemia, (i.e.,
pain, loss of two-point discrimination, and paresthesia). Such
findings should be reported promptly for timely intervention.

Note: Some health care centers document pulses as A (absent), D
(requires Doppler), W (weak), N (normal), or B (bounding).

Use these medications for the following reasons:
- Help prevent platelet adherence and thromboembolism.

- May be used in the postoperative period to prevent thrombus
formation.

- May be used to lyse clot formation if an embolus or thrombus is
present.

- May increase flexibility of erythrocytes, thereby enhancing their
movement through the microcirculation and preventing
aggregation of red blood cells and platelets. This therapy has the
potential to increase circulation at the capillary level and reduce
or alleviate symptoms caused by lack of blood flow.

- Reduce serum cholesterol levels and decrease inflammation in
vessel walls.

- Decrease systolic and diastolic blood pressures, which is
important in patients with peripheral arterial disease. Increased BP
promotes further arterial wall damage, plaque formation, and
rupture.
continued

Cardiovascular Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Explain the surgical intervention if one is planned.

- Endarterectomy
- Distal revascularization

- Percutaneous transluminal angioplasty (PTA or PTLA)

- Stent

If necessary, use a Doppler ultrasonic probe to check pulses, holding the
probe to the skin at a 45-degree angle to the blood vessel. Record the
presence or absence of pulsations, as well as rate, character,
frequency, and intensity of sounds.

Protect legs and feet from pressure or damage.

Monitor BP. Report to the health care provider any significant increase or
decrease greater than 15-20 mm Hg, or as directed.

For the first 48-72 hr after surgery (or as directed), prevent acute joint
flexion in the presence of a graft.

In the absence of acute cardiac or renal failure, encourage adequate fluid
intake.

For patients who have tissue loss, rest pain, or disabling claudication,
surgical intervention may be necessary to open the occluded
vessel or bypass the vessel to improve distal circulation.

Endarterectomy involves removal of the atheromatous obstruction via
arterial incision.

Revascularization bypasses the obstructed segment by suturing an
autogenous vein or graft proximally and distally to the obstruction.

A balloon-tipped catheter is inserted through the artery to the area of
occlusion. The balloon is gradually inflated to ablate the
obstruction.

During an arteriogram, a hollow tube is positioned and deployed
within a stenosed vessel to stretch and improve blood flow.
Combined with angioplasty, a stent may provide longer patency of
the vessel.

Doppler probes are capable of evaluating the amount of blood flow in
arteries in which pulses are difficult to palpate. Optimally, pulsatile
blood flow will be heard. In the presence of normal blood flow,
wavelike, whooshing sounds will be heard.

Decreased LE sensation increases risk of injury.
Foam protectors, special mattresses, cotton socks, and blankets are
useful.

BP is another indicator of peripheral perfusion pressure. An increase
in BP may interrupt the surgical site; decreased BP may cause
graft occlusion.

Joint flexion can impede blood flow and perfusion. Mild foot elevation
or light Ace-wrapping may help ease hyperemia of the extremity.

Adequate fluid intake enhances perfusion; inadequate fluid intake can
lead to dehydration and poor perfusion.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Perioperative Care” p. 45

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate

Cardiovascular Care Plans

a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Progressive exercise program as prescribed by the health
care team; importance of rest periods if claudication
occurs.
v Meticulous, routine skin and foot care.
v Medications, including drug name, purpose, dosage,
schedule, precautions, and potential side effects. Also

discuss  drug-drug,  food-drug, and  herb-drug
interactions.

v Referral to a smoking/tobacco cessation program if
appropriate.



Cardiac and Noncardiac Shock
(Circulatory Failure)

OVERVIEW/PATHOPHYSIOLOGY

Shock occurs when tissue perfusion is severely decreased,
causing cellular metabolic dysfunction. Shock is classified
according to the causative event.

Hypovolemic shock: Occurs when volume in the intravas-
cular space is severely decreased and the metabolic needs of
tissues cannot be met, as with severe hemorrhage or
dehydration.

Cardiogenic shock: Occurs when cardiac pump failure
results in decreased cardiac output, resulting in decreased sys-
temic perfusion, as with severe myocardial infarction.

Distributive shock conditions: Characterized by a signifi-
cant decrease in vascular volume. The three types are neuro-
genic shock, anaphylactic shock, and septic shock.

Neurogenic shock occurs when a neurologic event (e.g.,
spinal cord injury) causes loss of sympathetic tone, resulting
in massive vasodilation and decreased perfusion pressures.

Anaphylactic shock is caused by a severe systemic response
to an allergen (foreign protein), resulting in massive vasodila-
tion, increased capillary permeability, decreased perfusion,
decreased venous return, and subsequent decreased cardiac
output.

Septic shock occurs when bacterial toxins cause an over-
whelming systemic infection, resulting in severe hypotension
and decreased cardiac output.

Regardless of the cause, shock results in cellular hypoxia
secondary to decreased perfusion and ultimately in cellular,
tissue, and organ dysfunction. A prolonged shock state can
result in death; therefore early recognition and intervention
are essential.

HEALTH CARE SETTING

Critical care unit (e.g., cardiogenic shock in coronary care
unit; distributive shock in medical intensive care unit [ICU])

ASSESSMENT

Early signs and symptoms: Cool, pale, and clammy skin;
decreased pulse strength; dry and pale mucous membranes;
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restlessness; change in level of consciousness; hyperventila-
tion; anxiety; nausea; thirst; weakness.

Physical assessment: Rapid heart rate (HR); decreased
systolic blood pressure (SBP) and increased diastolic blood
pressure (DBP) secondary to catecholamine (sympathetic
nervous system [SNS]) response.

Late signs and symptoms: Decreased urinary output, hypo-
thermia, drowsiness, diaphoresis, confusion, and lethargy, all
of which can progress to a comatose state.

Physical assessment: Thready, rapid HR; low or decreas-
ing blood pressure (BP), usually with SBP less than 90 mm
Hg; rapid and possibly irregular respiratory rate (RR).

DIAGNOSTIC TESTS

Diagnosis is usually based on presenting symptoms and clinical
signs.

Arterial blood gas (ABG) values: May reveal metabolic aci-
dosis or respiratory alkalosis (bicarbonate [HCO;7] less than
22 mEq/L and pH less than 7.40) caused by anaerobic
metabolism.

Serial measurement of urinary output: Less than 30 mL/hr
(0.5 mL/kg/hr) indicates decreased perfusion and decreased
renal function.

Blood urea nitrogen (BUN) and creatinine: Increase with
decreased renal perfusion.

Serum electrolyte levels: 1dentify renal complications and
metabolic dysfunction as evidenced by hyperlactatemia and
elevated levels of electrolytes.

Cultures of blood, sputum, wound, and urine: To identify
the causative organism in septic shock.

White blood cell (WBC) count: Extremely elevated in septic
shock due to infection. Increased eosinophils may be present
in anaphylactic shock.

Complete blood count (CBC): Hematocrit (Hct) and hemo-
globin (Hgb) may be increased in severe dehydration or
decreased in the presence of hemorrhage.
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MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

Nursing Diagnoses:

Risk for Ineffective Renal Perfusion
Risk for Electrolyte Imbalance

PART I: Medical-Surgical Nursing

Risk for Ineffective Peripheral Tissue Perfusion
Risk for Decreased Gardiac Tissue Perfusion
Risk for Ineffective Cerebral Tissue Perfusion

related to decreased circulating blood volume occurring with shock

Desired Outcome: Within 1-2 hr of treatment, the patient has adequate perfusion as evi-
denced by peripheral pulse amplitude more than 2+ on a 0-4+ scale; brisk capillary refill (less
than 2 sec); SBP greater than 90 mm Hg; Sa0O, greater than 92%; mean arterial pressure

(MAP) 70-100 mm Hg; HR regular and 100 bpm or less; no significant change in mental
status; orientation to person, place, and time; normalized electrolytes; and urine output at

least 30 mL/hr (0.5 mL/kg/hr).

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess and document peripheral perfusion status. Report significant
findings.

Assess BP and indicators of hypotension at frequent intervals. Notify the
health provider promptly of significant findings.

If severe hypotension is present, place the patient in a supine position.

Assess for restlessness, confusion, mental status changes, and
decreased level of consciousness (LOC).

If these indicators occur, intervene to keep the patient safe from harm;
reorient as indicated.

[t E<]

Monitor for the presence of chest pain and an irregular HR. Report
significant findings.

=

Monitor urinary output hourly and check weight daily; notify the health
care provider of significant findings, including urine output less than
30 mL/hr (0.5 mL/kg/hr) in the presence of adequate intake and/or
weight gain.

Monitor laboratory results for elevated BUN and creatinine levels; report
increases.

Monitor serum electrolyte values for evidence of imbalances, particularly
of lactate, Na*, and K*. Assess for clinical signs of hyperkalemia,
such as muscle weakness, hyporeflexia, and irregular HR, and for
clinical signs of hypernatremia, such as fluid retention and edema.

Notify the health care provider of significant findings.

Avoid use of sedatives or tranquilizers.

Cardiovascular Care Plans

Significant findings include coolness and pallor of the extremities,
decreased amplitude of pulses, and delayed capillary refill.

Ineffective peripheral perfusion is an early sign of decreased cardiac
output and shock and necessitates prompt intervention.

Indicators of hypotension include decreased SBP of greater than
20 mm Hg below the patient’s normal range, dizziness, altered
mentation, and decreased urinary output.

Immediate intervention is necessary to avoid irreversible organ damage
due to poor perfusion.

This position promotes venous return. BP must be at least
80/60 mm Hg for adequate coronary and renal artery perfusion.

These are indicators of ineffective cerebral perfusion/cerebral hypoxia.

Patients with mental status changes due to poor cerebral perfusion are
at risk of falling or making inappropriate decisions regarding mobility
(e.g., getting out of bed without assistance).

These are indicators of decreased coronary artery perfusion.
Decreased coronary artery perfusion necessitates prompt intervention to
prevent ischemia.

Decreased urinary output is a sign of decreased cardiac output and
ineffective renal perfusion. Weight gain may be a sign of fluid
retention, which can occur with ineffective renal perfusion.

BUN more than 20 mg/dL and creatinine more than 1.5 mg/dL are
signals of ineffective renal perfusion.

Hyperlactatemia (more than 2-4 mmol/L), hypernatremia (Na* more than
147 mEg/L), and hyperkalemia (K* more than 5.0 mEg/L) may be
signs of renal and metabolic complications of shock as a result of
ineffective renal perfusion and the kidneys’ inability to regulate
lactate and electrolytes.

Electrolyte imbalances and acidosis are life threatening and need
immediate correction. Correction likely will include oxygen therapy,
fluid resuscitation, and replacement or excretion of electrolytes.

LOC can be altered by these medications, and tissue hypoperfusion
makes absorption unpredictable.



Risk for Electrolyte Imbalance

Cardiac and Noncardiac Shock (Circulatory Failure)
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ASSESSMENT/INTERVENTIONS

Administer fluids and medications as prescribed and according to the
type of shock, the patient’s clinical situation, and hemodynamic
interventions. See the following table.

Avoid rapid delivery of colloidal fluids in the treatment of hypovolemic
shock.

Cardiogenic Shock
- Vascular support

Intraaortic balloon counterpulsation
- Ventricular assist devices

- Fluid administration or diuretics

- Inotropes (e.g., dopamine)

- Antidysrhythmics

- Morphine

- Vasodilators (e.g., nitroprusside, nitroglycerin)

- Osmotic diuretics
- 0, support

Anaphylactic Shock
- Epinephrine (0.5 mL, 1:1000 in 10 mL saline):

- Bronchodilators

- Antihistamines

- Hydrocortisone

- Vasopressors

- 0, and airway support
- Albumin

- Ringer’s solution

Septic Shock
- Antibiotic therapy

- Fluid administration
- Vasoactive agents (e.g., norepinephrine, dopamine)
- Positive inotropic medications (e.g., dopamine)

RATIONALES

Interventions are determined by the clinical presentation and severity of
the shock state. Patients are transferred to ICU for invasive
hemodynamic monitoring with pulmonary artery catheter and use of
vasoactive intravenous (IV) drips to improve tissue perfusion.

Very rapid infusion of colloidal fluids may precipitate pulmonary edema.

To reduce cardiac workload.
To augment perfusion pressures.
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To bypass or assist the ventricles, lowering myocardial oxygen
requirements, reducing cardiac stress, and permitting cardiac
muscle rest.

To optimize blood volume. Fluids may be limited to prevent overload
(the heart is not able to handle the volume already in the
intravascular space), yet dehydration must be avoided. Decreasing
preload (fluids) may be the treatment of choice to take the workload
off the heart. An indwelling urinary catheter should be inserted for
accurate output measurement.

To increase cardiac contractility.
To control rapid, irregular heart rate.
To reduce severe chest pain and reduce preload and afterload.

To increase peripheral perfusion and reduce afterload vasoconstriction
caused by vasopressors.

To increase renal blood flow.
To increase oxygen availability to the tissues.

To promote vasoconstriction and decrease the allergic response by
counteracting vasodilation caused by histamine release.

To relieve bronchospasm.

To prevent relapse and relieve urticaria.

For its antiinflammatory effects.

May be necessary for reversing shock state.
To increase oxygen availability to the tissues.
Colloidal infusion to increase vascular volume.

Isotonic solution to replace intravascular fluid, electrolytes, and ions. In
shock states, fluid leaves the intravascular spaces.

Initial therapy is broad spectrum. Once the causative organism is
identified, specific antibiotic therapy can be initiated.

To maintain adequate vascular volume.
To reverse vasodilation and maintain perfusion.

To augment cardiac contractility.
continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Hypovolemic Shock
- Control of volume loss

- Blood transfusion

- Albumin
- Ringer’s solution

Essential to decrease life-threatening complications and mortality.

To increase 0, delivery at the tissue level when more than 2 L of blood
has been lost. Often a combination of packed red blood cells (RBCs)
and a crystalloid solution is administered.

Colloidal infusion to increase vascular volume.

Isotonic solution to replace fluids, electrolytes, and ions lost with
bleeding.

Nursing Diagnosis:

Impaired Gas Exchange

related to altered oxygen supply occurring with decreased respiratory muscle

function

Desired Outcome: Within 1-2 hr of intervention, the patient has adequate gas exchange as
evidenced by Sa0, greater than 92%; Pa0O; at least 80 mm Hg; PaCcO, 45 mm Hg or less; pH
at or near 7.35; presence of eupnea; and orientation to person, place, and time.

ASSESSMENT/INTERVENTIONS

RATIONALES

Monitor ABG results. Report significant findings.

Monitor Sao,. Report significant findings.

Assess respirations g30min; note and report presence of tachypnea or
dyspnea.

Assess for mental status changes, restlessness, irritability, and
confusion.

Report significant findings.

Teach the patient to breathe slowly and deeply in through the nose and
out through the mouth.

Ensure the patient has a patent airway; suction secretions as needed.
Administer O, as prescribed; deliver 0, with humidity.

The presence of hypoxemia (decreased Pao,), hypercapnia (increased
Paco,), acidosis (decreased pH, increased Paco,, and increased
lactate levels) are signs of decreased gas exchange.

Readings of 92% or less are indicators of decreased oxygenation, and
oxygen therapy likely will be required.

Fast or labored breaths may signal respiratory distress and possibly
respiratory failure. Tachypnea and dyspnea also may be signs of
pain, anxiety, or infection and should be evaluated accordingly.

Often these are symptoms of hypoxia.

Supplemental oxygen or other respiratory interventions likely will be
required.

These actions slow the respiratory cycle for better alveolar gas
exchange.

This intervention promotes gas exchange.

These interventions increase oxygen supply and help prevent its
convective drying effects on oral and nasal mucosa.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Psychosocial Support” p. 72

“Psychosocial Support for the Patient’s Family and p. 84

Significant Other”

Cardiovascular Care Plans

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

For interventions, see discussion of the patient’s primary
diagnosis.




Cardiac Surgery

OVERVIEW/PATHOPHYSIOLOGY

Surgical intervention may be necessary to treat acquired or
congenital heart disease. Coronary artery bypass grafting
(CABQG) is performed to treat blocked coronary arteries. A
portion of the saphenous vein, internal mammary artery, gas-
troepiploic artery, or radial artery is excised and anastomosed
to coronary arteries, revascularizing the affected myocardium.
Valve repair or replacement is performed for patients with val-
vular stenosis or valvular incompetence of the mitral, tricus-
pid, pulmonary, or aortic valve. Aortic surgery may be done to
remove or repair an aortic aneurysm. Other types of cardiac
surgeries are performed to correct heart defects that are either
acquired or congenital, such as ventricular aneurysm, ven-
tricular or atrial septal defects, transposition of the great
vessels, and tetralogy of Fallot. Heart transplantation may be
considered for some patients diagnosed with end-stage cardiac
disease; however, the national shortage of acceptable donor
organs remains an obstacle. Some patients waiting for heart
transplants may have a ventricular assist device placed to
serve as a bridge until transplant. Combined heart-lung

b

<)
1

transplantation is performed for patients with end-stage disease
affecting both organs.

Many patients undergoing cardiac surgery may have tem-
porary epicardial pacing wires placed. These wires are placed
on the heart at the time of surgery and pulled through the
chest wall where they can be attached to a temporary pace-
maker. They are used for temporary pacing postoperatively if
needed. When no longer needed, they may be removed by
nurses or other health care providers who have demonstrated
technical proficiency.

HEALTH CARE SETTING

When the surgery is elective, patients are often admitted to
the hospital on the day of surgery. However, many patients
undergoing cardiac surgery may be in an emergent or urgent
situation and may be directly admitted from an emergency
room, clinic, or medical office.

During the perioperative period, many patients may need
to be in a cardiac or intensive care unit (CCU/ICU) for
monitoring and stabilization. When stable they may be trans-
ferred to a cardiac unit.

Nursing Di is for P tive Patients:

Deficient Knowledge

related to unfamiliarity with the diagnosis, surgical procedure, preoperative

routine, and postoperative course

Desired Outcome: Before surgery, the patient verbalizes knowledge about the diagnosis, surgi-

cal procedure, and preoperative and postoperative regimens.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Assess the patient’s level of knowledge about the diagnosis and surgical
procedure, and provide information as necessary. Encourage
questions, and allow time for verbalization of concerns and fears.

When appropriate, provide orientation to the ICU and equipment that will
be used postoperatively.

This assessment helps ensure that information is selected and

presented in a manner that is culturally and educationally
appropriate.

Knowledge level will vary from patient to patient. Some patients find
detailed explanations helpful; others prefer brief and simple
explanations. The amount of information given depends on learning
needs and should be individualized.

Familiarity with the unit and equipment optimally will promote
understanding and minimize stress.
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ASSESSMENT/INTERVENTIONS

Provide instructions for and demonstrate deep breathing and coughing
techniques; ask the patient to give a return demonstration.

Reassure the patient that postoperative pain will be managed with
medication. Explain the types of medication administration
available—i.e., epidural, patient-controlled analgesia (PCA),
intermittent intravenous (IV), and by mouth (PO).

Advise the patient that in the immediate postoperative period, speaking
will be impossible but that other means of communication (e.g.,
nodding, writing) will be available.

Review and demonstrate sternal precautions.

RATIONALES

Deep breathing and coughing are essential postoperative techniques
that reinflate the lungs after heart-lung bypass and help prevent
atelectasis and pneumonia.

This information may aid in reducing anxiety about postoperative pain
and increase understanding of the types of pain medications.

An endotracheal tube that will assist with breathing will prevent speech.
Knowledge that alternative methods will be employed will reassure
and help prepare patients.

Sternal precautions include how to get in and out of the bed and chair
without using upper extremities; not lifting, pushing, or pulling more
than 5-10 Ib with each upper extremity for a period of 4-6 wk; and
not driving a car for the same period of time.

Nursing Diagnosis:
Activity Intolerance

related to generalized weakness and bedrest following cardiac surgery

Desired Outcome: By a minimum of 24 hr before hospital discharge, the patient rates per-
ceived exertion at 3 or less on a 0-10 scale and exhibits cardiac tolerance to activity after
cardiac surgery as evidenced by heart rate (HR) 110 bpm or less, systolic blood pressure
(SBP) within 20 mm Hg of resting SBP, and respiratory rate (RR) 20 breaths/min or less

with normal depth and pattern (eupnea).

ASSESSMENT/INTERVENTIONS RATIONALES

Assess vital signs at frequent intervals, and be alert to any changes. Notify

the health care provider of significant findings, including a blood
pressure (BP) change greater than 20 mm Hg.

Ask the patient to rate perceived exertion (RPE) during activity, and monitor

for evidence of activity intolerance. Notify the health care provider of
significant findings.

Facilitate coordination of health care providers to provide rest periods
between care activities and thus decrease cardiac workload.

Assist with exercises, depending on tolerance and prescribed activity

limitations. As prescribed, initiate physical therapy (PT) and/or cardiac

rehabilitation.

See Chapter 4, “Prolonged Bedrest,” Risk for Activity Intolerance, p. 61,

and Risk for Disuse Syndrome, p. 63, for a discussion of in-bed
eXercises.

Hypotension, tachycardia, crackles (rales), tachypnea, and diminished
amplitude of peripheral pulses are signs of cardiac complications
and should be reported promptly for timely intervention.

An RPE greater than 3, along with cool, diaphoretic skin, is a signal to
stop the activity and notify the health care provider. See Chapter
4, “Prolonged Bedrest,” Risk for Activity Intolerance, p. 62, for
a discussion of RPE.

Uninterrupted rest of at least 90 min helps decrease cardiac
workload. An increased cardiac workload is likely if too many
activities are performed without concomitant rest.

Monitored exercise increases activity tolerance.

Cardiovascular Care Plans
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Cardiac Surgery

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Perioperative Care” for Risk for Infection p. 52

“Prolonged Bedrest” for Ineffective Peripheral Tissue p. 65
Perfusion

“Pulmonary Embolus” for Risk for Bleeding related to p. 130
anticoagulation therapy

“Coronary Artery Disease” for Risk for Ineffective p. 162
Renal Perfusion

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for follow-up teaching. Include written
information with verbal reinforcement and allow time for
questions.

v Medications, including drug name, dosage, schedule,
purpose, precautions, and potential side effects. Also
discuss drug-drug, herb-drug, and food-drug interactions.

v Technique for assessing radial pulse, temperature, and
weight, if these indicators require monitoring at home,
and the importance of reporting significant changes to
the health care provider.

v Signs and symptoms that necessitate immediate medical
attention: chest pain, dyspnea, shortness of breath,
weight gain, edema, inability to urinate, nausea, vomit-
ing, and decrease in exercise tolerance.

v Care of incision site; importance of assessing for signs of
infection, such as increased incisional pain, drainage,
swelling, fever, persistent redness, and local warmth and
tenderness.

v Symptoms requiring medical attention for patients
taking warfarin, such as bleeding from the nose
(epistaxis) or gums, hemoptysis, hematemesis, hematu-
ria, melena, hematochezia, menometrorrhagia, and

excessive bruising. In addition, stress the following: take
warfarin at the same time every day, notify the health
care provider if any signs of bleeding occur, avoid over-
the-counter and herbal medications (e.g., aminosalicy-
lates [ASAs], nonsteroidal antiinflammatory drugs
[NSAIDs], garlic supplements, feverfew, ginkgo, sweet
clover) unless approved by the health care provider,
carry a medical alert bracelet or card, avoid constrictive
or restrictive clothing, and use a soft-bristled toothbrush
and electric razor.

v Importance of pacing activities at home and allowing
frequent rest periods.

v Referral to a cardiac rehabilitation program.

v Activity restrictions (e.g., no heavy lifting, pushing, or
pulling anything heavier than 5-101b with upper
extremities for at least 4-6 wk); prescribed exercise
program; and resumption of sexual activity, work, and
driving a car, as directed.

v/ Maintenance of a low-sodium and low-cholesterol diet.
Encourage patients to use food labels to determine
sodium, fat, and cholesterol content of foods.

v Telephone number of the nurse and health care
provider to discuss concerns and questions or clarify
instructions.

v Importance of follow-up visits the with health care pro-
vider; confirm date and time of next appointment.

v Discussion of the patient’s home environment and
potential need for changes or adaptations (e.g., too
many steps to climb, activities of daily living that are
too strenuous).

v Introduction to local Heart Association activities.
Provide the address or telephone number for the local
chapter or encourage the patient to contact the
following:

e American Heart Association at www.americanheart
.org.

e For patients awaiting heart transplantation, as appro-
priate: The United Network for Organ Sharing at
WWW.UNOS.OT.

[BIIPSA | LHVd

(9p]
=
=
Q
S
=
=
c
-
@,
S
Q

e The Heart and Stroke Foundation at www

.heartandstroke.com.

Cardiovascular Care Plans
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Coronary Artery Disease 1 9

OVERVIEW/PATHOPHYSIOLOGY

Coronary artery disease (CAD) is the leading cause of death
in the United States, affecting more than 17 million Ameri-
cans. The coronary arteries supply the myocardial muscle with
oxygen and the nutrients necessary for optimal function. In
CAD, the arteries are narrowed or obstructed, potentially
resulting in cardiac muscle death. Atherosclerotic lesions,
arterial spasm, platelet aggregation, and thrombus formation
all may cause obstruction. The most common symptom of
CAD is angina, affecting 50% of patients with this disease.
Angina results from the decreased blood flow and insufficient
oxygen supply to the heart muscle.

Acute coronary syndrome (ACS) refers to an imbalance
between myocardial oxygen supply and demand secondary to
an acute plaque disruption or erosion. ACS is an umbrella
term that includes stable coronary artery disease (SCAD),
unstable angina (USA), non—ST-elevation myocardial infarc-
tion (NSTEMI), and ST-segment elevation myocardial infarc-
tion (STEMI).

USA is defined as an increase in severity, frequency, or
intensity of anginal pain or a new onset of rest angina, lasting
more than 20 min. NSTEMI is defined by clinical presenta-
tion of chest pain with an elevation in cardiac biomarkers and
electrocardiograph (ECG) changes that may include T-wave
inversion or ST-segment depression but no ST-segment eleva-
tion. Diagnosis of STEMI is based on elevated cardiac bio-
markers plus ST-segment elevation on ECG signifying
ischemia. Of the three, STEMI is the most serious and life
threatening.

Time is essential in diagnosing and treating patients with
ACS. Patients presenting with a STEMI are high priority for
intervention. An ECG is the primary assessment tool that
guides the intervention strategy. Primary angioplasty is the
therapy of choice for reperfusion in acute myocardial infarc-
tion (AMI). However, not all acute care hospitals in the
United States can provide percutaneous coronary interven-
tion (PCI). Because time is so critical in patients presenting
with STEMI, a decision must be made by the health care
provider to proceed with either fibrinolytic therapy or primary
PCI within 10 min of presentation. The goal for door-to-
needle time is within 30 min and door-to-balloon time within
60-90 min. Initiating thrombolysis within 70 min of symptom
onset is key to reducing mortality and morbidity. If
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catheterization laboratory facilities for primary intervention
are not available within this “golden hour,” fibrinolytics are
administered until transport can be arranged.

HEALTH CARE SETTING

Primary care, acute care, intensive/coronary care unit

ASSESSMENT

Signs and symptoms: Chest pain, substernal pressure and
burning, and pain that radiates to the jaw, shoulder, or arm
are the most common symptoms of ischemia. Weakness, dia-
phoresis, nausea, vomiting, shortness of breath, and acute
anxiety also may occur. Heart rate (HR) may be abnormally
slow (bradycardia), especially in right coronary artery (RCA)
infarct, or it may be rapid (tachycardia). Stable or progres-
sively worsening angina occurs when myocardial demand for
O, is more than the supply, such as during exercise. Pain is
often described as a feeling of pressure or as a crushing or
burning substernal pain that radiates down one or both arms.
It can be felt also in the neck, cheeks, and teeth. Usually
anginal pain is relieved by discontinuation of exercise, rest, or
administration of nitroglycerin (NTG).

Physical assessment: Anxiety, hypertension, tachycardia,
tachypnea, and dynamic ECG changes are the most common
symptoms of acute ischemia. Severe hypotension may occur
in shock states. Temperature elevations can occur secondary
to the inflammatory process. Intensity of S; and S, heart
sounds may be decreased. Pulmonary congestion may occur if
ventricular failure is present, and S; and S; sounds may be
auscultated.

History and risk factors: Family history, increasing age,
male gender, smoking, low high-density lipoprotein (HDL)
values, hypercholesterolemia, diabetes mellitus, hypertension,
and metabolic syndrome. Obesity, glucose intolerance, and a
sedentary, stressful lifestyle also contribute to increased risk.
Chest pain occurring with exertion is a warning sign of CAD.

DIAGNOSTIC TESTS

ECG: Reveals dynamic changes in the presence of ische-
mia. When the ECG is performed during chest pain, charac-
teristic changes may include ST-segment elevation or
depression greater than 0.05 mV in leads over the area of
ischemia. The presence of a bundle branch block also can be
determined on ECG as well as dysrhythmias. Serial ECGs are




Coronary Artery Disease

often done on patients with acute syndromes. As ischemia
advances, the muscle does not transmit electrical impulses,
and the ECG helps determine the area and extent of the
infarct.

Cardiac biomarkers: Creatinine phosphokinase (CPK),
CK-MB, and troponin [ and T are proteins released in response
to ischemia or MI. Elevations of these biomarkers usually
occur 4-6 hr after ischemic damage. Serial tests qSh for 24 hr
are recommended and help determine the extent of myocar-
dial damage.

C-reactive protein: If elevated from the normal range of
0.03-1.1 mg/dL, this signals that coronary artery plaques are
inflammatory and the patient is at higher risk of an acute
coronary event.

Echocardiogram: Assesses ventricular function, chamber
size, valvular function, ejection fraction, wall motion, and
hemodynamic measurements. Heart muscle damage may alter
ventricular function, wall motion, and hemodynamic pres-
sures. A heart muscle that moves weakly may have been
damaged during an acute ischemic attack, or it may be receiv-
ing too little oxygen.

Chest x-ray examination: Usually normal unless heart
failure is present.

Total lipid panel: Obtained during the patient’s evaluation
and treatment to assess for hyperlipidemia, a risk factor in
CAD. Low HDL (value less than 40 mg/dL) and high low-
density lipoprotein (LDL) (value greater than 100 mg/dL)
are linked to atherosclerotic heart disease. (Values may change
in the presence of acute ischemia, and therefore are consid-
ered more valid when they are obtained before hospital
discharge.)

Stress tests: Stress testing with concurrent imaging of the
heart is the standard means of noninvasive cardiac evaluation.
Stress tests are prescribed to assess coronary artery flow, val-
vular function, and wall motion abnormalities.

Exercise treadmill test: To determine the amount of
exercise-induced ischemia, hemodynamic response, and ECG
changes with exercise. Significant findings include 1 mm or
more ST-segment depression or elevation, dysthythmias, or a
sudden decrease in blood pressure (BP).

Stress echocardiogram: Typically performed using either a
treadmill or bicycle. Echocardiograms are obtained before and
immediately after exercise. A stress-induced imbalance in the
myocardial supply/demand ratio will produce myocardial
ischemia and regional wall motion abnormality (the area of
ischemia affects muscle contraction). Stress echocardiography
is particularly useful for identifying CAD in patients with
multivessel disease.

Stress echocardiogram: Dobutamine, adenosine, or dipyri-
damole is used as a stress agent with echocardiogram imaging
for patients who cannot exercise.

Cardiac nuclear imaging modalities:

Myocardial perfusion imaging:

e Detection of CAD is found by differential blood flow
through the left ventricular myocardium. Normal blood
flow and normal tracer uptake are seen with unobstructed
coronary arteries; diminished flow and diminished tracer
uptake are found with coronary stenosis. An abnormality
will be present in an area of myocardial infarction (MI)
resulting from lack of blood flow.

e Commonly used radiopharmaceutical agents are thal-
lium-201 and technetium-99m sestamibi. Dobutamine,
adenosine, and dipyridamole are pharmacologic stress
agents used in combination with a radiopharmaceutical
agent if patients are unable to exercise or fail to reach 85%
of age-predicted maximum HR.

¢ Single-photon emission computed tomography (SPECT) is
used to develop three-dimensional views of cardiac pro-
cesses and cellular level metabolism by viewing the heart
from several different angles and using tomography methods
to reconstruct the image. SPECT enables clearer resolution
of myocardial ischemia and better quantification of cardiac
damage.

Radionuclide angiography: Used to evaluate left and right
ventricular ejection fraction (EF), left ventricular volume, and
regional wall motion. The first-pass technique is a fast acquisi-
tion of myocardial images. Gated pool ejection or multiple-
gated acquisition (MUGA) scan permits calculation of the
amount of blood ejected with ventricular contraction and is
used for risk stratification of patients after MI or with CAD.

CT: May be helpful in differentiating AMI from aortic dis-
section in patients with severe, tearing back pain and associ-
ated dyspnea and/or syncope.

Ambulatory monitoring: 24-hr ECG monitoring (Holter
monitor) can show activity-induced ST-segment changes or
ischemia-induced dysrhythmias.

Coronary arteriography via cardiac catheterization:

The gold standard of diagnostic testing for CAD. Arterial
lesions (plaque) are located and the amount of occlusion
determined. During this test, feasibility for coronary artery
bypass grafting (CABG) or percutaneous coronary interven-
tion (PCI) is determined. For details, see Chapter 18, “Cardiac
Surgery,” p. 149.

Intravascular ultrasound: A flexible catheter with a minia-
ture transducer at the tip is threaded to the coronary arteries
to provide information on the interior of the coronary arteries.
Ultrasound is used to create a cross-sectional image of the
three layers of the arterial wall and its lumen to assess the
degree of atherosclerosis.

Cardiovascular Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

Nursing Diagnosis:

Acute Pain (Angina)

related to decreased oxygen supply to the myocardium

ASSESSMENT/INTERVENTIONS
Assess location, character, and severity of the pain. Record severity on a
subjective 0 (no pain) to 10 (worst pain) scale.

Assess HR and BP during episodes of chest pain. Be alert to and report
significant findings.

Administer 0, as prescribed.
Deliver 0, with humidity.

Administer sublingual NTG at the onset of pain (if not on an IV NTG drip),
and explain to the patient that it is to be administered as soon as
angina begins, repeating g5min x3 if necessary.

Notify the health care provider of unrelieved pain.

As prescribed, increase intravenous (IV) NTG drip in increments of
10 mcg if pain persists, and continue to monitor SBP. Notify the
health care provider if SBP is below 90 mm Hg, HR is less than 60,
or RR is less than 10.

As prescribed, add IV morphine sulfate in small increments (2 mg).
Monitor HR, RR, and BP.

Obtain ECG as prescribed.

Stay with the patient and provide reassurance during periods of angina.

Monitor for the presence of headache and hypotension after
administering NTG.

Maintain the patient in a recumbent position with the head of bed (HOB)
elevated no higher than 30 degrees during angina and NTG
administration.

Emphasize to the patient the importance of immediately reporting angina
to the health care team.

Instruct the patient to avoid activities and factors known to cause stress.

Discuss the value of relaxation techniques, including tapes, soothing
music, biofeedback, meditation, or yoga. See Deficient Knowledge
(relaxation techniques) later.

Administer beta-blockers (e.g., metoprolol, atenolol, carvedilol) as
prescribed.

Cardiovascular Care Plans

Desired Outcomes: Within 30 min of onset of pain, the patient’s subjective perception of
angina decreases, as documented by a pain scale. Objective indicators, such as grimacing and
diaphoresis, are absent or decreased.

RATIONALES

This assessment monitors degree, character, precipitator, and trend of
pain for the initial check and subsequent comparisons.

Increases in HR and changes in systolic blood pressure (SBP) greater
than 20 mm Hg from baseline signal increased myocardial 0,
demands and necessitate prompt medical intervention.

Hypoxia is common because of the decreased perfusion and adds stress
to the compromised myocardium.

Humidity helps prevent oxygen’s convective drying effects on oral and
nasal mucosa.

NTG increases microcirculation, perfusion to the myocardium, and
venous dilation. Venous dilation causes pooling in the periphery so
that less blood comes back to the right side of the heart, which in
turn lowers 0, demand.

If pain is unrelieved or returns very quickly, emergency medical
treatment is advised.

SBP should be maintained at 90 mm Hg or higher until pain is
relieved to avoid worsening ischemia secondary to hypotension. NTG
lowers BP.

IV morphine sulfate is added in small increments to titrate for
adequate pain relief. Morphine also decreases heart rate, BP, RR,
and anxiety.

ECG patterns may reveal ischemia, as evidenced by dynamic ST- or
T-wave changes, evidence of new Q waves, or left bundle branch
block.

These measures reduce anxiety, which might otherwise worsen the
angina.

These are side effects of NTG as a result of vasodilation.

This position minimizes the potential for headache/hypotension by
enabling better blood return to the heart and head.

Early treatment decreases morbidity and mortality.

Stress may precipitate angina.

Relaxation helps reduce stress and anxiety, which otherwise may
precipitate angina.

These medications block beta stimulation to the sinoatrial (S-A) node
and myocardium. HR, BP, and contractility are decreased,
subsequently reducing workload of the heart and myocardial oxygen
demand, ultimately improving myocardial oxygenation. Metoprolol
may be administered IV as the initial treatment.



Activity Intolerance

Coronary Artery Disease

ASSESSMENT/INTERVENTIONS RATIONALES

Administer long-acting nitrates (isosorbide preparations) and/or topical
nitrates as prescribed.

Administer angiotensin-converting enzyme (ACE) inhibitor (e.g., enalapril,
captopril, quinapril, ramipril) as prescribed.

Administer calcium channel blockers (e.g., nifedipine, diltiazem) as
prescribed.

Administer aspirin as prescribed.
Administer antihyperlipidemic agents (e.g., atorvastatin, rosuvastatin) as

prescribed.
Administer stool softeners as prescribed.

Nitrates are given for anginal prophylaxis via vasodilation, lowering of
BP, and decreasing 0, demand.

ACE inhibitors reduce BP, down-regulate the renin-angiotensin-
aldosterone system (RAAS), and improve long-term survival.

Calcium channel blockers decrease coronary artery vasospasm, a
potential cause of ischemia and subsequent angina. They also cause
the vessels to dilate, increasing blood flow to the heart.

Aspirin reduces platelet aggregation, which helps prevent obstruction of
the coronary arteries.

These agents, also known as “statin” drugs, are used to reduce
hyperlipidemia and can stabilize plaque.

Straining at stool or constipation can increase myocardial work.

Nursing Diagnosis:

Activity Intolerance

related to generalized weakness and imbalance between oxygen supply and
demand occurring with tissue ischemia secondary to MI.

Desired Outcome: During activity, the patient rates perceived exertion at 3 or less on a 0-10
scale and exhibits cardiac tolerance to activity as evidenced by respiratory rate (RR) 20
breaths/min or less, HR 120 bpm or less (or within 20 bpm of resting HR), SBP within
20 mm Hg of resting SBP, and absence of chest pain and new dysrhythmias.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the frequency of angina, noting alleviating and precipitating factors.

Observe whether angina occurs at rest and is relieved or unrelieved by
NTG. Document accordingly.

m Assess the patient’s response to activity and report significant findings.

Ask the patient to rate perceived exertion (RPE). See “Prolonged Bedrest,”
Risk for Activity Intolerance, p. 62, for details.

Help the patient recognize and limit activities that increase 0, demands,
such as exercise and anxiety.

Administer 0, as prescribed for angina episodes.
Deliver 0, with humidity.

Have the patient perform range-of-motion (ROM) exercises, depending on
tolerance and prescribed activity limitations.

This assessment detects evidence of imbalance between oxygen
supply and demand and hence potential activity intolerance.
The four classifications of angina are as follows:

Class I: Angina occurs only with strenuous activity.

Class Il: Angina occurs with moderate activity such as walking
quickly or climbing stairs, walking uphill, or walking at a
normal pace more than two blocks or one flight of stairs.

Class lll: Angina occurs with mild activity such as climbing one
flight of stairs or walking level for one to two blocks.

Class IV: Angina occurs with any physical activity and may be
present at rest.

Chest pain, increase in HR (greater than 20 bpm), change in SBP
(20 mm Hg over or under resting BP), excessive fatigue, and
shortness of breath are signs of activity intolerance that should be
reported promptly for timely intervention.

RPE higher than 3 is a signal to stop the activity.

This information helps patients recognize and attempt to control
factors that increase ischemia.

This measure increases oxygen supply to the myocardium.

Humidity helps prevent oxygen’s convective drying effects on oral and
nasal mucosa.

Cardiac intolerance to activity can be further aggravated by prolonged
bedrest.

continued

Cardiovascular Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

Consult the health care provider about in-bed exercises and activities that This intervention enables progressive pacing toward the patient’s
can be performed by the patient as the condition improves. optimal activity potential. In addition, the cardiac rehabilitation
department should be consulted for early and progressive activity.

For further interventions, see “Prolonged Bedrest,” Risk for Activity
Intolerance, p. 61, and Risk for Disuse Syndrome, p. 63.

Nursing Diagnosis:
Imbalanced Nutrition: More Than Body Requirements

related to excessive intake of calories, sodium, or fats

PART I: Medical-Surgical Nursing

Desired Outcome: Within the 24-hr period before hospital discharge, the patient demon-
strates knowledge of the dietary regimen by planning a 3-day menu that includes and
excludes appropriate foods.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess body weight and body mass index (BMI). Being overweight is a risk factor for CAD and puts more workload on the

If the patient is over ideal body weight, discuss benefits of weight heart.
loss.

Discuss ways to decrease dietary intake of saturated (animal) fats Reducing dietary saturated fat is effective in lowering the risk of heart and
and increase intake of polyunsaturated (vegetable oil) fats. blood vessel disease in many individuals.

Teach the patient to limit dietary intake of cholesterol to less than Reducing cholesterol intake is effective in lowering the risk of heart and
300 mg/day. Encourage use of food labels to determine blood vessel disease in many individuals.
cholesterol content of foods.

Teach the patient to limit dietary intake of refined/processed sugar. Refined sugars are empty calories that can convert to fat stores.

Teach the patient to limit dietary intake of sodium chloride (NaCl) to Increased sodium intake can lead to water retention, which increases
less than 4 g/day (mild restriction). Encourage reading food labels vascular volume and cardiac workload.
to determine sodium content of foods.

Instruct the patient and significant other in use of “Nutrition Facts” This information reveals the amount of calories, total fat, saturated fat,
(federally mandated public information on all food product labels). cholesterol, and sodium in foods. Patients should be especially aware

of the serving size listed for respective nutrients. (A serving size listed
as 4 oz on a package containing 12 oz would mean patients would get
3 times the amount of each ingredient if they eat the entire contents of
the container!)

Encourage intake of fresh fruits, natural (unrefined or unprocessed) These food groups ensure a healthy, balanced diet.
carbohydrates, fish, poultry, legumes, fresh vegetables, and
grains.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the purpose, precautions, and side effects of
nitrates

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
understanding of the purpose, precautions, and side effects of nitrates.

Cardiovascular Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

O
>
Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and presented in a =_U|
comprehension). Assess culture and culturally specific manner that is culturally and educationally appropriate. =
information needs. §
Teach the purpose of the prescribed nitrate (isosorbide, NTG). These medications are given during angina to increase microcirculation, venous %
dilation, and blood to the myocardium, which should decrease angina. A °.°—
patient who is knowledgeable about the purpose of this drug will be more g
likely to adhere to the therapeutic regimen. %
Instruct the patient to report to the health care provider or staff The vasodilation effect of nitrates can result in transient headaches, in which i
the presence of a headache associated with nitrates. case the health care provider may alter the dose of the isosorbide. Tylenol =
may be recommended for treatment of headaches if not contraindicated. %
Teach the patient to assume a recumbent position with HOB This position may reduce pain by enabling better blood return to the heart <
slightly elevated if a headache occurs. and head.
Instruct the patient to rise slowly from a sitting or lying position and Vasodilation from nitrates also may decrease BP, which can result in orthostatic
to remain by the chair or bed for 1 min after standing to ensure hypotension and injury to the patient.

he or she is not going to experience orthostatic changes.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the purpose, precautions, and side effects of
beta-blockers

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
understanding of the purpose, precautions, and side effects of beta-blockers.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s readiness and ability to learn. This assessment helps ensure that information is selected and presented at a
time and in a manner that is appropriate for the patient.

Teach the purpose of beta-blockers. Patients who are knowledgeable about the purpose of this medication will be
more likely to adhere to therapy. These medications block beta stimulation
to the S-A node and myocardium. HR and contractility are decreased,
subsequently decreasing workload of the heart. As well, they decrease
myocardial oxygen demand, thereby improving myocardial oxygenation.

Instruct the patient to be alert to depression, fatigue, dizziness, Side effects may discourage patients from continuing taking the medication.
erythematous rash, respiratory distress, and sexual
dysfunction. Explain the importance of notifying the health care
provider promptly if these side effects occur.

Explain that BP and HR are assessed before administration of These medications can cause hypotension and excessive slowing of the heart.
beta-blockers.

Caution the patient not to omit or abruptly stop taking Stopping this medication abruptly may result in rebound tachycardia,
beta-blockers. potentially causing angina or MI.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with drug-drug and herb-drug precautions and adverse
effects

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
understanding of the potential drug-drug and herb-drug precautions and adverse effects.

Cardiovascular Care Plans




PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

(=)
[
g Ascertain any herbs currently being taken. Determining current herb usage will guide the teaching plan.
= Plan a teaching strategy to include precautions and adverse effects of Patients who are knowledgeable about the precautions and
g potential drug-drug and herb-drug interactions. adverse effects of herb to drug interactions may avoid adverse
gv effects.
"_-’ Instruct the patient to be alert to adverse signs such as bleeding with Because risk of bleeding in persons using anticoagulant or antiplatelet
_S excessive garlic intake or garlic supplements when taking agents increases, concomitant use with garlic should be avoided.
= anticoagulant or antiplatelet drugs. Garlic supplements should be discontinued about 10 days before
= elective surgical procedures, especially by patients taking aspirin or
= warfarin.
oc
E Ay Caution the patient to avoid use of ginseng. Ginseng can cause hypertension.
\/ Caution the patient to avoid taking St. John’s wort while taking cardiac Coadministration of this herb with antiarrhythmics, beta blockers, and
== medications. calcium channel blockers may result in reduced medication

bioavailability and effectiveness with subsequent recurrence of
dysrhythmias, hypertension, or other undesirable effects.

II' Caution the patient to avoid grapefruit when taking statin medications. Grapefruit contains a compound that interacts with enzymes needed to
metabolize statins, resulting in their accumulation. Accumulation of
statins can cause liver or kidney failure.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the disease process and lifestyle implications of

CAD

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge about the disease process of CAD and concomitant lifestyle implications.

ASSESSMENT/INTERVENTIONS RATIONALES

Teach the patient about CAD, including pathophysiologic Increasing patients’ knowledge of their health status optimally will promote
processes of cardiac ischemia, angina, and infarction. adherence to the treatment regimen.

Assist with identifying risk factors for CAD and risk factor Risk factor identification optimally will result in risk factor modification,
modification. including:

- Diet low in cholesterol and saturated fat
- Smoking cessation

- Regular activity/exercise program

- Weight loss (if appropriate)

Discuss symptoms that necessitate medical attention. Progression to unstable angina, loss of consciousness, decreased exercise
tolerance, angina unrelieved by NTG, increasing frequency of angina, and
need to increase the number of NTG tablets to relieve angina are symptoms
that necessitate medical attention to prevent MI.

Discuss guidelines for sexual activity. Drugs for erectile dysfunction (e.g., Viagra, Cialis, Levitra) cannot be taken
simultaneously with NTG because this may cause a sudden drop in BP.
Resting before intercourse, finding a comfortable position, taking prophylactic
NTG, and postponing intercourse for 1- 1} hr after a heavy meal are valid
guidelines that help minimize oxygen demand on the heart.

Discuss the rationale for antihyperlipidemic therapy, which may
include the following:

- HMG-CoA reductase inhibitors (e.g., lovastatin, simvastatin, These agents inhibit the enzyme involved in early cholesterol formation, thereby
fluvastatin, pravastatin, atorvastatin) reducing total cholesterol levels, including LDL and triglycerides, while
increasing HDL.

- Nicotinic acid (niacin) This vitamin lowers triglyceride and LDL levels while raising HDL levels.

Cardiovascular Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

O

- Fibric acid derivatives (e.g., gemfibrozil, fenofibrate) These agents lower triglycerides and raise HDL. E
- Bile acid sequestrant resins (e.g., cholestyramine, colestipol)  These agents bind with bile acids in the intestine and remove LDL and -~
cholesterol from the blood. §

o

Discuss procedures such as cardiac catheterization, PCI, and PCl is a procedure that improves coronary blood flow by using a balloon inflation g'
CABG, if appropriate. catheter to rupture plaque and dilate the artery. It is performed in the cardiac o

catheterization laboratory under local anesthesia and with mild sedation,
enabling patients to be awake and interact with the health care team. PCI is
a common alternative to bypass surgery for individuals with discrete lesions.
Balloon angioplasty traditionally is followed by stent placement. Following the
procedure, patients routinely are placed on antiplatelet agents (e.g., ASA and
Plavix) to reduce risk of in-stent restenosis post PCI. Additionally, drug-
eluting stents further reduce risk of restenosis. An antirestenotic medication
contained within the polymer of these stents is released over a period of
time to modify the healing response that would result in restenosis.
Complications of PCl include bleeding, acute in-stent thrombosis, vascular
injury, infection, MI, stroke, contrast-induced nephropathy, allergic reaction
to medications or contrast, and death.

Cardiac catheterization is discussed later in this section, and CABG is discussed
in Chapter 18, “Cardiac Surgery,” p. 149.
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Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with relaxation techniques effective for stress
reduction

Desired Outcome: The patient reports subjective relief of stress after using a relaxation

technique.
ASSESSMENT/INTERVENTIONS RATIONALES
Assess the patient’s stress level. Discuss the importance of relaxation Relaxation decreases nervous system tone (sympathetic), energy
for patients with CAD if appropriate. requirements, and 0, consumption. Knowledgeable patients are

more likely to adhere to techniques that promote relaxation.

Introduce methods of relaxation, such as music, imagery, massage, art Relaxation methods may decrease energy requirements.
therapy, biofeedback.

Encourage the patient to practice relaxation techniques whenever feeling  These techniques can become part of the patient’s lifestyle, reducing
stressed or tense. stress on a daily level.

Nursing diagnoses for patients undergoing cardiac catheterization
procedure:

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the catheterization procedure and postcatheter-
ization regimen

Desired Outcome: Before the procedure, the patient verbalizes knowledge about cardiac
catheterization and the postcatheterization plan of care.

Cardiovascular Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and
comprehension). Assess culture and culturally specific information presented in a manner that is culturally and educationally
needs. appropriate.

Assess the patient’s knowledge about the catheterization procedure. As Knowledge about the procedure and what to expect may help reduce
appropriate, reinforce the health care provider’s explanation, and anxiety.

answer any questions or concerns. Describe the catheterization lab
and sensations the patient may experience.

Before cardiac catheterization, have the patient practice techniques that Valsalva’'s maneuver, coughing, and deep breathing may be required
will be used during the procedure. during the cardiac catheterization, and many people are unfamiliar
with the proper technique.

Explain that a “flushing” feeling may occur when dye in initially injected. ~ Dye injection causes vasodilation, which often induces flushing.

Explain the postcatheterization regimen and caution that flexing the After the procedure bedrest will be required and vital signs, circulation,
insertion site is contraindicated, often for 4-6 hr postprocedure. and the insertion site will be checked at frequent intervals to ensure
integrity. Flexing the insertion site (arm or groin) is contraindicated
to prevent bleeding.

Stress the importance of promptly reporting signs and symptoms of Groin, leg, or back pain; dizziness; chest pain; or shortness of breath
concern. may signal hemorrhage or embolization of the stent. Prompt
reporting enables rapid intervention.

Nursing Diagnosis:
Risk for Decreased Cardiac Tissue Perfusion

related to interrupted arterial flow occurring with the cardiac catheterization
procedure

Desired Outcome: Within 1 hr after the procedure, the patient has adequate perfusion as
evidenced by HR regular and within 20 bpm of baseline HR; apical/radial pulse equality; BP
within 20 mm Hg of baseline BP; peripheral pulse amplitude greater than 2+ on a 0-4+ scale;
warmth and normal color in the extremities; no significant change in mental status; and
orientation to person, place, and time.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess BP q15min until stable on 3 successive checks, g2h for the next ~ These assessments monitor BP trend.
12 hr, and g4h for 24 hr unless otherwise indicated.
Note: If the insertion site was the antecubital space, measure BP in the This measure prevents bleeding or blood vessel injury.

unaffected arm.
If the femoral artery was the insertion site, maintain HOB at no greater This measure prevents acute hip joint flexion, which could compromise

than a 30-degree elevation. arterial flow.

If the SBP drops 20 mm Hg or more below previous recordings, lower A drop in BP could signify acute bleeding or shock. Lowering the HOB
the HOB and notify the health care provider. aids perfusion to the heart and brain.

Assess HR, and notify the health care provider if dysrhythmias occur. If Dysrhythmias and apical/radial discrepancies may be signs of cardiac
the patient is not on a cardiac monitor, auscultate apical and radial ischemia.

pulses with every BP check, and report irregularities or apical/radial
discrepancies.
Be alert to and report cool extremities, decreased amplitude of These are indicators of decreased perfusion.

peripheral pulses, cyanosis, changes in mental status, decreased
level of consciousness, and shortness of breath.

Cardiovascular Care Plans
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Nursing Diagnoses:
Risk for Bleeding
Risk for Deficient Fluid Volume

related to the potential for hemorrhage caused by arterial puncture and/or
osmotic diuresis caused by the contrast dye

[BIIPSIAl | LHVd

Desired Outcomes: The patient remains normovolemic as evidenced by HR 100 bpm or less;
BP 90/60 mm Hg or greater (or within 20 mm Hg of baseline range); no significant change
in mental status; and orientation to person, place, and time. The dressing is dry, and there
is no swelling at the puncture site.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess vital signs and promptly report a decrease in BP, increase in HR,  These are indicators of hemorrhage and/or shock. Rapid reporting

Buisiny [eaifing

and decreasing level of consciousness (LOC). enables prompt intervention.
m Inspect the dressing on the groin or antecubital space at frequent This measure detects presence of frank bleeding or hematoma
intervals, and report significant findings. formation (fluctuating swelling), which would necessitate prompt
intervention.
Assess for and report diminished amplitude or absence of distal pulses, These signs of decreased peripheral perfusion may signal embolization
delayed capillary refill, coolness of the extremities, and pallor. or hemorrhagic shock.

Caution the patient about flexing the elbow or hip more than 30 degrees  These restrictions minimize risk of bleeding and circulation compromise.
for 6-8 hr, or as prescribed.

If bleeding occurs, maintain pressure at the insertion site as Pressure stabilizes bleeding. Typically this is done with a pressure
prescribed, usually 1 inch proximal to the puncture site or introducer dressing or a 2- to 5-b sandbag.
insertion site.

Nursing Diagnosis:
Risk for Ineffective Peripheral Tissue Perfusion

related to interrupted arterial flow in the involved limb occurring with
embolization

Desired Outcome: Within 1-2 hr following intervention, the patient has adequate perfusion
in the involved limb as evidenced by peripheral pulse amplitude greater than 2+ on a 0-4+
scale; normal color, sensation, and temperature; and brisk capillary refill (less than 2 sec).

ASSESSMENT/INTERVENTIONS RATIONALES

Assess peripheral perfusion by palpating peripheral pulses g15min for Prompt recognition of a diminished or absent pulse is essential to
30 min, then q30min for 1 hr, then hourly for 2 hr, or per protocol. prevent limb damage.
II' Be alert to and report faintness or absence of pulse; coolness of the These are signs of embolization in the involved limb. Prompt recognition
extremity; mottling; decreased capillary refill; cyanosis; and will result in rapid intervention.

complaints of numbness, tingling, and pain at the insertion site.
Instruct the patient to report any of these indicators promptly.

If there is no evidence of an embolus or thrombus formation, instruct These measures promote circulation in the involved limbs.
the patient to move the fingers or toes and rotate the wrist or ankle.
Ensure that the patient maintains bedrest for 4-6 hr or as prescribed. Bedrest or immaobility enables the puncture site to stabilize, thereby

avoiding bleeding.

Cardiovascular Care Plans
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Nursing Diagnosis:

Risk for Ineffective Renal Perfusion

reaction to contrast dye

ASSESSMENT/INTERVENTIONS

Assess for indicators of dehydration, such as poor skin turgor, dry
mucous membranes, and high urine specific gravity (1.030 or more).

PART I: Medical-Surgical Nursing

Assess intake and output.

Notify the health care provider if urinary output is less than 30 mL/hr
(0.5 mL/kg/hr) in the presence of adequate intake.

Monitor BUN and creatinine daily.

t=l [

If urinary output is insufficient despite adequate intake, restrict fluids.

IZ' Be alert to and report crackles (rales) on auscultation of lung fields,
distended neck veins, and shortness of breath; notify the health care
provider about significant findings.

If the patient does not exhibit signs of cardiac or renal failure,
encourage daily intake of 2-3 L of fluids or as prescribed.

related to interrupted blood flow occurring with decreased cardiac output or

Desired Outcome: The patient has adequate renal perfusion as evidenced by a stable blood
urea nitrogen (BUN)/creatinine, urinary output of at least 30 mL/hr (0.5 mL/kg/hr), specific
gravity less than 1.030, good skin turgor, and moist mucous membranes.

RATIONALES
Contrast dye for cardiac catheterization may cause osmotic diuresis.

This assessment determines if urine output is sufficient.

A fall in urinary output is a sign of dehydration or renal insufficiency.

A rise in these renal markers may signify renal insufficiency or acute

renal failure. See Appendix B, “Laboratory Tests Discussed in This
Manual: Normal Values,” p. 754, for optimal values.

This measure helps prevent fluid overload.
These signs are other indicators of fluid overload. Prompt detection and

reporting enable rapid intervention.

Increasing hydration helps flush contrast dye out of the system more

quickly.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Psychosocial Support” p. 72

“Psychosocial Support for the Patient’s Family and p. 84
Significant Others”

“Pulmonary Embolus,” Risk for Bleeding related to p. 130
anticoagulation therapy

“Cardiac Surgery” for a discussion of CABG p. 149

“Dysrhythmias and Conduction Disturbances” p. 164

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Signs and symptoms necessitating immediate medical
attention, including chest pain unrelieved by NTG,
decreased exercise tolerance, increasing shortness of
breath, increased leg edema or pain (postcatheteriza-
tion), and loss of consciousness.

Cardiovascular Care Plans

v Importance of reporting to the health care provider any
change in pattern or frequency of angina.

v Importance of follow-up with the health care provider;
confirm date and time of next appointment.

v Importance of getting BP checked at regular intervals
(at least monthly if the patient is hypertensive).

v Pulse monitoring: how to self-measure pulse, including
parameters for target heart rates and limits.

v Avoiding strenuous activity for at least 1 hr after meals
to help prevent excessive O, demands.

v Medications, including drug name, dosage, purpose,
schedule, precautions, and potential side effects.
Also discuss drug-drug, food-drug, and herb-drug inter-
actions (see appropriate Deficient Knowledge). Explain
the potential for headache and dizziness after NTG
administration. Caution the patient about using NTG
more frequently than prescribed and notifying the
health care provider if three tablets do not relieve
angina.

v Importance of reducing or eliminating intake of caf-
feine, which causes vasoconstriction and increases HR.

v Dietary changes: low saturated fat, low sodium, low cho-
lesterol, and need for weight loss if appropriate. Encour-
age use of food labels to determine caloric, cholesterol,
fat, and sodium content of foods.



Risk for Ineffective Renal Perfusion

Coronary Artery Disease

v Prescribed exercise program and importance of main-
taining a regular exercise schedule, with referral to a
cardiac rehabilitation program, in which individualized
exercise programs are outlined for the patient.

v Practice of stress reduction techniques.

v Elimination of smoking and tobacco use. Refer patient
to a “stop smoking” program as appropriate. The follow-
ing Internet resources support and describe methods and
reasons to advise patients to stop smoking:

http:/[smokefree.gov/

http:/[www.cancer.gov/cancertopics/tobacco/smoking
Importance of involvement and support of significant
others in patient’s lifestyle changes.

Availability of community and medical support, such
as American Heart Association at www.americanheart

.org.

The Heart and Stroke Foundation at www

.heartandstroke.com.

Cardiovascular Care Plans
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Dysrhythmias and
Conduction Disturbances

OVERVIEW/PATHOPHYSIOLOGY

Dysrhythmias are abnormal rhythms of the heart caused by
conditions that alter electrical conduction. Dysrhythmias
originate in different areas of the conduction system, such as
the sinus node, atrium, atrioventricular (A-V) node, His-
Purkinje system, bundle branches, and ventricular tissue.
Many conditions and diseases may cause dysrhythmias; the
most common are coronary artery disease (CAD) and
myocardial infarction (MI). Other causes include fluid and
electrolyte imbalance, hormonal imbalance, changes in oxy-
genation, medications, and drug toxicity. Cardiac dysrhyth-
mias may result from the following mechanisms:

Disturbances in automaticity: May involve an increase
or decrease in automaticity in the sinus node (e.g., sinus
tachycardia or sinus bradycardia). Premature beats may
arise from the atria, A-V junction, or ventricles. Abnormal
thythms, such as atrial or ventricular tachycardia, also may
occur.

Disturbances in conductivity: Conduction may be too
rapid, as in conditions caused by an accessory pathway (e.g.,
Wolff-Parkinson-White syndrome), or too slow (e.g., A-V
block). Reentry occurs when a stimulus reexcites a conduction
pathway through which it already has passed. Once started,
this impulse may circulate repeatedly. For reentry to occur,
there must be two different pathways for conduction: one with
slowed conduction and one with unidirectional block.

Combinations of altered automaticity and conductivity:

Several dysrhythmias occur together, for example, a first-
degree A-V block (disturbance in conductivity) and prema-
ture atrial contractions (disturbance in automaticity).

HEALTH CARE SETTING

Primary care, acute care, and intensive/coronary care unit

(ICU/CCU)
ASSESSMENT

Signs and symptoms: Can vary from absence of symptoms
to complete cardiopulmonary collapse. General indicators
include alterations in level of consciousness (LOC), vertigo,
syncope, seizures, weakness, fatigue, activity intolerance,
shortness of breath, dyspnea on exertion, chest pain, palpita-
tions, sensation of “skipped beats,” anxiety, and restlessness.

Physical assessment: Increases or decreases in heart rate
(HR), blood pressure (BP), and respiration rate (RR); changes
in heart thythm; dusky color or pallor; crackles (rales); cool
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skin; decreased urine output; weakened and paradoxical pulse;
and abnormal heart sounds (e.g., paradoxical splitting of S,
and S,).

Electrocardiogram (ECG) results: Changes with dysrhyth-
mias include abnormalities in rate, such as sinus bradycardia
or sinus tachycardia, irregular rhythm such as atrial fibrilla-
tion, extra beats such as premature atrial contractions (PACs)
and premature junctional contractions (PJCs), wide and
bizarre-looking beats such as premature ventricular contrac-
tions (PVCs) and ventricular tachycardia (VT), a fibrillating
baseline such as ventricular fibrillation (VF), and a straight
line as with asystole.

History and risk factors: CAD, recent MI, electrolyte dis-
turbances, substance abuse, drug toxicity, obesity, diabetes
mellitus, obstructive sleep apnea, advanced age, genetic
factors, thyroid problems, certain medications and supple-
ments, and hypertension.

DIAGNOSTIC TESTS

12-lead ECG: To detect dysrhythmias and identify possible
origin.

Serum electrolyte levels: To identify electrolyte abnormali-
ties that can precipitate dysrhythmias. The most common are
potassium and magnesium abnormalities.

Drug levels: To identify toxicities (e.g., of digoxin, quini-
dine, procainamide, aminophylline) that can precipitate dys-
rhythmias, or to determine substance abuse that can affect
heart rate and rhythm, such as cocaine.

Ambulatory monitoring (e.g., Holter monitor or cardiac event
recorder): To identify subtle dysrhythmias, associate abnor-
mal rhythms by means of patient’s symptoms, and assess
response to exercise.

Electrophysiology study: Invasive test in which two to
three catheters are placed into the heart, giving it a pacing
stimulus at varying sites and of varying voltages. The test
determines origin of dysrhythmia, inducibility, and effective-
ness of drug therapy in dysrhythmia suppression.

Exercise stress testing: Used in conjunction with Holter
monitoring to detect advanced grades of PVCs (those caused
by ischemia) and to guide therapy. During the test, ECG and
BP readings are taken while the patient walks on a treadmill
or pedals a stationary bicycle; response to a constant or
increasing workload is observed. The test continues until the
patient reaches target heart rate or symptoms such as chest
pain, severe fatigue, dysthythmias, or abnormal BP occur.

Oximetry or ABG values: To document trend of hypoxemia.




Decreased Cardiac Output

Dysrhythmias and Conduction Disturbances

Nursing Diagnosis:

Decreased Cardiac Output

related to altered rate, thythm, or conduction or to negative inotropic changes

Desired Outcome: Within 1 hr of treatment/intervention, the patient has improved cardiac
output as evidenced by BP 90/60 mm Hg or higher, HR 60-100 bpm, and normal sinus

rhythm on ECG.

ASSESSMENT/INTERVENTIONS

Assess the patient’s heart rhythm continuously on a monitor.
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Assess BP and symptoms when dysrhythmias occur.

Report significant findings to the health care provider.

If symptoms of decreased cardiac output occur, prepare to transfer the
patient to intensive care.

Document dysrhythmias with a rhythm strip, using a 12-lead ECG as
necessary.

Monitor the patient’s laboratory data, particularly electrolyte and digoxin
levels.

Administer antidysrhythmic agents as prescribed; note patient’s response
to therapy based on action of the following classifications:

Class IA: sodium channel blockers: quinidine, procainamide, disopyramide

Class IB: sodium channel blockers: phenytoin, mexiletine, tocainide

Class IC: sodium channel blockers: encainide, flecainide, propafenone

Class II: beta-blockers: propranolol, metoprolol, atenolol, acebutolol

Class Ill: potassium channel blockers: amiodarone, sotalol, ibutilide,
dofetilide

Class IV: calcium channel blockers: verapamil, diltiazem, nifedipine

Monitor corrected QT interval (QTc) when initiating drugs known to cause
QT prolongation (e.g., sotalol, propafenone, dofetilide, flecainide).

Provide humidified O, as prescribed.

Maintain a quiet environment, and administer pain medications promptly.
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RATIONALES

This assessment will reveal whether dysrhythmias occur or increase
in occurrence.

Signs of decreased cardiac output include decreased BP and
symptoms such as unrelieved and prolonged palpitations,
chest pain, shortness of breath, weakened and rapid pulse (more
than 150 bpm), sensation of skipped beats, dizziness, and
syncope.

Decreased cardiac output should be reported promptly for timely
intervention, because it may be life threatening.

Transfer to a specialized intensive care unit for continual monitoring
is essential.

This assessment will identify dysrhythmias and their general trend.

Serum potassium levels less than 3.5 mEg/L or more than 5.0 mEg/L
can cause dysrhythmias. Digoxin toxicity may cause heart block
or dysrhythmias.

Decrease depolarization moderately and prolong repolarization.
Decrease depolarization and shorten repolarization.

Significantly decrease depolarization with minimal effect on
repolarization.

Slow sinus automaticity, slow conduction via A-V node, control
ventricular response to supraventricular tachycardias, and shorten
the action potential of Purkinje fibers.

Increase the action potential and refractory period of Purkinje fibers,
increase ventricular fibrillation threshold, restore injured
myocardial cell electrophysiology toward normal, and suppress
reentrant dysrhythmias.

Depress automaticity in the sinoatrial (S-A) and A-V nodes, block
the slow calcium current in the A-V junctional tissue, reduce
conduction via the A-V node, and are useful in treating
tachydysrhythmias because of A-V junction reentry. This
class of drugs also vasodilates.

When QTc is prolonged, it can increase risk of dysrhythmias. QTc
equals QT (in seconds) divided by the square root of the R-to-R
interval (in seconds).

0, may be beneficial if dysrhythmias are related to ischemia or are
causing hypoxia. Humidity helps prevent oxygen’s drying effects
on oral and nasal mucosa.

Both stress and pain can increase sympathetic tone and cause
dysrhythmias.

continued

Cardiovascular Care Plans



PART I: Medical-Surgical Nursing

PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

If life-threatening dysrhythmias occur, initiate emergency procedures and This action provides circulation to vital organs and restores the heart

cardiopulmonary resuscitation (as indicated by advanced cardiac life to normal or viable rhythm.
support [ACLS] protocol).
When dysrhythmias occur, stay with the patient; provide support and This action reduces stress and provides comfort, which optimally will
reassurance while performing assessments and administering decrease dysrhythmias.
treatment.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the mechanism by which dysrhythmias occur and
lifestyle implications

Desired Outcome: Within the 24-hr period before hospital discharge, the patient and signifi-
cant other verbalize knowledge about causes of dysrhythmias and implications for the
patient’s lifestyle modifications.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and
comprehension). Assess culture and culturally specific information presented in @ manner that is culturally and educationally
needs. appropriate.

Discuss causal mechanisms for dysrhythmias, including resulting This information increases the patient’s knowledge about health
symptoms. Use a heart model or diagrams as necessary. status. Visual aids augment understanding of verbal information.

A knowledgeable patient is more likely to adhere to the
therapeutic regimen.

Teach signs and symptoms of dysrhythmias that necessitate medical Indicators such as unrelieved and prolonged palpitations, chest pain,
attention. shortness of breath, rapid pulse (more than 120 bpm), dizziness,
and syncope are serious and should be reported promptly for
timely intervention.

Teach the patient and significant other how to check pulse rate for a full Checking the pulse rate for a full minute ensures a better average of

minute. rate and rhythm than if it were measured for 15 seconds and
multiplied by 4.

Teach about medications that will be taken after hospital discharge, The more knowledgeable the patient is, the more likely he or she is
including drug name, purpose, dosage, schedule, precautions, and to adhere to therapy and report side effects and complications
potential side effects. Also discuss drug-drug, food-drug, and herb-drug promptly for timely intervention.
interactions.

See Decreased Cardiac Output, earlier, for a description of these
medications and their actions.

Stress that the patient will be taking long-term antidysrhythmic therapy Stopping or skipping these drugs may decrease blood levels effective
and that it could be life threatening to stop or skip these medications for dysrhythmia suppression.
without health care provider involvement.

Advise about the availability of support groups and counseling; provide Patients who survive sudden cardiac arrest may experience
appropriate community referrals. Explain that anxiety and fear, along nightmares or other sleep disturbances at home.

with periodic feelings of denial, depression, anger, and confusion, are
normal following this experience.

Stress the importance of leading a normal and productive life. If the patient ~ This concept may be difficult to implement for patients who fear

is going on vacation, advise taking along sufficient medication and breakthrough of life-threatening dysrhythmias and alter their lives
investigating health care facilities in the vacation area. accordingly.
Advise the patient and significant other to take cardiopulmonary Emergency life-saving procedures may be necessary in the future.

resuscitation classes; provide addresses for community programs.

Cardiovascular Care Plans
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Dysrhythmias and Conduction Disturbances
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ASSESSMENT/INTERVENTIONS

Teach the importance of follow-up care; confirm date and time of the next
appointment if known. Explain that outpatient Holter monitoring is
performed periodically.

Explain dietary restrictions that individuals with recurrent dysrhythmias
should follow. Discuss need for reduced intake of products containing
caffeine, including coffee, tea, chocolate, and colas.

Provide instruction for a general low-cholesterol diet. Encourage reading of
food labels to determine cholesterol content of foods.

As indicated, teach relaxation techniques.

RATIONALES

Medical follow-up is important for ongoing assessment and
management of cardiac dysrhythmias.

Caffeine is a stimulant that can cause abnormal heart rhythms.

There is an overlap between dysrhythmias and CAD, often
necessitating a low-cholesterol diet that decreases hyperlipidemia.

Such techniques enable patients to reduce stress and decrease
sympathetic tone. In some types of dysrhythmias, stress can
increase incidence of occurrence.

Buisinp [eaifing

If the Patient Has Had an Implantable Cardioverter-Defibrillator (ICD) Inserted or Is Wearing a Defibrillator Life Vest,

Teach the Following:

- The device is programmed to deliver the electrical stimulus at a
predetermined rate and/or after assessing morphology of the ECG.
(First- and second-generation ICDs provide for only cardioversion or
defibrillation; third-generation ICDs also provide overdrive pacing and
backup ventricular pacing).

- The ICD will have a pulse generator.

- Postoperative complications include atelectasis, pneumonia, seroma at
the generator “pocket,” pneumothorax, and thrombosis. Lead migration
and lead fracture are the two most common structural problems.
Interference from unipolar pacemakers and “myopotentials” (electrical
interference) are common mechanical complications.

- Some procedures interfere with and may change programming of the
device. In addition, the ICD may “see” these procedures as a
dysrhythmia and shock the patient.

- Patients should keep a pocket card on hand with all relevant ICD data
on it.

Explain the importance of follow-up care; confirm date and time of the next
appointment if known.

Explain that home monitoring using the telephone also may be indicated
and will need further instruction.

If indicated, teach about left ventricular aneurysmectomy and
infarctectomy.

Implantable or portable defibrillators are recommended for patients
who have survived an episode of sudden cardiac death (cardiac
arrest), patients with CAD who have had a cardiac arrest, and
those in whom conventional antidysrhythmic therapy has failed.

The pulse generator is powered by lithium batteries and surgically
inserted (in the operating room [OR] or catheterization laboratory)
into a “pocket” formed in the pectoral area. Leads are tunneled
beneath the skin from the pocket to the subclavian vein through
which they are advanced to the right ventricle.

Patients should be informed of these complications and structural
problems in order to report them promptly for timely intervention.

ICDs may need to be deactivated during surgical procedures, use of
electrocautery, and magnetic resonance imaging.

This card ensures that medical information is available at all times in
case a medical event occurs.

Follow-up care helps ensure proper functioning of the device.

Home monitoring is an efficient and easy method of monitoring the
device for many patients.

Surgical excision of possible focal spots of ventricular dysrhythmias
may be indicated, depending on etiology and severity of the
disease.

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING

See the patient’s primary diagnosis.

Cardiovascular Care Plans
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OVERVIEW/PATHOPHYSIOLOGY

Heart failure (HF) is a complex clinical syndrome in which
the heart is unable to pump sufficient blood to meet the body’s
metabolic demands. It is caused by structural or functional
cardiac disorders that impair the ventricle’s ability to fill with
or eject blood. HF is a chronic condition that is prone to acute
exacerbations (termed acute decompensated heart failure
[ADHF]). In most cases of ADHE, severe volume overload and
pulmonary edema are present. HF usually results from either
systolic or diastolic cardiac dysfunction or a combination of
both.

Systolic dysfunction: Ventricular dilation and impaired
ventricular contraction are caused by myocardial muscle
injury or abnormality (see dilated cardiomyopathy, below).
The initial injury or stressor to the heart muscle results in
impaired cardiac output. This triggers a cascade of compensa-
tory mechanisms, which together contribute to the develop-
ment and progression of HE

Increased neurohormonal activation: Activation of the
sympathetic nervous system (SNS) and renin-angiotensin
system (RAS) stimulates catecholamines and other neurohor-
mones, causing increases in heart rate (HR) and blood pres-
sure (BP), systemic vasoconstriction, decreased renal perfusion,
and sodium and fluid retention in an effort to increase cardiac
output.

Hemodynamic alterations: Increase in left ventricular end-
diastolic volume/pressure (preload) and thickening and elon-
gation of the myofibrils (stretch) initially result in increased
force of contraction (Frank-Starling law). The rise in myocar-
dial oxygen demand further stimulates the neurohormonal
response. Increases in preload and afterload (because of
increased systemic resistance) add to left ventricular workload
and cause excessive “stretch” of the myofibrils, thereby impair-
ing ventricular contraction.

Remodeling: The neurohormonal and hemodynamic
responses eventually cause hypertrophy (enlargement and
thickening of the left ventricular [LV] wall). The heart
becomes more spherical (dilated) because of lengthening of
the myofibrils, cell slippage, fibrosis, and myocyte death. These
progressive changes in size, shape, and structure of the heart
muscle are termed remodeling.

The structural, hemodynamic, and neurohormonal altera-
tions cause progressive deterioration in systolic function

168

associated with decreased left ventricular ejection fraction
(LVEF), increased intracardiac pressures, impaired valvular
function, decreased forward flow to vital organs and tissues,
and increased pulmonary pressures. This results in pulmonary
(left-sided failure) and hepatic (right-sided failure) conges-
tion, edema, renal impairment, and impaired oxygenation and
metabolism. Ventricular and atrial dysrhythmias are common
because of structural changes to the myocytes and increased
myocardial oxygen demand, contributing to a major cause of
mortality for persons with heart failure.

Diastolic dysfunction: The ventricle becomes noncompli-
ant and unable to accommodate increased preload and after-
load (or decreased preload). Symptoms of HF may occur
because of volume overload without a reduction in systolic
function as seen in individuals with long-standing hyperten-
sion, coronary artery disease (CAD), and hypertrophic and
restrictive cardiomyopathies (see below).

Cardiomyopathies: HF commonly occurs in the presence
of an underlying cardiomyopathy (disorder of the heart
muscle). Cardiomyopathies are classified according to the
cause and abnormality in structure and function.

e Dilated cardiomyopathy (DCM): The most prevalent
type characterized by enlargement of one (usually left)
or both ventricles and impaired contraction (systolic
dysfunction). The most common form is ischemic
cardiomyopathy caused by severe coronary (ischemic)
heart disease and/or myocardial infarction. DCM also
occurs secondary to hypertension, valvular heart disease,
diabetes mellitus (DM), cardiotoxins, genetic causes,
and metabolic, infectious, or systemic diseases. DCM is
termed idiopathic when the cause cannot be identified.
See “Systolic dysfunction,” earlier, for additional
information.

® Hypertrophic cardiomyopathy: Characterized by an
abnormally enlarged left ventricle but without a con-
comitant increase in cavity size. Filling is restricted
and may be associated with left ventricular outflow tract
obstruction. Cardiac function can remain normal
for varying periods before decompensation occurs.
Symptoms include HF symptoms, chest pain, palpita-
tions, dizziness, near-syncope, or syncope. Ventricular
dysrhythmias may occur. Hypertrophic cardiomyopathy
may have a hereditary link. Often etiology is not
known.



Heart Failure

e Restrictive cardiomyopathy: Least common in Western
countries, it is characterized by inadequate compliance
causing restriction of diastolic filling.

Other causes of heart failure

Acute HF and pulmonary edema can occur secondary to other
conditions that place excessive demands on cardiac output,
such as hypertensive crisis, tachycardia due to hyperthyroid-
ism, severe anemia, valvular insufficiency, congenital heart
defects, dysrhythmias, cardiomyopathy, myocarditis, trauma,
infection, volume overload (i.e., caused by intravenous [IV]
fluids, postoperative fluid shifts), pregnancy, and conditions
that affect capillary permeability. In these cases, treatment of
the underlying cause is essential and may result in normaliza-
tion or improvement of cardiac function.

Severe pulmonary diseases, including chronic obstructive
pulmonary disease (COPD), pulmonary hypertension, and
obstructive sleep apnea (OSA), can lead to diastolic HF (cor
pulmonale). This is less likely to be reversible. Poorly com-
pensated pulmonary disease, upper respiratory infection, and
pneumonia can exacerbate all types of HF and need to be
treated aggressively.

HEALTH CARE SETTING

Primary care with possible hospitalization, including intensive
care unit (ICU), resulting from complications

ASSESSMENT
General

Signs and symptoms: Dyspnea on exertion (DOE) or at
rest, fatigue, decreased exercise tolerance, weakness, orthop-
nea (unable to lie flat; may need to sleep on pillows or sitting
in a chair), paroxysmal nocturnal dyspnea, wheezing, cough,
cyanosis, irregular or rapid HR, sudden weight gain from fluid
retention, lower extremity edema, abdominal distention,
nausea, early satiety, and nocturia. Associated indicators
include chest/anginal pains, palpitations, near-syncope, and
syncope. Low-output symptoms include positional lightheaded-
ness, weakness, mental status changes, and decreased urine
output.

Physical assessment: Decreased or elevated blood pressure
(BP), dysrhythmias, tachycardia, tachypnea, increased venous
pulsations, pulsus alternans (alternating strong and weak
heartbeats), increased central venous pressure (CVP), jugular
venous distention, crackles (rales), wheezes, decreased breath
sounds, cardiac gallop and/or murmur, hepatomegaly, ascites,
and pitting edema in dependent areas (lower extremities,
sacrum).

History/risk factors: CAD, hypertension, DM, OSA or
other pulmonary disease, recent IV fluid infusions, surgery,
pregnancy, recent/current infectious illness, pneumonia, non-
adherence to medication or diet regimen, obesity, hypercho-
lesterolemia, and recent nonsteroidal antiinflammatory
drug or COX-2 inhibitor use. In addition, see “Other causes
of heart failure,” earlier.

Acute decompensated heart failure

Signs and symptoms: Typified by marked severity of HF
symptoms and deterioration of one or more New York Heart
Association (NYHA) functional classes. Pulmonary edema
and cardiogenic shock (see p. 145) may be present and, in
more severe cases, renal dysfunction.

Acute pulmonary edema

Signs and symptoms: Extreme dyspnea, anxiety, restless-
ness, frothy and blood-tinged sputum, severe orthopnea,
and paroxysmal nocturnal dyspnea. Patient exhibits “air
hunger” and may thrash about and describe a sensation of
drowning.

Physical assessment: Crackles (rales), wheezing, decreased
breath sounds, increased BP, tachycardia, tachypnea, engorged
neck veins, cool and clammy skin, and cardiac gallop/murmur.

DIAGNOSTIC TESTS

Chest x-ray examination: May show cardiomegaly, engorged
pulmonary vasculature, “Kerley-B lines” suggestive of HF, and
pleural or pericardial effusions.

Electrocardiogram (ECG): Changes may indicate CAD,
acute myocardial ischemia, left ventricular hypertrophy
(widened QRS), conduction defects, and dysrhythmias.

Left ventricular ejection fraction: The percentage of blood
ejected from the left ventricle during systole. Normal LVEF is
50%-70%. In systolic dysfunction, it is reduced. LVEF less
than 35% is associated with increased risk for mortality-related
HF and dysrhythmias. In hypertrophic cardiomyopathy, LVEF
may be greater than 70%. LVEF assessment can be measured
during echocardiogram, magnetic resonance imaging (MRI),
or radionuclide studies (multiple-gated acquisition scan,
nuclear stress test [see below]).

Echocardiography: The most commonly used method of
evaluating ventricular function. It assesses left- and right-
sided systolic function, LVEF, degree of ventricular dilation,
wall thickness, abnormal wall and septal motion, valvular
function, estimated pulmonary pressure, presence of throm-
bus, restrictive outflow, and pericardial effusion. Diastolic dys-
function may be evident. Tissue Doppler/three-dimensional
echocardiography may reveal the degree of ventricular syn-
chrony and utility of cardiac resynchronization therapy.

Cardiac catheterization: Determines ischemic heart disease
and assesses hemodynamics (left- and right-sided filling pres-
sures, cardiac output, and systemic and pulmonary vascular
resistance).

Left ventriculography: Evaluates LV function and LVEE

Endomyocardial biopsy: Performed during right heart cath-
eterization. It is usually done for severe, refractory HF in
nonelderly patients to help identify pathologic agent and
reversible causes, or in posttransplant patients.

Radionuclide stress test, stress echocardiogram: To assess
for underlying ischemic heart disease and reversible or fixed
ischemic defects.

Pulmonary function tests: Useful in differentiating causes
of shortness of breath and other HF symptoms. Pulmonary

Cardiovascular Care Plans

[BIIPSIAl | LHVd

(9p]
=
=
Q
S
=
=
c
-
@,
=]
Q




PART I: Medical-Surgical Nursing

II' Monitor oximetry and ABG values and report significant findings.

PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

function tests (PFTs) may reveal underlying COPD or reactive
airways disease (asthma).

Oximetry/arterial blood gas (ABG) values: Measure oxygen
levels in the blood. ABGs assess oxygen, carbon dioxide,
bicarbonate, and pH levels. Hypoxemia and metabolic/
respiratory acidosis often occur in acute myocardial ischemia,
cardiac arrest, and severe HE Overnight (sleep) oximetry
evaluates obstructive sleep apnea.

Serum blood urea nitrogen (BUN), creatinine: Elevated in
renal insufficiency and chronic kidney disease. It may be ele-
vated in poor renal perfusion associated with low cardiac
output and hypotension. Treatment with diuretics, angiotensin-
converting enzyme (ACE) inhibitors, angiotensin receptor
blockers (ARBs), or aldosterone antagonists also affects these
renal markers.

Serum electrolytes: Altered in multiple cardiac and renal
conditions/diseases. Careful monitoring is essential to avoid
cardiac arrest due to dysrhythmias caused by alterations in
potassium, magnesium, calcium, sodium, and phosphorous.

Cardiac enzymes: Mild elevation in cardiac troponins
(with normal creatinine kinase [CK]) is common in patients

Nursing Diagnosis

with chronic HF or chronic kidney disease. Cardiac troponin
and enzyme elevation indicate myocardial ischemia.

Liver function tests, including serum aspartate amino-
transferase and serum bilirubin: May be elevated in patients
with hepatic congestion.

Brain natriuretic peptide (BNP): Released from the ventri-
cles in response to wall stress. This test is useful in differentiat-
ing HF from other causes of dyspnea, including pulmonary
disease. Negative BNP (less than 100 pg/mL) suggests non-HF
etiology. When used in conjunction with standard clinical
assessment, elevated BNP may support diagnosis of HF and
evaluate the patient’s response to treatment.

Digoxin level: The goal in patients with HF is a level less
than 1.0 ng/mL. Hypokalemia and impaired renal function
can predispose patients to digoxin toxicity.

Complete blood count (CBC): May reveal decreased
hemoglobin (Hgb) and hematocrit (Hct) in the presence of
anemia.

Thyroid-stimulating hormone level: To rule out hyperthy-
roidism or hypothyroidism, either of which may contribute to
HF and dysrhythmias.

Impaired Gas Exchange

related to alveolar-capillary membrane changes (fluid accumulation in the

alveoli)

Desired Outcome: Within 30 min of treatment/intervention, the patient has adequate gas
exchange as evidenced by normal breath sounds and skin color, presence of eupnea, HR
100 bpm or less, PaO; 80 mm Hg or higher, and PacO, 45 mm Hg or less.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess all lung fields for breath sounds.

Assess respiratory rate (RR), lung excursion, use of accessory
muscles, air hunger, mental status changes, cyanosis, and
changes in HR or BP. Report significant changes.

Assist the patient into high Fowler’s position with the head of bed
(HOB) up 90 degrees.

Teach the patient to take slow, deep breaths.

Administer oxygen as prescribed. Deliver oxygen with humidity.

Cardiovascular Care Plans

The presence of crackles (rales) may signal alveolar fluid congestion and

systolic dysfunctional (left-sided) HF. Decreased breath sounds signify fluid
overload or decreased ventilation. Wheezing may signify associated
bronchitis or asthma.

Oximetry of 92% or less and the presence of hypoxemia (decreased Pao,) and

hypercapnia (increased Paco,) signify decreased oxygenation.

These are signs of increasing respiratory distress that require prompt

intervention.

This position decreases work of breathing, reduces cardiac workload, and

promotes gas exchange.

Taking deep breaths increases oxygenation to the myocardium and improves

prognosis. Hypoxia adds stress to the already distressed myocardium.

In ADHF/pulmonary edema, high-flow 0, may be given either by non-

rebreathing mask, positive airway pressure devices, or endotracheal
intubation and mechanical ventilation. Once stabilized, 0, is titrated to
keep pulse oximetry readings higher than 92%.

Humidity helps prevent oxygen’s convective drying effects on oral and nasal

mucosa.



Excess Fluid Volume Heart Failure

ASSESSMENT/INTERVENTIONS RATIONALES

O

Administer diuretics as prescribed. Diuretics promote normovolemia by reducing fluid accumulation and blood E
volume. Fluid overload decreases perfusion in the lungs, causing —

hypoxemia. =

D

Monitor K* levels. There is potential for hypokalemia (K* less than 3.5 mEq/L) in patients taking %
=

some diuretics, such as furosemide and metolazone.

Administer vasodilators as prescribed. Vasodilators increase venous capacitance (dilation) and decrease pulmonary
congestion, which will improve gas exchange.

Hydralazine is an oral vasodilator and afterload reducer. It is used in
combination with nitrates in patients who are ACE inhibitor/ARB intolerant
because of renal dysfunction. It improves mortality and HF symptoms to a
lesser degree than ACE inhibitors and can cause reflex tachycardia.

Nitrates are coronary vasodilators used in conjunction with hydralazine (see
above). They are also used in ischemic heart disease as antianginal drugs.

ACE inhibitors (enalapril, lisinopril, benazepril, captopril, quinapril, ramipril)
suppress effects of the renin-angiotensin system by reducing angiotensin Il
and causing decreased aldosterone secretion. These drugs lower BP and
reduce preload and afterload, decreasing work of the left ventricle.

Angiotensin Il receptor antagonists (ARBs—Iosartan, valsartan, candesartan)
are used for patients who do not tolerate ACE inhibitors because of cough
caused by bradykinin release.
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As indicated, have emergency equipment (e.g., airway, manual Patients with severely decompensated HF may suffer cardiac arrest.
resuscitation bag) available and functional.
As indicated, prepare to transfer the patient to ICU. The patient may require invasive and/or closer monitoring.

Nursing Diagnosis
Excess Fluid Volume

related to compromised regulatory mechanisms occurring with decreased
cardiac output

Desired Outcomes: Within 1 hr of intervention/treatment, the patient demonstrates less
shortness of breath and has output greater than intake on intake and output (I&O) monitor-
ing. Within 1 day of treatment/intervention, edema is 1+ or less on a 0-4+ scale. Weight
becomes stable within 2-3 days.

ASSESSMENT/INTERVENTIONS RATIONALES
At frequent intervals assess 1&0, including insensible losses from Decreasing urinary output can signal decreased cardiac output, which
diaphoresis and respirations. decreases renal blood flow.

Assess daily morning weight; record and report steady losses or gains. This assessment helps identify fluid retention and fluid loss, enabling
titration of diuretics.

Assess for edema (interstitial fluids), especially in dependent areas such  The presence of weight gain and edema is a key determinant of fluid

as the ankles and sacrum. retention. If diligent assessment is maintained and early intervention
is practiced, the occurrence of rehospitalization can be decreased
dramatically.
Assess the respiratory system for indicators of fluid extravasation, such These are signs of fluid volume excess and systolic dysfunction
as crackles (rales) or pink-tinged, frothy sputum. (left-sided) HF.
Monitor for jugular vein distention, peripheral edema, and ascites. These are other indicators of fluid overload.
Monitor laboratory results for increased urinary specific gravity, These findings are indicators of fluid imbalance.

decreased Hct, increased urine osmolality, hyponatremia,
hypokalemia, and hypochloremia.

continued

Cardiovascular Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS

Monitor IV rate of flow. Use an infusion control device.

Unless contraindicated, provide ice chips or ice pops. Record amount on
the 1&0 record. Provide frequent mouth care to reduce dry mucous
membranes.

Administer diuretics as prescribed, and record the patient’s response.

Administer morphine sulfate if prescribed.

Teach patients and families about the importance of adhering to a
low-sodium diet.

RATIONALES

These measures are essential to prevent volume overload during IV
infusion.

These measures help the patient control thirst while providing minimal
amounts of fluid. Note: Some care centers advocate small amounts
of room-temperature water instead because it may relieve thirst
better.

Diuretics promote normovolemia by reducing fluid accumulation and
blood volume.

Loop diuretics (furosemide, bumetanide, torsemide): These agents
promote excretion of water and sodium, reduce preload, and prevent
fluid retention. In ADHF, these diuretics are administered via IV bolus
or in drip form until stabilization occurs. These drugs can cause
neurohormonal activation and aggravate preexisting renal
dysfunction or hypokalemia.

Thiazide diuretics (hydrochlorothiazide, metolazone): Hydrochlorothiazide
may be used for mild fluid retention. Metolazone is a potent drug
that, when given % hr before loop diuretics, markedly potentiates
diuresis and therefore is reserved for more severe volume overload
in ADHF or late-stage HF. Hyponatremia, hypokalemia, and
worsening of renal function may occur and necessitate careful
assessment.

Morphine induces vasodilation and decreases venous return to the
heart.

Hypernatremia can promote excess fluid retention. A 2-g-per-day
sodium diet is recommended for most patients.

Nursing Diagnosis

Risk for Decreased CGardiac Tissue Perfusion

related to interrupted blood flow occurring with decreased cardiac output

Desired Outcome: By at least the 24-hr period before hospital discharge, the patient has
adequate tissue perfusion as evidenced by BP within 20 mm Hg of baseline BP; HR 100 bpm
or less with regular rthythm; RR 20 breaths/min or less with normal depth and pattern
(eupnea); brisk capillary refill (less than 2 sec); and significant improvement in mental status

or orientation to person, place, and time.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess BP q15min or more frequently if unstable. Be alert to decreases
greater than 20 mm Hg over patient’s baseline or associated
changes such as dizziness and altered mentation.

Assess HR q15-30min. Monitor for irregularities, increased HR, or
skipped beats.

Assess the extremities for pulse presence and amplitude, capillary refill,

edema, color, and temperature.

Report any assessment changes immediately to the health care
provider.

Assess for restlessness, anxiety, mental status changes, confusion,
lethargy, stupor, and coma. Institute safety precautions accordingly.

Cardiovascular Care Plans

Hypotension is a side effect of many HF medications, as well as a
consequence of aggressive diuresis. Careful monitoring is essential to
avoid decreased perfusion to vital organs.

These signs may signal decompensation and decreased function of the
heart.

Decreased pulse amplitude, delayed capillary refill (more than
2 sec), pallor, and coolness are indicators of peripheral
vasoconstriction (from SNS compensation). Edema is evidence
of fluid overload.

Significant alterations may be life threatening.

These are indicators of decreased cerebral perfusion and hypoxia and
should be addressed promptly for rapid intervention.



Decreased Cardiac Output Heart Failure

ASSESSMENT/INTERVENTIONS RATIONALES

Administer inotropic medications and vasodilators as prescribed. IV inotropic medications (dobutamine, dopamine, milrinone) increase
Monitor effects closely. Be alert to problems such as hypotension strength of contractions and are reserved for use in ADHF-associated
and irregular heartbeats. low-cardiac output and cardiogenic shock until the patient is stabilized.

They may be used longer term in advanced-stage HF as a bridge to
transplantation or for palliation of symptoms. Use may be associated
with increased mortality and ventricular dysrhythmias. Administration
of inotropic medications may require transfer to the coronary care unit
(CCU) to monitor for hemodynamic effects and dysrhythmias.

IV vasodilators (nitroglycerin [NTG], nitroprusside, nesiritide) are used in
ADHF to decrease cardiac workload by reducing ventricular filling
pressures and systemic vascular resistance (SVR, afterload). These
medications are avoided in low-output HF, cardiogenic shock, and
systolic blood pressure (SBP) less than 90 mm Hg.

- Nesiritide: Balanced arterial and venous vasodilator. This medication
can alleviate acute dyspnea and reduce pulmonary capillary wedge
pressure (PCWP) within the first 30 min of therapy. It promotes
diuresis and natriuresis but does not replace need for diuretic
therapy. It improves cardiac output by off-loading the heart and
decreases neurohormonal activation. It does not require CCU
monitoring.

- NTG: Arterial and venous vasodilator. It also reduces PCWP and may
require ICU/CCU monitoring. Because of tachyphylaxis (tolerance),
patients may need escalating doses to achieve the desired effect.

- MNitroprusside: Potent arterial and venous vasodilator and afterload
reducer. It must be administered in intensive care due to the need for
continual hemodynamic monitoring.

- Morphine sulfate: A coronary vasodilator that may be given in ADHF
or acute pulmonary edema to decrease anxiety and work of breathing
and to relieve angina if ischemic heart disease is present.
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Nursing Diagnosis
Decreased Cardiac Output

related to negative inotropic changes in the heart (decreased cardiac
contractility)

Desired Outcomes: By at least the 24-hr period before hospital discharge, the patient exhibits
adequate cardiac output as evidenced by SBP at least 90 mm Hg, HR 100 bpm or less, urinary
output at least 30 mL/hr (0.5 mL/kg/hr), stable weight, eupnea, normal breath sounds, and
edema 1+ or less on a 0-4+ scale. By at least 48 hr before hospital discharge, the patient is
free of new dysrhythmias, does not exhibit significant changes in mental status, and remains
oriented to person, place, and time.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for jugular venous distention, extra heart sounds such as S;, These are indicators of decreased cardiac output, which should be reported
changes in mental status or level of consciousness, cool promptly for timely intervention.
extremities, hypotension, tachycardia, and tachypnea.
II' Assess lungs for adventitious breath sounds and shortness of breath.  Dyspnea, crackles, and shortness of breath signal fluid accumulation in the
lungs and may be a direct indicator of ventricular failure and decreased
cardiac output. Cardiac output decreases as HF progresses.

III Monitor 1&0; weigh the patient daily. Decreasing urine output and weight gain can occur as a result of decreased
cardiac contractility, which can cause decreased renal perfusion and
fluid retention.

continued

Cardiovascular Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

(=)

% n Assess for peripheral (sacral, pedal) edema. Edema can occur with diastolic dysfunction (right-sided) HF/myocardial

és infarction.

§ Assist with activities of daily living and facilitate coordination of Rest decreases cardiac workload.

> health care providers, allowing 90 min for undisturbed rest. If

"’.: necessary, limit visitors.

§ Administer medications as prescribed, such as beta-blockers, Beta-blockers (metoprolol XL) and alpha/beta-adrenergic blockers

§ calcium channel blockers, and antidysrhythmic agents. (carvedilol): Block effects of SNS and toxic effects of neurohormones on
= the myocardium. These medications decrease HR and BP, thereby

lf decreasing cardiac workload.

o<r: Calcium channel blockers: May be used in diastolic HF to assist with

o relaxation and filling and reduce outflow tract obstruction (hypertrophic

cardiomyopathy). Except for amlodipine or felodipine, calcium channel
blockers are avoided in LV systolic dysfunction because they decrease
cardiac contractility.

Amiodarone is an example of an antidysrhythmic given for patients with HF.

Explain the potential for dysrhythmia management under the Dysrhythmias have become a major factor in quality-of-life issues and
guidance of an electrophysiologist/cardiologist. rehospitalization in patients with HF. Many of these patients require an
implantable cardioverter-defibrillator (ICD) because of repeated
life-threatening episodes of ventricular tachycardia from an irritable
myocardium. Patients with ventricular asynchrony, as seen in bundle
branch blocks, may benefit from a biventricular pacer. Pacing each
ventricle in synchrony may result in better cardiac output.

Assist the patient into a position of comfort, usually semi-Fowler’s This position decreases work of breathing and reduces cardiac workload.
position (HOB up 30-45 degrees).

Nursing Diagnosis
Activity Intolerance

related to imbalance between oxygen supply and demand occurring with a
decrease in cardiac muscle contractility

Desired Outcome: During activity, the patient rates perceived exertion at 3 or less on a 0-10
scale and exhibits cardiac tolerance to activity as evidenced by RR 20 breaths/min or less,
SBP within 20 mm Hg of resting range, HR within 20 bpm of resting HR, and absence of
chest pain and new dysrhythmias.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s physiologic response to activity and report Chest pain, new dysrhythmias, increased shortness of breath, HR
significant findings. increased greater than 20 bpm over resting HR, and SBP greater than
20 mm Hg over resting SBP are significant findings of decreased
cardiac output or cardiac failure that can manifest during activity.

Ask the patient to rate perceived exertion (RPE) (see p. 62 for a Optimally, patients should not experience RPE of more than 3. If this
description). happens, intensity of the activity should be decreased and its frequency
increased until RPE of 3 or less is achieved.

II' Assess vital signs g4h, and report significant findings. Findings such as irregular HR, HR greater than 100 bpm, or decreasing BP
may be signs of cardiac ischemia.

Before hospital discharge teach the patient self-measurement of HR An HR that is too high increases myocardial O, demand; an HR that is

for gauging exercise tolerance. too low may cause more ischemia. Patients should use an exertion
scale and a pain scale to gauge exercise tolerance and ensure that
HR is less than 20 bpm over baseline or as prescribed by the health
care provider.

Cardiovascular Care Plans




Deficient Knowledge

Heart Failure

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and report oliguria, decreasing BP, decreased mentation,
and dizziness.

Assess peripheral pulses, distal extremity skin color, and urinary
output. Report significant findings.

Ensure that the patient’s needs are met (e.g., by keeping water at the
bedside and urinal or commode nearby, maintaining a quiet
environment, and limiting visitors as necessary).

Facilitate coordination of health care providers to provide rest periods
between care activities. Allow 90 min for undisturbed rest.

Administer 0, as prescribed.

Assist with passive and some active or assistive range-of-motion and
other exercises, depending on the patient’s tolerance and
prescribed limitations.

Also discuss with the health care provider the patient’s potential
participation in an exercise program after hospital discharge.

These are signs of acute decreased cardiac output.

These assessments reveal the integrity of peripheral perfusion. Changes
such as decreased amplitude of pulses, pallor or cyanosis, and
decreased urinary output are significant findings that should be
reported for timely intervention.

These measures promote adequate rest, prevent activity intolerance, and
decrease cardiac workload.

Rest helps decrease cardiac workload.
Increasing oxygen supply to the myocardium promotes activity tolerance.
Exercise prevents complications to joints and tissue caused by prolonged

immobility.

Progressive monitored exercise for patients with HF can improve quality of
life, activity tolerance, heart function, and disease outcomes.

Nursing Diagnosis

Fear

related to a potentially life-threatening situation

Desired Outcome: Within 24 hr of this diagnosis, the patient communicates fears and con-
cerns and relates attainment of increasing physical and psychological comfort.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and acknowledge the patient’s fears and provide opportunities

for the patient and significant other to express their feelings. Be
reassuring and supportive.

Assist the patient in being as comfortable as possible, with prompt pain
relief and positioning, typically high Fowler’s position (HOB up 90
degrees).

Create and maintain a calm and quiet environment.

Explain all treatment modalities, especially those that may be
uncomfortable (e.g., 0, face mask and rotating tourniquets).

Remain with the patient if possible, providing emotional support for both
the patient and significant other.

For further interventions, see “Psychosocial Support,” Fear, p. 75.

Identifying and acknowledging feelings encourages communication and

hence reduces fear. Empathy lessens a sense of isolation and fear.

Comfort measures may decrease the intensity of the physiologic event
that is contributing to the fear.

These measures prevent or reduce the sensory overload that may
contribute to fear.

Increasing a patient’s knowledge level about therapies and procedures
reduces/eliminates fear of the unknown and affords a sense of
control.

Many individuals benefit from the support of others and find that it
reduces their stress/fear level.

Nursing Diagnosis

Deficient Knowledge

related to unfamiliarity with the purpose, precautions, and side effects of

diuretic therapy

Cardiovascular Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Teach the purpose of the prescribed diuretic.

Depending on the type of diuretic used, teach the patient to report signs
and symptoms of the following:

Hypokalemia: Anorexia, irregular pulse, nausea, apathy, and muscle
cramps.

Hyperkalemia: Muscle weakness, hyporeflexia, and irregular HR.

Hyponatremia: Fatigue, weakness, and edema (caused by fluid
extravasation).

For patients on long-term diuretic therapy, explain the importance of
follow-up monitoring of blood levels of potassium and sodium.

For patients receiving potassium-wasting diuretics (e.g., furosemide), teach
the need to consume supplemental high-potassium foods.

As appropriate, instruct the patient to use care when rising from a sitting
or recumbent position.

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge of the precautions and side effects of diuretic therapy.

RATIONALES

This assessment helps ensure that information is selected and
presented in a manner that is culturally and educationally
appropriate.

These medications control fluid accumulation and reduce blood
volume. Patients who are knowledgeable about their medication’s
purpose are more likely to adhere to the therapeutic regimen.

A knowledgeable patient will know how to monitor for and report
symptoms that necessitate medical attention.

Use of furosemide and metolazone, which are potassium-wasting
diuretics, can cause these symptoms.

Use of amiloride and spironolactone, which are potassium-sparing
diuretics, can cause these symptoms.

Use of bumetanide, a diuretic that promotes excretion of NaCl, may
cause these symptoms.

Although the most common electrolyte problem with diuretic
use is hypokalemia, the potential for hyperkalemia and
electrolyte imbalance of sodium continues with long-term
therapy.

Foods high in potassium content, such as apricots, bananas, oranges,
and raisins, will help replenish potassium lost via diuretics.

There is potential for injury from orthostatic hypotension, which can
occur with diuretic use because of diuresis.

Nursing Diagnosis

Deficient Knowledge

related to unfamiliarity with the purpose, precautions, and side effects of

digoxin therapy

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
understanding of the purpose, precautions, and side effects associated with digoxin therapy.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Teach the purpose of digoxin therapy.

Teach the technique and importance of assessing HR before taking
digoxin.

Cardiovascular Care Plans

This assessment helps ensure that information is selected and
presented in a manner that is culturally and educationally
appropriate.

Digoxin slows conduction through the atrioventricular (A-V) node and
increases strength of contractility. Although not a first-line drug as
originally believed for HF patients, it is used for dysrhythmia
management when atrial fibrillation coexists or to improve
symptoms in class lll-IV HF patients. A patient who is
knowledgeable about the purpose of digoxin will be more likely to
adhere to the therapy.

Although patients should obtain HR parameters from their health care
providers, digoxin is usually withheld when the HR is less than
60 bpm (unless the patient’s usual HR is less than 60 bpm).



Deficient Knowledge

Heart Failure

1]
1]

ASSESSMENT/INTERVENTIONS RATIONALES

Teach the patient to hold the dose if there is a 20-bpm or greater change
from his or her normal rate and to notify the health care provider if he
or she has omitted a dose because of a slow or significantly changed
HR.

Explain that serum potassium levels are monitored routinely.
Explain that apical HR and peripheral pulses are assessed for irregularity.

Teach the patient to be alert to nausea, vomiting, anorexia, headache,
diarrhea, blurred vision, yellow-haze vision, and mental confusion.
Explain the importance of reporting signs and symptoms promptly to
the health care provider or staff if they occur.

Such a change may signal that the patient is receiving too much
medication and a dose adjustment may be necessary if slowing of
the HR persists.

Low levels of potassium can potentiate digoxin toxicity.

Irregularity may signal the presence of dysrhythmias (e.g., heart
block), which is associated with digoxin toxicity.

These are other indicators of digoxin toxicity that necessitate prompt
medical attention for timely intervention.

Nursing Diagnosis
Deficient Knowledge

related to unfamiliarity with the purpose, precautions, and side effects of

vasodilators

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge of the purpose, precautions, and side effects of vasodilators.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Teach the purpose of vasodilators.

Explain that a headache can occur after administration of a
vasodilator.

Suggest that lying down will help alleviate pain.

Teach the importance of assessment for weight gain and signs of
peripheral or sacral edema.

For patients on long-term ACE inhibitor therapy, explain the
importance of follow-up monitoring of blood levels of serum
creatinine.

For patients receiving ACE inhibitors, teach the importance of using
care when rising from a sitting or recumbent position.

Teach the patient receiving ACE inhibitors the technique for and
importance of assessing BP before taking the medication. Explain
that it is possible to purchase automatic BP machines from local
pharmacies and if necessary to seek reimbursement or funding
information from a social worker.

Teach the patient to notify the health care provider if he or she has
omitted a dose because of a low or significantly changed BP.

This assessment helps ensure that information is selected and presented
in a manner that is culturally and educationally appropriate.

See discussion in Impaired Gas Exchange, p. 170.

Headache can occur because of dilation of the cranial vessels or from
orthostatic hypotension.

A supine position may help alleviate the pain by increasing blood flow to
the heart and head, although blood flow to the head may worsen the
headache. Pain medication and decreased dosage of the vasodilator
may be necessary.

A possible side effect of vasodilator therapy is a decrease in venous return
to the right side of the heart with subsequent accumulation in the
periphery.

ACE inhibitors may cause kidney damage, resulting in decreased creatinine
clearance. If this occurs, the patient may need to be taken off the
medication.

There is potential for injury caused by orthostatic hypotension, a potential
side effect of ACE inhibitors.

Vasodilators can cause an excessive reduction in BP. Although patients

should obtain BP parameters from their health care providers, ACE
inhibitors are usually withheld when BP is less than 110/60 mm Hg.

It may be necessary to lower the dose or change the medication.

Cardiovascular Care Plans
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PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

v/ Medications, including drug name, purpose, dosage,

ADDITIONAL NURSING schedule, precautions, and potential side effects. Also

DIAGNOSES/PROBLEMS: discuss drug-drug, food-drug, and herb-drug interactions.
“Prolonged Bedrest” p. 61 v Signs and symptoms that necessitate immediate medical

attention: dyspnea, decreased exercise tolerance, altera-
“Psychosocial Support” p- 72 tions in pulse rate/rhythm, alterations in or loss of con-
“Coronary Artery Disease” for Imbalanced p. 156 sciousness (caused by dysrhythmias or decreased cardiac

output), oliguria, and weight gain of greater than 2-3 lb

in 24 hr or 3-5 b in 48 hr.

“Dysrhythmias and Conduction Disturbances.” p. 164 v Reinforcement that heart failure/cardiomyopathy is a

Patients with HF may require an ICD. chronic disease requiring lifetime treatment.

v Importance of abstaining from alcohol, which increases
cardiac muscle deterioration.

v Importance of a low-sodium diet (less than 1000 mg/
day) to prevent fluid retention.

v Need for physical support from family and outside agen-

Nutrition: More Than Body Requirements

PART I: Medical-Surgical Nursing

:’)fS.I-(I:EI':L-(::E.\ I\F’,III_I;\YNLIIEI\? g HING AND cies as the disease progresses.

v Auvailability of community and medical support, such as:
When providing patient-family teaching, focus on sensory e The American Heart Association at www
information, avoid giving excessive information, and initiate .americanheart.org
a visiting nurse referral for necessary follow-up teaching. e The Heart and Stroke Foundation at www
Include verbal and written information about the following: .heartandstroke.com

Cardiovascular Care Plans



http://www.americanheart.org
http://www.americanheart.org
http://www.heartandstroke.com
http://www.heartandstroke.com

OVERVIEW/PATHOPHYSIOLOGY

Hypertension affects more than one of three adults in the
United States, with more than 60% of individuals older than
65 years diagnosed with hypertension (AHA, 2013). Hyper-
tension occurs when cardiac output and peripheral vascular
resistance are altered. Most commonly, endothelial changes of
peripheral arterioles cause restriction of blood flow, raising
arterial pressure.

Risk factors include age, heredity, ethnicity (incidence
is higher in African Americans), renal disease, obesity,
hyperlipidemia, smoking, and some endocrine disorders (e.g.,
Cushing’s disease, thyroid disease, primary aldosteronism,
pheochromocytoma).

Complications of hypertension include increased inci-
dence of transient ischemic attack/stroke, retinopathy, car-
diovascular disease, heart failure, aortic aneurysm, and renal
failure.

Hypertension is defined by the Joint National Committee
on Prevention, Detection, Evaluation and Treatment of
Hypertension (JNC 7) (based on the average of two or more

Nursing Diagnosis:

properly measured readings at each of two or more visits after

an initial screen) as:
e Normal blood pressure: systolic blood pressure (SBP) less
than 120 mm Hg and diastolic blood pressure (DBP) less
than 80 mm Hg
e Prehypertension: SBP 120-139 mm Hg or DBP 80-89
mm Hg
e Hypertension
e Stage 1: SBP 140-159 mm Hg or DBP 90-99 mm Hg
e Stage 2: SBP 160 mm Hg or greater or DBP 100 mm Hg
or greater

e Treatment goals of hypertension in persons 60 yr of age
and older is to achieve blood pressure of less than 150/90
(JNC 8). In persons less than 60 yr of age, or those with
chronic kidney disease or diabetes, the treatment goal

is less than 140/90 (JNC 8).
HEALTH CARE SETTING

Primary care or cardiology clinic setting most commonly;
patients with severe hypertension may require acute
hospitalization.

Deficient Knowledge

related to unfamiliarity with the need for frequent blood pressure (BP) checks,
adherence to antihypertensive therapy, and lifestyle changes

Desired Outcome: Following teaching, the patient verbalizes knowledge of the importance
of frequent BP checks and adhering to antihypertensive therapy and lifestyle changes.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Teach the importance of assessing BP at frequent intervals and adhering to

the prescribed medication therapy.

This assessment helps ensure that information is selected and
presented in @ manner that is culturally and educationally
appropriate.

Frequent assessment provides feedback on response to therapy and
may help improve adherence to therapy. Self-assessment is also
helpful for evaluating “white coat hypertension,” the phenomenon
of increased BP when assessed by a health care provider.

continued
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PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

Provide teaching guidelines on the importance of exercise, stress
less than 2 g/day sodium diet. Review how to read food labels and

if appropriate.
Teach medication actions, administration times, side effects, adverse

food-drug, and herb-drug interactions.

n Teach the importance of seeking medical evaluation if BP reading is
greater than 200/100 mm Hg or less than 90/60 mm Hg, or if
headache, dizziness, lightheadedness, or blurred vision occurs.

PART I: Medical-Surgical Nursing

reduction, weight loss (if appropriate), decreased alcohol intake, and a

choose low sodium foods. Refer to a nutritionist and exercise program,

effects, and the importance of taking as prescribed. Include drug-drug,

ASSESSMENT/INTERVENTIONS RATIONALES

Primary treatment for this disease includes promotion of lifestyle
modification, which can lower BP significantly when adhered to.

Knowledge about and adherence to the prescribed regimen can lower
morbidity and mortality risk and improve patient outcomes.

Severe hypertension or hypotension can be life threatening,
compromising perfusion to vital organs.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Psychosocial Support” p. 72

“Coronary Artery Disease” for Imbalanced p. 156
Nutrition: More Than Body Requirements

Deficient Knowledge (purpose, precautions, and p. 157
side effects of beta-blockers)

Deficient Knowledge (relaxation technique p. 159
effective for stress reduction)

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory

information, avoid giving excessive information, and initiate

a visiting nurse referral for necessary follow-up teaching.

Include verbal and written information about the following:

v Signs and symptoms that necessitate immediate medical

attention: elevated or decreased BP readings (greater
than 200/100 mm Hg or less than 90/60 mm Hg), head-
ache, dizziness, lightheadedness, blurred vision, chest
pain, dyspnea, or syncope.

Cardiovascular Care Plans

v Self blood pressure evaluation when indicated. Moni-
toring machines are available in local stores and phar-
macies and on-line. Remind the patient that evaluation
of BP should be done while seated, after resting for
5 min, and recorded. Taking 3 readings 1 min apart in
the morning and evening is recommended by the Amer-
ican Society for Hypertension (ASH). Appropriate cuff
size must be selected (AHA guidelines). Measurement
of standing BP can be obtained when indicated, i.e., in
diabetic autonomic neuropathy, when orthostatic symp-
toms are present, or when a dose increase in antihyper-
tensive therapy has been made (ASH).

v Medications, including name, purpose, dosage, sched-
ule, precautions, and potential side effects. Discuss drug-
drug, food-drug, and herb-drug interactions.

v Importance of abstaining from smoking and excessive
salt and alcohol intake, which increase blood pressure.

v Reinforcement that hypertension is a chronic disease
requiring lifetime treatment.

v Need for physical support from the family and outside
agencies.

v Availability of community and medical support
such as the American Heart Association at www
.americanheart.org

v The Heart and Stroke Foundation at www. heartandstroke

.com


http://www.americanheart.org
http://www.americanheart.org
http://www.heartandstroke.com
http://www.heartandstroke.com

Pulmonary Arterial Hypertension 23

OVERVIEW/PATHOPHYSIOLOGY

Pulmonary blood vessels exchange the primary gases CO, and
O, at the arteriole level. In healthy individuals, this exchange
occurs with each respiration. However, the pulmonary vascu-
lature’s ability to provide adequate gas exchange may be
altered in the presence of lung and heart disease. When pul-
monary pressures rise, pulmonary arterial hypertension (PAH)
results.

PAH may be idiopathic (rare), which has a poor prognosis
and affects primarily young and middle-age women; or it can
be secondary (most common), which often responds to therapy
and may be present in a variety of medical conditions. The
cause of idiopathic pulmonary arterial hypertension (IPAH)
is unknown. It may be familial and has been linked to the
bone morphogenetic protein receptor 2 (BMPR2). Often the
etiology of secondary PAH is chronic hypoxia, which can
result from increased pulmonary blood flow from a ventricular
or atrial shunt, left ventricular failure, chronic obstructive
pulmonary disease (COPD) or obstructive sleep apnea (OSA),
pulmonary embolus, interstitial lung disease, human immuno-
deficiency virus (HIV) infection, collagen vascular disorders
such as scleroderma or lupus, portal hypertension due to liver
disease, or any physiologic occurrence that increases pulmo-
nary vascular resistance or constriction of the vessels in the
pulmonary tree.

HEALTH CARE SETTING

Primary care with possible hospitalization in a cardiac or
medical-surgical unit resulting from complications or in a
special center for heart-lung transplantation

ASSESSMENT

Acute indicators: Exertional dyspnea and fatigue (the most
common presenting symptoms), eventually progressing to
dyspnea at rest. Syncope, precordial chest pain, and palpita-
tions can occur because of low cardiac output or hypoxia.

Chronic indicators: Signs of right or left ventricular failure
as a result of right ventricular enlargement and eventual fluid
overload.

Right (diastolic) ventricular failure: Peripheral edema,
increased venous pressure and pulsations, liver engorgement,
distended neck veins.

Left (systolic) ventricular failure: Dyspnea; shortness of
breath, particularly on exertion; decreased blood pressure
(BP); oliguria; orthopnea; anorexia.

Physical assessment: Pale, cool skin with peripheral cya-
nosis due to decreased cardiac output, systemic vasoconstric-
tion and ventilation-perfusion mismatch, systolic murmur
caused by tricuspid regurgitation or pulmonary stenosis, dia-
stolic murmur caused by pulmonary valvular incompetence,
accentuated S, heart sound, possible S; or S, heart sound,
distended neck veins, and a parasternal heave caused by right
ventricular enlargement.

DIAGNOSTIC TESTS

Chest x-ray examination: Demonstrates enlargement of the
pulmonary artery and right atrium and ventricle. Pulmonary
vasculature may appear engorged.

Echocardiography: Valuable for showing increased right
ventricular dimension, thickened right ventricular wall, and
possible tricuspid or pulmonary valve dysfunction. This test
indirectly measures pulmonary artery systolic pressure.

Radionuclide imaging: Equilibrium-gated blood pool
imaging and thallium imaging assess function of the right
ventricle.

Computerized tomography (CT) scan: Evaluates diameter of
the main pulmonary arteries, which is helpful in evaluating
severity of disease. High-resolution CT can confirm the pres-
ence of interstitial lung disease. Spiral CT is more specific in
evaluating pulmonary embolus.

Right heart catheterization: Gold standard for diagnosing
PAH. It also provides helpful information regarding severity
of the disease and establishing prognosis. Pulmonary vascular
resistance will be very high, and pulmonary artery and right
ventricular pressures can approach or equal systemic arterial
pressures. Vasodilator challenge is often performed to assess
reactivity and guide treatment. Adenosine, epoprostenol, and
nitric oxide typically are used.

Pulmonary perfusion scintigraphy (perfusion scan): A non-
invasive way to assess pulmonary blood flow. This study
involves intravenous (IV) injection of serum albumin tagged
with trace amounts of a radioisotope, most often technetium.
The particles pass through the circulation and lodge in the
pulmonary vascular bed. Subsequent scanning reveals concen-
trations of particles in areas of adequate pulmonary blood flow.
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The scan is normal in PAH. An abnormal scan suggests pres-
ence of thromboembolic pulmonary hypertension.

Electrocardiogram (ECG) results: Will show evidence of
right atrial enlargement and right ventricular enlargement
(evidenced by right axis deviation, right bundle branch block,
tall and peaked P waves, and large R waves in V) secondary
to the increased pressure needed to force blood through the
hypertensive pulmonary vascular bed.

Pulmonary function test: Results are usually normal,
although some individuals will have increased residual volume,
reduced maximum voluntary ventilation, and decreased vital
capacity.

Sleep study: Confirms diagnosis of obstructive sleep apnea
as etiology for associated PAH.

Exercise testing: Symptom-limited stress test or 6-min
walk test can help assess severity of symptoms and guide
response to treatment.

Nursing Diagnosis:

Arterial blood gas (ABG) analysis: May show low PaCO, and
high pH, which occur with hyperventilation, or increased
PaCO, with decreased gas exchange.

Oximetry: May show decreased O, saturation (92% or less).

Blood tests to rule out secondary causes of PAH:
Anti-nuclear antibody, rheumatoid arthritis, erythrocyte
sedimentation rate (tests for collagen vascular disorders),
HIV, and thyroid-stimulating hormone (thyroid abnormalities
commonly coexist with PAH).

Complete blood count (CBC): Polycythemia can occur in
the presence of chronic hypoxemia as a result of
compensation.

Liver function tests: May be abnormal if venous congestion
is significant. Examples include increased aspartate amino-
transferase (AST), alanine aminotransferase (ALT), and
bilirubin.

Impaired Gas Exchange

related to altered blood flow occurring with pulmonary capillary constriction

Desired Outcome: The patient has improved gas exchange by at least 24 hr before hospital
discharge, as evidenced by O, saturation greater than 92% (90% or greater for patients with

COPD) and Pa0, 80 mm Hg or higher.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess 0, saturation; report 0, saturation 92% or less to the health
care provider.

Monitor ABG results. Report significant findings to the health care
provider.

Assess all lung fields for breath sounds q4-8h or more frequently as
indicated.

Assess respiratory rate (RR), pattern, and depth; chest excursion; and
use of accessory muscles of respiration g4h.

Inspect skin and mucous membranes for cyanosis or skin color
change.

Assess mental status and report significant changes.

Assist the patient into high Fowler’s position (head of bed [HOB] up
90 degrees), if possible.

Cardiovascular Care Plans

Low 0, saturation may signal the need for oxygen supplementation.

ABG results can reveal signs of hypoventilation (decreased Pao,, increased

Paco,, and decreased pH), which can signal respiratory failure, or
hyperventilation (low Paco, and high pH), which can occur with anxiety
or respiratory distress. Hypoxemia is the key gas deficit seen with
pulmonary vascular vasoconstriction. Blood flow through the lungs is
impaired, making it difficult to exchange 0, for CO,. 0, becomes low
(hypoxemia) and CO, becomes high (hypercarbia). Hypercarbia causes a
change in pH to the acid side. Although initially respiratory in origin,
hypoxemia eventually results in metabolic acidosis because of lactic
acid production. Values outside of normal or acceptable range should
be reported promptly for timely intervention.

Adventitious sounds (especially rales) can occur with fluid overload;

diminished breath sounds are congruent with disease severity.

Increased RR, abdominal breathing, use of accessory muscles, and nasal

flaring are signals of hypoxia and respiratory distress.

These color changes are significant and later signs of decreased gas

exchange.

Changes in mental acuity or level of consciousness (LOC) may be

indications of hypoxemia or acid-base imbalance.

This position reduces work of breathing and maximizes chest excursion.



Activity Intolerance

Pulmonary Arterial Hypertension

ASSESSMENT/INTERVENTIONS RATIONALES

Teach the patient to take slow, deep breaths.
Administer prescribed 0, as indicated.

m Use care when administering 0, to patients with a history of COPD.

Deliver 0, with humidity.

This promotes gas exchange.

Oxygen treats hypoxia. It can be administered continuously or only at
bedtime or with exercise when oxygen desaturation is most likely to
occur. If hypoxia is severe, 0, is administered by mask.

High concentrations of 0, can depress the respiratory drive in individuals
with chronic CO, retention.

Humidity helps prevent oxygen’s drying effects on oral and nasal mucosa.

Nursing Diagnosis:

Activity Intolerance

related to generalized weakness and imbalance between oxygen supply and
demand occurring with right and left ventricular failure

Desired Outcome: By at least 24 hr before hospital discharge, the patient rates perceived
exertion at 3 or less on a 0-10 scale and exhibit cardiac tolerance to activity as evidenced
by RR 20 breaths/min or less, heart rate (HR) 20 bpm or less over resting HR, and systolic

blood pressure (SBP) within 20 mm Hg of resting range.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess vital signs at least g4h and before and after activity and report
significant findings.

Ask the patient to rate perceived exertion (RPE) during activity, and
monitor for evidence of activity intolerance. For details, see,
“Prolonged Bedrest,” p. 61, for Risk for Activity Intolerance. Notify
the health care provider of significant findings.

Assess for dyspnea, shortness of breath, crackles (rales), and decreased
0, saturation (92% or less) as determined by oximetry.

Measure and document intake and output and weight, reporting any
steady gains or losses. Assess for peripheral edema (pedal and
sacral), ascites, distended neck veins, and increased central venous
pressure (more than 12 cm H,0).

Administer diuretics, vasodilators, and calcium channel blockers as
prescribed.

A drop in BP greater than 10-20 mm Hg signals decompensation of the
cardiac muscle, which must be reported for prompt intervention.

This assessment helps determine if activity intolerance is present (RPE
higher than 3).

These are signs of left (systolic) ventricular failure.

These are signs of right (diastolic) ventricular failure.

Diuretics: These medications are used in the presence of right-sided
(diastolic dysfunction) or left-sided (systolic dysfunction) heart failure
and fluid overload.

Vasodilators: The goal of medical therapy is to decrease pulmonary
artery pressure by vasodilation. Epoprostenol is a prostanoid, a
potent IV vasodilator that also inhibits platelet aggregation. It is
continuously infused through a long-term venous access device.
Drawbacks to this medication include significant cost and severe
side effects, including rebound pulmonary hypertension if stopped
abruptly. Treprostinil is a prostacyclin analogue that is a potent
vasodilator, administered continuously via subcutaneous infusion,
intravenously, or inhaled. Like epoprostenol, it is expensive, must be
initiated in the hospital, and cannot be discontinued abruptly.
Bosentan and ambrisentan are oral endothelin receptor antagonists,
which are oral vasodilators approved for use in pulmonary
hypertension. Sildenafil is a phosphodiesterase-5 inhibitor approved
for use as a vasodilator in pulmonary hypertension.

Calcium channel blockers: These are helpful in patients who
demonstrate response to vasodilator challenge and are administered
in higher doses than when they are used to treat hypertension.

continued
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PARTI

MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

ASSESSMENT/INTERVENTIONS

Facilitate coordination of health care providers. Allow time for
undisturbed rest. If necessary, limit visitors.

Place frequently used items within the patient’s reach.

Assist with maintaining prescribed activity level and progress as
tolerated. If activity intolerance is observed, stop the activity and
have the patient rest.

Assist with range-of-motion exercises at frequent intervals. Plan
progressive ambulation and exercise based on the patient’s tolerance
and prescribed activity restrictions.

RATIONALES

Rest helps decrease oxygen demand.

This measure conserves energy, reducing oxygen demand.

These measures increase activity tolerance while preventing
overexertion.

These measures help prevent complications caused by immobility while
avoiding overexertion.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the disease process and treatment

Desired Outcome: Within the 24-hr period before hospital discharge, the patient and signifi-
cant other verbalize knowledge of the disease, its treatment, and measures that promote

wellness.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s health care literacy (language, comprehension,
reading). Assess culture and culturally specific information needs.

Assess the patient’s level of knowledge of the disease process and its
treatment.

Discuss purposes of the medications:
- Vasodilators

- Calcium channel blockers

- Diuretics
- Anticoagulants (warfarin sodium)

Provide emotional support to the patient adapting to living with a chronic
disease.

Reinforce explanations of the disease process and treatment.
Discuss lifestyle changes that may be necessary.

Explain the value of relaxation techniques, including soothing music,
meditation, and biofeedback.

If the patient smokes, provide materials that explain benefits of smoking
cessation, such as pamphlets prepared by the American Heart

Association (www.americanheart.org). Provide telephone numbers for

local smoking cessation programs.

Confer with the health care provider about an exercise program that will
benefit the patient; provide patient teaching as indicated.

Cardiovascular Care Plans

This assessment helps ensure that information is selected and
presented in @ manner that is culturally and educationally
appropriate.

This information enables development of an individualized teaching
plan. A knowledgeable patient is more likely to adhere to the
treatment.

Vasodilators ease workload of the heart by decreasing systemic
resistance.

Calcium channel blockers “relax” the heart by decreasing coronary
artery spasm.

Diuretics enhance renal output, reducing fluid accumulation.

Anticoagulants promote improved long-term survival by preventing
thromboembolic complications.

This action reinforces the need to adhere to lifetime therapy while also
expressing empathy.

A knowledgeable patient is more likely to adhere to the treatment
regimen.

Changes may be necessary to maintain quality of life and prevent
complications of the disease.

Relaxation can promote decreased myocardial demand, lowering HR,
BP, and RR.

Smoking increases workload of the heart by causing vasoconstriction.

Exercise improves vascular tone and strengthens skeletal muscles. In
collaboration with the health care provider and physical therapist, the
nurse can assist the patient in maximizing the benefits of exercise.


http://www.americanheart.org

Deficient Knowledge

Pulmonary Arterial Hypertension

ASSESSMENT/INTERVENTIONS

RATIONALES
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If appropriate, involve the dietitian to assist the patient with planning
low-sodium meals.

Discuss treatment of causative factors if they are known.

As directed by the health care provider, explain the possibility of a
heart-lung transplantation and refer to appropriate team members.

A diet low in sodium may be necessary if signs of heart failure are

present.

Examples include surgical closure of arteriovenous shunts; replacement
of defective valves; or treatment of obstructive sleep apnea,
pulmonary embolism, or COPD.

Transplantation may be considered for advanced (end-stage) pulmonary
vascular disease that is not responsive to medical therapy. Early

referral

is necessary to begin the planning stages.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Psychosocial Support” p. 72

“Psychosocial Support for the Patient’s Family and p. 84
Significant Other”

“Heart Failure” for Excess Fluid Volume p. 171

Deficient Knowledge (precautions and side effects of p. 175
diuretic therapy

Deficient Knowledge (precautions and side effects of p. 177
vasodilators)

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving too much information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Indicators that necessitate medical attention: decreased
exercise tolerance, increasing shortness of breath or
dyspnea, swelling of ankles and legs, steady weight gain.
v/ Medications, including drug name, purpose, dosage,
schedule, precautions, and potential side effects.

Also discuss drug-drug, food-drug, and herb-drug
interactions.

v/ Support and information sites available on the Internet,
which include:

Pulmonary Hypertension Association at hitp://
www. phassociation.org/.

American Lung Association at http://www.lung.org/
lung-disease/pulmonary-arterial-hypertension/.
Canadian Lung Association at www.lung.ca.
National Heart, Lung, and Blood Institute at http://
www.nhlbi.nih.gov/health/health-topics/topics/pah/.

v Elimination of smoking; refer patient to a local
smoking cessation program as appropriate. The follow-
ing web sites describe programs, provide printed materi-
als, and explain multiple ways to help patients stop
smoking:

Smoking and Tobacco Control Program of the
National Cancer Institute at http://www.cancer.gov/
cancertopics/tobacco/smoking.

www.smokefree.gov.

Centers for Disease Control and Prevention: smoking
and tobacco use at http:/fwww.cdc.gov/tobacco/tobacco
_control_programs|.

The Canadian Cancer Society at www.cancer.ca.

For additional information, see Deficient Knowledge in
this chapter.

Cardiovascular Care Plans
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Venous Thrombosis/
Thrombophlebitis

OVERVIEW/PATHOPHYSIOLOGY

Venous thromboembolism (VTE) describes the conditions of
deep vein thrombophlebitis (DVT) and pulmonary embolism.
Predisposing conditions that affect coagulation or stasis of the
blood contribute to the incidence of VTE. Hemoconcentra-
tion, vessel trauma or inflammation, hypercoagulability, and
immobility are the most common risk factors for VTE.

Hemoconcentration is caused by dehydration, including
inadequate fluid resuscitation in the perioperative period.
Vessel trauma or inflammation may result from chemical irri-
tation caused by intravenous (IV) solutions, direct trauma,
including venipuncture, and improper prolonged positioning.
Hypercoagulability is often due to malignancies, hereditary
factors, or estrogen therapy.

Immobility resulting from prolonged bedrest, inability to
move due to paralysis or stroke, or extended operating room
table positioning contributes to venous stasis. Additionally,
venous stasis may occur with chronic heart failure, shock
states, structural disorders of the veins, and following abdomi-
nal, pelvic, or orthopedic operative procedures, and extended
air travel.

DVT describes thrombosis and inflammation in the deep
venous system, most commonly of the lower extremities. The
most serious complication of DVT is embolization, causing a
pulmonary embolus (PE).

HEALTH CARE SETTING

Acute care or primary care

ASSESSMENT

Signs and symptoms: At the site of the thrombus signs and
symptoms often include pain, tenderness, erythema, local

Nursing Diagnoses:
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warmth, and swelling. Distal to the thrombus, the extremity
may be cool, pale or cyanotic, and edematous with prominent
superficial veins. Sometimes the condition is clinically “silent,”
and the late presenting sign may be a PE (see “Pulmonary
Embolus,” p. 127).

Physical assessment: Assessment at the site of the throm-
bus (associated with inflammation) and distal to the clot
(associated with venous congestion) is important. A knot or
bump at the site of the thrombus may be palpated, along with
pain, increased warmth, redness, and edema. Distal to the site,
assess pulses, limb circumference, and skin temperature. Calf
pain elicited with foot dorsiflexion (Homans’ sign) may be a
sign of DVT. Additional findings include unilateral limb
swelling, fever, and tachycardia.

Risk factors: Prolonged bedrest and immobility, leg trauma,
recent surgery, malignancy, hormonal therapy, hypercoagula-
bility, obesity, varicose veins.

DIAGNOSTIC TESTS

Doppler ultrasound: Identifies changes in blood flow sec-
ondary to the presence of a thrombus. Doppler venous sounds
may be absent if a thrombus is present, occluding blood flow.

Duplex imaging: Use of ultrasound to assess veins for
changes in flow and increased velocity when a clot is obstruct-
ing flow. Accuracy and sensitivity of this imaging technique
are helpful diagnostic measures for DVT.

Impedance plethysmography: Estimates blood flow using
measures of resistance and normal changes that occur during
pulsatile blood flow. It is highly accurate above the knee.

Plasma markers (D-dimer test): A positive plasma D-dimer
test is indicative of fibrin breakdown, and further evaluation
is warranted. A negative D-dimer test is helpful in excluding
DVT if noninvasive testing also is negative.

Ineffective Peripheral Tissue Perfusion

Risk for Decreased CGardiac Tissue Perfusion

related to thrombus formation or embolization

Desired Outcome: Following emergency interventions, the patient has adequate peripheral
and cardiac perfusion as evidenced by normal extremity color, temperature, and sensation;
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Acute Pain

Venous Thrombosis/Thrombophlebitis

respiratory rate (RR) 12-20 breaths/min with normal depth and pattern (eupnea); heart rate
(HR) 100 bpm or less; blood pressure (BP) within 20 mm Hg of baseline BP; O, saturation

greater than 92%j; and normal breath sounds.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for lower extremity pain, erythema, increased limb circumference,
local warmth, distal pale skin, edema, and venous dilation. If indicators
appear, maintain the patient on bedrest and notify the health care
provider promptly.

Assess for and immediately report sudden onset of chest pain, dyspnea,
tachypnea, tachycardia, hypotension, hemoptysis, shallow respirations,
crackles (rales), 0, saturation 92% or less, decreased breath sounds,
and diaphoresis.

Administer anticoagulants as prescribed.

Double-check anticoagulant doses with a colleague. Always use a pump
for heparin administration.

Maintain the patient on bedrest, provide passive range-of-motion (ROM)
exercises, and apply support hose, sequential compression device, or
pneumatic foot compression device as prescribed to the alternate
extremity.

Maintain elevation of the affected limb.
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These are early indicators of peripheral thrombus formation (DVT),
which necessitate bedrest and prompt medical attention to
prevent embolization.

These are signs of PE, a life-threatening situation. If they occur,
prompt medical attention is required.

Buisinp [eaifing

Anticoagulants prevent propagation of a clot. Heparin is used during
the acute phase, and long-term warfarin therapy is used after the
acute phase. Six months of anticoagulation is recommended for a
first occurrence of DVT. Low-molecular-weight heparin may be
prescribed, enabling outpatient management of DVT until warfarin
levels are therapeutic.

Note: A vena caval filter may be surgically implanted transvenously,
which filters blood from distal sites to prevent PE. This is most
often used when patients cannot be anticoagulated or have had
PEs while being therapeutically anticoagulated.

Correct dosing is essential to avoid bleeding while preventing clot
formation.

These measures decrease lower extremity edema and minimize risk
of or prevent further DVTs in the alternate extremity.

This measure promotes venous drainage.

Nursing Diagnosis:

Acute Pain

related to the inflammatory process caused by thrombus formation

Desired Outcomes: Within 1 hr of intervention, the patient’s subjective perception of pain
decreases, as documented by a pain scale. Objective indicators, such as grimacing, are absent.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for the presence of pain, using a pain scale from 0 (no pain) to
10 (worst pain). Administer analgesics as prescribed, and document
medication and relief obtained using the pain scale.

Ensure that the patient maintains bedrest and limb elevation during the
acute phase.

M

If prescribed, apply warm, moist packs. Be sure packs are warm (but not
extremely so) and not allowed to cool.

Avoid flexion of hips or knees.

This assessment and interventions evaluate the patient’s perception of
pain and determine the most effective analgesic and dosing required
to relieve the pain.

These measures minimize painful engorgement, promote venous
drainage, and decrease the potential for embolization.

Continuous moist heat may be beneficial in reducing discomfort and
pain by promoting vasodilation and blood supply to the area.

Flexion contributes to venous stasis and discomfort.

Cardiovascular Care Plans




PART | MEDICAL-SURGICAL NURSING: Cardiovascular Care Plans

Nursing Diagnosis:
Ineffective Peripheral Tissue Perfusion

related to interrupted venous flow occurring with venous engorgement or
edema

Desired Outcome: Following interventions, the patient has adequate peripheral perfusion as
evidenced by absence of discomfort and presence of normal extremity temperature, color,
sensation, and motor function.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for pain and changes in skin temperature, color, and motor or These are signs of inadequate peripheral perfusion.
sensory function. Be alert to venous engorgement (prominence) in
the lower extremities.

PART I: Medical-Surgical Nursing

Elevate the patient’s legs. Elevation promotes venous drainage.

As prescribed for patients without evidence of thrombus formation, apply  These hose compress superficial veins to increase blood flow to the
antiembolic hose. deeper veins.

Remove stockings for approximately 15 min q8h. This measure enables skin inspection for evidence of irritation and

decreased circulation.
In the absence of known DVT, apply a sequential compression device or ~ These devices increase blood flow in the deep and superficial veins to

pneumatic foot compression device as prescribed. prevent DVT and are often indicated for patients who are mostly
immobile.
Remove these devices for 15 min g8h. Removal enables skin inspection for evidence of irritation and decreased
circulation.
Place a cloth sleeve (stockinette) beneath the plastic device. This measure prevents trapping of heat and moisture, which could
irritate or harm skin.
Encourage the patient to perform ankle circling and active or assisted These exercises prevent venous stasis, which is a known cause of
ROM exercises of the lower extremities. Perform passive ROM venous disorders.
exercises if the patient cannot.
m If there are any signs of acute thrombus formation, such as calf This restriction minimizes risk of embolization.
hardness or tenderness, exercises are contraindicated. Notify the

health care provider accordingly.
Encourage deep breathing. Deep breathing creates increased negative pressure in the lungs and
thorax to assist in emptying of the large veins.
Assess peripheral pulses regularly. Although arterial circulation usually will not be impaired unless there is

arterial disease or severe edema compressing arterial flow, regular
pulse assessment will confirm presence of good arterial flow.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the disease process of VTE and the necessary
at-home treatment/management measures after hospital discharge

Desired Outcome: Before hospital discharge, the patient verbalizes knowledge of the disease
process and treatment/management measures that are to occur after hospital discharge.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and presented in a
comprehension). Assess culture and culturally specific manner that is culturally and educationally appropriate.
education needs.

Cardiovascular Care Plans



Deficient Knowledge

Venous Thrombosis/Thrombophlebitis

ASSESSMENT/INTERVENTIONS RATIONALES

Discuss the process of VTE and ways to prevent thrombosis Avoiding restrictive clothing and prolonged periods of standing and elevating legs

and discomfort. above heart level when sitting promote venous return and help prevent DVT
while promoting comfort. In addition, regular walking and active ankle and leg
ROM exercises promote venous return, strengthen leg muscles, and facilitate
development of collateral vessels.

Discuss the prescribed anticoagulant therapy. (Refer to Most patients will be maintained on anticoagulation therapy for several months or

“Patient-Family Teaching,” below, and to “Pulmonary longer.

Embolus,” p. 131.)

Teach signs of venous stasis ulcers, and advise the patient to ~ Such indicators as redness and skin breakdown are signals of venous stasis
report any breaks in skin to the health care provider. ulcers, which necessitate medical attention before they lead to complications
such as infection or even gangrene.

Stress the importance of avoiding trauma to the extremities Avoiding trauma decreases risk of skin breakdown; clean and dry skin helps
and keeping the skin clean and dry. prevent infection that could develop in broken skin.

Instruct the patient to inspect both feet each day. If necessary,  Foot inspection will detect bruises or open wounds, because tissues of the lower
suggest use of a long-handled mirror to see bottoms of extremities may be susceptible to injury.

the feet. Advise the patient to report any open areas to the
health care provider.

Discuss the prescribed exercise program. Walking usually is considered the best exercise, although other exercises involving
the lower extremities also prevent venous stasis, strengthen lower leg
muscles, and help develop collateral vessels where circulation may be routed.

Teach the patient how to apply antiembolic hose if prescribed.  Decreasing venous distention with these hose optimally will increase blood flow
back to the heart. These hose should be applied after the legs have been
elevated above heart level for at least a minute to prevent entrapment of the
edema in the feet and ankles.

II' Describe indicators that necessitate medical attention. Persistent redness, swelling, tenderness, weak or absent pulses, and ulcerations
in the extremities may be signs of infection and worsening venous congestion.
This must be reported to the health care provider promptly to avoid systemic
infection and further compromise to the circulation.

Encourage long-term management of venous stasis with This measure will help prevent sequelae associated with postphlebitic syndrome
elastic stockings. and chronic venous insufficiency.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Pulmonary Embolus” for Risk for bleeding related to p. 130
anticoagulation therapy

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v See Deficient Knowledge for topics to discuss, both
verbally and through written information, with the
patient and significant other.
v If the patient is discharged from the hospital on warfarin
therapy, provide information about the following:

Asdirected, see the health care provider for scheduled
international normalized ratio (INR) evaluation.
Take warfarin at the same time each day; do not skip
days unless directed to by the health care provider.
Wear a medical alert bracelet.

Avoid alcohol consumption and changes in diet (e.g.,
changing to a vegetarian diet), both of which can
alter the body’s response to warfarin.

When making appointments with other health care
providers and dentists, inform them that warfarin is
being taken.

Be alert to indicators that necessitate immediate
medical attention: hematuria, hematemesis, meno-
metrorrhagia, hematochezia, melena, epistaxis,
bleeding gums, ecchymosis, hemoptysis, dizziness,
and weakness.

Avoid taking over-the-counter medications (e.g.,
aspirin, which also prolongs coagulation time)
without consulting the health care provider or nurse.
Avoid trauma to extremities.

Cardiovascular Care Plans
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Acute Renal Failure 25

OVERVIEW/PATHOPHYSIOLOGY

Acute renal failure (ARF) is a sudden loss of renal function
as a result of reduced blood flow or glomerular injury, which
may or may not be accompanied by oliguria. The kidneys lose
their ability to maintain biochemical homeostasis, causing
retention of metabolic wastes and dramatic alterations in
fluid, electrolyte, and acid-base balance. Although alteration
in renal function usually is reversible, ARF may be associated
with a mortality rate of 40%-80%. Mortality varies
greatly with the cause of ARF, patient’s age, and comorbid
conditions.

Causes of ARF are classified according to development as
prerenal, intrarenal, and postrenal. A decrease in renal func-
tion secondary to decreased renal perfusion but without renal
parenchymal damage is called prevenal failure. Causes of
prerenal failure include fluid volume deficit, shock and
decreased cardiac function. If hypoperfusion has not been
prolonged, restoration of renal perfusion will restore normal
renal function. A reduction in urine output because of
mechanical obstruction to urine flow is called postrenal failure.
Conditions causing postrenal failure include neurogenic
bladder, tumors, and urethral strictures. Early detection of
prerenal and postrenal failure is essential because, if prolonged,
they can lead to parenchymal damage. Restoration of renal
function in cases of postrenal failure is directly related to
removal of the obstruction.

The most common cause of intrinsic or intrarenal failure, or
renal failure that develops secondary to renal parenchymal
damage, is acute tubular necrosis (ATN). Although typically
associated with prolonged ischemia (prerenal failure) or expo-
sure to nephrotoxins (aminoglycoside antibiotics, heavy
metals, radiographic contrast media), ATN also can occur
after transfusion reactions, septic abortions, or crushing inju-
ries. Additional medications associated with the development
of ARF include nonsteroidal antiinflammatory drugs
(NSAIDs), angiotensin-converting enzyme (ACE) inhibitors,
immunosuppressants  (e.g., cyclosporine), antineoplastics
(e.g., cisplatin), and antifungals (e.g., amphotericin B). The
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clinical course of ATN can be divided into the following three
phases: oliguric (urine output of greater than 100 mL and less
than 400 mL/day, lasting approximately 7-21 days), diuretic
(7-14 days), and recovery (3-12 mo). Causes of intrinsic renal
failure other than ATN include acute glomerulonephritis
(GN), malignant hypertension, hepatorenal syndrome, and
autoimmune syndromes.

HEALTH CARE SETTING

Acute medical-surgical care unit

ASSESSMENT

Physical assessment: Pallor, edema (peripheral, perior-
bital, sacral), jugular vein distention, crackles (rales), and ele-
vated blood pressure (BP) in a patient who has fluid overload.

Excess fluid volume: Oliguria, pitting edema, hyperten-
sion, pulmonary edema.

Metabolic acidosis: Kussmaul respirations (hyperventila-
tion), lethargy, headache.

Electrolyte disturbance: Muscle weakness and dysrhyth-
mias.

Infection: Urinary tract infection, septicemia, pulmonary
infections, peritonitis.

Uremia (retention of metabolic wastes): Altered mental
state, anorexia, nausea, diarrhea, pale and sallow skin, purpura,
decreased resistance to infection, anemia, fatigue. Note:
Uremia adversely affects all body systems.

Gl system: Nausea, vomiting, diarrhea, constipation, gas-
trointestinal (GI) bleeding, anorexia, abdominal distention.

History of: Exposure to nephrotoxic substances, recent
blood transfusion, prolonged hypotensive episodes or decreased
renal perfusion, sepsis, administration of radiolucent contrast
media, or prostatic hypertrophy.

DIAGNOSTIC TESTS

Creatinine clearance: Measures the kidney’s ability to clear
the blood of creatinine and approximates the glomerular filtra-
tion rate. [t will decrease as renal function decreases. Creati-
nine clearance is normally decreased in older persons.




Risk for Infection

Acute Renal Failure

|I| Note: One of the primary causes of death in ARF is sepsis.

1]
1]

Note: Falure to collect all urine during the period of
study can invalidate the test.

Blood urea nitrogen (BUN) and serum creatinine: Assess
progression and management of ARE Although both
BUN and creatinine will increase as renal function
decreases, creatinine is a better indicator of renal function
because it is not affected by diet, hydration, or tissue
catabolism.

Urinalysis: Can provide information about the cause and
location of renal disease as reflected by abnormal urinary sedi-
ment (renal tubular cells and cell casts).

Urinary osmolality and urinary sodium levels: To rule out
renal perfusion problems (prerenal). In ATN, the kidney loses
its ability to adjust urine concentration and conserve sodium,
producing urine Na* level greater than 40 mEq/L (in prerenal
azotemia the urine Na* is less than 20 mEq/L).

Note: All urine samples should be sent to the laboratory
immediately after collection or should be refrigerated if this
is not possible. Urine left at Toom temperature has greater
potential for bacterial growth, turbidity, and alkalinity, any
of which can distort the reading.

Renal ultrasound: Provides information about renal
anatomy and pelvic structures, evaluates renal masses, and
detects obstruction and hydronephrosis. Because no intrave-
nous (IV) contrast agent is used, this procedure limits risk of
further compromise to renal function.

Renal scan: Provides information about perfusion and
function of the kidneys.

Computed tomography (CT) scan: ldentifies dilation of
renal calices in obstructive processes.

Retrograde urography: Assesses for postrenal causes (i.e.,
obstruction).

Nursing Diagnosis:
Risk for Infection

related to the presence of uremia

Desired Outcome: The patient is free of infection as evidenced by normothermia; white
blood cell (WBC) count 11,000/mm?® or less; urine that is clear and of normal odor; normal
breath sounds; eupnea; and absence of erythema, warmth, tenderness, swelling, and drainage

at the catheter or IV access sites.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess temperature and secretions for indicators of infection.

Use meticulous sterile technique when changing dressings or manipulating

venous catheters, IV lines, or indwelling catheters.

Avoid long-term use of indwelling urinary catheters. Whenever possible,
use intermittent catheterization instead.

Provide oral hygiene and skin care at frequent intervals.
Use emollients and gentle soap.

Rinse off all soap when bathing the patient.

Even minor increases in temperature can be significant because
uremia masks the febrile response and inhibits the body’s ability
to fight infection.

These measures prevent infection via spread of pathogens.
Indwelling urinary catheters are a common source of infection.

Intact skin and oral mucous membranes are barriers to infection.

These measures prevent drying and cracking of the skin, which could
lead to breakdown and infection.

Soap residue may further irritate the skin and affects its integrity.

Renal-Urinary Care Plans
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PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

Nursing Diagnoses:
Acute Confusion
Ineffective Protection

related to neurosensory, musculoskeletal, and cardiac changes occurring with
uremia, electrolyte imbalance, and metabolic acidosis

Desired Outcomes: After treatment, the patient verbalizes orientation to person, place, and
time and is free of injury caused by neurosensory, musculoskeletal, or cardiac disturbances.
Within the 24-hr period before hospital discharge, the patient verbalizes signs and symptoms
of electrolyte imbalance and metabolic acidosis and the importance of reporting them
promptly should they occur.

ASSESSMENT/INTERVENTIONS RATIONALES

PART I: Medical-Surgical Nursing

Assess for and alert the patient to indicators of alterations in fluid, In ARF, the kidneys lose their ability to maintain biochemical
electrolyte, and acid-base balance. homeostasis, causing retention of metabolic wastes and dramatic
alterations in fluid, electrolyte, and acid-base balance. The following
may occur:

Hypokalemia: Muscle weakness, lethargy, dysrhythmias, abdominal
distention, and nausea and vomiting (secondary to ileus). It may
occur during the diuretic phase because of urinary potassium losses.

Hyperkalemia: Muscle cramps, dysrhythmias, muscle weakness,
increased QRS duration, and peaked T waves on electrocardiogram.
Hyperkalemia is a common and potentially fatal complication of ARF
during the oliguric phase. It may occur if the kidney is unable to
excrete potassium ions into the urine.

Caution: A normal serum K* level is necessary for normal cardiac
function.

Hypocalcemia: Neuromuscular irritability, for example, positive
Trousseau’s sign (carpopedal spasm) and Chvostek’s sign (facial
muscle spasm), and paresthesias. Hypocalcemia may occur because
of increased serum phosphate (there is a reciprocal relationship
between calcium and phosphorus—as one rises, the other
decreases).

Hyperphosphatemia: Although usually asymptomatic, it may cause bone
or joint pain and painful/itchy skin lesions. Serum phosphorus may
increase because of a decreased ability of the kidneys to excrete
this ion.

Uremia: Anorexia, nausea, metallic taste in the mouth, irritability,
confusion, lethargy, restlessness, and itching. Uremic symptoms
result from increased BUN as the kidney loses its ability to excrete
nitrogenous wastes.

Metabolic acidosis: Rapid, deep respirations; confusion. A buildup of
hydrogen ions occurs in the serum because of the kidneys’ inability
to buffer and secrete this ion.

Avoid giving foods high in potassium content. This restriction helps potassium levels return to more normal levels. Salt
substitutes also contain potassium and should be avoided along with
apricots, avocados, bananas, cantaloupe, carrots, cauliflower,
chocolate, dried beans and peas, dried fruit, mushrooms, nuts,
oranges, peanuts, potatoes, prune juice, pumpkins, spinach, sweet
potatoes, Swiss chard, tomatoes, and watermelon.

Maintain adequate nutritional intake (especially calories). If caloric intake is inadequate, body protein will be used for energy,
resulting in increased end products of protein metabolism (i.e.,
nitrogenous wastes). A high-carbohydrate diet helps minimize tissue
catabolism and production of nitrogenous wastes.

Renal-Urinary Care Plans




Risk for Electrolyte Imbalance

Acute Renal Failure

ASSESSMENT/INTERVENTIONS RATIONALES

Prevent infections.

Avoid or use with caution the following medications: NSAIDs, ACE
inhibitors, and potassium-sparing diuretics.

Prepare the patient for the possibility of altered taste and smell.

Avoid use of magnesium-containing medications.

Administer aluminum hydroxide or calcium antacids as prescribed.
Experiment with different brands, or try capsules for patients who
refuse certain liquid antacids.

Administer other medications as prescribed:
- Diuretics

- Antihypertensives

- Cation exchange resins (Kayexalate)

- Calcium or vitamin D supplements

- Sodium bicarbonate

Avoid or use cautiously in patients with hypocalcemia, edema, or sodium
retention.

- Vitamins B and C

This measure minimizes tissue catabolism by controlling fevers. See
Risk for Infection, earlier.

NSAIDs may further damage kidney function and/or cause electrolyte
imbalances including hyperkalemia or hyponatremia. ACE inhibitors
and potassium sparing diuretics may cause an increase in serum
potassium.

Note: Soon after renal disease is initially diagnosed, ACE inhibitors may
be prescribed for their renal protective effects. However, after
chronic kidney disease has developed, ACE inhibitors may require
dose adjustment or may be contraindicated because of
hyperkalemia.risk.

[BIIPSA | LHVd
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Alterations in taste and smell may occur with uremia as a result of toxin
buildup due to inability of the kidneys to excrete nitrogenous waste.

Patients with renal failure are at risk for increased magnesium levels
because of decreased urinary excretion of dietary magnesium.
Patients using magnesium-containing antacids such as Maalox
typically are switched to aluminum hydroxide preparations such as
ALternaGEL or Amphojel. Milk of Magnesia should be substituted
with another, non—-magnesium-containing laxative such as
casanthranol.

These agents are administered to control hyperphosphatemia.
Phosphate binders vary in their aluminum or calcium content,
however, and one may not be exchanged for another without
first ensuring that the patient is receiving the same amount of
elemental aluminum or calcium. These medications must be
administered with meals. Note: Aluminum-containing phosphate
binders should not be used long term because of their potential to
cause bone damage.

These medications are used in nonoliguric ARF for fluid removal. For
example, furosemide (Lasix) (100-200 mg) or mannitol (12.5 g) may
be given early in ARF to limit or prevent development of oliguria.

These medications are used to control BP in the presence of underlying
illness, fluid overload, sodium retention, or stimulation of the
renin-angiotensin system in patients with renal ischemia.

These resins are used to control hyperkalemia. Kayexalate is most
effectively administered orally, but it may be administered as an
enema. The resin acts in the intestinal tract via exchange of sodium
ions (from the Kayexalate) for potassium ions. Kayexalate is usually
administered with sorbitol to prevent constipation and fecal
impaction. Note: Severe hyperkalemia may be treated also with
IV sodium bicarbonate, which shifts potassium into the cells
temporarily, or glucose and insulin. Insulin also helps move
potassium into the cells, and glucose helps prevent dangerous
hypoglycemia, which could result from the insulin. /V calcium is
given to reverse the cardiac effects of life-threatening hyperkalemia.

These supplements are given to patients with hypocalcemia.

This is given to treat metabolic acidosis when the serum bicarbonate
level is less than 15 mmol/L.

Rapidly rising serum pH may result in muscle spasms in patients with
hypocalcemia.

These vitamins replace losses if the patient is on dialysis.
continued
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ASSESSMENT/INTERVENTIONS RATIONALES
Reassure the patient and significant other that irritability, restlessness, Reassurance may help allay added anxiety.
and altered thinking are temporary and will improve with treatment.
Display calendars and request that significant others bring radios and These measures will help orient the patient to person, place, and time.

familiar objects.

n Ensure safety measures (e.g., padded side rails, airway) for patients who  These measures are for the patient’s protection until electrolyte

are confused or severely hypocalcemic. For patients who exhibit disturbance is reversed.
signs of hyperkalemia, have emergency supplies (e.g., manual
resuscitator bag, crash cart, emergency drug tray) available.

Nursing Diagnosis:

Excess Fluid Volume

related to compromised regulatory mechanisms occurring with renal dysfunc-
tion: Oliguric phase

Desired Outcome: The patient adheres to prescribed fluid restrictions and becomes normo-
volemic as evidenced by decreasing or stable weight, normal breath sounds, edema 1+ or less
on a 0-4+ scale, central venous pressure (CVP) 10 mm Hg or less, and BP and heart rate
(HR) within the patient’s normal range.

ASSESSMENT/INTERVENTIONS RATIONALES

Closely assess and document intake and output (1&0). This assessment detects trend of fluid volume, particularly decreasing
urinary output when compared to intake. Patients with ARF may/may
not develop oliguria. Urine volume does not necessarily reflect renal
function in patients with ARF. For example, in postrenal failure, large
volumes of urine may be associated with relief of obstruction. In
ARF, the kidneys lose their ability to maintain biochemical
homeostasis. This causes retention of metabolic wastes and
dramatic alterations in fluid, electrolyte, and acid-base balance. For
details about likely electrolyte imbalances and metabolic acidosis,
see Acute Confusion/Ineffective Protection, earlier.

Monitor weight daily. The patient likely will lose 0.5 kg/day if not eating; a sudden weight gain
Weigh the patient at the same time each day, using the same scale and suggests excessive fluid volume.
with the patient wearing the same amount of clothing. This ensures that weight measurements are performed under the same

conditions with each assessment, thereby facilitating more precise
measurements of fluid volume.

Assess for edema, hypertension, crackles (rales), tachycardia, distended  These signs are indicators of fluid volume excess. In ARF, dependent
neck veins, shortness of breath, and increased CVP. edema likely will be detected in the legs or feet of patients who are

ambulatory, and in the sacral area of patients who are on bedrest.
Periorbital edema may also result from excessive fluid overload.
Jugular veins are likely to be distended with the head of bed elevated
45 degrees due to increased intravascular volume. Crackles and
shortness of breath can occur as a result of pulmonary fluid volume
overload. Low serum albumin decreases colloid osmotic pressure,
allowing fluid to leak into the extravascular space. Low serum albumin
also may contribute to generalized edema and pulmonary edema.
Hypertension, tachycardia, and increased CVP may result from sodium
and fluid retention. Decreased renal perfusion also may activate the
renin-angiotensin system, exacerbating these symptoms.

Carefully adhere to the prescribed fluid restriction. This measure helps patients return to normovolemia. Fluids usually are
restricted on the basis of “replace losses 400 mL/24 hr.” Insensible
fluid losses are only partially replaced to offset water formed during
the metabolism of proteins, carbohydrates, and fats.

Renal-Urinary Care Plans



Deficient Fluid Volume

Acute Renal Failure
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ASSESSMENT/INTERVENTIONS

Provide oral hygiene at frequent intervals, and offer fluids in the form of
ice chips or ice pops. Spread allotted fluids evenly over a 24-hr
period, and record the amount given. Instruct the patient and
significant others about the need for fluid restriction.

Monitor results of BUN, serum creatinine, and creatinine clearance tests.

Administer medications that promote diuresis as prescribed.

Arrange for or administer renal dialysis as prescribed. For more
information, see “Care of the Patient Undergoing Hemodialysis,” p.
212, or, “Care of the Patient Undergoing Peritoneal Dialysis,”

p. 216, as indicated.

RATIONALES

These interventions minimize thirst during fluid restriction. Hard candies

Note: Patients nourished via total parenteral nutrition are at increased

Although both BUN and creatinine will increase as renal function and

also may be given to decrease thirst.

risk for fluid overload because of the necessary fluid volume involved
and its hypertonicity.

renal excretion decrease, creatinine is a better indicator of renal
function because it is not affected by diet, hydration, or tissue
catabolism. Creatinine clearance measures the ability of the kidney
to clear the blood of creatinine and approximates the glomerular
filtration rate. It will decrease as renal function decreases. Note:
Creatinine clearance is normally decreased in older persons.

Control of fluid overload in ARF may include use of large doses of
furosemide in nonoliguric patients to induce diuresis.
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Hemodialysis treatments remove excess fluid through the process of
ultrafiltration (removal of fluids using pressure). Peritoneal dialysis
removes fluid via osmotic pressures across the peritoneal
membrane. The present trend is to use dialysis early in ARF. It is
done q1-3days (but may be done continuously in critical care).
Prophylactic use of dialysis has reduced the incidence of
complications and rate of death in patients with ARF.

Nursing Diagnosis:

Deficient Fluid Volume

related to active loss occurring with excessive urinary output: Diuretic phase

Desired Outcome: The patient becomes normovolemic as evidenced by stable weight, bal-
anced I&O, good skin turgor, CVP 4 mm Hg or greater, and BP and HR within the patient’s

normal range.

ASSESSMENT/INTERVENTIONS

RATIONALES

Closely assess and document 1&0.

Monitor weight daily.
Weigh the patient at the same time each day, using the same scale and
with the patient wearing the same amount of clothing.

Monitor the patient for complaints of lightheadedness, poor skin turgor,
hypotension, postural hypotension, tachycardia, and decreased CVP.

As prescribed, encourage fluids in the dehydrated patient.

|I| Report significant findings to the health care provider.

This assessment detects the trend of fluid volume. Following relief of
the obstruction in patients with postrenal failure, postobstructive
diuresis may occur if the kidney is unable to concentrate the urine.
Consequently, large volumes of solute and fluid may be lost (8-20 L/
day of urinary losses), resulting in volume depletion.

A weight loss of 0.5 kg/day or more may reflect excessive volume loss.
When weight is measured under the same conditions, more precise
measurements of fluid volume can be anticipated.

These are indicators of volume depletion, which may result from loss of
intravascular volume caused by urinary fluid losses and could lead
to falls and other injuries.

This intervention promotes rehydration and prevents life-threatening
electrolyte abnormalities caused by the large-volume urinary and
solute losses.

Although renal function usually can be reversed, there is a mortality rate
of 40%-80% associated with ARF, depending on cause and the
patient’s age and comorbid conditions.

Renal-Urinary Care Plans
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Nursing Diagnosis:

Imbalanced Nutrition: Less Than Body Requirements

related to nausea, vomiting, anorexia, and dietary restrictions

Desired Outcome: Within 2 days of admission, the patient has stable weight and demon-

strates normal intake of food within restrictions, as indicated.

ASSESSMENT/INTERVENTIONS

Assess for and alert the health care provider to untoward Gl symptoms,

and monitor BUN levels.

Provide frequent, small meals in a pleasant atmosphere, especially
controlling unpleasant odors.

Administer prescribed antiemetics as necessary. Instruct the patient to
request medication before discomfort becomes severe.

Coordinate meal planning and dietary teaching with the patient,
significant others, and renal dietitian.

Provide fact sheets that list foods to restrict.

Demonstrate with sample menus examples of how dietary restrictions
may be incorporated into daily meals.

Provide oral hygiene at frequent intervals.

RATIONALES

The presence of nausea, vomiting, and anorexia may signal increased
uremia. BUN levels 80-100 mg/dL usually require dialytic therapy.

Smaller, more frequent meals are usually better tolerated than larger
meals.

Antiemetics are given to reduce nausea, which is better controlled when
it is treated early.

Dietary restriction may include reduced protein, sodium, potassium,
phosphorus, and fluid intake.

Protein is limited to minimize retention of nitrogenous wastes. Sodium
is limited to prevent thirst and fluid retention. Potassium and
phosphorus are limited because of the kidney’s decreased ability to
excrete them.

Sample menus show the patient how to apply this new knowledge.

Oral hygiene decreases metallic taste in the mouth associated with
uremia.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Prolonged Bedrest” for Gonstipation related to less p. 68
than adequate fluid or dietary intake and bulk,
immobility, lack of privacy, positional restrictions,
and use of opioid analgesics

“Care of the Patient Undergoing Hemodialysis” p. 212
“Care of the Patient Undergoing Peritoneal Dialysis” p. 216

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Medications: Include drug name, purpose, dosage,
schedule, precautions, and potential side effects.
Also discuss drug-drug, herb-drug, and food-drug

interactions.

Renal-Urinary Care Plans

v Diet: Include fact sheets that list foods to restrict.
Provide sample menus with examples of how dietary
restrictions may be incorporated into daily meals.

v Care and observation of dialysis access if the patient is
being discharged with one. If the patient requires dialy-
sis after discharge, coordinate discharge planning with
the dialysis unit staff.

v Importance of continued medical follow-up of renal
function.

v Signs and symptoms of potential complications. These
should include electrolyte imbalance (see Acute Confu-
sion/Ineffective Protection in this chapter); indicators
of infection (see Risk for Infection in this chapter);
Excess Fluid Volume in this chapter; and bleeding (espe-
cially from the GI tract for patients who are uremic).

v Telephone numbers to call in case questions or concerns
arise about therapy or disease after discharge. Additional
general information can be obtained by contacting the
following:

v National Kidney and Urologic Diseases Information
Clearinghouse at www.kidney.niddk.nih.gov

v National Kidney Foundation at www.kidney.org

v The Kidney Foundation of Canada at www.kidney.ca


http://www.kidney.niddk.nih.gov
http://www.kidney.org
http://www.kidney.ca
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OVERVIEW/PATHOPHYSIOLOGY

The prostate is an encapsulated gland that surrounds the male
urethra below the bladder neck and produces a thin, milky
fluid during ejaculation. As a man ages, the prostate gland
grows larger. Although the exact cause of enlargement is
unknown, one theory is that hormonal changes affect the
estrogen-androgen balance. This noncancerous enlargement
is common in men older than 50 yr, and as many as 80% of
men older than 65 yr are thought to have symptoms of pros-
tatic enlargement. Treatment options include two classes of
medications, alpha-adrenergic antagonists and 5 alpha-
reductase inhibitors, and surgical treatment. Medical manage-
ment may reduce the need for surgery. Treatment is given
when symptoms of bladder outlet obstruction appear.

HEALTH CARE SETTING

Primary care; outpatient acute (surgical) care

ASSESSMENT

Chronic indicators: Urinary frequency, hesitancy, urgency,
and dribbling or postvoid dribbling; decreased force and
caliber of stream; nocturia (several times each night); hema-
turia. Scores on American Urological Association (AUA)
questionnaire are 0-7 (mild), 8-19 (moderate), and 20-35
(severe).

Acute indicators/bladder outlet obstruction: Anuria,
nausea, vomiting, severe suprapubic pain, severe and constant
urgency, flank pain during micturition.

Physical assessment: Bladder distention, kettledrum
sound with percussion over the distended bladder. Rectal
examination reveals a smooth, firm, symmetric, and elastic
enlargement of the prostate.

DIAGNOSTIC TESTS

Urinalysis: Checks for the presence of white blood cells
(WBCs), leukocyte esterase, WBC casts, bacteria, and micro-
scopic hematuria.

Urine culture and sensitivity: Verifies presence of an infect-
ing organism, identifies type of organism, and determines the
organism’s antibiotic sensitivities. Note: All urine specimens
should be sent to the laboratory immediately after they are
obtained, or they should be refrigerated if this is not possible
(specimens for urine culture should not be refrigerated). Urine
left at room temperature has a greater potential for bacterial
growth, turbidity, and alkaline pH, any of which can distort
test results.

Hematocrit (Het) and hemoglobin (Hgb): Decreased Hct and
Hb values may signal mild anemia from local bleeding.

Blood urea nitrogen (BUN) and creatinine: To evaluate
renal and urinary function. Note: BUN can be affected by the
patient’s hydration status, and results must be evaluated
accordingly: fluid volume excess reduces BUN levels, whereas
fluid volume deficit increases them. Serum creatinine may not
be a reliable indicator of renal function in older adults because
of decreased muscle mass and decreased glomerular filtration
rate; results of this test must be evaluated along with those of
urine creatinine clearance, other renal function studies, and
the patient’s age.

Prostate-specific antigen: Elevated above normal (0-4.0
ng/mL; normal range may increase with age); correlates well
with positive digital examination findings. This glycoprotein
is produced only by the prostate and reflects prostate size.

Cystoscopy: Visualizes the prostate gland, estimates its size,
and ascertains presence of any damage to the bladder wall
secondary to an enlarged prostate. Note: Because patients
undergoing cystoscopy are susceptible to septic shock, this
procedure is contraindicated in patients with acute urinary
tract infection (UTI) because of the possible danger of hema-
togenic spread of gram-negative bacteria.

Transrectal ultrasound: Assesses prostate size and shape via
a probe inserted into the rectum.

Maximal urinary flow rate: Rate less than 15 mL/sec indi-
cates significant obstruction to flow.

Postvoid residual volume: Normal volume is less than
12 mL; higher volumes signal obstructive process.
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Nursing Diagnosis:
Acute Confusion

related to fluid volume excess occurring with absorption of irrigating fluid
during surgery; or cerebral hypoxia occurring with sepsis

Desired Outcome: The patient’s mental status returns to normal for the patient within 3 days
of treatment.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s baseline level of consciousness (LOC) and
mental status on admission. Ask the patient to perform a
three-step task.

Assess short-term memory.

Document the patient’s response.

Document the patient’s actions in behavioral terms. Describe the
“confused” behavior.

Obtain a description of prehospital functional and mental status
from sources familiar with the patient (e.g., family, friends,
personnel at the nursing home or residential care facility).

Identify the cause of acute confusion as follows:

- Assess oximetry or request arterial blood gas values.
- Check serum sodium.

- Request current serum electrolytes and WBC count.

- Assess hydration status by reviewing intake and output (I&0)
records after surgery. Output should match intake.

- Assess the legs for dependent edema.
- Assess cardiac and lung status.

- Assess the mouth for a furrowed tongue and dry mucous
membranes.

- For oximetry readings 92% or less, anticipate initiation of
oxygen therapy to increase oxygenation.

- As appropriate, anticipate initiation of antibiotics in the presence
of sepsis, diuretics to increase diuresis, and increased fluid
intake by mouth or intravenous (V) to rehydrate the patient.

As appropriate, have the patient wear glasses and hearing aid, or
keep them close to the bedside and within easy reach.

Keep the urinal and other commonly used items within easy reach.

As indicated by mental status, check on the patient frequently or
every time you pass by the room.

If indicated, place the patient close to the nurses’ station if possible.

Provide an environment that is nonstimulating and safe.

Renal-Urinary Care Plans

Asking patients to perform a three-step task (e.g., “Raise your right hand,
place it on your left shoulder, and then place the right hand by your
side”) is an effective way to evaluate baseline mental status because
patients may be admitted with chronic confusion.

Short-term memory can be tested by showing the patient how to use the
call light, having him return the demonstration, and then waiting 5 min
before having him demonstrate use of the call light again. Inability to
remember beyond 5 min indicates poor short-term memory.

A patient’s baseline status can then be compared with postsurgical status
for evaluation, which will help determine the presence of acute
confusion.

This ensures that the patient’s current/postsurgical status is compared
with his normal status.

The cause may be reversible.

Low levels of oxygen can contribute to diminished mental status.
Dilutional hyponatremia can be caused by absorption of irrigating fluid.

Imbalances in electrolytes and the presence of infection (reflected by
elevated WBC count) can affect mental status.

Both excess and deficient fluid volumes can affect mental status.

Dependent edema can signal overhydration with poor venous return, which
can affect mental status.

Abnormal heart sounds or rhythms and the presence of crackles (rales) in
lung bases can signal fluid excess, which could affect mental status.

These signs signal fluid deficit, which can affect mental status.

Patients usually require supplementary oxygen at these levels. Decreased
levels of oxygen can adversely affect mental status.

These interventions may help reverse acute confusion.

Disturbed sensory perception can contribute to confusion.

Patients with short-term memory problems cannot be expected to use a
call light.

This intervention helps ensure the patient’s safety.

These measures provide a safer and less confusing environment for
patients.



Risk for Bleeding

Benign Prostatic Hypertrophy
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ASSESSMENT/INTERVENTIONS

Provide music, but avoid use of television.

Attempt to reorient the patient to his surroundings as needed. Keep
a clock and calendar at the bedside, and remind him verbally of
the date and place.

Encourage the patient or significant other to bring items familiar to
the patient.

If the patient becomes belligerent, angry, or argumentative while
you are attempting to reorient him, stop this approach. Do not
argue with him or his interpretation of the environment.

If the patient displays hostile behavior or misperceives your role
(e.g., nurse becomes thief, jailer), leave the room. Return in
15 min. Introduce yourself to him as though you have never
met. Begin dialogue anew.

If the patient attempts to leave the hospital, walk with him and
attempt distraction. Ask him to tell you about his destination. For
example, “That sounds like a wonderful place! Tell me about it.”
Keep your tone pleasant and conversational. Continue walking
with him away from exits and doors around the unit. After a few
minutes, attempt to guide him back to his room.

If the patient has permanent or severe cognitive impairment, check
on him frequently and reorient to baseline mental status as
indicated; however, do not argue with him about his perception
of reality.

RATIONALES

Individuals who are acutely confused regarding place and time often think
the action on television is happening in the room.

These orientation measures help reduce confusion.

Familiar items provide a foundation for orientation and can include
blankets, bedspreads, and pictures of family or pets.

Arguing with confused patients likely will increase their belligerence. State,
“l can understand why you may (hear, think, see) that.”

Patients who are acutely confused have poor short-term memory and may
not remember the previous encounter or that you were involved in that
encounter.

Distraction is an effective technique with individuals who are confused.

Arguing can cause a cognitively impaired person to become aggressive
and combative. Patients with severe cognitive impairments
(e.g., Alzheimer’s disease, dementia) also can experience acute
confusional states (i.e., delirium) and can be returned to their baseline
mental state.

Nursing Diagnosis:
Risk for Bleeding

related to invasive procedure or actions that put pressure on the prostatic

capsule

Desired Outcomes: The patient is normovolemic as evidenced by a balanced [&O; heart rate
(HR) 100 bpm or less (or within the patient’s normal range); blood pressure (BP)
90/60 mm Hg or more (or within the patient’s normal range); respiratory rate (RR) 20
breaths/min or less; and skin that is warm, dry, and of normal color. Following instruction,
the patient relates actions that may result in hemorrhage of the prostatic capsule and par-

ticipates in interventions to prevent them.

ASSESSMENT/INTERVENTIONS

RATIONALES

On the patient’s return from the recovery room, assess vital signs (VS)
as his condition warrants or per agency protocol.

Monitor and document I&0 q8h. Subtract the amount of fluid used with
continuous bladder irrigation (CBI) from the total output.

Assess catheter drainage closely for the first 24 hr. Watch for dark red
drainage that does not lighten to reddish pink or drainage that
remains thick in consistency after irrigation.

II' Be alert to bright red, thick drainage at any time.

These assessments evaluate trend of the patient’s recovery. Increasing
pulse, decreasing BP, diaphoresis, pallor, and increasing respirations
can occur with hemorrhage and impending shock.

This assessment evaluates trend of the patient’s hydration status and
assesses for postsurgical bleeding.

Drainage should lighten to pink or blood tinged within 24 hr after
surgery. Dark red drainage that does not lighten to reddish pink or
drainage that remains thick in consistency after irrigation can signal
bleeding within the operative site.

This drainage can occur with arterial bleeding within the operative site.

continued
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PARTI

MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Do not measure temperature rectally or insert tubes or enemas into the
rectum. Instruct the patient not to strain with bowel movements or

sit for long periods.

Obtain prescription for and provide stool softeners or cathartics as
necessary. Encourage a diet high in fiber and increased fluid intake.

Maintain traction on the indwelling urethral catheter for 4-8 hr after
surgery or as directed.

Monitor for signs of disseminated intravascular coagulation (DIC). Report
significant findings promptly if they occur. For more information, see
p. 471, “Disseminated Intravascular Coagulation.”

These actions can result in pressure on the prostatic capsule and may
lead to hemorrhage.

These measures aid in producing soft stool and preventing straining.

The surgeon may establish traction on the indwelling urethral catheter in
the operating room to help prevent bleeding.

Note: Urethral catheters used after prostatic surgery commonly have a
large retention balloon (30 mL).

DIC can result from release of large amounts of tissue thromboplastins
during a transurethral prostatectomy (TURP). Indicators of DIC
include active bleeding (dark red) without clots and unusual oozing
from all puncture sites.

Nursing Diagnoses:

Excess Fluid Volume (or risk for same)
Risk for Electrolyte Imbalance

related to absorption of irrigating fluid during surgery (TURP syndrome)

Desired Outcomes: Following surgery, the patient is normovolemic as evidenced by balanced
I&O (after subtraction of irrigant from total output); orientation to person, place, and time
with no significant changes in mental status; BP and HR within the patient’s normal range;
absence of dysrhythmias; and electrolyte values within normal range. Urinary output is

30 mL/hr or more.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess and record VS.

Assess pulse for dysrhythmias, including irregular rate and skipped
beats.

Monitor and record 1&0. To determine true amount of urinary output,
subtract the amount of irrigant (CBI) from the total output.

Report discrepancies between 1&0.

Monitor the patient’s mental and motor status. Assess for muscle
twitching, seizures, and changes in mentation.

Monitor electrolyte values, in particular those of Na*.

Promptly report indications of fluid overload and electrolyte imbalance to
the health care provider.

This assessment evaluates hydration status. Sudden increases in BP
with corresponding decrease in HR can occur with fluid volume
€XCesS.

Dysrhythmias, including irregular HR and skipped beats, can signal
electrolyte imbalance, which can occur as a result of the high
volumes of fluid used during irritation.

Large amounts of fluid, commonly plain sterile water, are used to irrigate
the bladder during the operative cystoscopy to remove blood and
tissue, thereby enabling visualization of the surgical field. Over time,
this fluid may be absorbed through the bladder wall into the systemic
circulation.

Differences may signal either fluid retention or fluid loss.

These are signs of water intoxication and electrolyte imbalance, which
can occur within 24 hr after surgery because of the high volumes of
fluid used in irrigation.

Normal range for Na* is 137-147 mEq/L. Values less than that signal
hyponatremia, which can occur with absorption of the extra fluids
and its dilutional effect.

This intervention ensures prompt treatment, which may include diuretics.

Renal-Urinary Care Plans




Risk for Impaired Skin Integrity

Benign Prostatic Hypertrophy

Nursing Diagnosis:

Acute Pain

related to bladder spasms

Desired Outcomes: Within 1 hr of intervention, the patient’s subjective perception of pain
decreases, as documented by pain scale. Objective indicators, such as grimacing, are absent

or diminished.

ASSESSMENT/INTERVENTIONS

Assess and document quality, location, and duration of pain. Devise a pain
scale with the patient, rating pain from 0 (no pain) to 10 (worst pain).

Buisinp [eaifing

Medicate the patient with prescribed analgesics, narcotics, and
antispasmodics as appropriate; evaluate and document the patient’s
response, using the pain scale.

Instruct the patient to request analgesic before pain becomes severe.

Provide warm blankets or heating pad to the affected area.

Monitor for leakage around the catheter.
If the patient has spasms, assure him that they are normal.

Encourage fluid intake.

If the health care provider has prescribed catheter irrigation for the removal
of clots, follow instructions carefully.

Monitor for the presence of clots in the tubing. If clots are present for a
patient with CBI, adjust the rate of bladder irrigation to maintain light
red urine (with clots). If clots inhibit the flow of urine, irrigate the
catheter by hand according to agency or health care provider’s
directive.

RATIONALES

This assessment establishes a baseline, monitors the trend of pain,
and determines subsequent response to medication.

Suppositories (e.g., belladonna and opium [B&Q] suppositories) are
contraindicated because of the potential for disrupting the
incision, which is close to the rectum. Oral anticholinergics, such
as oxybutynin, are used as antispasmodics instead.

Prolonged stimulation of the pain receptors results in increased
sensitivity to painful stimuli and will increase the amount of drug
required to relieve pain.

These measures increase regional circulation and relax tense
muscles.

Leakage can signal the presence of bladder spasms.

Spasms can occur from irritation of the bladder mucosa or from a
clot that results in backup of urine into the bladder with
concomitant mucosal irritation.

Adequate hydration helps prevent spasms.
Gentle irrigation will avoid discomfort and injury to the patient.

Total output should be greater than the amount of irrigant instilled. If
output equals the amount of irrigant or the patient complains that
his bladder is full, the catheter may be clogged with clots.

Nursing Diagnosis:
Risk for Impaired Skin Integrity

[BIIPSA | LHVd

related to wound drainage from suprapubic or retropubic prostatectomy

Desired Outcome: The patient’s skin remains nonerythremic and intact.

RATIONALES

If an incision has been made into the bladder, irritation can result from
prolonged contact of urine with the skin.

ASSESSMENT/INTERVENTIONS

Assess the skin and incisional dressings frequently during the first
24 hr; change or reinforce dressings as needed.

These measures ensure that the dressing is secure without the damage
that tape can cause to the skin.

This measure provides a barrier between the skin and drainage.

Use Montgomery straps or gauze net (Surginet) rather than tape to
secure the dressing.

If drainage is copious after drain removal, apply a wound drainage or
ostomy pouch with a skin barrier over the incision.

Use a pouch with an antireflux valve. This valve prevents contamination from reflux.

Renal-Urinary Care Plans
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Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with postsurgical sexual function

Desired Outcome: Following intervention/patient teaching, the patient discusses concerns
about sexuality and relates accurate information about sexual function.

ASSESSMENT/INTERVENTIONS RATIONALES

This assessment enables the appropriate time to provide patient

PART I: Medical-Surgical Nursing

Assess the patient’s level of readiness to discuss sexual function;
provide opportunities for the patient to discuss fears and anxieties.

Assure patients who have had a simple prostatectomy that the ability to
attain and maintain an erection is unaltered.

Be aware of your own feelings about sexuality.

As indicated, encourage continuation of counseling after hospital
discharge. Confer with the health care provider and social services
to identify appropriate referrals.

teaching and optimally will reveal the patient’s specific fears and
anxieties.

Retrograde ejaculation (backward flow of seminal fluid into the bladder,
which is eliminated with the next urination) or “dry” ejaculation will
occur in most patients, but this probably will end after a few months.
However, it will not affect the ability to achieve orgasm.

If you are uncomfortable discussing sexuality, request that another staff
member take responsibility for discussing concerns with the patient.

Conferring with the health care provider and social services will help
identify appropriate referrals.

Nursing Diagnosis:

Constipation

related to postsurgical discomfort or fear of exerting excess pressure on the

prostatic capsule

Desired Outcome: By the third to fourth postoperative day, the patient relates the presence
of a bowel pattern that is normal for him with minimal pain or straining.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess and document the presence or absence and quality of bowel
sounds in all four abdominal quadrants.

Gather baseline information on the patient’s normal bowel pattern and
document findings.

Caution the patient to avoid straining when defecating.

Unless contraindicated, encourage the patient to drink 2-3 L of fluids on
the day after surgery.

Consult the health care provider and dietitian about the need for
increased fiber in the patient’s diet.

Encourage the patient to ambulate and be as active as possible.

Consult the health care provider about use of stool softeners for the
patient during the postoperative period.

See “Prolonged Bedrest,” p. 68, Constipation, for more information.

A patient whose bowel sounds have not yet returned but who states that
he needs to have a bowel movement during the first 24 hr after
surgery may have clots in his bladder that are creating pressure on
the rectum. Assess for the presence of clots (see Acute Pain,
earlier) and irrigate the catheter as indicated.

Each patient has a bowel pattern that is normal for him.

Straining puts excess pressure on the prostatic capsule.

Adequate hydration helps ensure a softer stool with less of a tendency
to strain.

Adding bulk to stools will minimize the risk of damaging the prostatic
capsule by straining.

Increased activity helps promote bowel movements by increasing
peristalsis.

Soft stool will be less painful to evacuate following surgery and will
cause less straining.

Renal-Urinary Care Plans




Stress Urinary Incontinence Benign Prostatic Hypertrophy

Nursing Diagnosis:
- - 2
Urge Urinary Incontinence =
related to urethral irritation after removal of the urethral catheter ;
D
Desired Outcome: The patient reports increasing periods of time between voidings by the =
second postoperative day and regains a normal pattern of micturition within 4-6 wk after =
surgery. e
=]
g.
ASSESSMENT/INTERVENTIONS RATIONALES =
Before removing the urethral catheter, explain to the patient that he Irritation from the catheter may cause the patient to void in small §
may void in small amounts for the first 12 hr after catheter removal. amounts. Initially the patient may void q15-30min, but the interval
between voidings should increase toward a more normal pattern.
Instruct the patient to save urine in a urinal for the first 24 hr after First urine specimens can be dark red from passage of old blood. Each
surgery. Inspect each voiding for color and consistency. successive specimen should be lighter in color.
Note and document the time and amount of each voiding. Initially patients may void q15-30min, but the time interval between
voidings should increase toward a more normal pattern.
Encourage the patient to drink 2.5-3.0 L/day if not contraindicated. Low intake leads to highly concentrated urine, which irritates the bladder
and can lead to incontinence.
Before hospital discharge, inform the patient that dribbling may occur Dribbling occurs because of disturbance of the bladder neck and urethra
for the first 4-6 wk after surgery. during prostate removal. As muscles strengthen and healing occurs

(the urethra reaches normal size and function), dribbling stops.
Teach Kegel exercises (see Deficient Knowledge later in this chapter.) These exercises improve sphincter control.

Nursing Diagnosis:
Stress Urinary Incontinence

related to temporary loss of muscle tone in the urethral sphincter after radical
prostatectomy

Desired Outcome: Within the 24-hr period before hospital discharge, the patient relates
understanding of the cause of the temporary incontinence and the regimen that must be
observed to promote bladder control.

ASSESSMENT/INTERVENTIONS RATIONALES

Explain that there is a potential for urinary incontinence after A knowledgeable patient likely will adhere to the therapeutic regimen.
prostatectomy but that it should resolve within 6 mo. Describe the Understanding that incontinence is a possibility but that it usually
reason for the incontinence, using aids such as anatomic illustrations. resolves should be encouraging.

Encourage the patient to maintain adequate fluid intake of at least 2-3 L/ Dilute urine is less irritating to the prostatic fossa and less likely to
day (unless contraindicated by an underlying cardiac dysfunction or result in incontinence.
other disorder).

Instruct the patient to avoid caffeine-containing drinks. These fluids irritate the bladder and have a mild diuretic effect, which

would make bladder control even more difficult.
Establish a bladder routine with the patient before hospital discharge. The goal of bladder training is to reduce the number of small voidings

and thereby return the patient to a more normal bladder function.
The amount of time between voidings is determined to estimate
how long the patient can hold his urine. The patient schedules times
for emptying his bladder and has a copy of the written schedule. An
example initially would be q1-2h when awake and g4h at night.
Then, if this is successful, the patient lengthens the intervals
between voidings.

continued
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ASSESSMENT/INTERVENTIONS RATIONALES

Teach Kegel exercises (see next nursing diagnosis).

Remind the patient to discuss any incontinence problems with the health
care provider during follow-up examinations.

These exercises promote sphincter control, thereby decreasing

incontinence episodes.

This information helps ensure that the patient’s needs are addressed

and treated.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the pelvic muscle (Kegel) exercise program to
strengthen perineal muscles (effective for individuals with mild to moderate

stress incontinence)

Desired Outcome: Within the 24-hr period following teaching, the patient verbalizes and
demonstrates accurate knowledge about the pelvic muscle (Kegel) exercise program.

ASSESSMENT/INTERVENTIONS RATIONALES

Explain the purpose of Kegel exercises.
Assist the patient with identifying the correct muscle group.
Teach the exercise as follows:

- Attempt to shut off urinary flow after beginning urination, hold for a few
seconds, and then start the stream again.

- Contract the muscle around the anus as though to stop a bowel movement.

- Repeat these exercises 10-20 times, gid.

Kegel exercises strengthen pelvic area muscles, which will help
regain bladder control.

A common error when attempting to perform this exercise is
contracting the buttocks, quadriceps, and abdominal muscles.

This strengthens the proximal muscle. If it can be accomplished,
the correct muscle group is being used.

This strengthens the distal muscle.

These exercises must be done frequently throughout the day and
for 2-9 mo before benefits are obtained.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Perioperative Care”

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate

a visiting nurse referral for necessary follow-up teaching.

Include verbal and written information about the following:

v Medications, including drug name, purpose, dosage,

schedule, precautions, and potential side effects. Also

discuss drug-drug, herb-drug, and food-drug interactions.

v Necessity of reporting the following indicators of UTI

to the health care provider: chills; fever; hematuria;

flank, costovertebral angle, suprapubic, low back,

buttock, or scrotal pain; cloudy and foul-smelling urine;

frequency; urgency; dysuria; and increasing or recurring
incontinence.

v Care of incision, if appropriate, including cleansing,

dressing changes, and bathing. Advise the patient to be

Renal-Urinary Care Plans

aware of indicators of infection: persistent redness,
increasing pain, edema, increased warmth along the
incision, or purulent or increased drainage.

v Care of catheters or drains if the patient is discharged
with them.

v Daily fluid requirement of at least 2-3 L/day in nonre-
stricted patients.

v Importance of increasing dietary fiber or taking stool
softeners to soften stools. This will minimize the risk of
damage to the prostatic capsule by preventing straining
with bowel movements. Caution the patient to avoid
using suppositories or enemas for the treatment of
constipation.

v Use of a sofa, reclining chair, or footstool to promote
venous drainage from legs and to distribute weight on
the perineum, not the rectum.

v Avoiding the following activities for the period pre-
scribed by the health care provider: sitting for long
periods, heavy lifting (more than 10 Ib), and sexual
intercourse.

v Kegel exercises to help regain urinary sphincter control
for postoperative dribbling. See Deficient Knowledge,
above.
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OVERVIEW/PATHOPHYSIOLOGY

Chronic kidney disease (CKD) is a progressive, irreversible
loss of kidney function that develops over days to years.
Aggressive management of hypertension and diabetes mellitus
(DM) and avoidance of nephrotoxic agents may slow progres-
sion of CKD; however, loss of glomerular filtration is irrevers-
ible, and eventually CKD can progress to end-stage renal
disease (ESRD), at which time renal replacement therapy
(dialysis or transplantation) is required to sustain life. Before
ESRD, the individual with CKD can lead a relatively normal
life managed by diet and medications. The length of this
period varies, depending on the cause of renal disease and the
patient’s level of renal function at the time of diagnosis.

Of the many causes of CKD, some of the most common are
DM, hypertension, glomerulonephritis (GN), long-term
exposure to certain classes of medications (e.g., nonsteroidal
antiinflammatories) or metals (e.g., gold therapy, lead), and
polycystic kidney disease. Regardless of the cause, clinical
presentation of CKD, particularly as the individual approaches
ESRD, is similar. Retention of metabolic end products and
accompanying fluid and electrolyte imbalances adversely
affect all body systems. Alterations in neuromuscular, cardio-
vascular, and gastrointestinal (GI) function are common.
Renal osteodystrophy and anemia are early and common com-
plications, with alterations being seen when the glomerular
filtration rate (GFR) decreases to 60 mL/min. The collective
manifestations of CKD are termed uremia.

HEALTH CARE SETTING

Primary care with possible hospitalization resulting from com-
plications or during ESRD

ASSESSMENT

Anemia: Pallor, shortness of breath on exertion, headache,
persistent fatigue, dizziness.

Fluid volume abnormalities: Crackles (rales), hypertension,
edema, oliguria, anuria.

Electrolyte disturbances: Muscle weakness, dysrhythmias,
pruritus, neuromuscular irritability, tetany.

Metabolic acidosis: Deep respirations, lethargy, headache.

Uremia—retention of metabolic wastes: Weakness, malaise,
anorexia, dry and discolored skin, peripheral neuropathy, irri-

tability, clouded thinking, ammonia odor to breath, metallic
taste in mouth, nausea, vomiting. Note: Uremia adversely
affects all body systems.

POTENTIAL ACUTE COMPLICATIONS

Heart failure: Crackles (rales), dyspnea, orthopnea.

Pericarditis: Heart pain, elevated temperature, presence of
pericardial friction or rub on auscultation.

Cardiac tamponade: Hypotension, distant heart sounds,
pulsus paradoxus (exaggerated inspiratory drop in systolic
blood pressure [SBP]).

Dysrhythmias: Increased QRS duration and/or peaked T
waves on electrocardiogram.

Physical assessment: Pallor, dry and discolored skin,
edema (peripheral, periorbital, sacral); fluid overload, crack-
les, and elevated blood pressure (BP) may be present.

History: GN; DM; polycystic kidney disease; hypertension;
systemic lupus erythematosus; chronic pyelonephritis; and
analgesic abuse, especially the combination of phenacetin and
aspirin.

DIAGNOSTIC TESTS

GFR: May be calculated using a mathematical formula. The
simplified Modification of Diet in Renal Failure equation to
calculate GFR is:

GFR =175x (plasma creatinine in mg/dL)™"** x (age) >
X (0.742 if female) X (1.212 if the patient is black)

Creatinine clearance: Measures the kidney’s ability to
clear the blood of creatinine and approximates the GFR.
Creatinine clearance decreases as renal function decreases.
Dialysis is usually begun when the GFR is 12 mL/min if the
patient is symptomatic or the GFR is less than 6 mL/min.
Creatinine clearance normally is decreased in older adults.
Creatinine clearance may be measured through collection of
a 24-hr urine sample or calculated using the Cockcroft-Gault
equation:

For men: CrCl = (140 — age) X weight (in kg)/
plasma creatinine (in mg/dL)x 72

For women: CrCl = (140 —age) X weight (in kg)/
plasma creatinine (in mg/dL) X 85
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Note: Failure to collect all urine specimens during the
period of study will invalidate test results.

Blood urea nitrogen (BUN) and serum creatinine: Both will
be elevated. Note: Nonrenal problems, such as dehydration
or gastrointestinal (GI) bleeding, also can cause the BUN to
increase, but there will not be a corresponding increase in
creatinine.

Serum chemistries and serum hematology (electrolytes,
phosphate, CBC); and chest and hand x-ray examinations: To
assess for development and progression of uremia and its
complications.

Nursing Diagnosis:

Kidney-ureter-bladder (KUB) x-ray examination: Docu-
ments the presence of two kidneys, changes in size or shape,
and some forms of obstruction.

Intravenous pyelogram, renal ultrasound, renal biopsy,
renal scan (using radionuclides), and computed tomography
(CT) scan: Additional tests for determining the cause of renal
insufficiency. Once the patient has reached ESRD, these tests
are not performed. Note: Acetylcysteine (Mucomyst) may be
prescribed as a prophylactic therapy before, during, and/or
after administration of intravenous (IV) contrast in order to
reduce the risk of further insult to the kidneys or dye-mediated
acute renal failure.

Imbalanced Nutrition: Less Than Body Requirements

related to nausea, vomiting, anorexia, and dietary restrictions

Desired Outcome: Within 2 days of admission, the patient has stable weight and demon-

strates normal intake of food within restrictions, as indicated.

ASSESSMENT/INTERVENTIONS RATIONALES

See also Chapter 25, “Acute Renal Failure,” p. 196, Imbalanced
Nutrition: Less Than Body Requirements.

In addition:
Administer multivitamins and folic acid, if prescribed.

m Caution against the use of over-the-counter (OTC) vitamins.

Monitor for proteinuria, and refer to the dietitian if excessive protein
losses and/or low serum albumin is noted.

Anorexia and nausea and vomiting may occur with increased anorexia.
Vitamin supplementation assists with ensuring that patients maintain
adequate nutrition. Multivitamins for patients on dialysis are specially
formulated (e.g., Nephro-Vite, Dialyvite).

Use of OTC multivitamins is contraindicated in CKD patients because
some vitamin levels (e.g., of vitamin A) may be toxic.

Proteinuria results in malnutrition. Patients with poor nutritional status at
the start of dialysis have increased risk of mortality.

Nursing Diagnosis:
Impaired Skin Integrity

related to uremia, hyperphosphatemia (if severe), and edema

Desired Outcome: The patient’s skin is intact and free of erythema and abrasions.

Assess for the presence/degree of pruritus.

Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Pruritus is common in patients with uremia and occurs when
accumulating nitrogenous wastes begin to be excreted through
the skin, causing frequent and intense itching with scratching.
Pruritus also may result from prolonged hyperphosphatemia.



Activity Intolerance Chronic Kidney Disease

ASSESSMENT/INTERVENTIONS RATIONALES

Encourage use of phosphate binders and reduction of dietary phosphorus if  Pruritus often decreases with a reduction in BUN and improved
elevated phosphorus level is a problem. phosphorus control. Phosphate binders are medications that,
when taken with food, bind dietary phosphorus and prevent Gl
absorption. Calcium carbonate, sevelamer hydrochloride,
aluminum hydroxide, and calcium acetate are common phosphate
binders.

[BIIPSA | LHVd

Note: Administer phosphate binders while food is present in the stomach. Prolonged elevation of serum phosphorus and/or calcium absorption
from ingestion of phosphate binders on an empty stomach results
in an increased calcium-phosphorus product (serum calcium x
serum phosphorus). When this product exceeds a level of 55
(normal product is approximately 40), phosphorus binds with
calcium, and the resulting calcium-phosphate complex is
deposited in soft tissues of the body. Deposition of these
complexes in the skin produces necrotic patches. In addition,
elevation in calcium-phosphate product is associated with
increased risk of death, aortic calcification, mitral valve
calcification, and coronary artery calcification.
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If necessary, administer prescribed antihistamines. Antihistamines help control itching.

Keep the patient’s fingernails short. If the patient is unable to control scratching, short fingernails will
cause less damage.

Instruct the patient to monitor scratches for evidence of infection and to Uremia retards wound healing; nonintact skin can lead to infection.
seek early medical attention if signs and symptoms of infection appear.

Encourage use of skin emollients and soaps with high fat content. Advise Uremic skin is often dry and scaly because of reduction in oil gland

bathing every other day and to apply skin lotion immediately upon activity. Patients should avoid harsh soaps, soaps or skin products
exiting the bath/shower. containing alcohol, and excessive bathing.
Advise the patient and significant others that easy bruising can occur. Patients with uremia are at increased risk for bruising because of

clotting abnormalities and capillary fragility.

Provide scheduled skin care and position changes for patients with edema.  These measures decrease risk of skin/tissue damage resulting from
decreased perfusion and increased pressure.

Nursing Diagnosis:
Activity Intolerance

related to generalized weakness occurring with anemia and uremia

Desired Outcome: Following treatment, the patient rates perceived exertion at 3 or less on
a 0-10 scale and exhibits improving endurance to activity as evidenced by heart rate (HR)
20 bpm or less over resting HR, SBP 20 mm Hg or less over or under resting SBP, and respi-
ratory rate (RR) 20 breaths/min or less with normal depth and pattern (eupnea).

Note: Anemia is better tolerated in the uremic than in the nonuremic patient.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient during activity, and ask the patient to rate This assessment evaluates the degree of activity intolerance. Optimally RPE
perceived exertion (RPE) (see “Prolonged Bedrest,” p. 61, for should be at 3 or less on a 0-10 scale.
Risk for Activity Intolerance).
continued
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ASSESSMENT/INTERVENTIONS RATIONALES

“ Notify the health care provider of increased weakness, fatigue, This action enables rapid treatment of anemia and dose adjustment of
dyspnea, chest pain, or further decreases in hematocrit (Hct). epoetin alfa, which induces erythrocyte production and reticulocyte

production in the bone marrow. Low levels of hemoglobin (Hgb) and Hct
may result in angina. Shortness of breath and shortness of breath on
exertion in the long term contribute to the development of ventricular
hypertrophy, increasing the risk of morbidity from cardiovascular disease
(CVD), the most significant cause of death in CKD patients. Conversely,
high levels of Hgb may result in hypertension and increased thrombosis.

Administer epoetin alfa, if prescribed. Current clinical practice guidelines recommend that epoetin alfa (Epogen) be
started when Hgb decreases below 10 g/dL. Target Hgb for patients
receiving epoetin alfa is 11.5 g/dL (or a range of 11.0-12.0 g/dL).
Epoetin alfa may be contraindicated in patients with uncontrolled
hypertension or sensitivity to human albumin.

PART I: Medical-Surgical Nursing

Gently mix the container; use only one dose per vial (do not reenter Shaking may denature the glycoprotein.
used vials; discard unused portions).

Assess for increasing hypertension, dyspnea, chest pain, seizures, These are potential untoward effects of epoetin alfa (Epogen) therapy. Dose
calf pain, erythema, swelling, severe headache, and seizures. adjustment or discontinuation may be necessary. Hypertension may

occur as a side effect of Epogen therapy during the period in which Hct
levels are rapidly rising. Headaches may accompany the rise in blood
pressure. Epogen has also been associated with increased thrombosis.
Patients should be monitored for evidence of thrombotic events (i.e.,
symptoms of myocardial infarction [MI], deep vein thrombosis [DVT]/
venous thromboembolism [VTE], stroke, transient ischemic attack [TIA],
or clotting of the vascular access in hemodialysis patients), and those
symptoms should be reported immediately to the health care provider.
Epogen should be used with caution in patients with a known seizure
history as there is an increased risk of seizures within the first 3 mo of

Epogen therapy.
Assess for and report evidence of occult blood and blood loss. Blood loss can cause anemia.
Administer oral or parenteral iron if prescribed. Iron deficiency anemia is common in CKD patients. In addition, iron is

required for epoetin alfa to make new red blood cells. Thus,
effectiveness of epoetin alfa requires that patients maintain their iron
stores. Note: Anaphylaxis is a possible complication of intravenous (IV)
iron administration, most commonly during the first dose.

For patients receiving oral iron, assess for signs and symptoms of Constipation is a common side effect of oral iron. See Chapter 4,
constipation. “Prolonged Bedrest,” Constipation, p. 68.
Coordinate laboratory studies. This intervention minimizes blood drawing. CKD patients are already at risk
for anemia.
Provide and encourage optimal nutrition and consider referral to a Protein and phosphorus are initially restricted to slow progression of CKD
renal dietitian. and prevent early development of renal osteodystrophy. (Renal

osteodystrophy is a collective term for changes in the bone structure of
patients with CKD, resulting most often in rapid bone turnover. These
changes result from a combination of hyperphosphatemia, hypocalcemia,
stimulation of parathyroid hormone, and alterations in the kidney’s ability
to convert vitamin D to its active form.) Carbohydrates are increased for
patients on protein-restricted diets to ensure adequate caloric intake,
thereby preventing tissue catabolism, which would contribute to buildup
of nitrogenous wastes. As the patient approaches ESRD, sodium intake
is limited to reduce thirst and fluid retention, K* intake is limited because
of the kidneys’ decreased ability to excrete this ion, and protein may be
further restricted to limit production of nitrogenous wastes. For patients
on protein-restricted diets, protein intake should be restricted to sources
primarily of high biologic value. Over-restriction of protein may lead to
malnutrition; therefore, referral to a renal dietitian is recommended to
ensure adequate intake.

Renal-Urinary Care Plans




Deficient Knowledge

Chronic Kidney Disease

ASSESSMENT/INTERVENTIONS RATIONALES

To maximize absorption of ferrous sulfate, antacids or calcium carbonate

Do not administer ferrous sulfate at the same time as antacids.

Assist with identifying activities that increase fatigue and adjusting
those activities accordingly.

Assist with activities of daily living (ADLs) while encouraging
maximum independence to tolerance. Establish realistic,
progressive exercises and activity goals that are designed to
increase endurance. Ensure that they are within the patient’s
prescribed limitations. Examples are found Chapter 4, “Prolonged
Bedrest,” Risk for Activity Intolerance, p. 61, and Risk for
Disuse Syndrome, p. 63.

Administer packed red blood cells as prescribed.

medications are given at least 1 hr before or after ferrous sulfate.

It is important to minimize fatigue while attempting to promote tolerance to
activity.

Same as above.

This measure treats severe or symptomatic anemia.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the need for frequent BP checks and adherence
to antihypertensive therapy and the potential for change in insulin require-

ments for individuals who have DM

Desired Outcomes: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge about the importance of frequent BP checks and adherence to antihypertensive
therapy. Patients with DM verbalize knowledge about the potential for a change in insulin

requirements.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s current level of knowledge about his or her therapy

and health care literacy (language, reading, comprehension). Assess
culture and culturally specific information needs.

Teach the importance of getting BP checked at frequent intervals and
adhering to prescribed antihypertensive therapy.

Teach about antihypertensive medications, including drug name,
purpose, dosage, schedule precautions, and potential side effects.
Also discuss drug-drug, herb-drug, and food-drug interactions.

Teach the importance of a target BP of less than 130/80 mm Hg.

Teach patients with DM that insulin requirements often decrease as
renal function decreases.

Instruct these patients to be alert to weakness, blurred vision, and
headache.

This assessment helps ensure that information is selected and presented
in a manner that is culturally and educationally appropriate.

Patients with CKD may experience hypertension because of fluid
overload, excess renin secretion, or arteriosclerotic disease. Control
of hypertension may slow progression of chronic renal insufficiency
and decrease risk of CVD.

These medications control BP, slow progression of CKD, and/or reduce
proteinria/microalbuminuria. Angiotensin-converting enzyme (ACE)
inhibitors and angiotensin receptor blockers (ARBs) are considered
first-line medications for management of patients with CKD and
coexisting diabetes, proteinuria, and/or microalbuminuria. Additional
antihypertensives are often added in the following order to achieve a
target BP of less than 130/80 mm Hg: diuretic, then beta-blocker or
calcium channel blocker. Patients may require up to four
antihypertensives to control BP adequately. Because increased
release of angiotensin may occur with renal pathology, some patients
require bilateral nephrectomies to control excessive hypertension.

This knowledge will help the patient keep BP within optimal levels by
following the antihypertensive medication regimen.

Anorexia or nausea/vomiting, which occur with uremia, may decrease
dietary consumption and thereby decrease insulin requirements.

These symptoms are indicators of hypoglycemia, which can occur as
insulin requirements decrease.

continued
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ASSESSMENT/INTERVENTIONS

Teach patients on ACE inhibitors or ARBs the importance of medical
follow-up.

Teach patients receiving diuretics the importance of medical follow-up.

Explain that restriction of sodium to less than 2.4 g/day is
recommended. Consider referral to a dietitian.

Teach that weight loss should be considered if body mass index is
greater than 25 kg/m?. Refer to a dietitian as indicated.

Teach the importance of limiting alcohol intake to less than 2 drinks/
day for men, and less than 1 drink/day for women.

Counsel patient on smoking cessation if applicable.

Teach the benefits of exercise and physical activity.

RATIONALES

Follow-up is important for monitoring GFR, potassium levels, and

hypotension. Hypotension and cough are common side effects. ACE
inhibitors and ARBs may increase serum potassium and decrease
GFR. Angioedema is a potential side effect.

Follow-up enables monitoring for volume depletion, decreased GFR, and

electrolyte abnormalities. Use of diuretics can result in dehydration
and hypokalemia and may hasten loss of renal function.

These measures help manage hypertension and slow the progression of

CKD.

Obesity increases hypertension, resulting in progression of CKD and

increased mortality rates due to CVD.

Excessive alcohol intake may increase the risk of malnutrition,

hypertension, and CVD resulting in progression of CKD and increased
mortality.

CVD is the leading cause of death in CKD patients. Smoking increases

the risk of CVD and arteriosclerosis.

Thirty minutes of physical activity of moderate intensity most days of the

week is recommended for hypertension management in patients with
CKD. Management of hypertension may slow the progression of CKD.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Prolonged Bedrest” for Constipation related to p. 68
changes in dietary intake and immobility. In
addition, the patient may experience constipation
because of oral iron supplementation.

“Psychosocial Support” for Disturbed Body Image p. 79
related to changes in body parts or function. In
addition, the patient may experience body image
disturbance because of the presence of dialysis

catheters.
“Care of the Patient Undergoing Hemodialysis” p. 212
“Care of the Patient Undergoing Peritoneal Dialysis” p. 216

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Medications, including drug name, purpose, dosage,
schedule, precautions, and potential side effects. Also
discuss drug-drug, herb-drug, and food-drug interactions.
v For patients not on dialysis but requiring epoetin alfa,
teach the patient and/or significant other preparation
of the medication and subcutaneous injections. Demon-
strate how to gently mix the container (shaking

Renal-Urinary Care Plans

may denature the glycoprotein); use only one dose
per vial (do not reenter used vials, discard unused por-
tions). Instruct the patient and/or significant other to
store epoetin alfa in the refrigerator but not to allow it
to freeze. Teach importance of monitoring for and
rapidly reporting to the health care provider any of the
following: dyspnea, chest pain, seizures, and severe
headache.

v Diet, including fact sheet listing foods that are to be
restricted or limited. Inform the patient that diet and
fluid restrictions may be altered as renal function
decreases. Provide sample menus, and have the patient
demonstrate understanding by preparing 3-day menus
that incorporate dietary restrictions.

v Care and observation of the dialysis access if the patient
has one (see next two care plans).

v Signs and symptoms that necessitate medical attention:
irregular pulse, fever, unusual shortness of breath or
edema, sudden change in urine output, and unusual
muscle weakness.

v Need for continued medical follow-up; confirm date and
time of next health care provider appointment.

v Importance of avoiding infections and seeking treat-
ment promptly should one develop. Teach indicators of
frequently encountered infections, including upper
respiratory infection (URI), urinary tract infection
(UTI), impetigo, and otitis media. For details, see “Care
of the Renal Transplant Recipient,” Risk for Infection,
p. 220.

v Telephone numbers to call in case questions or concerns
arise about the therapy or disease after discharge.



Deficient Knowledge

Chronic Kidney Disease

Additional general information and patient education
resources can be obtained by contacting the following:

v National Kidney and Urologic Diseases Information
Clearinghouse at www.kidney.niddk.nih.gov

v National Kidney Foundation at www.kidney.org

v/ The Kidney Foundation of Canada at www.kidney.ca

v For patients with or approaching ESRD, provide data
concerning various treatment options and support
groups. The local chapter of the National Kidney Foun-
dation can be helpful in identifying support groups and
organizations in the area. The patient and significant
others should meet with the renal dietitian and social
worker before discharge.

v Coordinate discharge planning and teaching with the

dialysis unit or facility. If possible, have the patient visit
the dialysis unit before discharge.

v For individuals with ESRD, teach the importance of n

coordinating all medical care through their nephrologist
and alerting all medical and dental personnel to ESRD
status because of increased risk of infection and the need
to adjust medication dosages. In addition, dentists may
want to premedicate ESRD patients with antibiotics
before dental work and avoid scheduling dental work on
the day of dialysis because of the heparinization that is
used with dialytic therapy.

Renal-Urinary Care Plans
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Care of the Patient
Undergoing Hemodialysis

OVERVIEW/PATHOPHYSIOLOGY

During hemodialysis, blood is removed via a special vascular
access, heparinized, pumped through an artificial kidney (dia-
lyzer), and then returned to the patient’s circulation. Hemo-
dialysis is a temporary, acute procedure performed as needed,
or it is performed long term 2-4 times/wk for 3-5 hr each
treatment.

Indications for hemodialysis: Acute renal failure or acute
episodes of renal insufficiency that cannot be managed by diet,
medications, and fluid restriction; end-stage renal disease
(ESRD) with low glomerular filtration rate (GFR); uremia;
drug overdose; hyperkalemia; fluid overload; and metabolic
acidosis.

Continuous venovenous hemodiafiltration (CVVHD): A
double-lumen catheter is placed in a large vein and blood is
pumped from the vein, through the dialysis circuit, passing
through the hemofilter and returning to the patient’s circula-
tion via a venous access. Ultrafiltrate (fluid, metabolic wastes,
and electrolytes) drains from the hemofilter into a collection
device.

HEALTH CARE SETTING

Dialysis center or in an acute care hospital outpatient or
inpatient setting

Nursing Diagnosis:

28

Use of CVVHD is currently limited to patients in critical
care settings because it requires continuous monitoring.

Components of hemodialysis

Artificial Kidney (dialyzer): Composed of a blood compart-
ment and dialysate compartment, separated by a semiperme-
able membrane that allows diffusion of solutes and filtration
of water. Protein and bacteria do not cross the artificial
membrane.

Dialysate: Electrolyte solution similar in composition to
normal plasma. Each of the constituents may be varied accord-
ing to patient need. The most commonly altered components
are K* and bicarbonate. Glucose may be added to prevent
sudden drops in serum osmolality and serum glucose during
dialysis.

Vascular access: Necessary to provide a blood flow rate of
300-500 mL/min for an effective dialysis. Vascular access sites
may include an arteriovenous fistula, arteriovenous graft,
internal jugular catheters (right side preferred), femoral vein
catheters, or subclavian catheters.

Risk for Imbalanced Fluid Volume

related to excessive fluid removal from dialysis resulting in hypovolemia or
fluid volume depletion; or related to compromised regulatory mechanism

resulting in fluid retention due to renal failure

Desired Outcomes: After dialysis the patient is normovolemic as evidenced by stable weight,
respiratory rate (RR) 12-20 breaths/min with normal depth and pattern (eupnea), central
venous pressure (CVP) 4-10 mm Hg, heart rate (HR), and blood pressure (BP) within the
patient’s normal range, and absence of abnormal breath sounds and abnormal bleeding. After
instruction, the patient relates signs and symptoms of fluid volume excess and deficit.
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Risk for Infection

Care of the Patient Undergoing Hemodialysis

=

Assess for and instruct the patient/family to assess for and report
edema, hypertension, crackles (rales), tachycardia, distended
neck veins, shortness of breath, and increased central venous
pressure (CVP).

After dialysis, assess for and report hypotension, decreased CVP,
tachycardia, and complaints of dizziness or lightheadedness.
Describe signs and symptoms to the patient, and explain
importance of reporting them promptly if they occur.

Assess intake and output (I&0) and daily weight as indicators of
fluid status.

Weigh the patient at the same time each day, using the same scale
and with the patient wearing same amount of clothing (or with
same items on the bed if using a bed scale).

Weigh the patient before and after dialysis treatment.

Monitor for postdialysis bleeding (needle sites, incisions).
Alert the patient to the potential for bleeding from these areas.

Do not give intramuscular (IM) injection for at least 1 hr after dialysis.

Test all stools for the presence of blood. Report significant findings.

ASSESSMENT/INTERVENTIONS RATIONALES

These are indicators of fluid volume excess. Dependent edema likely will be
detected in the legs or feet of patients who are ambulatory, whereas the
sacral area will be edematous in those who are on bedrest. Periorbital
edema also may result from excessive fluid overload. Jugular veins are
likely to be distended with the head of bed (HOB) elevated 45 degrees
owing to increased intravascular volume. Crackles and shortness of
breath can occur as a result of fluid volume overload. Low serum
albumin decreases colloid osmotic pressure, allowing fluid to leak into
the extravascular space. Low serum albumin also may contribute to
generalized edema and pulmonary edema. Hypertension, tachycardia,
and increased CVP may result from sodium and fluid retention.

These are indicators of fluid volume deficit, which may result from rapid or
excessive fluid losses during dialysis. It should be noted that patients
with uremia may not develop compensatory tachycardia owing to
autonomic neuropathy, which can occur with uremia.

Note: Antihypertensive medications usually are held before and during
dialysis to help prevent hypotension during dialysis. Clarify medication
prescriptions with the health care provider.

Intake greater than output and steady weight gain indicate retained fluid.
Weight is an important guideline for determining the quantity of fluid to
be removed during dialysis.

Weighing patients under the same conditions helps ensure accurate
measurement of fluid status.

Weighing the patient before and after dialysis therapy assesses the
effectiveness of treatment in removing fluid volume.

This bleeding can occur because of use of heparin during dialysis.
If these signs and symptoms occur, the patient will be able to report them
promptly to the staff or health care provider for timely intervention.

Avoiding IM injections for this amount of time prevents hematoma formation.

Gastrointestinal (Gl) bleeding is common in patients with renal failure,
especially after heparinization.

Nursing Diagnoses:

Risk for Bleeding

related to vascular access puncture or its disconnection

Ineffective Peripheral Tissue Perfusion (or risk for same)

related to interrupted blood flow that can occur with clotting in the vascular

aCCess

Risk for Infection

related to invasive procedure (creation of vascular access for hemodialysis and

frequency of site access)

Desired Outcomes: The patient’s vascular access remains intact and connected, and the
patient is normovolemic (see description in Risk for Imbalanced Fluid Volume). The
patient has adequate tissue perfusion as evidenced by normal skin temperature and color and

brisk capillary refill (less than 2 sec) distal to the vascular access. The patient’s access is
patent as evidenced by presence of thrill with palpation and bruit with auscultation of fistula
or graft. The patient is free of infection as evidenced by normothermia and absence of ery-
thema, local warmth, exudate, swelling, and tenderness at access site.

Renal-Urinary Care Plans
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PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

After surgical creation of the vascular access, assess for patency, auscultate ~ These assessments reveal whether the patient’s vascular access is
for bruit, and palpate for thrill. patent. A bruit is a hissing sound that is made when blood
moves through the access. A thrill is a vibration felt when
placing a hand over the access, denoting blood flow.

“ Report complaints of severe or unrelieved pain, numbness, and tingling of the  These indicators can signal impaired tissue perfusion caused by
area of vascular access or extremity distal to the access. occlusion of the vascular access.

Assess for postoperative swelling along the graft or fistula or area around the  Postoperative swelling along the graft or fistula or area around the
shunt; elevate the extremity accordingly. shunt is expected and will diminish with extremity elevation.

Medical-Surgical Nursing

= “ Notify the health care provider if the extremity distal to the vascular access These problems can indicate hypoxia as a result of reduced blood
oc ) ' )

E becomes cool or swollen, has decreased capillary refill, or has decreased supply to the extremity (called steal syndrome).

pulse or is discolored.

m Follow the three principles of nursing care common to all types of vascular The vascular access is the patient’s lifeline, and it must be
access: (1) prevent bleeding, (2) prevent clotting, and (3) prevent infection. monitored closely to ensure maintenance of patency and
Never use the vascular access for instillation of intravenous (IV) prevention of infection.
medications or phlebotomy. Monitor it closely, and handle it with care.

Explain monitoring and care procedures to the patient. A knowledgeable patient is more likely to adhere to these principles.
Vascular accesses include the following:
Subclavian or femoral lines External, temporary catheters inserted into a large vein.

El 1. Anchor the catheter securely because it might not be sutured in. Tape all ~ These measures prevent bleeding.
connections. Keep clamps at the bedside in case the line becomes
disconnected. If the line is removed or accidentally pulled out, apply firm
pressure to site for at least 10 min.
Caution: If an air embolus occurs:

a. Immediately clamp the line. An air embolus can occur if a subclavian line accidentally becomes
pulled out or disconnected.
b. Turn the patient onto a left-side-lying position. This position helps prevent air from blocking the pulmonary artery.
c. Lower the HOB into Trendelenburg position. Administer 100% oxygen This position increases intrathoracic pressure, which will decrease
by mask, and obtain vital signs. Notify the health care provider stat! the flow of inspiratory air into the vein.

Allow only the dialysis staff to access the line. Improper heparin flushing increases the risk of clotting. Accessing
the line for nondialysis treatments increases risk of infection.

M *
m 3. Monitor for and report the presence of erythema, local warmth, exudate, These are indicators of infection. Dressing changes and cultures of
swelling, and tenderness at exit site. any drainage should be performed only by the dialysis staff. If a
dressing loosens, it needs to be reinforced and the dialysis unit
contacted to perform the dressing change.

Fistula or graft Internal, permanent connection between an artery and a vein, or the
insertion of an internal graft that is joined to an artery and vein.
Grafts can be straight or U-shaped. Grafts and fistulas are most
commonly located in the arm but may be placed in the thigh.

m 1. Inspect needle puncture sites. If bleeding occurs, apply just enough These measures assess for and intervene in the event of
pressure over the site to stop it. Release the pressure and check for postdialysis bleeding.
bleeding g5-10min.

II' 2. Place a sign above HOB indicating extremity in which the fistula or graft These procedures and precautions help prevent blood clotting in
has been placed, and stating not to take BP, start an IV, or draw blood the vascular access.
from the affected limb. Ensure that this information is clearly documented
on the patient’s medical record and care plan. Caution the patient to avoid
tight clothing, jewelry, name bands, or restraint on affected extremity.

II' 3. Palpate for thrill and auscultate for bruit at least every shift and after These assessments determine whether the vascular access is
hypotensive episodes. Notify the health care provider stat if bruit or thrill patent and enable rapid intervention if changes occur.
has changed significantly or is absent.

m 4. Observe for and report the presence of erythema, local warmth, swelling,  These are indicators of infection. Dressing changes and cultures of

exudate, and unusual tenderness at graft, fistula, or shunt site. any drainage should only be performed by dialysis staff. If a
dressing loosens, it needs to be reinforced and the dialysis unit
contacted to perform the dressing change.

Renal-Urinary Care Plans



Risk for Infection

Care of the Patient Undergoing Hemodialysis

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral if indicated for follow-up teaching.
Include verbal and written information about the following:

v Medications, including drug name; purpose; dosage;
schedule; drug-drug, herb-drug, and food-drug interac-
tions; precautions; and potential side effects.

v Diet and fluid restrictions: Include fact sheets that list
foods to limit or restrict. Review fluid restrictions.
Provide sample menus with examples of how dietary
restrictions may be incorporated into daily meals. Have
the patient demonstrate understanding of dietary restric-
tions by preparing 3-day menus.

v Care of fistula or graft to prevent/detect bleeding, clot-
ting, and infection.

v Need for and importance of monitoring daily weights,
I&O, and monitoring of BP at home, if necessary.

v Importance of continued medical follow-up; confirm
date and time of next health care provider and hemo-
dialysis appointments.

v Signs and symptoms that necessitate medical attention:
increased weight gain, unusual shortness of breath,
edema, dizziness or fainting, fever, increased hyperten-
sion, redness around access site, decrease in bruit or
thrill (fistulas, graft), prolonged bleeding from fistula or
graft, discoloration or coldness distal to fistula or graft,
accidental pulling on the subclavian line.

v Telephone numbers to call in case questions or concerns
arise about therapy or disease after discharge. Additional
general information and patient educational materials
can be obtained by contacting:
¢ National Kidney and Urologic Diseases Information

Clearinghouse at www.kidney.niddk.nih.gov
¢ National Kidney Foundation at www.kidney.org

¢ The Kidney Foundation of Canada at www.kidney.ca
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Care of the Patient Undergoing
Peritoneal Dialysis

OVERVIEW/PATHOPHYSIOLOGY

Peritoneal dialysis uses the peritoneum as the dialysis mem-
brane. Dialysate is instilled into the peritoneal cavity via a
catheter surgically placed in the abdominal wall. Once the
dialysate is within the abdominal cavity, movement of solutes
and fluid occurs between the patient’s capillary blood and the
dialysate. At set intervals, the peritoneal cavity is drained and
new dialysate is instilled.

Indications for peritoneal dialysis: Episodes of renal insuf-
ficiency that cannot be managed by diet, medications, and
fluid restriction; end-stage renal disease (ESRD); drug over-
dose; hyperkalemia; fluid overload; and metabolic acidosis.

Components of dialysis

Catheter: Silastic tube that is either implanted using
general anesthesia as a surgical procedure for patients who will
have long-term treatment or is inserted using local anesthetic
at the bedside for short-term dialysis.

Dialysate: Sterile electrolyte solution similar in composi-
tion to normal plasma. The electrolyte composition of the
dialysate can be adjusted according to individual need. Glucose
is added to the dialysate in varying concentrations to remove
excess body fluid via osmosis.

Note: Some glucose crosses the peritoneal membrane and
enters the patient’s bloodstream. Patients with diabetes mel-

Nursing Diagnosis:

29

litus may require additional insulin. Observe for and
report indicators of hyperglycemia (e.g., complaints of thirst,
changes in sensorium). Insulin and other medications may be
added directly to the dialysate by dialysis nurses or a
pharmacist.

Types of dialysis

Continuous ambulatory peritoneal dialysis (CAPD): Using
sterile technique, the patient attaches a new bag of dialysate
to the peritoneal catheter, allows the dialysate to drain out,
and then allows new dialysate to drain in. The patient then
clamps the catheter and places a new cap on the tubing using
sterile technique. This process is repeated g4-6h (8 hr at
night), 7 days/wk. CAPD is used primarily for ESRD.

Continuous cycling peritoneal dialysis (CCPD): This is a
combination of intermittent peritoneal dialysis (IPD) and
CAPD. A cycler performs three dialysate exchanges at night.
In the morning, a fourth exchange is instilled and left in the
peritoneal cavity for the entire day. At the end of the day, the
fourth exchange is allowed to drain out and the process is
repeated. The patient is ambulatory by day and restricted to
bed at night. CCPD is commonly done every night.

HEALTH CARE SETTING

Home setting; acute care setting if the patient has complica-
tions or has been hospitalized for other medical reasons

Risk for Infection

related to invasive procedure (direct access of the catheter to the

peritoneum)

Desired Outcomes: The patient is free of infection as evidenced by normothermia and
absence of the following: abdominal pain, cloudy outflow, nausea, malaise, erythema, edema,
increased local warmth, drainage, and tenderness at the exit site. Before hospital discharge,
the patient verbalizes signs and symptoms of infection and the need for sterile technique for

bag, tubing, and dressing changes.

216



Risk for Imbalanced Fluid Volume

Care of the Patient Undergoing Peritoneal Dialysis

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and report indications of peritonitis (see “Peritonitis,”
p. 454).

m Assess color and clarity of dialysate following outflow.

Assess for and report redness, local warmth, edema, drainage, or
tenderness at the exit site. Culture any exudate, and report results
to the health care provider.

Maintain sterile technique when making systems connections,
disconnecting, and capping the system, or adding medications to
the dialysate.

Follow agency policy for care of the catheter exit site.

E‘ Report to the health care provider if dialysate leaks around the
catheter exit site.

Instruct the patient in the preceding interventions and observations if
peritoneal dialysis will be performed after hospital discharge.

The most common complication of peritoneal dialysis is peritonitis.
Indicators include fever, abdominal pain, distention, abdominal wall
rigidity, rebound tenderness, cloudy outflow, nausea, and malaise.
Recurrent/relapsing peritonitis is one of the most common reasons that
peritoneal dialysis treatment must be discontinued.

Bloody and cloudy outflow or the presence of fibrin in the outflow may be
an initial sign of peritonitis. Note that bloody outflow may occur in
female patients during menstruation.

These are signs of infection at the exit site.

To minimize the risk of peritonitis and other infections, the dialysate must
remain sterile because it is instilled directly into the body.

Exit site infections may lead to development of peritonitis.

This leakage can signal an obstruction or need for another purse-string
suture around the catheter site. Leakage around the exit site has been
associated with increased risk of tunnel infections, exit site infections,
and peritonitis. Organisms may track through subcutaneous tissue into
the peritoneum, causing infection.

An informed patient likely will adhere to infection prevention interventions
and know when to report untoward signs to the health care provider.

Nursing Diagnosis:

Risk for Imbalanced Fluid Volume

related to hypertonicity of the dialysate or inadequate exchange

Desired Outcomes: Postdialysis the patient is normovolemic as evidenced by balanced intake
and output (I&QO), stable weight, good skin turgor, central venous pressure (CVP) 4-10 mm
Hg, respiratory rate (RR) 12-20 breaths/min with normal depth and pattern (eupnea), and
blood pressure (BP) and heart rate (HR) within the patient’s normal range. The volume of

dialysate outflow equals or exceeds inflow.

ASSESSMENT/INTERVENTIONS RATIONALES

These are indicators of fluid overload and should be reported promptly for

Assess for and report hypertension, dyspnea, tachycardia,
distended neck veins, or increased CVP.

IZ' Assess the patient for respiratory distress.

E‘ If respiratory distress occurs, elevate the head of bed (HOB), and
notify the health care provider.

Assess 1&0 and weight daily, using the same scale and with the
patient wearing the same amount of clothing (or with same
items on the bed if using a bed scale).

IIl Assess for and report indicators of volume depletion.

timely intervention.

Respiratory distress can occur because of compression of the diaphragm by

the dialysate, especially when the patient is supine.

Raising the HOB may help alleviate this problem because the diaphragm will

be less compressed by the dialysis solution. If respiratory distress
continues, the dialysis nurse should be notified because drainage of the
solution may alleviate diaphragmatic pressure.

The patient’s weight is one of the key indicators in choosing dialysis solutions.

For example, a steady weight gain indicates fluid retention and may
indicate a need for increased dialysis. Weighing the patient under the
same conditions helps ensure accurate measurements of fluid status.

Volume depletion (e.g., poor skin turgor, hypotension, tachycardia, and

decreased CVP) can occur with excessive use of hypertonic dialysate and
should be reported promptly for timely intervention.

Renal-Urinary Care Plans
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PART I: Medical-Surgical Nursing

PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

RATIONALES

Fluid retention can occur because of catheter complications that prevent
adequate outflow, a severely scarred peritoneum that prevents adequate
exchange, or inadequate dialysis prescriptions. Accurate measurement and
recording of outflow are critical to detect these problems promptly.

These factors are potential causes of outflow problems, and they necessitate
intervention to reverse the problem.

ASSESSMENT/INTERVENTIONS

Assess for the presence of incomplete dialysate returns.

In the presence of outflow problems, monitor for the following:

Full colon: Use stool softeners, high-fiber diet, laxatives, or
enemas if necessary.

Catheter occlusion by fibrin (usually occurs soon after insertion):
Obtain prescription to irrigate with heparinized saline.

Catheter obstruction by omentum: Turn the patient from side to
side, elevate HOB or foot of bed, or apply firm pressure to the
abdomen.

Notify the health care provider for unresolved outflow problems.

Nursing Diagnosis:

Imbalanced Nutrition: Less Than Body Requirements

related to protein loss in the dialysate

Desired Outcomes: At a minimum of 24 hr before hospital discharge, the patient exhibits
adequate nutrition as evidenced by stable weight. The patient’s protein intake is 1.2-1.5 g/

ke/day.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient’s dietary intake of protein to ensure it is 1.2-1.5 g/kg/

day.

Ensure that a dietary evaluation and teaching program are performed
when the patient changes from one type of dialysis to the other.

Provide lists of restricted and encouraged foods with menus that
illustrate their integration into the daily diet.

Request that the patient plan a 3-day menu that incorporates
appropriate foods and restrictions.

Protein crosses the peritoneum, and a significant amount is lost in the
dialysate. An increased intake of protein is necessary to prevent
excessive tissue catabolism. Protein loss increases with peritonitis.

Patients undergoing peritoneal dialysis typically have fewer dietary
restrictions than those on hemodialysis. Usually sodium and
potassium restrictions are less for a patient receiving peritoneal
dialysis than for one on hemodialysis. This is due, in part, to the fact
that dialysis is provided continuously to peritoneal dialysis patients
versus only 3 times/wk for those receiving hemodialysis.

This information helps ensure the patient’s understanding of the dietary
regimen.

Asking the patient to apply newly learned information via menu planning
is a valid way of teaching and evaluating the patient’s
understanding.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Prolonged Bedrest” for Constipation related to changes  p. 68
in dietary intake and immobility. Constipation also
can occur as a result of oral iron supplementation.
“Psychosocial Support” for Disturbed Body Image p. 79

related to changes in body parts or function.
Disturbed body image also can occur as a result of
the presence of the dialysis catheter.

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral if indicated for follow-up teaching.
Include verbal and written information about the following:
v Medications, including drug name, purpose, dosage,
schedule, drug-drug and food-drug interactions, precau-
tions, and potential side effects.
v Diet and fluid restrictions: Include fact sheets that list

Renal-Urinary Care Plans

foods to limit or restrict. Review fluid restrictions.



Imbalanced Nutrition: Less Than Body Requirements Care of the Patient Undergoing Peritoneal Dialysis

Provide sample menus with examples of how dietary alteration in dialysis prescription: increased weight gain,
restrictions may be incorporated into daily meals. Have unusual shortness of breath, edema, dizziness or fainting; =
the patient demonstrate understanding of dietary restric- symptoms that may indicate infection: fever, abdominal =
tions by preparing 3-day menus. pain, redness or discharge from exit site, cloudy or =
v Care and observation of exit site as per agency decreased outflow, or nausea. =
protocol. v Telephone numbers to call in case questions or concerns =
v Need for and importance of monitoring daily weights, arise about therapy or disease after discharge. Additional e
intake and output, and monitoring of BP at home, if general information and patient education materials can %’
necessary. be obtained by contacting: =
v Importance of continued medical follow-up; confirm date ¢ National Kidney and Urologic Diseases Information £
and time of next health care provider appointment. Clearinghouse at www.kidney.niddk.nih.gov %
v Signs and symptoms that necessitate medical attention. ¢ National Kidney Foundation at www.kidney.org £
For example, symptoms that may indicate need for ¢ The Kidney Foundation of Canada at www.kidney.ca ‘Q

Renal-Urinary Care Plans



http://www.kidney.niddk.nih.gov
http://www.kidney.org
http://www.kidney.ca

Care of the Renal
Transplant Recipient

OVERVIEW/PATHOPHYSIOLOGY

Individuals with end-stage renal disease (ESRD) have several
treatment modalities from which to choose—hemodialysis,
peritoneal dialysis, no treatment, and renal transplantation.
Renal transplantation is the only modality that restores kidney
function to normal. The caveat is that patients need to take
immunosuppressive medications for the life of the graft. The
literature reports that non-compliance occurs in approxi-
mately 20% of renal recipients, making it a major cause of
graft loss. Renal transplantation is not a cure for renal failure.
There are several types of donors for renal transplant patients:
deceased (formerly cadaveric), living related, living unrelated,
voluntary nondirected (anonymous), directed, paired kidney
exchange, domino, and expanded-criteria donors. Postopera-
tively, patients are sent to specialized units where nephrology
nurses monitor them on an hourly basis for the first 24-36 hr.
Subsequent admissions may occur at any hospital for treat-
ment of a rejection episode, infection, medication complica-
tion, or unrelated illness. Rejection is the major complication
of renal transplantation. Long-term complications occur sec-
ondary to use of immunosuppressive agents and include hyper-
glycemia, electrolyte imbalance, infection, hypertension,
hyperlipidemia, cardiovascular disease, chronic liver disease,
bone demineralization, cataracts, gastrointestinal (GI) hemor-
rhage, and cancer.

HEALTH CARE SETTING

Transplant center; acute care surgical unit or critical care unit;
medical/surgical unit for complications or rejection

Immunosuppression

With the exception of identical twin donors, all transplant
recipients must take drugs that suppress their immune system to
prevent graft rejection. Each transplant center has a drug proto-
col outlining which combination of medications will be given
to each patient. Note: A complete list of the patient’s medica-
tions, including herbal remedies, should be included on the
patient’s chart. Some herbs interfere with absorption of immu-
nosuppressive medications, causing patients to have lower levels
of medications in their systems and potentially resulting in
episodes of graft rejection and/or loss of the graft. The National
Kidney Foundation has a list of the most common herbal
supplements that would be harmful for patients with chronic
kidney disease (www.kidney.org/atoz/content/herbalsupp.cfm).
For more indepth information regarding herbal supplements,
check Micromedex if unsure about interactions.

Rejection

Acute: Usually occurs days to weeks post transplant; poten-
tially reversible; treated with increased immunosuppression.

Chronic: Usually classified as starting 1 year after trans-
plant; irreversible; managed conservatively with diet and anti-
hypertensive agents until dialysis is required.

Indicators of rejection: Oliguria, tenderness over graft
site (located in iliac fossa), sudden weight gain (2-3 Ib/day),
fever, malaise, hypertension, and increased blood urea
nitrogen (BUN) and serum creatinine. In addition, hyper-
glycemia will develop with combined kidney-pancreas
transplants.

Nursing Diagnosis:
Risk for Infection

related to invasive procedures, exposure to infected individuals, and

immunosuppression

Desired Outcomes: The patient is free of infection as evidenced by normothermia; heart rate
(HR) 100 bpm or less (or within the patient’s normal range); respiratory rate (RR) 12-20 bpm
with normal depth and pattern; and absence of erythema, edema, increased local warmth,
tenderness, or purulent drainage at wounds or catheter exit sites. The patient is free of signs
and symptoms of oral, esophageal, respiratory, gastrointestinal (GI), genitourinary, and cuta-
neous infections. The patient verbalizes indicators of infection and the importance of report-

ing them promptly to the health care provider or staff.
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Deficient Knowledge

Care of the Renal Transplant Recipient
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ASSESSMENT/INTERVENTIONS

When caring for the patient, increase your sensitivity to any indicator
of infection as a cue to increase depth and frequency of
assessments for infection.

- Assess for low-grade temperature elevation, fever, and
unexplained tachycardia.

- Assess for indicators of cytomegalovirus (CMV), including fever,
malaise, fatigue, and muscle aches.

Use sterile technique with all invasive procedures and dressing
changes.

Instruct the patient to be alert to signs and symptoms of commonly
encountered infections and caution about the following:

- Importance of reporting these indicators to the health care
provider promptly.

- Avoiding exposure to individuals known to have infections and to
wash hands frequently.

- Use of prophylactic antibiotics for any minor invasive procedures.

- Avoiding working in soil for the first 6 months after
transplantation.

- As indicated, quitting smoking; provide smoking cessation
literature.

RATIONALES

Transplant recipients are taking large doses of immunosuppressive agents,
and their immune response and thus response to infectious agents will
be muted. Infections therefore are potentially life threatening in an
individual who is immunosuppressed.

These are indicators that might signal infection in a transplant recipient.

CMV is a common infectious agent among these patients. Other infectious
complications include Legionella pneumophila; cutaneous herpes zoster
(shingles); varicella (chickenpox); Epstein-Barr virus (EBV); oral,
esophageal, deep fungal, or mycotic pseudoaneurysm caused by
Candida; and Pneumocystis jiroveci (formerly called Pneumocystis
carinii).

Following sterile technique reduces the possibility of infection, which is
increased with invasive procedures into the body and involving
nonintact skin.

Infections and their indicators include urinary tract infection (UTl)—cloudy
and malodorous urine; dysuria, frequency, and urgency; pain in the
suprapubic area, buttock, thighs, labia, or scrotum; upper respiratory
tract infection (URI—productive cough, malodorous, purulent, colored,
and copious secretions, chest pain or heaviness; pharyngitis—painful
swallowing; otitis media—malaise, earache; impetigo—inflamed or
draining areas on the skin.

Prompt reporting of these indicators is essential because infections can be
life threatening in a patient undergoing immunosuppression.

Consistent hand hygiene is a proven method of removing pathogens from
the skin that could otherwise cause infection and is especially
important in patients whose immune systems are compromised. In the
absence of hand washing opportunities, hand decontamination with an
alcohol-based hand sanitizer provides adequate hand hygiene.

Prophylactic antibiotics reduce infection risk, which can occur in even
minor procedures. Some health care providers encourage antibiotics for
any minor invasive procedures, including dental cleaning.

This restriction minimizes the risk of acquiring Aspergillus infection.

Smoking increases susceptibility to respiratory infection because it
damages protective mechanisms such as cilia in the lungs. Smoking
also causes detrimental changes to blood pressure (BP), HR, cholesterol
levels, and clotting factors.

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with signs and symptoms of rejection, side effects of
immunosuppressive agents, and transplantation complications.

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge of signs and symptoms of rejection, side effects of immunosuppressive therapy,

and complications of transplantation.

Renal-Urinary Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading,
comprehension). Assess culture and culturally specific information
needs.

Explain the importance of renal function monitoring: intake and output,
daily weight, and BUN and serum creatinine values.

n Teach signs and symptoms of rejection.

Instruct the patient to weigh self at the same time each day, using the
same scale and wearing the same amount of clothing. Provide a
notebook in which to record daily vital signs (VS) and weight
measurements. Remind the patient to bring the notebook to all
outpatient visits and to report abnormal values promptly should they
occur.

Teach the patient that if a rejection episode occurs, he or she will be
removed from the antirejection medications and started on other
agents until the creatinine level drops below 3 mg/dL.

Explain the importance of serial white blood cell (WBC) and platelet
count monitoring.

Teach signs and symptoms of Gl bleeding and the importance of
reporting them promptly if they occur.

Teach the patient and/or significant others how to measure BP, and
provide guidelines for values that would necessitate notification of
the health care provider or staff member.

Teach the importance of the medication regimen, including the
appropriate timing of the medication and managing missed doses.

Renal-Urinary Care Plans

This assessment helps ensure that information is selected and
presented in a manner that is culturally and educationally
appropriate.

These tests evaluate kidney status and guide the therapeutic drug
regimen and treatment plan: as renal function decreases, BUN and
creatinine values will increase.

Signs and symptoms of rejection necessitate prompt intervention to save
the kidney. These include oliguria, tenderness over the transplanted
kidney (located in iliac fossa), sudden weight gain (2-3 Ib), fever,
malaise, hypertension, and increased BUN (greater than 20 mg/dL)
and serum creatinine (greater than 1.5 mg/dL). In addition, the
patient may have body aches, swelling in the legs or hands, and
temperature greater than 100° F.

These assessments monitor the trend of VS and weight measurements.
Using the same standards daily ensures accuracy with weight
measurements.

Agents such as OKT3 and antithymocyte globulin are substitute
antirejection medications that are less nephrotoxic. OKT3 requires a
chest x-ray study to ensure no pulmonary edema occurs during
administration, and patients will need VS monitored g4h to assess
for temperature elevation after administration. Premedication is
required to prevent dyspnea, chills, fever, and possible anaphylaxis.

Significant decreases in WBC and platelet counts can be a side effect of
immunosuppressive agents, and therefore serial monitoring is
essential.

Gl bleeding is a potential side effect of immunosuppressive agents and
can be life threatening if it is excessive. Prompt reporting of the
onset of these symptoms (e.qg., tarry stools, “coffee-ground” emesis,
orthostatic changes, dizziness, tachycardia, increasing fatigue and
weakness) enables the health care provider to adjust medications or
add medications such as antacids and H,-receptor blockers to treat
cause of the bleeding.

In a patient who has undergone renal transplantation, hypertension may
develop for a variety of reasons, including cyclosporine or steroid
use, rejection, or renal artery stenosis. In addition, the patient may
have had hypertension before the transplant. A value that would
necessitate notification of the health care provider is BP 20% above
or below the patient’s “normal” BP. This value and parameters for
calling the health care provider are generally agreed on before the
patient leaves the hospital.

A large portion of rejection incidence can be attributed to missing drug
doses due to non-adherence (approximately 20%), lack of
knowledge, side effects, and/or improved health, during which
patients no longer feel the need to take their medications.

Missed doses need to be carefully evaluated. Patients need to take their
medications as soon as they realize a dose has been missed, unless
it is time for the next dose, at which time the missed dose can be
omitted.

Setting up a schedule is imperative to help avoid the number of missed
doses.



Deficient Knowledge Care of the Renal Transplant Recipient

ASSESSMENT/INTERVENTIONS RATIONALES

O

Stress the need for continued medical evaluation of the transplant. Continued evaluation will confirm that the kidney is working properly E
and the patient is not undergoing rejection. —

Verify the patient’s knowledge of immunosuppressive medication A knowledgeable patient is likely to participate more effectively in the §
precautions and dosages. therapeutic regimen. %

=R

Antimetabolites (azathioprine and mycophenolate mofetil): Dosage is
adjusted or held based on the patient’s WBC count.

Prednisone: Some nondiabetic patients may develop glucose intolerance
(new-onset diabetes mellitus) due to use. Patients with diabetes will
find that their insulin requirements will need to be adjusted, typically
needing more insulin as kidney function returns and appetite
increases.

Calcineurin inhibitors (cyclosporine and tacrolimus): These medications
must not be mixed with grapefruit juice. Grapefruit juice has been
known to potentiate medication, which could cause nephrotoxicity
and/or loss of graft function.

“TOR” inhibitors (sirolimus and everolimus): There is potential for
nephrotoxicity; BUN and creatinine will require monitoring. The
patient should be alert for decreased urine output and sudden weight
gain (2-3 Ib).
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v Prescribed diet and activity level progression.

PATIENT- FAMILY TEACHING AND DISCHARGE

PLANNING v/ Community resources for emotional and financial
When providing patient-family teaching, focus on sensory support.
information, avoid giving excessive information, and make v Importance of follow-up care to ensure long-term viabil-
appropriate referrals (e.g., visiting or home health nurse, com- ity of the transplanted kidney.
munity health resources) for follow-up teaching. Include v Telephone numbers to call in case problems or questions
verbal and written information about the following: arise after discharge from care facility.
v Medications, including name; dosage; purpose; sched- v Internet resources:
ule; precautions; drug-drug, drug-herb, and food-drug e United Network for Organ Sharing at www.unos.org
interactions; and potential side effects. Provide guide- e National Kidney Disease Education Program at
lines for how to cope with medication side effects. wwuw.nkdep .nih.gov
v The importance of never stopping medications, even if e National Kidney Foundation at www.kidney.org
feeling better, because it is the medication that is e The Kidney Foundation of Canada at www.kidney.ca
keeping the kidneys functional and creating the feelings e Transplant Recipients International Organization
of wellness. (TRIO) at www. trioweb.org
v Measures for preventing infection, including incision Also see discussions in Deficient Knowledge related to
care. Stress to the patient that infections can be life  signs and symptoms of rejection, side effects of immunosup-
threatening because of immunosuppression. pressive agents, and transplantation complications.

Renal-Urinary Care Plans
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Ureteral Calculi 31

OVERVIEW/PATHOPHYSIOLOGY

Ureteral calculi (stones) constitute the third most common
urologic condition after urinary tract infections (UTIs)
and pathologic conditions of the prostate. Although the cause
of stones is unknown in 50% of reported cases, it is believed
that they originate in the kidney and are passed through
the kidney to the ureter. About 90% of all stones pass from
the ureter into the bladder and out of the urinary system
spontaneously.

HEALTH CARE SETTING

Primary care; may require hospitalization for complications or
surgery

ASSESSMENT

Signs and symptoms: Pain that is sharp, sudden, and
intense or dull and aching; located in the flank area; and often
radiating toward the groin. Pain may be intermittent (colic)
as the stone moves along the ureter and may subside when it
enters the bladder. Nausea, vomiting, diarrhea, abdominal
pain, and paralytic ileus may occur. Patients may experience
urgency and frequency, void in small amounts, and have
hematuria. Fever may indicate an infected stone or secondary
UTL

Physical assessment: Pallor, diaphoresis, tachycardia, and
tachypnea may be observed. Costovertebral angle (CVA) ten-
derness and guarding may be present. Bowel sounds may be
absent secondary to ileus, and the abdomen may be distended
and tympanic. The patient will be restless and unable to find
a position of comfort.

History of: Sedentary lifestyle; residence in geographic area
in which water supply is high in stone-forming minerals;
vitamin A deficiency; vitamin D excess; hereditary cystinuria;
inflammatory bowel disease; recurrent UT]Is; prolonged periods
of immobilization; gout or prophylactic therapy with allopu-
rinol; use of indinavir sulfate, a protease inhibitor used in
patients with human immunodeficiency virus (HIV) infec-
tion; decreased fluid intake; hyperparathyroidism; sarcoidosis;

224

and familial history of calculi or renal disease such as renal
tubular acidosis.

DIAGNOSTIC TESTS

Serum tests: To assess calcium levels greater than
5.3 mEq/L, phosphorus levels greater than 2.6 mEq/L, and
uric acid levels greater than 7.5 mg/dL, which have been
implicated in stone formation.

Blood urea nitrogen (BUN) and creatinine tests: To evaluate
renal-urinary function. Abnormalities are reflected by high
BUN and serum creatinine and low urine creatinine levels.

Note: Be aware that BUN levels are affected by fluid
volume excess and deficit. Volume excess will reduce BUN
levels, whereas volume deficit will increase levels. For the
older adult, serum creatinine level may not be a reliable
measure of renal function because of reduced muscle mass
and a decreased glomerular filtration rate (GFR). These
tests must be evaluated based on an adjustment for the
patient’s age and hydration status and in comparison with
other renal-urinary tests.

Urinalysis: To provide baseline data on urinary system
functioning, detect metabolic disease, and assess for the pres-
ence of UTIL. A cloudy or hazy appearance; foul odor; pH
greater than 7; and presence of red blood cells, leukocyte
esterase, white blood cells (WBCs), and WBC casts signal
UTI. A pH less than 5 is associated with uric acid calculi,
whereas a pH of 7.5 or greater may signal presence of urea-
splitting organisms (responsible for magnesium-ammonium-
phosphate or struvite calculi).

Urine culture: To determine type of bacteria present in the
genitourinary tract. To avoid contamination, a midstream
specimen should be collected.

24-hr urine collection: To test for high levels of uric acid,
cystine, calcium, magnesium, oxalate, calcium, phosphorus, or
creatinine. A second 24-hr urine collection may be done after
the patient has been on a diet restricted in sodium, oxalate,
and calcium.



Acute Pain

Ureteral Calculi

Note: All urine samples should be sent to the laboratory
immediately after they are obtained or refrigerated if this is
not possible (specimens for culture are not refrigerated).
Urine left at room temperature has greater potential for
bacterial growth, turbidity, and alkaline pH, any of which
can distort the reading.

Kidney, ureter, and bladder (KUB) radiography: To monitor
passage of a previously documented opaque stone.

Computed tomography (CT) scan with or without injection
of contrast medium: To distinguish cysts, tumors, calculi, and

other masses and determine presence of ureteral dilation and
bladder distention.

Excretory urogram/intravenous pyelogram (IVP): Used to
visualize kidneys, renal pelvis, ureters, and bladder. It can
identify size of the stone and presence and severity of the
obstruction. This test also outlines nonradiopaque stones
within the ureters. Nonradiopaque stones (e.g., uric acid
calculi) are seen as radiolucent defects in the contrast media.

Renal ultrasound: To identify ureteral dilation and pres-
ence of stones in the ureters.

Nursing Diagnosis
Acute Pain

related to the presence of a calculus or the surgical procedure to remove it

Desired Outcomes: The patient’s subjective perception of pain decreases within 1 hr of
intervention, as documented by a pain scale. Objective indicators, such as grimacing, are

absent or diminished.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess and document the quality, location, intensity, and duration of pain.
Devise a pain scale with the patient that ranges from 0 (no pain) to 10

(worst pain).
Notify the health care provider of sudden and/or severe pain.

Notify the health care provider of a sudden cessation of pain. Strain all
urine for solid matter, and send to the laboratory for analysis.

Medicate the patient with prescribed analgesics, opioids, and
antispasmodics; evaluate and document the response based on the
pain scale.

Encourage the patient to request medication before discomfort becomes
severe.

Administer antiemetics (e.g., hydroxyzine, ondansetron, prochlorperazine,

promethazine) as prescribed.

Provide warm blankets or a heating pad to the affected area, or supply
warm baths.

Provide back rubs.

See “Pain,” p. 39, for other interventions.

This assessment evaluates intensity and trend of pain and subsequent
relief obtained.

This is a sign that a stone is passing through the ureter.
This can signal passage of the stone.

Conservative therapy may consist of a trial of analgesia, dissolution
agents, and normal fluid intake to 1500-2000 mL/day. Dissolution
agents such as orange juice alkalinize urine and work to shrink
stones so that they can pass through the ureter.

Note: Morphine increases ureteral peristalsis, which aids in stone
passage, but ureteral peristalsis can increase pain.

Pain is easier to manage when it is treated before it gets too severe
because prolonged stimulation of pain receptors increases
sensitivity to painful stimuli and increases the amount of
medication required to relieve pain.

These agents promote comfort from nausea and vomiting.

These measures increase regional circulation and relax tense
muscles.

Back rubs are especially helpful for postoperative patients who were
in the lithotomy position during surgery.

Renal-Urinary Care Plans
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PART I: Medical-Surgical Nursing

PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

Nursing Diagnosis
Impaired Urinary Elimination

related to obstruction caused by the ureteral calculus

Desired Outcomes: The patient relates the return of a normal voiding pattern within 2 days.
The patient demonstrates the ability to record intake and output (I&O) and strain urine for

stones.
ASSESSMENT/INTERVENTIONS RATIONALES
Assess and document the patient’s normal voiding pattern. This assessment establishes a baseline for subsequent assessment.
Assess quality and color of the urine. Optimally, urine is straw colored and clear and has a characteristic odor.

Dark urine is often indicative of dehydration, and blood-tinged urine can
result from rupture of ureteral capillaries as the calculus passes through

the ureter.
In patients for whom fluids are not restricted, encourage fluid intake  Increased hydration helps flush the calculus through the ureter into the
of at least 2-3 L/day. bladder and out through the system.
Record accurate 1&0; teach the patient how to record 1&0. Output that is less than input could signal an obstruction. Patients should

participate in 1&0 documentation to ensure that all output and intake is
being recorded.

Strain all urine for evidence of solid matter; teach the patient the This intervention can detect passage of stones.
procedure.
Send any solid matter to the laboratory for analysis. The laboratory will test for high levels of uric acid, cystine, oxalate, calcium,

or phosphorus, which would signal the presence and type of stones.

Nursing Diagnosis
Impaired Urinary Elimination

related to obstruction or postsurgical positional problems of the ureteral
catheter

Desired Outcome: Following intervention, the patient has output from the ureteral catheter
and is free of spasms or flank pain, which otherwise could signal obstruction or

displacement.

ASSESSMENT/INTERVENTIONS RATIONALES
If the patient has more than one catheter, label one right and the Occasionally, patients return from surgery with ureteral catheters. Ureteral
other /eft; keep all drainage records separate. catheters, also known as stents, are positioned postoperatively to enable

healing and promote ureteral patency in the presence of edema. If the
patient has two ureteral catheters, separate output records are used to
identify how each ureter is functioning.

Monitor output from the ureteral catheter. The amount will vary with each patient and will depend on catheter
dimension.

If drainage is scanty or absent, milk the catheter and tubing gently. This action will help dislodge the obstruction.
If this fails, notify the health care provider.
Caution: Never irrigate a catheter without specific health care There is potential for ureteral damage and infection during irrigation caused
provider instructions to do so. If irrigation is prescribed, use by overdistention and/or introduction of pathogens.
gentle pressure and sterile technique. Always aspirate with a
sterile syringe before instillation. Use another sterile syringe to
insert instillation amounts of 3 mL or less.

Renal-Urinary Care Plans



Deficient Knowledge Ureteral Calculi

ASSESSMENT/INTERVENTIONS RATIONALES

O

Explain to the patient that semi-Fowler’s and side-lying positions are ~ Fowler’s position should be avoided because sutures are seldom used and E
acceptable but that Fowler’s position should be avoided. gravity can cause the catheter to move into the bladder. Typically, —
patients will require bedrest if the ureteral catheter is indwelling. %

Carefully monitor the urethral catheter for movement, and ensure Ureteral catheters are often attached to the urethral catheter after =3
that it is securely attached to the patient. placement in the ureters. The urethral catheter should be monitored to 2
detect movement and to ensure that it is securely attached to the e

patient. =

Note: After ureteral catheters have been removed (usually These are indicators of ureteral obstruction, which necessitates prompt &
simultaneously with the urethral catheter), monitor for flank pain, intervention. =
CVA tenderness, nausea, and vomiting. g

«

Nursing Diagnosis
Risk for Impaired Skin Integrity

related to wound drainage after ureterolithotomy or procedures entering the
ureter

Desired Outcome: The patient’s skin surrounding the wound site remains nonerythremic and

intact.
ASSESSMENT/INTERVENTIONS RATIONALES
Assess incisional dressings frequently during the first 24 hr, and Immediately after surgery, drainage may be red. Flank approaches to the
change or reinforce as needed. Note and document odor, ureter require muscle-splitting incisions and result in significant
consistency, and color of the drainage. postoperative 0ozing of blood. Because drainage will also include

urine leaking from the entered ureter, excoriation can result from
prolonged contact of urine with the skin.

Use Montgomery straps or net wraps (e.g., Surginet) rather than tape to  This intervention facilitates frequent dressing changes without harming

secure the dressing. the skin with tape removal.

If drainage is copious after drain removal, apply a wound drainage or This measure prevents contact of wound drainage with the skin.
ostomy pouch with a skin barrier over the incision.

Use a pouch with an antireflux valve. This valve prevents contamination from reflux.

Nursing Diagnosis
Deficient Knowledge

related to unfamiliarity with the dietary regimen and its relationship to cal-
culus formation

Desired Outcome: Within the 24-hr period before hospital discharge, the patient verbalizes
knowledge about foods and liquids to limit in order to prevent stone formation and demon-
strates this knowledge by planning a 3-day menu that excludes or limits these foods.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s knowledge about diet and its relationship to stone This assessment will reveal the patient’s baseline knowledge, which will

formation. enable formulation of an individualized teaching plan.
Advise nonrestricted patients to maintain a urine output of at least Increasing urine output reduces saturation of stone-forming solutes.
2-3 L/day.

continued

Renal-Urinary Care Plans



PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS

Teach the patient to maintain adequate hydration of at least 2-3 L/day,
especially after meals and exercise.

Caution: Patients with cardiac, liver, or renal disease require special
fluid intake instructions from their health care provider.

Teach the technique for measuring urine specific gravity via a
hydrometer.

As appropriate, provide the following information.
For uric acid stones:

- Limit intake of foods such as lean meat, legumes, whole grains.
Limit protein intake to 1 g/kg/day.

- Explain that allopurinol or sodium bicarbonate may be given.

For calcium stones:

- Limit intake of foods such as milk, cheese, green leafy vegetables,
yogurt.

- Limit sodium intake.

- Limit intake of refined carbohydrates and animal proteins.

- Encourage foods high in natural fiber content (e.g., bran, prunes,
apples).

- Explain that sodium cellulose phosphate, 5 g, may be given three
times a day before each meal.

- Explain that orthophosphates (potassium acid phosphate and
disodium and dipotassium phosphates) or thiazides also may be
given for calcium stones.

For oxalate stones:

- Limit intake of foods such as chocolate, caffeine-containing drinks
(including instant and decaffeinated coffees), beets, spinach,
rhubarb, berries, draft beer, and nuts such as almonds, walnuts,
pecans, and cashews.

- Explain that large doses of pyridoxine may help with certain types of
oxalate stones, and cholestyramine, 4 g four times daily, may be
prescribed.

- Explain that vitamin C supplements should be avoided.

Ask the patient to plan a 3-day menu that includes or excludes
appropriate foods.

RATIONALES

Good hydration after meals and exercise is important because a
patient’s solute load is highest at these times.

These patients likely will need some degree of fluid restriction to prevent
fluid overload.

In order to minimize stone formation, specific gravity should remain less
than 1.010.

These foods are high in purines, which can lead to the formation of uric
acid stones.

These agents reduce uric acid production or alkalinize the urine, keeping
pH at 6.5 or higher.

These foods are high in calcium content.

A low-sodium diet helps reduce intestinal absorption of calcium.
These foods can cause hypercalciuria.
These foods provide phytic acid, which binds dietary calcium.

Sodium cellulose phosphate, when used with calcium-restricted diet,
reduces risk of stone formation by binding with intestinal calcium
and thus increasing excretion of calcium. It should be used
cautiously in postmenopausal women at risk for osteoporosis.

These agents decrease urinary excretion of citrate and pyrophosphate
and thus inhibit stone formation.

These foods are high in oxalate content.

These agents bind with oxalate enterally.

As much as half of the vitamin C is converted to oxalic acid.

This will demonstrate the patient’s level of understanding of the
prescribed diet and areas in which teaching should be reinforced.
This effort by the patient also will reinforce learning.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Perioperative Care” p. 45

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate

Renal-Urinary Care Plans

a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:

v/ Medications, including drug name, purpose, dosage,
schedule, precautions, and potential side effects. Also
discuss drug-drug, herb-drug, and food-drug interac-
tions.

v Indicators of UTI that necessitate medical attention:
chills; fever; hematuria; flank, CVA, suprapubic, low
back, buttock, scrotal, or labial pain; cloudy and foul-
smelling urine; increased frequency, urgency; dysuria;
and increasing or recurring incontinence.



Deficient Knowledge

Ureteral Calculi

v Care of incision, including cleansing and dressing.
Teach signs and symptoms of local infection, including
redness, swelling, local warmth, tenderness, and puru-
lent drainage.

v Care of drains or catheters if the patient is discharged
with them.

v Importance of daily fluid intake of at least 2-3 L/day in
nonrestricted patients.

v Dietary changes as specified by the health care provider.
Include fact sheets that list foods to restrict or add to
the diet. Provide sample menus with examples of how
dietary restrictions and requirements may be incorpo-
rated into daily meals.

v Activity restrictions as directed for the patient who has
had surgery: avoid lifting heavy objects (more than
10 1b) for the first 6 wk, be alert to fatigue, get maximum
rest, increase activities gradually to tolerance.

v Use of Nitrazine paper to assess pH of urine. Desired pH
will be determined by the type of stone formation to
which the patient is prone. Instructions for use are on
the Nitrazine container.

v Importance of walking or other exercise to decrease risk
of stone formation.

Renal-Urinary Care Plans
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Urinary Diversions 32

OVERVIEW/PATHOPHYSIOLOGY

When the bladder must be bypassed or is removed, a urinary
diversion is created. Urinary diversions most commonly are
created for individuals with bladder cancer. However, malig-
nancies of the prostate, urethra, vagina, uterus, or cervix may
require creation of a urinary diversion if anterior, posterior, or
total pelvic exenteration must be done. Individuals with
severe, nonmalignant urinary problems, such as radiation or
interstitial cystitis, or urinary incontinence that cannot be
managed conservatively also are candidates for urinary diver-
sion. Although most urinary diversions are permanent, some
act as a temporary bypass of urine, and undiversion can be
performed if the patient’s condition changes.

The urinary stream may be diverted at multiple points: the
renal pelvis (pyelostomy or nephrostomy), the ureter (ureter-
ostomy), the bladder (vesicostomy), or via an intestinal
“conduit.” Vesicostomies are most commonly performed in
children as a temporary diversion. While construction of a
small bowel pouch (Kock procedure) or ileocolonic pouch
(Indiana or Mainz procedure) is still the most common type
of urinary diversion, the neobladder or orthotopic bladder is
becoming the standard of definitive care. All these procedures
reconstruct a new bladder from intestinal segments, resulting
in a more normal urinary pattern. In addition, because males
have an external urinary sphincter that can be left in place
when the bladder is removed, men may undergo attachment
of a reconstructed bladder to the urethra, which will enable
urination without the use of catheterization. However, there
is a 5%-10% risk of urethral reoccurrence of neoplasm with
this procedure.

Continent urinary diversions: All continent urinary diver-
sions are constructed with the following three components: a

reservoir or reconstructed bladder, a continence mechanism,
and an antireflux mechanism.

Orthotopic neobladder: This surgery involves use of the
small intestine or small bowel-large bowel combination to
create a low-pressure spherical reservoir that attaches to the
patient’s urinary sphincter. Additionally, a cystoprostatectomy
is performed in men and a urethral-preserving anterior exen-
teration is performed in women. Similar to the Mainz and
Kock techniques, the created “bladder” has the characteristics
of low pressure, adequate volume, and control of urination
without leakage or residual urine. The patient can sense a full
bladder and urinate without catheterization. Normal conti-
nence is the goal for this procedure.

Indiana and Kock pouches: Both the Indiana and
Kock pouches use the ileum to create a pouch and an antire-
flux valve. These types of continent urostomies require the
patient to perform catheterizations to remove urine from the
pouch.

Intestinal (ileal conduit): Any segment of bowel may be
used to create a passageway for urine but the ileum conduit is
most commonly used. A 15- to 20-cm section of ileum is
resected from the intestine to form a passageway for the urine.
The proximal end is closed, and the distal end is brought out
through the abdomen, forming a stoma. The ureters are
resected from the bladder and anastomosed to the ileal
segment. The intestine is reanastomosed to the ileal segment,
and therefore bowel function is unaffected. Occasionally, the
jejunum is used for the conduit. However, jejunal-conduit
syndrome (hyperkalemia, hyponatremia, hypochloremia)
often occurs.

HEALTH CARE SETTING

Surgical unit; primary care

Nursing Diagnosis:
Anxiety

related to threat to self-concept, interaction patterns, or health status occur-

ring with urinary diversion surgery

Desired Outcome: Before surgery, the patient communicates fears and concerns, relates
attainment of increased psychologic and physical comfort, and exhibits a coping demeanor.
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Impaired Urinary Elimination Urinary Diversions

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s perception of his or her impending surgery and This assessment provides an opportunity for the patient to express
resulting body function changes. Listen actively. anxieties about the upcoming surgery and for the nurse to evaluate the
response. For example, “You seem very concerned about next week’s
surgery.” Anger, denial, withdrawal, and demanding behaviors may be
coping responses.

[BIIPSA | LHVd

Acknowledge the patient’s concerns. This will help focus attention on anxieties and concerns so that they can
be dealt with.

Provide brief, basic information regarding physiology of the procedure ~ Knowledge is one of the best means of decreasing anxiety.
and equipment that will be used after surgery, including tubes
and drains.

Show the patient pouches that will be used after surgery. Assure the Patients may worry that others will be able to see and smell the pouch.
patient that the pouch usually cannot be seen through clothing
and that it is odor resistant.

For the patient about to undergo a continent urostomy procedure of a  This intervention likely will decrease anxiety by reassuring the patient that
Kock or Indiana pouch, explain that a pouching system may be he or she will be taught necessary skills.
needed for a short time after surgery. Reassure the patient that
teaching about accessing the continent urostomy will be done in
the surgeon’s office or by the home care nurse.

Discuss postsurgical activities of daily living (ADLS). This information decreases anxiety that such ADLs as showers, baths, and
swimming can continue and that diet is not affected after the early
postoperative period.

As appropriate, ask the patient about the information that has been Patients may be very anxious about sexual implications of this surgery but
relayed by the surgeon about sexual implications of the surgery. afraid to ask. Asking this question will help establish an open

relationship between the patient and nurse. For example, some men
undergoing radical cystectomy with urinary diversion may become
impotent, but recent surgical advances have enabled preservation of
potency for others. The pelvic plexus, which innervates the corpora
cavernosa (allowing penile erection), may be damaged permanently as
a result of autonomic nerve damage. However, sensation and orgasm
are mediated by the pudendal nerve (sensorimotor) and are not
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affected.
Arrange for a visit by the enterostomal therapy (ET) nurse during the Showing patients the actual spot for placement may help alleviate anxiety
preoperative period. Collaborate with the surgeon, ET nurse, and by reinforcing that the impact on lifestyle and body image will be
patient to identify and mark the most appropriate site for the minimal.

stoma.

Nursing Diagnosis:
Impaired Urinary Elimination

related to postoperative use of ureteral stents, catheters, or drains; and related
to urinary diversion surgery

Desired Outcome: The patient’s urinary output is 30 mL/hr or greater; urine is clear and
straw-colored with normal, characteristic odor.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess intake and output, and record the total amount of urine output ~ This assessment checks for discrepancies between intake and output. In

from the urinary diversion for the first 24 hr postoperatively. the presence of adequate intake a decreased output can signal a
Differentiate and record separately amounts from all drains, ureteral obstruction, a leak in one of the anastomotic sites, or
stents, and catheters. Notify the health care provider of an output impending renal failure.

less than 60 mL during a 2-hr period. Ureterostomy: Urine is drained via the stoma and/or ureteral stents.

continued

Renal-Urinary Care Plans



PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Intestinal conduit: Urine is drained via the stoma. Patients also may have
ureteral stents and/or conduit catheter/stent in the early postoperative
period to stabilize the ureterointestinal anastomoses and maintain
drainage from the conduit during early postoperative edema.

Continent urinary diversions or reservoirs: The Kock urostomy usually has a
reservoir catheter and also may have ureteral stents. The Indiana
(ileocecal) reservoir usually has ureteral stents exiting from the stoma,
through which most of the urine drains and may have a reservoir
catheter exiting from a stab wound, which serves as an overflow
catheter. The neobladder has a urethral catheter in place that will drain
urine, which initially will be light red to pink in color with mucus but
should clear in 24-48 hr. This catheter generally remains in place for
21 days to ensure adequate healing of the anastomosis.

PART I: Medical-Surgical Nursing

Also assess for flank pain, costovertebral angle (CVA) tenderness, These are other indicators of ureteral obstruction.
nausea, vomiting, and anuria.
Monitor functioning of the ureteral stents. Ureteral stents, which exit from the stoma into the pouch, maintain ureteral

patency and assist in healing of the anastomosis. Stents may become
blocked with mucus, but as long as urine is draining adequately around
the stent and the volume of output is adequate, this is not a problem.
Right stents usually are cut at a 90-degree angle, and left stents are
cut at a 45-degree angle. Each usually produces approximately the
same amount of urine, although the amount produced by each is not
important as long as each drains adequately and total drainage from all
sources is 30 mL/hr or greater. Urine is usually red to pink for the first
24-48 hr and becomes straw-colored by the third postoperative day.
Absent or lessening amounts of urine may indicate a blocked stent or
problems with the ureter.

Monitor functioning of the stoma catheter. Expect output from the stoma catheter to include pink or light red urine
with mucus and small red clots for the first 24 hr. Urine should become
amber colored with occasional clots within 3 postoperative days. Mucus
production will continue but should decrease in volume.

In continent urinary diversions, a catheter is placed in the reservoir to
prevent distention and promote healing of suture lines. This new
reservoir (i.e., resected intestine) exudes large amounts of mucus,
necessitating catheter irrigation with 30-50 mL of normal saline, which
is instilled gently and allowed to empty via gravity.

Monitor functioning of the drains. Any urinary diversion may have Penrose drains or closed drainage systems
in place to facilitate healing of the ureterointestinal anastomosis.
Drainage from these systems may be light red to pink for the first 24 hr
and then lighten to amber and decrease in amount. Excessive lymph
fluid and urine can be removed via these drains to reduce pressure on
anastomotic suture lines. In a continent urinary diversion, an increase
in drainage after amounts have been low might signal an anastomotic
leak, which necessitates notification of the health care provider.

Monitor drainage from the Foley (indwelling) catheter or urethral drain ~ Patients who have had a cystectomy may have a urethral drain, whereas

(if present). Note color, consistency, and volume of drainage, those with a partial cystectomy will have an indwelling catheter in
which may be red to pink with mucus. place.
m Report a sudden increase or decrease in drainage to the health care A sudden increase would occur with hemorrhage; a sudden decrease can
provider. signal blockage that can lead to infection or, with partial cystectomy,
hydronephrosis.

Encourage an intake of at least 2-3 L/day in the nonrestricted patient.  Increased hydration keeps the urinary tract well irrigated and helps prevent
infection that could be caused by urinary stasis.

Renal-Urinary Care Plans




Ineffective Protection

Urinary Diversions

Nursing Diagnosis:

Risk for Infection

related to the invasive surgical procedure and potential for ascending bacte-

riuria with the urinary diversion

Desired Outcome: The patient is free of infection as evidenced by normothermia; white
blood cell (WBC) count 11,000/mm’ or less; and absence of purulent or excessive drainage,

erythema, edema, warmth, and tenderness along the incision.

RATIONALES

ASSESSMENT/INTERVENTIONS

Assess the patient’s temperature q4h during the first 24-48 hr after
surgery. Notify the health care provider of fever (temperature greater
than 101° F).

Inspect the dressing frequently after surgery. Change the dressing when
it becomes wet, using sterile technique. Use extra care to prevent
disruption of the drains.

Assess the condition of the incision.

Assess and record character of the urine at least q8h.

Assess for flank or CVA pain, malodorous urine, chills, and fever.

Note position of the stoma relative to the incision. If they are close
together, apply the pouch first to avoid overlap of the pouch with the
suture line.

If necessary, cut the pouch down on one side or place it at an angle.
Wash your hands thoroughly before and after caring for the patient.

Do not irrigate indwelling urethral catheters of patients with
cystectomies.

Encourage fluid intake of at least 2-3 L/day.

Elevated temperature is a sign that the body is mounting a defense
against infection.

Infection is most likely to become evident after the first 72 hr. The
presence of purulent or excessive drainage on the dressing signals
infection and the need to notify the health care provider promptly for
timely intervention.

Erythema, tenderness, local warmth, edema, and purulent or excessive
drainage are indicators of infection at the incision line.

Urine should be yellow or pink tinged during the first 24-48 hr after
surgery. Mucous particles are normal in urine of patients with ileal
conduits and continent urinary diversions because of the nature of
the bowel segment used. Cloudy urine, however, is abnormal and
can signal infection.

These are indicators of urinary tract infection (UTI).
Overlapping of the pouch with the suture line increases risk of infection.

This measure prevents contact of the pouch with drainage, which may
loosen the adhesive.

Hand hygiene helps prevent contamination and cross-contamination.

Patients with cystectomies without anastomosis to the urethra may have
an indwelling urethral catheter to drain serosanguineous fluid from
the peritoneal cavity. Irrigation of this catheter can result in
peritonitis.

Increased hydration helps flush urine through the urinary tract, removing
mucous shreds, and preventing stasis that could result in infection.

Nursing Diagnosis:

Ineffective Protection

related to the potential for neurosensory, musculoskeletal, and cardiac changes
occurring with hyperchloremic metabolic acidosis with hypokalemia

Desired Outcomes: The patient verbalizes orientation to person, place, and time (within the
patient’s normal range) and remains free of injury caused by neurosensory, musculoskeletal,

and cardiac changes. Electrolytes remain within normal limits.

Renal-Urinary Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALE

For patients with ileal conduits, assess for nausea and changes in level
of consciousness (LOC) and muscle tone and irregular heart rate
(HR).

Monitor serum electrolyte studies.

If the patient displays confused behavior or exhibits signs of motor
dysfunction, keep the bed in the lowest position and raise the side
rails. If seizures appear imminent, pad the side rails. Notify the
health care provider of significant findings.

Encourage oral intake as directed, and assess fluid balance.

If the patient is hypokalemic and allowed to eat, encourage foods high in
potassium.

Encourage the patient to ambulate by the second day after surgery.

Changes in neurosensory, musculoskeletal, and cardiac status are
indicators of hypokalemia and metabolic acidosis that can occur
secondary to the presence of Na* and CI~ from the urine in the ileal
segment, which results in compensatory loss of K* and HCO;™.

K* less than 3.5 mEgq/L signals hypokalemia, and HCO;™ less than 7.40
signals metabolic acidosis.

These are standard safety precautions for patients who have confusion
or motor dysfunction.

Maintaining fluid balance will help ameliorate acid-base and electrolyte
imbalances.

Foods high in potassium, such as potatoes, prune juice, pumpkin,
spinach, sweet potatoes, Swiss chard, tomatoes, and watermelon
will help reverse hypokalemia.

The health care provider may prescribe intravenous (IV) fluids with
potassium supplements to prevent or treat hypokalemia.

Mobility will help prevent urinary stasis, which would increase risk of
electrolyte problems.

Nursing Diagnosis:

Risk for Impaired Skin Integrity

related to the presence of urine on the skin or sensitivity to appliance

materials

Desired Outcome: The patient’s peristomal skin remains nonerythematous and intact.

ASSESSMENT/INTERVENTIONS

RATIONALE

For patients with significant allergy history, patch-test the skin for a
24-hr period, at least 24 hr before surgery. If erythema, swelling,
bleb formation, itching, weeping, or other indicators of tape allergy
occur, document the type of tape that caused the reaction and note
on the chart cover, “Allergic to tape.” Place an allergy
armband on the patient.

Assess integrity of the peristomal skin with each wafer change. Question
the patient about itching or burning under the wafer. Change the
wafer routinely (per agency or surgeon preference) or immediately if
leakage is suspected.

Teach the patient how often to change the wafer and/or pouch if a
one-piece system is used.

Teach the patient to monitor the skin for leakage and odor.

Teach the patient to report signs of a rash to the health care provider.

Assess the stoma, pouch, and skin for crystalline deposits.

Renal-Urinary Care Plans

This assessment evaluates for and documents allergies to different
tapes that might be used on the postoperative appliance.

Itching or burning can signal leakage of the pouch under the wafer. If
the seal between the adhesive backing of the wafer and skin
becomes compromised, leaking onto the peristomal skin can occur.

Note: All pouches must be attached to a wafer and pouches are never
placed directly over a stoma. The wafer covers the skin surrounding
the stoma (peristomal skin). Pouches may come already attached to
a wafer (one-piece system) or come separately (two-piece system).

Routine wafer/pouch change is every 4-7 days. This schedule provides
the consistency that usually avoids surprise leakage problems.

Leakage and odor indicate that the wafer and/or pouch must be
changed.

A rash can occur with a yeast infection and will require a topical
medication for treatment.

These deposits are signals of alkaline urine, which can compromise skin
integrity if exposure occurs.



Impaired Tissue Integrity: Stomal (or risk for same)

Urinary Diversions
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ASSESSMENT/INTERVENTIONS

In the presence of alkaline urine, teach the following: drink fluids that
leave acid ash in the urine, such as cranberry juice, or take ascorbic
acid in a dose consistent with the patient’s size.

When changing the wafer, measure the stoma with a measuring guide,
and ensure that the skin barrier opening is cut to the exact size of
the stoma.

For a patient using a two-piece system or pouch with a wafer: Size
the wafer to fit snugly around the stoma. For pouch placement, size
the pouch to clear the stoma by at least J inch.

For a patient using a one-piece “adhesive only” pouch:

If the pouch has an antireflux valve, size the pouch to clear the stoma
and any peristomal creases.

If the pouch does not have an antireflux valve, size the pouch so that it
clears the stoma by % inch.

Use a copolymer film sealant wipe on the peristomal skin before
applying the wafer or “adhesive-only” pouch and wafer system.

Wash the peristomal skin with water or a special cleansing solution
marketed by ostomy supply companies. Dry the skin thoroughly
before applying the skin barrier, wafer, and pouch.

When changing the pouch or wafer, instruct the patient to hold a gauze
pad or clean small towel on (but not in) the stoma.

After applying the pouch, connect it to a bedside drainage system if the
patient is on bedrest. When the patient is no longer on bedrest,
empty the pouch when it is one-third to one-half full, opening the
spigot on the bottom of the pouch and draining urine into the
patient’s measuring container.

Do not allow the pouch to become too full. Instruct the patient
accordingly.

Teach the patient to treat peristomal irritation as follows after hospital
discharge:

- Dry the skin with a hair dryer set on a cool setting.

- Dust the peristomal skin with karaya powder or spread Stomahesive
paste.

- If desired, blot the skin with water or a sealant wipe or copolymer
protectant that seals in the powder.

- Use a porous tape if tape is required.

Notify the health care provider or wound, ostomy, and continence
(WOC)/enterostomal therapy (ET) nurse of any severe or
nonresponsive skin problems.

RATIONALE

These actions help decrease urine pH, which will improve the peristomal
skin condition.

These measures protect the peristomal area from maceration caused by
pooling of urine on the skin.

This helps ensure that the pouch adheres to a flat, dry surface. An
antireflux valve prevents pooling of urine on skin.

This will help prevent stomal trauma while minimizing the amount of
exposed skin.

This will provide a moisture barrier and reduce epidermal trauma when
the wafer is removed.

Other products can dry out the skin, which would increase risk of
irritation and infection.

This will absorb urine and keep the skin dry.

These interventions facilitate drainage of urine.

An overly full pouch could break the seal of the wafer with the patient’s
skin.

This eliminates the necessity of wiping the skin, which would increase
the irritation.

These agents absorb moisture.

These agents provide a moisture barrier.

Porous tape prevents trapping of moisture.
These problems call for skilled interventions.

Nursing Diagnosis:

Impaired Tissue Integrity: Stomal (or risk for same)

related to altered stomal circulation occurring with the urinary diversion pro-

cedure or improper appliance fit

Desired Outcomes: The patient’s stoma is pink or bright red and shiny. The stoma of a

cutaneous urostomy is raised, moist, and red.

Renal-Urinary Care Plans
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PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

n Assess the stoma at least q8h and as indicated. Report significant The stoma of an ileal conduit will be edematous and should be pink or
findings promptly. red with a shiny appearance. The stoma formed by a cutaneous
urostomy is usually raised during the first few weeks after surgery,
red, and moist. A stoma that is dusky or cyanotic is indicative of
insufficient blood supply and impending necrosis and must be
reported to the health care provider for immediate intervention.

Also assess the degree of swelling. For patients with an ileal conduit, The stoma should shrink considerably over the first 6-8 wk and less
evaluate stomal height and plan accordingly (see Risk for Impaired significantly over the next year. The stoma formed by a cutaneous
Skin Integrity, p. 234). ureterostomy is usually raised during the first few weeks after

surgery, red in color, and moist.

PART I: Medical-Surgical Nursing

Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with self-care regarding the urinary diversion

Desired Outcome: The patient or significant other demonstrates proper care of the stoma
and urinary diversion before hospital discharge.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and presented
comprehension). Assess culture and culturally specific information in a manner that is culturally and educationally appropriate.
needs.

Also assess the patient’s or significant other’s readiness to participate A well-thought-out teaching plan is useless if individuals are unable or
in care. unwilling to understand/learn it.

Involve ET or WOC nurse in patient teaching if available. An ET or WOC nurse is specially trained and skilled in teaching urinary

diversion care.

Assist the patient with organizing the equipment and materials that Usually patients are discharged with disposable pouching systems. Most of

are needed to accomplish home care. these patients continue using disposable systems for the long term.

Those who will use reusable systems usually are not fitted until 6-8 wk
after surgery.

Teach how to remove and reapply the pouch; how to empty it; and These are the basic skills the patient will need in order to accomplish
how to use a gravity drainage system at night, including self-care after hospital discharge.
procedures for rinsing and cleansing the drainage system.

Teach signs and symptoms of UTI, peristomal skin breakdown, and Persons with urinary diversion have a higher incidence of UTI than the
appropriate therapeutic responses, including maintenance of an general public, so it is important to keep their urinary pH acidic. If it is
acidic urine (if not contraindicated), importance of adequate fluid greater than 6.0, advise the patient to increase fluid intake and, with
intake, and techniques for checking urine pH (which should be health care provider approval, to increase vitamin C intake to 500-
assessed weekly). Explain that urine pH should remain at 6.0 or 1000 mg/day, which will increase urine acidity.
less.

Teach patients with a continent urinary diversion the technique for In continent urinary diversions, a catheter is placed in the reservoir to
reservoir catheter irrigation. prevent distention and promote healing of suture lines. This new

reservoir (i.e., resected intestine) exudes large amounts of mucus,
necessitating catheter irrigation with 30-50 mL of normal saline, which
is instilled gently and allowed to empty via gravity.

Teach patients with a continent urinary diversion with urethral Feelings of vague abdominal discomfort and abdominal pressure or
anastomosis signals of the urge to void. cramping are sensations of the need to void.

Instruct patients with a continent urinary diversion with urethral Relaxing the perineal muscles and employing Valsalva’s maneuver help
anastomosis about the procedure to void. empty the diversion.

Renal-Urinary Care Plans



Deficient Knowledge Urinary Diversions

ASSESSMENT/INTERVENTIONS RATIONALES

Emphasize the importance of follow-up visits, particularly for patients ~ Follow-up visits, particularly for patients with continent urinary diversions
with a continent urinary diversion. who will be taught how to catheterize the reservoir and use a small
dressing over the stoma rather than an appliance, help ensure that the
patient can manipulate the pouch. Follow-up visits also facilitate
answers to questions that ensue after hospital discharge.

[BIIPSA | LHVd

Provide a list of ostomy support groups and ET nurses in the area. Referrals such as this will assist the patient after hospital discharge.

Provide the patient with enough equipment and materials for the first ~ The first postoperative visit is usually 1 wk after hospital discharge.
week after hospital discharge.

Remind the patient of the importance of proper cleansing of ostomy This knowledge will help reduce the risk of bacterial growth and UTI after
appliances. hospital discharge.
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v Importance of keeping urinary pH acidic. Individuals

ADDITIONAL NURSING with urinary diversions have a higher incidence of UTI
DIAGNOSES/PROBLEMS: than the general public; therefore, it is important to
“Cancer Care” p. 1 keep their urinary pH acidic. Because many fruits and

vegetables tend to make urine alkaline, the patient
“Perioperative Care” p. 45 should drink cranberry juice rather than orange juice or
“Fecal Diversions” for Disturbed Body Image D. 434 other citrus juices or take vitamin C daily. (Check with

the health care provider first.)

v Care of the stoma and application of urostomy appli-
ances. Patients should be proficient in the application
technique before hospital discharge.

. PATIENT-FAMILY TEACHING AND ) . .
/ v Care of urostomy appliances. Remind patients that
DISCHARGE PLANNING . . . .
proper cleansing will reduce the risk of bacterial growth,
When providing patient-family teaching, focus on sensory which would contaminate urine and increase risk
information, avoid giving excessive information, and initiate of UTL
a visiting nurse referral for necessary follow-up teaching. v Importance of follow-up care with the health care pro-
Include verbal and written information about the following: vider and WOC/ET nurse. Confirm date and time of the
v Medications, including drug name, dosage, schedule, next appointment.
precautions, and potential side effects. Also discuss v Telephone numbers to call in case questions or concerns
drug-drug, herb-drug, and food-drug interactions. arise about therapy after discharge. In addition, many
v Indicators that necessitate medical intervention: fever cities have local support groups. Information for these
or chills; nausea or vomiting; abdominal pain, cramping, patients can be obtained by contacting the following:
or distention; cloudy or malodorous urine; incisional e United Ostomy Association at www.uoa.org
drainage, edema, local warmth, pain, or redness; peris- e United Ostomy Association of Canada at
tomal skin irritation; or abnormal changes in stoma www.ostomycanada.ca
shape or color from the normal bright and shiny red. e American Cancer Society at www.cancer.org
v/ Maintenance of fluid intake of at least 2-3 L/day to e National Cancer Institute’s Cancer Information
maintain adequate kidney function. Service (CIS) at wwaw.cis.nci.nih.gov

Renal-Urinary Care Plans



http://www.uoa.org
http://www.ostomycanada.ca
http://www.cancer.org
http://www.cis.nci.nih.gov

Urinary Tract Obstruction 33

OVERVIEW/PATHOPHYSIOLOGY

DIAGNOSTIC TESTS

Urinary tract obstruction usually is the result of blockage from
pelvic tumors, calculi, and urethral strictures. Additional
causes include neoplasms, benign prostatic hypertrophy, ure-
teral or urethral trauma, inflammation of the urinary tract,
pregnancy, and pelvic or colonic surgery in which ureteral
damage has occurred. Obstructions can occur suddenly or
slowly, over weeks to months. They can occur anywhere along
the urinary tract, but the most common sites are the uretero-
pelvic and ureterovesical junctions, bladder neck, and urethral
meatus. The obstruction acts like a dam, blocking passage of
urine. Muscles in the area contract to push urine around the
obstruction, and structures behind the obstruction begin to
dilate. The smaller the site of obstruction, the greater the
damage. Obstructions in the lower urinary structures, such as
the bladder neck or urethra, can lead to urinary retention and
urinary tract infection (UTI). Obstructions in the upper
urinary tract can lead to bilateral involvement of the ureters
and kidneys, leading to hydronephrosis, renal insufficiency,
and kidney destruction. Hydrostatic pressure increases, and
filtration and concentration processes in the tubules and
glomerulus are compromised.

HEALTH CARE SETTING

Primary care and acute care

ASSESSMENT

Signs and symptoms: Anuria, nausea, vomiting, local
abdominal tenderness, hesitancy, straining to start a stream,
dribbling, decreased caliber and force of urinary stream, hema-
turia, oliguria, and uremia. Pain may be sharp and intense or
dull and aching; localized or referred (e.g., flank, low back,
buttock, scrotal, labial pain).

Physical assessment: Bladder distention and “kettle drum”
sound over the bladder with percussion (absent if obstruction
is above the bladder) and mass in the flank area, abdomen,
pelvis, or rectum.

History of: Recent fever (possibly caused by the obstruc-
tion), hypertensive episodes (caused by increased renin pro-
duction from the body’s attempt to increase renal blood flow).

238

Serum K and Na® levels: To determine renal function.
Normal range for K* is 3.5-5.0 mEq/L; normal range for Na*
is 137-147 mEq/L.

Blood urea nitrogen (BUN) and creatinine: To evaluate
renal-urinary status. Normally, their values are elevated with
decreased renal-urinary function. Note: These values must be
considered based on the patient’s age and hydration status. For
the older adult, serum creatinine level may not be a reliable
indicator because of decreased muscle mass and a decreased
glomerular filtration rate. Hydration status can affect BUN:
fluid volume excess can result in reduced values, whereas
volume deficit can cause higher values.

Urinalysis: To provide baseline data on functioning of the
urinary system, detect metabolic disease, and assess for the
presence of UTIL. A cloudy, hazy appearance; foul odor; pH
greater than 8.0; and presence of red blood cells, leukocyte
esterase, white blood cells (WBCs), and WBC casts are signals
of UTL

Urine culture: To determine the type of bacteria present in
the genitourinary tract. To minimize contamination, a sample
should be obtained from a midstream collection.

Hemoglobin (Hgb) and hematocrit (Hct): To assess for
anemia, which may be related to decreased renal secretion of
erythropoietin.

Kidneys, Ureters, and Bladder (KUB) radiography: To iden-
tify size, shape, and position of the KUB and abnormalities
such as tumors, calculi, or malformations. This can be done
in combination with ultrasonography.

Imaging studies: A variety of imaging studies may be used
to identify the area and cause of obstructions:

e Ultrasonography: This is sensitive in revealing paren-
chymal masses, hydronephrosis, a distended bladder,
and renal calculi.

e Computed tomography (CT) scans: To identify the
degree and location of the obstruction, as well as cause
in many situations.

e Excretory urography/intravenous pyelography: To evalu-
ate the cause of urinary dysfunction by visualizing the
kidneys, renal pelvis, ureters, and bladder.



Risk for Electrolyte Imbalance Urinary Tract Obstruction
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e Antegrade urography: Involves placement of a percuta-  volume based on the image. The scan is frequently used to
neous needle or nephrostomy tube through which radi-  measure post-void residual (PVR) to evaluate the need for =
opaque contrast is injected. Antegrade urography is  catheterization. ==
indicated when the kidney does not concentrate or Maximal urinary flow rate: Less than 15 mL/sec indicates =
excrete intravenous (IV) dye. significant obstruction to flow. %

e Retrograde urography: Radiopaque dye is injected Postvoid residual volume: Normal is less than 12 mL. s
through ureteral catheters placed during cystoscopy. Higher volume signals obstructive process. e

e Cystogram: Radiopaque dye is instilled via cystoscope or Cystoscopy: To determine the degree of bladder outlet
catheter. This enables visualization of the bladder and ~ obstruction and facilitate visualization of any tumors or
evaluation of the vesicoureteral reflex. masses.

Bladder Scanner: Bladder scanners are designed to create
a three dimensional image of the bladder and calculate the
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Nursing Diagnoses:

Risk for Deficient Fluid Volume
Risk for Shock

Risk for Electrolyte Imbalance

related to postobstructive diuresis

Desired Outcomes: The patient is normovolemic and free of signs of shock and electrolyte
imbalance as evidenced by heart rate (HR) 100 bpm or less (or within the patient’s normal
range); blood pressure (BP) 90/60 mm Hg or greater (or within the patient’s normal range);
respiratory rate (RR) 20 breaths/min or less; no significant changes in mental status; and
orientation to person, place, and time (within the patient’s normal range). Within 2 days
after bladder decompression, output approximates input, urinary output is normal for the
patient (or 30-60 mL/hr or greater), and weight becomes stable.

ASSESSMENT/INTERVENTIONS RATIONALES

Using sterile technique, insert a urinary catheter. Catheterization will drain the bladder of the urine whose passage has
been obstructed.

Assess the patient carefully during catheterization; clamp the catheter if ~ Although research has demonstrated that rapid bladder decompression

the patient complains of abdominal pain or has a symptomatic drop of greater than 750-1000 mL does not result in shock syndrome as
in systolic blood pressure of 20 mm Hg or greater. previously believed, this assessment/action could determine the
presence of an electrolyte imbalance as a result of postobsructive
diuresis.
Assess intake and output hourly for 4 hr and then g2h for 4 hr after This assessment monitors for postobstructive diuresis.

bladder decompression.

Notify the health care provider if output exceeds 200 mL/hr or 2 L over This can signal postobstructive diuresis, which can lead to major
an 8-hr period. electrolyte imbalance. If this occurs, anticipate initiation of IV
infusion.

Assess vital signs for decreasing BP, changes in level of consciousness These are signs of shock.
or mentation, tachycardia, tachypnea, and thready pulse.

Anticipate need for urine specimens for analysis of electrolytes and Postobstructive diuresis can lead to major electrolyte imbalance.
osmolality and blood specimens for analysis of electrolytes.

Monitor for and report the following:
- Abdominal cramps, lethargy, dysrhythmias. These are signs of hypokalemia.

- Diarrhea, colic, irritability, nausea, muscle cramps, weakness, These are signs of hyperkalemia.
irregular apical or radial pulses.

continued

Renal-Urinary Care Plans
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PARTI MEDICAL-SURGICAL NURSING: Renal-Urinary Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

- Muscle weakness and cramps, complaints of tingling in fingers, These are signs of hypocalcemia.
positive Trousseau’s and Chvostek’s signs.

- Excessive itching. This is a sign of hyperphosphatemia.

Monitor mentation, noting signs of disorientation. Disorientation can occur with electrolyte disturbance.

Weigh the patient daily using the same scale and at the same time of Weight fluctuations of 2-4 Ib (0.9-1.8 kg) normally occur in a patient
day (e.g., before breakfast). who is undergoing diuresis. Losses greater than this can result in

dehydration and electrolyte imbalances.

Weighing the patient in a consistent manner and under the same
conditions helps ensure more precise measurements and
comparisons.

Nursing Diagnosis:
Acute Pain
related to bladder spasms

Desired Outcomes: Within 1 hr of intervention, the patient’s subjective perception of dis-
comfort decreases, as documented by a pain scale. Objective indicators, such as grimacing,
are absent or diminished.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and document complaints of pain in the suprapubic or This assessment establishes a baseline for subsequent assessment and
urethral area. Devise a pain scale with the patient, rating pain from 0 evaluates degree of pain relief obtained. Spasms occur frequently
(no pain) to 10 (worst pain). with obstruction.

Medicate with antispasmodics or analgesics such as oxybutynin and These medications relieve spasms and pain.
flavoxate as prescribed. Document pain relief obtained, using the
pain scale.

If the patient is losing urine around the catheter and has a distended These assessments detect and manage obstructions in the catheter and
bladder (with or without bladder spasms), check the catheter and tubing that may be contributing to spasms.

drainage tubing for evidence of obstruction. Inspect for kinks and
obstructions in the drainage tubing, compress and roll the catheter
gently between your fingers to assess for gritty matter within the
catheter, milk the drainage tubing to release obstructions, or instruct
the patient to turn from side to side. Obtain a prescription for
catheter irrigation if these measures fail to relieve the obstruction.

In nonrestricted patients, encourage intake of fluids to at least 2-3 L/day  Increased hydration reduces the frequency of spasms. IV fluid therapy
to help reduce frequency of spasms. may be indicated for acutely ill, dehydrated patients, or to increase
fluids in patients with calculi.

Teach nonpharmacologic methods of pain relief, such as guided These pain relief techniques augment pharmacologic interventions.
imagery, relaxation techniques, and distraction.

/ PATIENT-FAMILY TEACHING AND
ADDITIONAL NURSING DISCHARGE PLANNING
DIAGNOSES/PROBLEMS:

When providing patient-family teaching, focus on sensory

“Perioperative Care” p. 45 information, avoid giving excessive information, and initiate
“Ureteral Calculi” for Risk for Impaired Skin Integrity  p. 227 a visiting nurse referral for necessary follow-up teaching.
related to wound drainage Include verbal and written information about the following:

v Medications, including drug name, dosage, purpose,
schedule, precautions, and potential side effects. Also
discuss drug-drug, herb-drug, and food-drug interactions.

Renal-Urinary Care Plans



Acute Pain

Urinary Tract Obstruction

v Indicators that signal recurrent obstruction and require
prompt medical attention: pain, fever, decreased urinary
output.

v Activity restrictions as directed for the patient who has
had surgery: avoid lifting heavy objects (more than
10 Ib) for first 6 wk, be alert to fatigue, get maximum
rest, increase activities gradually to tolerance.

v Care of drains or catheters if the patient is discharged
with them; care of the surgical incision if present.

v

v

Indicators of wound infection: persistent redness, local
warmth, tenderness, drainage, swelling, and fever.
Indicators of UTI that necessitate medical attention:
chills; fever; hematuria; flank, costovertebral angle,
suprapubic, low back, buttock, scrotal, or labial pain;
cloudy and foul-smelling urine; increased frequency,
urgency; dysuria; and increasing or recurring inconti-
nence. In older adults, confusion may be the first sign
of a UTL

Renal-Urinary Care Plans
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Neurologic Care Plans

General Care of Patients with 3 4

Neurologic Disorders

CARE OF PATIENTS WITH ACUTE NEUROLOGIC ISSUES

Nursing Diagnosis:
Decreased Intracranial Adaptive Capacity

related to increased intracranial pressure (IICP) and herniation occurring with
positional factors or increased intrathoracic or intraabdominal pressure, fluid
volume excess, hyperthermia, or discomfort occurring with brain injury

Desired Outcome: The patient becomes free of symptoms of IICP and herniation as evi-
denced by stable or improving Glasgow Coma Scale score; stable or improving sensorimotor
functioning; blood pressure (BP) within the patient’s normal range; heart rate (HR)
60-100 bpm; pulse pressure 30-40 mm Hg (difference between systolic blood pressure [SBP]
and diastolic blood pressure [DBP]); orientation to person, place, and time; normal vision;
bilaterally equal and normoreactive pupils; respiratory rate (RR) 12-20 breaths/min with
normal depth and pattern (eupnea); normal gag, corneal, and swallowing reflexes; and
absence of headache, nausea, nuchal rigidity, posturing, and seizure activity.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess for and report any of the following indicators of lICP or Intracranial pressure (ICP) is the pressure exerted by brain tissue,

impending/occurring herniation: cerebrospinal fluid (CSF), and cerebral blood volume within the rigid,
unyielding skull. An increase in any one of these components without a
corresponding decrease in another will increase ICP. Normal ICP is
0-10 mm Hg; IICP is greater than 15 mm Hg. Cerebral perfusion
pressure (CPP) is the difference between mean arterial pressure and
ICP. As ICP rises, CPP may decrease. Normal CPP is 70-100 mm Hg. If
CPP falls below 40-60 mm Hg, ischemia occurs. When CPP falls to 0,
cerebral blood flow ceases. Cerebral edema and IICP usually peak 2-3
days after injury and then decrease over 1-2 wk.

Early indicators of IICP: Declining Glasgow Coma Scale score; The single most important assessment indicator of early IICP is a change in
alterations in level of consciousness (LOC) ranging from irritability, LOC.
restlessness, and confusion to lethargy; possible onset of or
worsening of headache; beginning pupillary dysfunction, such as
sluggishness; visual disturbances, such as diplopia or blurred
vision; onset of or increase in sensorimotor changes or deficits,
such as weakness; onset of or worsening of nausea.
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Decreased Intracranial Adaptive Capacity

General Care of Patients with Neurologic Disorders
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ASSESSMENT/INTERVENTIONS

Late indicators of IICP: Continuing decline in Glasgow Coma Scale
score; continued deterioration in LOC leading to stupor and coma;
projectile vomiting; hemiplegia; posturing; widening pulse
pressure, decreased HR, and increased SBP; Cheyne-Stokes
breathing or other respiratory irregularity; pupillary changes, such
as oval-shaped, inequality, dilation, and nonreactivity to light;
papilledema; and impaired brain stem reflexes (corneal, gag,
swallowing).

Brain herniation: Deep coma, fixed and dilated pupils (first unilateral
and then bilateral), posturing progressing to bilateral flaccidity,
lost brain stem reflexes, and continuing deterioration in vital signs
(VS) and respirations.

If changes occur, prepare for possible transfer of the patient to the
intensive care unit (ICU).

Institute preventive measures for patients at risk for lICP. These
include ensuring a patent airway, delivering 0, as prescribed, and
may include intubation and mechanical ventilation as necessary.
Assess arterial blood gas (ABG) or pulse oximetry values.

1]

Be aware that CBF measurements, continuous jugular venous oxygen
saturation (Sj0,), and brain tissue oxygenation (Pbt0,) should be
considered to assess for effectiveness (i.e., decreased IICP without
decreased cerebral oxygen delivery) if hyperventilation is used as
a treatment.

Maintain head and neck alignment to avoid hyperextension, flexion, or
rotation, ensuring that tracheostomy, endotracheal tube ties, or 0,
tubing does not compress the jugular vein, and avoiding
Trendelenburg position for any reason.

Ensure that pillows under the patient’s head are flat.

Keep head of bed (HOB) at whatever level optimizes CPP.

Take precautions against increased intraabdominal and intrathoracic
pressures in the following ways:

- Teach the patient to exhale when turning or during activity.

- Provide passive range-of-motion (ROM) exercises rather than
allow active or assistive exercises.

RATIONALES

Late assessment indicators of IICP signal impending or actual herniation
and are generally related to brain stem compression and disruption of
cranial nerves and vital centers.

Brain herniation occurs when IICP causes displacement of brain tissue
from one cranial compartment to another.
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Insertion of ICP sensors for continuous ICP monitoring, continuous bedside
cerebral blood flow (CBF) monitoring (e.g., continuous transcranial
Doppler), CSF ventricular drainage, vasopressor usage (e.g., dopamine),
intubation, mechanical ventilation, propofol sedation, neuromuscular
blocking, or barbiturate coma therapy may be necessary. Continuous
cardiac monitoring for dysrhythmias also will be done. Intensive insulin
therapy may be needed to maintain optimal serum glucose values.
Testing (e.g., computed tomography [CT]) may be done, but lumbar
puncture (LP) is contraindicated or used with caution in the presence of
IICP.

Preventing hypoxia necessitates maintaining oxygen saturation at greater
than 90% or Pa0, at greater than 60 mm Hg. Therefore, it is important
to preoxygenate before suctioning and limit suctioning to 10 sec.
Prevention of CO, retention (and the resulting respiratory acidosis) is
essential for preventing vasodilation of cerebral arteries, which can lead
to cerebral edema.

Mechanical hyperventilation, by lowering cerebral Paco,, results in an
alkalosis, which causes cerebral vasoconstriction resulting in decreased
CBF and ICP. The vasoconstriction also may cause decreased cerebral
oxygen delivery, which could increase injury by increasing cerebral
ischemia. Hyperventilation (e.g., with Ambu bag or if ventilated to keep
Paco, to 30-35 mm Hg) is now generally used only in cases of acute
deterioration as a “quick fix” until other interventions can be instituted
(e.g., mannitol) or in cases in which IICP is refractory and responds to
nothing else.

These measures promote venous blood return to the heart to reduce
cerebral congestion.

This measure maintains head in a neutral rather than flexed position,
thereby preventing backup of jugular venous outflow.

CPP needs to be at least 70 mm Hg or as prescribed to prevent ischemia.
Without monitoring equipment, having the HOB at 30 degrees is
considered safe and effective in promoting venous drainage and
lowering ICP as long as patient is not hypovolemic, which could
threaten CPP.

Elevated intraabdominal and intrathoracic pressures interfere with cerebral
venous drainage thus adding to IICP.

This action reduces intrathoracic pressure.

This prevents increases in intraabdominal and intrathoracic pressures that
could raise ICP.

continued
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PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

- Administer prescribed stool softeners or laxatives; avoid enemas
and suppositories.

- Instruct the patient not to move self in bed; to allow only passive
turning; and use a pull sheet and avoid pushing against foot of
bed or pulling against side rails. Avoid footboards; use high-top
tennis shoes with toes removed to level of the metatarsal heads
instead.

- Assist the patient with sitting up and turning.

- Instruct the patient to avoid coughing and sneezing or, if
unavoidable, to do so with an open mouth; provide antitussive for
cough as prescribed and antiemetic for vomiting.

- Instruct the patient to avoid hip flexion. Do not place the patient in
a prone position.

- Avoid using restraints.

- Rather than have the patient perform Valsalva’s maneuver to
prevent an air embolism during insertion of a central venous
catheter, the health care provider should use a syringe to aspirate
air from the catheter lumen.

Administer intravenous (IV) fluids with an infusion control device to
prevent fluid overload. Keep accurate intake and output (I&0)
records. (The patient usually has an indwelling urinary catheter.)

When administering additional IV fluids (e.g., IV drugs) avoid using
DsW.

Help maintain the patient’s body temperature within normal limits by
giving prescribed antipyretics, regulating temperature of the
environment, using a fan, limiting use of blankets, keeping the
patient’s trunk warm to prevent shivering, and administering tepid
sponge baths or using a warming/cooling blanket or convection
cooling units to reduce fever.

When using a hypothermia blanket, wrap the patient’s extremities in
blankets or towels, and if prescribed, administer chlorpromazine.

Administer prescribed osmotic (e.g., mannitol) and loop diuretics (e.qg.,
furosemide).

Administer BP medications as prescribed.

Administer prescribed analgesics promptly and as necessary.

Administer antiepilepsy drugs (AEDs) as prescribed.

Monitor bladder drainage tubes for obstruction or kinks. Flush if an
obstruction is suspected.

Neurologic Care Plans

RATIONALES

These measures prevent straining at stool, which would increase
intraabdominal and intracranial pressures.

Movements involving pushing would increase intraabdominal and
intrathoracic pressures.

This action prevents increases in intraabdominal and intrathoracic
pressures.

As above.

These positions increase intraabdominal pressure.

Straining against restraints increases ICP.
Valsalva’s maneuver increases intraabdominal and intrathoracic pressures.

Isotonic or hypertonic IV fluids are given to maintain normovolemia and
balanced electrolyte status. Fluid restrictions are avoided because
resulting increased blood viscosity and decreased volume may lead to
hypotension, thereby decreasing CPP.

DsW’s hypotonicity can increase cerebral edema and hyperglycemia, which
have been associated with inferior neurologic outcomes.

Hypothalamic dysfunction from swelling or injury may cause hyperthermia.
In turn, fever increases the metabolic rate (5%-7% for each 1°C) and
exacerbates IICP.

Both measures prevent shivering, which would increase ICP. Mild (e.g.,
35°C) hypothermia treatment also may be attempted to minimize
metabolic needs of the brain if ICP is increased.

These agents reduce cerebral edema and blood volume, thereby lowering
ICP.

These medications keep BP within prescribed limits that will promote
optimal CBF without increasing cerebral edema. Hypotension is
particularly detrimental inasmuch as it directly affects CBF.
Hypertension may be allowed or treated first with drugs such as
labetalol. Vasoactive drugs such as nitroprusside may worsen cerebral
edema via vasodilation.

Pain can increase ICP. Barbiturates and opioids usually are contraindicated
because of the potential for masking the signs of IICP and causing
respiratory depression. However, intubated, restless patients are usually
sedated. A continuous propofol or midazolam drip has been
demonstrated to decrease IICP. Lidocaine is sometimes used to block
coughing before suctioning an endotracheal tube.

AEDs prevent or control seizures, which would increase cerebral
metabolism, hypoxia, and CO, retention, which in turn would increase
cerebral edema and ICP.

A distended bladder can increase ICP.



Risk for Aspiration General Care of Patients with Neurologic Disorders

ASSESSMENT/INTERVENTIONS RATIONALES

Provide a quiet and soothing environment. Control noise and other A quiet and soothing environment optimally will help keep BP and other
environmental stimuli. Use a gentle touch, and avoid jarring the pressures within therapeutic limits. Family discussions should take
bed. Try to limit painful procedures; avoid tension on tubes (e.g., place outside the room.
urinary catheter); and consider limiting pain-stimulation testing.

Avoid unnecessary touch (e.g., leave BP cuff in place for frequent
VS; use automatic recycling BP monitoring devices); and talk
softly, explaining procedures before touching to avoid startling the
patient. Try to avoid situations in which the patient may become
emotionally upset. Do not say anything in the presence of the
patient that you would not say if he or she were awake. Limit
visitors as necessary.

Encourage significant others to speak quietly to the patient. If Hearing a familiar voice or listening to soft music may promote relaxation
possible, arrange for the patient to listen to soft favorite music and decrease ICP.
with earphones.

Individualize care to ensure rest periods and optimal spacing of Multiple procedures and nursing care activities can increase ICP. For
activities; avoid turning, suctioning, and taking VS all at one time. example, rousing patients from sleep has been shown to increase ICP.
Plan activities and treatments accordingly so that the patient can
sleep undisturbed as often as possible.

Administer mild sedatives (e.g., diphenhydramine) or antianxiety These measures decrease restlessness or decrease/control agitation that
agents (haloperidol, lorazepam, midazolam) as prescribed to a may increase ICP.
restless/agitated patient. Attempt to identify and relieve the cause
(e.g., overstimulation, pain) before medicating.

[BIIPSA | LHVd
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Administer sedation and skeletal muscle relaxants (e.g., propofol, These agents decrease the skeletal muscle tension that is seen with
atracurium, pancuronium) as prescribed. (This therapy requires abnormal flexion and extension posturing, which can increase ICP.
intubation and ventilation.) Bispectral index technology (BIS) may be used to guide administration

of these drugs for sedation and neuromuscular blockade. BIS translates
information from the electroencephalogram (EEG) into a single number
that represents each patient’s LOC. This number ranges from 100
(indicating an awake patient) to zero (indicating the absence of brain
activity).

Nursing Diagnosis:
Risk for Aspiration

related to facial and throat muscle weakness, depressed gag or cough reflex,
impaired swallowing, or decreased LOC

Desired Outcomes: The patient is free of the signs of aspiration as evidenced by RR 12-20
breaths/min with normal depth and pattern (eupnea), O, saturation greater than 92%,
normal color, normal breath sounds, normothermia, and absence of adventitious breath
sounds. Following instruction and on an ongoing basis, the patient or significant other relates
measures that prevent aspiration.

ASSESSMENT/INTERVENTIONS RATIONALES

El For patients with new or increasing neurologic deficit, perform a dysphagia  Dysphagia screening will identify patients at risk for aspiration. These

screening to assess for impaired swallowing. For more details, see the patients should be kept nothing by mouth (NPO) until a swallowing
nursing diagnosis on p. 249. evaluation can be performed.
Assess lung sounds before and after the patient eats, effectiveness of the New onset of crackles or wheezing can signal aspiration. Patients
patient’s cough, and quality, amount, and color of sputum. with a weak cough are at risk for aspiration. An increase in
quantity or color change of sputum may indicate an infection from
aspiration.

continued
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

Keep HOB elevated after meals or assist the patient into a right side-lying
position.

If indicated, consult the health care provider about use of an upper
gastrointestinal (Gl) stimulant.

Provide oral hygiene after meals.
Assess the mouth frequently, and suction prn.

If the patient has nausea or vomiting or has secretions, turn on one side.

PART I: Medical-Surgical Nursing

Anticipate need for an artificial airway if secretions cannot be cleared.

For general interventions, see this nursing diagnosis in “Older Adult Care,”
p. 93, and with Impaired Swallowing, later.

RATIONALES

This position facilitates flow of ingested food and fluids by gravity
from the greater stomach curve to the pylorus, thereby minimizing
the potential for regurgitation and aspiration.

Stimulating upper Gl tract motility and gastric emptying help to
decrease the potential for regurgitation.

Oral hygiene removes food particles that could be aspirated.

These actions assess for particles or secretions that could be
aspirated and removes them.

This position facilitates drainage and prevents their aspiration.

These measures help ensure a patent airway.

Nursing Di is (f : I ilated):

Risk for Infection

related to inadequate primary defenses occurring with ventilator intubation
in patients with neurologic disorders such as Guillain-Barré, bacterial men-

ingitis, SCI, traumatic brain injury, and stroke

Desired Outcome: The patient exhibits reduced incidence/absence of ventilator-associated
pneumonia as evidenced by normothermia, white blood cell count 11,000/mm’ or less,
sputum clear to whitish in color, lungs clear to auscultation, RR 14-20 breaths/min, and

oxygen saturation greater than 92%.

ASSESSMENT/INTERVENTIONS RATIONALES

IZ' Ensure the ventilator bundle discussed in the following interventions has
been implemented on any patient who is mechanically ventilated.

Perform good hand hygiene before and after contact with the patient
(even though gloves are worn).

Assess lung sounds, sputum characteristics, RR, HR, temperature,
oximetry, ABG values, chest x-ray, and complete blood count (CBC).
Report abnormal changes to the health care provider.

Elevate HOB, preferably to 30 degrees if it is not contraindicated.

Ensure frequent position changes.

On a daily basis, attempt a spontaneous awakening trial (“sedation
vacations”) per facility protocol or as prescribed, and assess and
document neurologic status and readiness to extubate. For example,
“Patient awake, breathing at a sufficient rate and depth of breaths to
maintain oxygenation, is able to cough and protect airway, and has
adequate ABG values.” Note prior documentation as a basis of
comparison (e.g., improvement or deterioration) and notify the care

provider as appropriate (e.g., if patient does not wake or respond

despite sedation being turned off).

Neurologic Care Plans

This bundle is a series of interventions that, when implemented together
(rather than individually), is associated with decreased incidence of
ventilator-associated pneumonia (VAP). VAP is a leading cause of
prolonged hospital stay and death.

Hand hygiene helps prevent spread of infection by removing pathogens
from hands. Hand hygiene involves using alcohol-based waterless
antiseptic agent (if hands are not visibly soiled) or soap and water.

Assessing for and reporting early indicators of infection will enable
prompt intervention and treatment.

This elevated HOB position reduces risk of aspirating gastric contents by
moving them away from the diaphragm, making ventilation easier.
This position may be contraindicated in some patients.

Frequent turning facilitates drainage of secretions.

These measures promote early extubation and minimize sedation. A
spontaneous awakening trial involves reducing sedation until the
patient is awake and can follow simple commands or becomes
agitated. During this “awake” time, a weaning trial may be done to
test the patient’s ability to breathe spontaneously. The patient’s
unsedated neurologic status also can be tested. If sedation is
reinstated, it can be titrated to the minimal amount needed to
achieve a calm, relaxed state. Decreasing sedation reduces the
amount of time spent on mechanical ventilation and therefore the
risk of VAP.



Risk for Deficient Fluid Volume

General Care of Patients with Neurologic Disorders

ASSESSMENT/INTERVENTIONS RATIONALES

A closed system reduces risk of contamination. A system that also

Ensure a closed endotracheal suction system, ideally one that allows for
continuous subglottic secretion drainage.

When possible, use oral tubes rather than nasal tubes.

Provide oral hygiene q2h or as recommended by facility protocol,
possibly including use of a dental oral antibiotic rinse (e.g.,
chlorhexidine gluconate washes).

As prescribed, implement other components that may be included in the
bundle.

allows for continuous subglottic secretion drainage will further
reduce contamination of the lower airway by removing stagnant
oropharyngeal secretions above the cuff that might otherwise be
aspirated.

Oral tubes reduce risk of sinusitis and aspiration of infected secretions.

Oral hygiene reduces oral bacterial flora, which could be aspirated.
Swabs and toothbrushes with built-in suction catheter capability may
facilitate oral care.

Many agencies also include peptic ulcer disease prophylaxis (to reduce
mini-aspiration of acid secretions) and deep vein thrombosis
prophylaxis.

Nursing Diagnosis:

Impaired Tissue Integrity: Corneal

related to irritation occurring with diminished blink reflex or inability to close

the eyes

Desired Outcome: The patient’s corneas become/remain clear and intact.

ASSESSMENT/INTERVENTIONS RATIONALES

If the patient has a diminished blink reflex or is stuporous or comatose,
assess eyes for irritation or presence of foreign objects.

Instill prescribed eye drops or ointment. Instruct coherent patients to
make a conscious effort to blink eyes several times each minute.
Apply eye patches or warm, sterile compresses over closed eyes.

If the eyes cannot be completely closed, use caution in applying an eye
shield or taping eyes shut. Consider use of moisture chambers
(plastic eye bubbles), protective glasses, soft contacts, or
humidifiers.

For chronic eye closure problems, consider use of special springs or
weights on the upper lids. Surgical closure (tarsorrhaphy) also may
be necessary.

Teach the patient to avoid exposing eyes to talc or baby powder, wind,
cold air, smoke, dust, sand, or bright sunlight. Instruct the patient
not to rub the eyes. Advise wearing glasses to protect against wind
and dust and to wear tight-fitting goggles when swimming.

Indicators of corneal irritation include red, itchy, scratchy, or painful eye;
sensation of foreign object in eye; scleral edema; blurred vision; or
mucous discharge.

These actions provide corneal lubrication and prevent corneal irritation.
Normally, blinking occurs every 5-6 sec.

Semiconscious patients may open their eyes underneath the shield or
tape and injure their corneas.

These measures help ensure closure of the eyelid.

These are irritants that could harm the corneas.

Nursing Diagnosis:

Risk for Deficient Fluid Volume

related to facial and throat muscle weakness, depressed gag or cough reflex,
impaired swallowing, or decreased LOC affecting access to and intake of fluids

Desired Outcome: The patient is normovolemic as evidenced by balanced I&O, stable

weight, good skin turgor, moist mucous membranes, BP within the patient’s normal range,
HR 100 bpm or less, normothermia, and urinary output at least 30 mL/hr with a specific

gravity 1.030 or less.

Neurologic Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

Assess gag reflex, alertness, and ability to cough and swallow before
offering fluids.

Keep suction equipment at the bedside if indicated.

Assess 1&0. Involve the patient or significant others with keeping fluid
intake records. Perform daily weight measurements if the patient is
at risk for sudden fluid shifts or imbalances.

Alert the health care provider to a significant I&0 imbalance.

Assess for and teach the patient and significant others such indicators
as thirst, poor skin turgor, decreased BP, increased pulse rate, dry
skin and mucous membranes, increased body temperature,
concentrated urine (specific gravity more than 1.030), and decreased
urinary output.

Evaluate fluid preferences (type and temperature). Offer fluids q1-2h.
Establish a fluid goal. For nonrestricted patients, encourage a fluid
intake of at least 2-3 L/day.

Feed or assist very weak or paralyzed patients.
Instruct the patient to flex head slightly forward.

Begin with small amounts of liquid. Instruct the patient to sip rather than
gulp fluids. Do not hurry the patient.

For patients at risk for aspiration, use thickened fluids. Maintain an
appropriate upright position while the patient is eating/drinking and
for at least 1) hr after the meal.

Provide periods of rest.
Provide oral care as needed.

If appropriate, provide assistive devices (e.g., plastic, unbreakable,
special-handled, spill-proof cups or straws).

Teach patients with hemiparalysis or hemiparesis to tilt head toward the
unaffected side.

For patients with chewing or swallowing difficulties, see interventions
under Impaired Swallowing p. 249, and Risk for Aspiration,
p. 245.

RATIONALES

These assessments demonstrate if the patient has intact swallowing and
gag reflexes, can cough, and is alert and therefore can safely ingest
fluids.

This enables immediate intervention in the event of aspiration.

Patients with neurologic deficits may have difficulty attaining adequate
fluid intake. Involving patients and significant others in record
keeping optimally will keep them aware of the need for increased
oral intake and influence their participation in fluid intake
accordingly.

This imbalance may signal the need for enteral or IV therapy to prevent
dehydration.

These are indicators of dehydration. Conditions such as fever and
diarrhea increase fluid loss and risk of dehydration. A knowledgeable
person is more likely to report these indicators promptly for timely
intervention and will understand the need to increase fluid intake
during conditions that promote dehydration.

Patients, especially if fatigued, will be more prone to consume preferred
fluids in small volumes at frequent intervals. A fluid intake of 2-3 L/
day will keep patients well hydrated. Renal and cardiac patients may
have fluid restrictions.

Such measures help ensure that fluid goals are met.
Flexing the head forward closes the airway and helps prevent aspiration.

Sipping small amounts tests and promotes a patient’s ability to swallow
the fluid without choking.

Thickened liquids form a cohesive bolus that can be swallowed more
readily. Gravity aids swallowing, and staying upright decreases risk
of aspiration.

Rest prevents fatigue, which can contribute to decreased oral intake.

Oral care promotes taste perception and prevents stomatitis, which
otherwise may decrease oral intake.

These devices promote independence, which is likely to increase fluid
consumption. The individual who is paralyzed (e.g., with spinal cord
injury [SCI]) may be able to drink independently via extra-long tubing
or a straw connected to a water pitcher.

Fluids will drain by gravity to the side of the face and throat over which
the patient has control.

Nursing Diagnosis:

Risk for Imbalanced Body Temperature

related to illness or trauma affecting temperature regulation

Desired Outcome: Following intervention(s), the patient becomes/remains normothermic
with core temperatures between 36.5° and 37.7°C (97.8° and 100°F).

Neurologic Care Plans




Impaired Swallowing

General Care of Patients with Neurologic Disorders

ASSESSMENT/INTERVENTIONS

RATIONALES

[BIIPSA | LHVd

Assess rectal, tympanic, or bladder core temperature g4h or, if the
patient is in spinal shock, g2h.

Assess for impaired ability to think, disorientation, confusion,
drowsiness, apathy, and reduced HR and RR. Assess for complaints
of being too cold, goose bumps (piloerection), and cool skin (in SCI
patients, above the level of injury).

Assess for flushed face, malaise, rash, respiratory distress, tachycardia,
weakness, headache, and irritability. Monitor for complaints of being
too warm, sweating, or hot and dry skin (in SCI patients, above level
of injury).

Be alert to parched mouth, furrowed tongue, dry lips, poor skin turgor,
decreased urine output, increased concentration of urine (specific
gravity greater than 1.030), and weak, fast pulse.

For hyperthermia: Maintain a cool room temperature (20° C [68° F]).
Provide a fan or air conditioning. Remove excess bedding and cover
the patient with a thin sheet. Give tepid sponge baths. Place cool,
wet cloths at the patient’s head, neck, axilla, and groin. Administer
antipyretic agent as prescribed. Use a padded hypothermia blanket
(wrap hands and feet in towels or blankets to prevent shivering) or
convection cooling device if prescribed. Provide cool drinks. Evaluate
for potential infectious cause.

For hypothermia: Increase environmental temperature. Protect the
patient from drafts. Provide warm drinks. Provide extra blankets.
Provide warming (hyperthermia) blanket or convection warming
device.

Keep feverish patient dry. Change bed linens after diaphoresis. Provide
careful skin care when the patient is on a hypothermia or
hyperthermia blanket.

Monitor 1&0 and maintain adequate hydration. Unless contraindicated,
encourage increased fluid intake in febrile patients (e.g., more than
3000 mL/day).

Increase caloric intake.

Infection and hypothalamic dysfunction as a result of cerebral insult
(trauma, edema) are two common causes of hyperthermia. Rapid
development of spinal lesions (e.g., in SCI) breaks the connection
between the hypothalamus and sympathetic nervous system (SNS),
causing an inability to adapt to environmental temperature. In spinal
cord shock, temperatures tend to lower toward the ambient
temperature. Inability to vasoconstrict and shiver makes heat
conservation difficult; inability to perspire prevents normal cooling.

Caution: Steroids may mask fever or infection.

These are signs of hypothermia.

These are signs of hyperthermia.

These are signs of dehydration that can occur as a result of
hyperthermia.

These are measures that help prevent overheating.

These are measures that help increase body temperature.

These actions prevent skin irritation and potential loss of skin integrity
that could result from hyperthermia and diaphoresis.

Insensible water loss from fever should be a consideration when
monitoring 1&0 because it may affect total hydration.

Patients with fever have increased metabolic needs.

CARE OF PATIENTS WITH SUB-ACUTE TO CHRONIC NEUROLOGIC ISSUES

Nursing Diagnosis:

Impaired Swallowing

related to decreased or absent gag reflex, decreased strength or excursion of
muscles involved in mastication, perceptual impairment, or facial paralysis

Desired Outcome: Before oral foods and fluids are reintroduced, the patient exhibits ability

to swallow safely without aspirating.

Neurologic Care Plans
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

n Assess for factors that affect the ability to swallow safely, including LOC, gag  This assessment determines if swallowing deficits are present that

and cough reflexes, and strength and symmetry of tongue, lip, and facial necessitate aspiration precautions.
muscles.
- Assess for coughing, regurgitation of food and fluid through the nares, These are signs of impaired swallowing.

drooling, food oozing from the lips, food trapped in buccal spaces, and
development of a weak, “wet,” or hoarse voice during or after eating.

PART I: Medical-Surgical Nursing

- Check the swallow reflex by first asking the patient to swallow own Inability to swallow own saliva or a small amount of water and the
saliva. Place a finger gently on top of the larynx. If the larynx elevates presence of a stationary larynx during attempts to swallow
with the attempt, next ask the patient to swallow 3-5 mL of plain water. signal the loss of the swallowing reflex.

Document your findings.

Caution: The presence of the cough reflex is essential for the patient to The cough reflex protects against aspiration and if delayed may
relearn swallowing safely. signal silent aspiration.

Obtain a referral to a speech therapist for patients with a swallowing The act of swallowing is complex, and interventions vary according
dysfunction. to the phase of swallowing that is dysfunctional. Video

fluoroscopy may be used to evaluate swallowing, and some
patients with swallowing dysfunction are referred to speech
therapists for evaluation and recommendations of appropriate
interventions.

Encourage the patient to practice any prescribed exercises. Exercises such as tongue and jaw ROM; sound phonation such as
“gah-gah-gah” to promote elevation of the soft palate;
puckering lips; and sticking the tongue out to touch the nose,
chin, cheeks may be prescribed to facilitate swallowing ability.

Recognize that a nasogastric (NG) tube may hinder the patient’s ability to NG tubes may desensitize and impair reflexive response to food
relearn to swallow. bolus stimulus.
Alert the health care provider to your findings. Parenteral nutrition may be necessary for patients who cannot

chew or swallow effectively or safely.
Keep suction equipment and a manual resuscitation bag with a face mask at ~ This equipment enables immediate intervention in the event

the patient’s bedside. Suction secretions in the patient’s mouth as aspiration occurs.
necessary.

Ensure that the patient is alert and responsive to verbal stimuli before Patients who are drowsy, inattentive, or fatigued have difficulty
attempting to swallow. Provide a rest period before meals or swallowing cooperating and are at risk of aspirating.
attempts.

Initiate swallowing attempts with plain water (see earlier). Progressively add Generally, semisolid foods of medium consistency, such as
easy-to-swallow foods and liquids as the patient’s ability to swallow puddings, hot cereals, and casseroles, tend to be easiest to
improves. Determine and document which foods and liquids are easiest swallow. Thicker liquids, such as nectars, tend to be better
for the patient to swallow. tolerated than thin liquids.

If indicated/prescribed, add commercially available powders (e.g., Thicket) to  Thickening foods increases their viscosity and makes them more
liquids. easily swallowed. Gravy or sauce added to dry foods often
facilitates swallowing as well.

Avoid giving peanut butter, chocolate, or milk. Foods such as these may stick in the patient’s throat or produce
mucus.

Avoid nuts, hard candies, or popcorn. These foods may be aspirated.

Reduce stimuli in the room (e.qg., turn off television, lower radio volume, These measures help patient focus on swallowing.

minimize conversation, and limit disruptions from phone calls). Caution
the patient not to talk while eating.

If the patient must remain in bed, use high Fowler’s position if possible. Most patients swallow best when in an upright position. Sitting in a
Support the shoulders and neck with pillows. straight-back chair with feet on the floor is ideal.

Ensure that the patient’s head is erect and flexed forward slightly, with the This head position minimizes the risk that food will go into the
chin at midline and pointing toward the chest (i.e., the “chin tuck”). airway by forcing the trachea to close and the esophagus to

open. In addition, stroking the anterior neck lightly may help
some patients swallow.

Neurologic Care Plans
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General Care of Patients with Neurologic Disorders
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ASSESSMENT/INTERVENTIONS

Maintain the patient in an upright position for at least 30-60 min after eating.

Teach the patient to break down the act of chewing and swallowing into the
following steps.

- Take small bites or sips (approximately 5 mL each).

- Place food on the tongue.

- Use the tongue to transfer food so that it is directly under the teeth on
the unaffected side of the mouth.

- Chew food thoroughly.

- Move food to the middle of tongue and hold it there.

- Flex the neck and tuck the chin against the chest.

- Hold the breath and think about swallowing.

- Without breathing, raise the tongue to roof of mouth and swallow.

- Swallow several times if necessary.

- When the mouth is empty, raise the chin and clear the throat or cough
purposefully once or twice.

Start with small amounts of food or liquid. Feed slowly.

Ensure that each previous bite has been swallowed. Check the mouth for
pockets of food. After every few bites of solid food, provide a liquid to
help clear the mouth.

Avoid using a syringe.

Avoid use of drinking straws.

Tear a piece out of a Styrofoam cup to make a space for the nose so that
the patient can drink with the neck flexed.

Teach the patient who has food that pockets in the buccal spaces to
periodically sweep the mouth with the tongue or finger or to clean these
areas with a napkin. Explain that applying external pressure to the cheek
with a finger will help remove trapped food.

Teach the patient who has a weak or paralyzed side to place food on the
side of the face that he or she can control.

Serve only warm or cool foods to individuals with loss of oral sensation.

To facilitate movement of food in some patients, encourage repeated
swallowing attempts. Evaluate swallowing ability at different times of the
day. Reschedule mealtimes to times when the patient has improved
swallowing, such as when well rested or in relationship to medications
that may impact swallowing behavior (as seen in diseases such as
Parkinson’s disease [PD]).

If decreased salivation is contributing to swallowing difficulties, perform one
of the following before feeding: swab the patient’s mouth with a
lemon-glycerin sponge; have the patient suck on a tart-flavored hard
candy, dill pickle, or lemon slice; teach the patient to move the tongue in
a circular motion against the inside of the cheek; or use artificial saliva.

RATIONALES

This position helps prevent regurgitation and aspiration by
facilitating flow of foods and fluids by gravity from the stomach
to the pylorus.

Taking patients through these steps promotes concentration and
focus, which will help ensure optimal swallowing.

For optimum safety, each bite should not exceed 5 mL (1 tsp).

Food may become pocketed in the affected side of the mouth,
which could result in aspiration.

The force of the fluid in the syringe, if sprayed, may cause
aspiration.

The act of sucking may add to the complexity of swallowing and
allow too much liquid to enter the mouth, thereby increasing the
risk of aspiration.

Having the neck in a flexed position minimizes the risk that food
will go into the airway by forcing the trachea to close and the
esophagus to open.

These actions help prevent aspiration of food particles, stomatitis,
and tooth decay.

Tilting the head toward the stronger side will allow gravity to help
keep food or liquid on the side of the mouth patients can
manipulate. However, some patients may find that rotating the
head to the weak side will close the damaged side of the
pharynx and facilitate more effective swallowing.

Patients with loss of oral sensation may be unable to identify foods
or fluids of tepid temperature with the tongue or oral mucosa.
Verbal cues and use of a mirror may help ensure that these
patients keep their mouths clear after swallowing.

Patients with a pathology that affects swallowing such as PD and
stroke have difficulty getting the tongue to move a bolus of food
into the pharynx for swallowing.

These actions stimulate salivation, which optimally will contribute to
effective swallowing.

Neurologic Care Plans
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PART I: Medical-Surgical Nursing

PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Moisten food with melted butter, broth or other soup, or gravy. Dip dry foods  These actions moisten and soften food when salivation is
such as toast into coffee or other liquid. decreased.

Rinse the patient’s mouth as needed. This intervention removes particles and lubricates the mouth.

Investigate medications the patient is taking for the potential side effect of Drugs such as anti-parkinsonian medications or those with
decreased salivation. extrapyramidal side effects may result in decreased salivation.

Consult with the health care provider regarding use of tablets, capsules, and Tablets or capsules may be swallowed more easily when added to
liquids for patients with swallowing difficulties. Check with the foods such as puddings or ice cream. Crushed tablets or
pharmacist to confirm that crushing a tablet or opening a capsule does opened capsules also mix easily into these types of foods.
not adversely affect its absorption or duration (i.e., slow-release Liquid forms of medications also may be available through the
medications should not be crushed). pharmacy.

For patients taking anti-Parkinson’s medications, assess the relationship of Coordinating meals with peak medication effect may facilitate
peak medication effect with swallowing. swallowing.

Teach significant others the Heimlich or abdominal thrust maneuver. This information helps ensure intervention in the event of a

patient’s choking.

Nursing Diagnosis:
Risk for Falls

related to weakness, impaired balance, or unsteady gait occurring with senso-
rimotor deficit

Desired Outcomes: The patient is free of trauma caused by gait unsteadiness. Before hospital
discharge, the patient demonstrates proficiency with assistive devices if appropriate.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess gait and monitor for weakness, difficulty with balance, tremors, These are indicators of motor deficits that could lead to falls.
spasticity, or paralysis.
Document baseline assessments. Documentation helps ensure that changes in status can be detected and
interventions made promptly to help prevent falls.

Incorporate a fall risk assessment tool into the patient’s plan of care. Assessment and documentation of the patient’s fall risk via an armband,
Include appropriate interventions, specific-to-patient lifting/ identifying wall placard, and/or care plan provide added insurance in
transferring/mobilization aids and techniques, and the appropriate helping to prevent injury resulting from falls.

amount of assistance. Update with changes in patient status.

Assist the patient as needed when unsteady gait, weakness, or paralysis  These measures minimize risk of falls by providing assistance and
is noted. Instruct the patient to ask or call for assistance with surveillance.
ambulation. Frequently check on patients who may forget to call for
assistance. Stand on the patient’s weak side to assist with balance
and support. Use a transfer belt for safety. Instruct the patient to use
stronger side for gripping railing when stair climbing or using a

cane.
Orient the patient to new surroundings. Keep necessary items (including ~ These measures minimize risk of falls as a result of strange
water, snacks, phone, call light) within easy reach. environment, unfamiliarity with such items as call light, and the need
to walk to get them.
Assess the patient’s ability to use necessary items. Patients who are very weak or partially paralyzed may require a tap bell
or specially adapted call light.
Maintain an uncluttered environment with unobstructed walkways. These measures promote safety by ensuring better sensory acuity.

Ensure adequate lighting at night (e.g., provide a night light) to help
prevent falls in the dark. In addition, keep side rails up and bed in its
lowest position with bed brakes on.

Neurologic Care Plans
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ASSESSMENT/INTERVENTIONS

Encourage the patient to use any needed hearing aids and corrective
lenses when ambulating.

For unsteady, weak, or partially paralyzed patients, encourage use of
low-heel, nonskid, supportive shoes for walking. Teach use of a
wide-based gait.

Instruct the patient to note foot placement when ambulating or
transferring.

Teach, reinforce, and encourage use of an assistive device, such as a
cane, walker, or crutches.

Teach exercises that strengthen arm and shoulder muscles for using
walkers and crutches. Teach safe use of transfer or sliding boards.
Teach patients in wheelchairs how and when to lock and unlock
wheels.

Demonstrate how to secure and support weak or paralyzed arms.

Suggest that patients with poor sitting balance may need a seat or chest
belt, H-straps for leg positioning, and a wheelchair with an anti-tip
device.

Teach the patient to maintain sitting position before assuming standing
position for ambulating.

Monitor spasticity, antispasmodic medications, and their effect on
physical function.

Review with the patient and significant others potential safety needs at
home.

Seek referral for a physical therapist (PT) as appropriate.

RATIONALES

These measures minimize risk of tripping, falls in the dark, or injury
from inability to see or hear.

These measures minimize risk of falls in patients with special needs.

This action ensures that the foot is flat and in a position of support
before the patient ambulates and transfers.

These devices provide added stability.

These actions promote added stability and safety.

These actions help prevent subluxation and injury from falling into
wheelchair spokes or wheels.

Such devices likely will prevent patients with poor sitting balance from
falling or tipping the wheelchair.

Maintaining this position for a few minutes gives the patient time to get
the feet flat and under self for balance and minimizes any dizziness
that may occur because of rapid position changes.

Uncontrolled or severe spasms may cause falls, whereas mild to
moderate spasms can be useful in activities of daily living (ADLs)
and transfers if patients learn to control and trigger them.

Such measures include safety appliances (wall, bath, toilet grab rails;
elevated toilet seat; nonslip surface in bathtub or shower). Loose
rugs should be removed to prevent slipping and falling.
Temperatures on hot water heaters should be turned down to
prevent scalding in the event of a fall in the shower or tub. Furniture
in the home may need to be moved to provide clear, safe pathways
that avoid sharp corners on furniture, glass cabinets, or large
windows the patient could fall against. Strategically placed additional
lighting also may be needed. Edges of steps in the home may
require taping with brightly colored strips to provide sufficient
contrast so that edges can be recognized and more safely
negotiated. Beds should be modified to prevent rolling. Activity
should be balanced with rest periods because fatigue tends to
increase unsteadiness and potential for falls. Ramps may need to be
used instead of stairs.

Patients may have special needs that cannot be met by the nursing
staff.

Nursing Diagnosis:

Risk for Injury

related to impaired pain, touch, and temperature sensations occurring with

sensory deficit or decreased LOC

Desired Outcomes: The patient is free of indicators of injury caused by impaired pain, touch,
and temperature sensations. Before hospital discharge, the patient and significant other

identify factors that increase the potential for injury.

Neurologic Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

Assess for decreased or absent vision and impaired temperature and
pain sensation.

Document baseline neurologic and physical assessments.

Avoid use of heating pads. Encourage use of sunscreen when outside.
Do not serve scalding hot foods and beverages.

Always check temperature of heating devices and bath water before the
patient is exposed to them. Teach the patient and significant other
about these precautions.

Inspect skin twice daily for evidence of irritation. Teach coherent
patients to perform self-inspection, and provide a mirror for
inspecting posterior aspects of the body.

Use emollient lotions liberally on the patient’s skin.
Teach the patient to inspect placement of limbs with altered sensation.

Pad wheelchair seat, preferably with a gel pad.

Teach the patient to change position q15-30min by lifting self and
shifting position from side to side and forward to backward.
Encourage frequent turning while in bed and, if tolerated and not
contraindicated, periodic movement into prone position.

Have the patient lift, not drag, self during transfers.

Avoid injecting more than 1 mL into a flaccid muscle. If possible, give
injections only in muscles with tone.

RATIONALES

These sensory deficits could result in patient injury.

These assessments enable rapid detection of deteriorating status so that
changes can be detected and responded to promptly, thereby
helping prevent injury.

These measures protect patients from exposure to hot items and sun
that can burn the skin.

Patients’ tactile senses are altered and would not recognize if water or
device is too hot.

The patient is not able to feel skin irritation.

These lotions keep skin soft and pliable and less likely to break down.

This helps ensure that limbs are in a safe and supported position and
avoids placing ankles directly on top of each other.

Padding evenly distributes weight and decreases pressure areas that
could result in skin breakdown.

Changing positions and turning promote circulation and prevent pressure
ulcers. Patients likely will not sense the need to do this and therefore
should do it on a scheduled basis. Spending time in the prone
position (if not contraindicated) with hips extended helps prevent hip
flexion contractures.

This action prevents shearing damage to skin.

Injections into muscles with tone will enable better absorption with less
risk of sterile abscess formation.

Nursing Diagnosis:

Imbalanced Nutrition: Less Than Body Requirements

related to chewing and swallowing deficits, fatigue, weakness, paresis, paralysis,

visual neglect, or decreased LOC

Desired Outcome: The patient achieves adequate nutrition as evidenced by maintenance of

or return to baseline body weight by hospital discharge.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess alertness, ability to cough and swallow, and gag reflexes before
all meals. Keep suction equipment at the bedside if indicated.

Assess for the type of diet that can be eaten safely. Request soft,
semisolid, or chopped foods as indicated.

Assess food preferences and offer small, frequent servings of nutritious
food. Consider cultural or religious factors that may affect eating
when evaluating food preferences. Encourage significant others to

bring in the patient’s favorite foods if not contraindicated. Plan meals

for times when the patient is rested; use a warming tray or
microwave oven to keep food warm and appetizing until the patient
is able to eat. Serve cold foods while they are cold.

Neurologic Care Plans

Deficits found during this assessment signal that the patient is at risk
for aspiration, which in turn could lead to imbalanced nutrition.

Although a pureed diet may be needed eventually, pureed food can be
unappealing and may have a negative impact on self-concept as
well as decrease the patient’s intake.

Optimally, these measures will promote eating.



Imbalanced Nutrition: Less Than Body Requirements

General Care of Patients with Neurologic Disorders

ASSESSMENT/INTERVENTIONS RATIONALES

Reduce stimuli in the room (e.g., turn off TV or radio). Minimize
conversation and other disruptions such as phone calls. If the patient
wears glasses, put them on the patient; ensure adequate lighting. As
needed, redirect the patient’s attention to eating.

Provide oral care before feeding. Clean and insert dentures before each
meal, and ensure that they fit properly.

Encourage liquid nutritional supplements. Try different methods to make
them more palatable (e.g., making a milkshake, serving over ice, or
diluting with carbonated beverages).

Cut up foods, unwrap silverware, and otherwise prepare the food tray.

For patients with visual neglect, place food within the unaffected visual
field. Return during the meal to ensure the patient has eaten from
both sides of the plate. Turn the plate around so that any remaining
food is in the patient’s visual field.

Feed or assist very weak or paralyzed patients. If not contraindicated,
position the patient in a chair or elevate HOB as high as possible.
Ensure that the patient’s head is flexed slightly forward. Begin with
small amounts of food. Encourage chewing food on the unaffected
side. Do not hurry the patient. Be sure that each bite is completely
swallowed before giving another. Encourage patients with hemiplegia
to consciously sweep the paralyzed side of the mouth with the
tongue to clear it.

If appropriate, provide assistive devices such as built-up utensil handles,
broad-handled spoons, spill-proof cups, rocker knife for cutting,
wrist or hand splints with clamps to hold utensils, stabilized plates,
and sectioned plates.

Provide materials for oral hygiene after meals. Give oral care to patients
unable to do so for themselves.

Document your assessment of the patient’s appetite. Weigh the patient
regularly (at least weekly) to assess for loss or gain. If indicated,
notify the health care provider of the potential need for high-protein
or high-calorie supplements.

Obtain dietitian consultation. For additional information, see “Providing
Nutritional Support,” p. 539.

For weak, debilitated, or partially paralyzed patients, assess support
systems, such as family or friends, who can assist the patient with
meals. Consider referral to an organization that will deliver a daily
meal to the patient’s home.

If appropriate for the patient’s diagnosis (e.g., multiple sclerosis [MS]),
consider referral to a speech pathologist.

For patients with visual problems, assess their ability to see food.
Identify utensils and foods, and describe their location. Arrange foods
in an established pattern.

For patients with diplopia, consider patching one eye.

For patients with chewing or swallowing difficulties, see interventions in
Impaired Swallowing, p. 249, and Risk for Aspiration, p. 245.

These measures help the patient focus on eating.

[BIIPSA | LHVd

Oral care and good dentition promote comfort and the ability to taste
and chew.

Making supplements more appetizing may promote intake.
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This assistance helps ensure that patients with a weak or paralyzed arm
can manage the tray one-handed.

These actions help ensure that the patient eats all or most of the food
on the plate.

Raising HOB helps prevent aspiration by promoting drainage into the
stomach and through the pylorus. Assisting the patient also helps
conserve his or her energy and provides social interaction, which
may promote eating. Flexing the head slightly forward closes the
airway.

Assistive devices promote self-feeding and independence.

Oral care minimizes risk of aspiration of food particles. Good oral
hygiene will also help maintain integrity of mucous membranes to
minimize risk of stomatitis, which otherwise may prevent adequate
oral intake.

The trend of the patient’s weight is a good indicator of nutritional status.
Calculation of weight enables determination of the percentage below
ideal weight for height and frame.

The patient may need enteral or parenteral nutrition.

These actions help ensure optimal nutritional status.

This specialist will teach exercises that enhance the ability to swallow.

These measures promote independence with eating. Poor vision has
been associated with lower caloric intake.

Patching one eye may enable better vision.

Neurologic Care Plans
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PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

Nursing Diagnosis:

Acute Pain

related to spasms, headache, or photophobia occurring with neurologic

dysfunction

Desired Outcomes: Within 1 hr of intervention, the patient’s subjective perception of dis-
comfort decreases, as documented by a pain scale. Objective indicators, such as grimacing,

are absent or diminished.

ASSESSMENT/INTERVENTIONS

Assess characteristics (e.g., quality, severity, location, onset, duration,
precipitating factors) of the patient’s pain or spasms. Devise a
pain scale with the patient, and document discomfort on a scale
of 0 (no pain) to 10 (worst pain). Determine the patient’s
acceptable pain level and ways of coping with and relieving pain.

Respond immediately to the patient’s complaints of pain. Administer
analgesics and antispasmodics as prescribed. Consider scheduling
doses of analgesia. Document effectiveness of the medication,
using a pain scale, approximately 30 min after administration.
Assess for untoward effects. Consult the health care provider if a
dose or interval change seems necessary.

Teach the patient and significant others about the importance of
timing the pain medication.

Teach about the relationship between anxiety and pain, as well as
other factors that enhance pain and spasms (e.g., staying in one
position for too long, fatigue, chilling).

Instruct the patient and significant others in use of nonpharmacologic
pain management techniques.

Encourage rest periods. Try to provide uninterrupted sleep time at
night.

If patients have photophabia, provide a quiet and dark environment.
Close the door and curtains, provide sunglasses, and avoid use of
artificial lights whenever possible.

Recognize that pain in the spinal cord injury (SCl) patient often is
poorly localized and may be referred.

If the patient’s present complaint of pain varies significantly from
previous pain or if interventions are ineffective, notify the health
care provider.

Evaluate patients with SCI for tachycardia, restlessness, urinary
incontinence when it was previously controlled, and fever.

Also see “Pain,” p. 39.

RATIONALES

These assessments demonstrate the degree and type of discomfort, trend
of the discomfort, and relief obtained after interventions. A graphic pain
scale using facial expression may be used for patients who cannot use
a numeric scale.

Prolonged stimulation of pain receptors results in increased sensitivity to
painful stimuli and will increase the amount of medication required to
relieve pain.

Providing this information helps ensure that analgesia is taken before pain
becomes too severe and before major moves.

This information gives patients control over some causes of pain.

Such techniques as repositioning; ROM; supporting painful extremity or
part; back rubs, acupressure, massage, warm baths, and other tactile
distraction; auditory distraction such as listening to soothing music;
visual distraction such as television; heat applications such as warm
blankets or moist compresses; cold applications such as ice massage;
guided imagery; breathing exercises; relaxation tapes and techniques;
biofeedback; and a transcutaneous electrical nerve stimulation (TENS)
device may be effective when used to supplement pharmacologic
treatment. These methods also promote a sense of focus and
self-control.

Fatigue tends to exacerbate the pain experience. Pain may result in
fatigue, which in turn may cause exaggerated pain and further
exhaustion.

These actions eliminate painful light sources for patients with photophobia.

In the SCI patient, intrascapular pain may be from the stomach, duodenum,
or gallbladder. Umbilical pain may be from the appendix. Testicular or
inner thigh pain may be from the kidneys (e.g., with pyelonephritis).

These situations may signal a new or acute problem and should be
reported promptly for timely intervention.

These are signs of infection or inflammatory processes that may or may
not result in discomfort in the patient with SCI but should be reported
promptly for timely intervention.

Neurologic Care Plans




Impaired Verbal Communication General Care of Patients with Neurologic Disorders

Nursing Diagnosis:
Impaired Verbal Communication

related to facial/throat muscle weakness, intubation, or tracheostomy

Desired Outcome: Following intervention and on an ongoing basis, the patient communi-
cates effectively, either verbally or nonverbally, and relates decreasing frustration with
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communication.

ASSESSMENT/INTERVENTIONS

Assess the patient’s ability to speak, read, write, and comprehend.

If appropriate, obtain referral to a speech therapist or pathologist.
Encourage the patient to perform exercises that increase the ability to
control facial muscles and tongue.

Provide a supportive and relaxed environment for the patient who is unable
to form words or sentences or who is unable to speak clearly or
appropriately. Provide enough time for the patient to articulate. Ask the
patient to repeat unclear words. Observe for nonverbal cues; watch the
patient’s lips closely. Do not interrupt or finish sentences. Anticipate
needs and phrase questions to allow simple answers, such as “yes” or
“no.”

Maintain eye contact.

If the patient is unable to speak, provide a language board, alphabet cards,
picture or letter-number board, flash cards, pad and pencil. Other
systems use eye blinks, tongue clicks, or hand squeezes; bell signal
taps; or gestures such as hand signals, head nods, pantomime, or
pointing. Use a communication board for urgent situations.

Document the method of communication used.

If the patient’s voice is weak and difficult to hear, reduce environmental
noise.

Suggest that the patient take a deep breath before speaking; provide a
voice amplifier if appropriate.

Encourage the patient to organize thoughts and plan what he or she will
say before speaking. Encourage the patient to express ideas in short,
simple phrases or sentences.

Remind the patient to speak slowly, exaggerate pronunciation, and use
facial expressions.

If the patient has swallowing difficulties that result in accumulation of
saliva, suction the mouth.

If indicated, massage facial and neck muscles before the patient attempts
to communicate.

If the patient has a tracheostomy, ensure that a tap bell is within reach.

Teach patients with a temporary tracheostomy that ability to speak will
return.

For patients with a permanent tracheostomy, discuss learning alternate
communication systems.

Buisiny [eaifing

This assessment helps determine the patient’s communication

RATIONALES

abilities and interventions that would promote them.

These actions assist patients in strengthening muscles used in

speech. Such exercises may include holding a sound for 5 sec;
singing the scale; reading aloud; and extending the tongue and
trying to touch the chin, nose, or cheek.

Patients likely will be frustrated over inability to communicate.
Maintaining a calm, positive, reassuring attitude and continuing to
speak to patients using normal volume (unless hearing is
impaired) will help ease frustrations.

This will help patients maintain focus.
These are alternative methods of communication.

Documentation helps ensure that other health care team members
use the same method(s).

This will enhance the listener’s ability to hear and comprehend the
patient’s words.

These measures project the patient’s voice.

These measures help make efficient use of voice strength or breath
the patient does have.

Patients may have a flat affect in both pronunciation and facial
expression. Exaggerating both may make the patient’s
conversation more engaging.

Suctioning will promote clearer speech.

Massage promotes clearer speech in patients with muscle rigidity or
spasms.

Tap bell sounds give patients the means to communicate and
increase a sense of self-control and safety.

This provides reassurance about future ability to communicate.

Alternate communication systems include sign language or
esophageal speech, in which fenestrated tubes or covering the
tracheostomy tube opening with a finger will enable speech.

continued

Neurologic Care Plans



PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

“ Establish a method of calling for assistance, and make sure the patient These measures ensure that patients of varying abilities will be able
knows how to use it. Keep calling device where the patient can activate to call for assistance.

it (e.g., place call bell on nonparalyzed side). Depending on the deficit,

use a tap bell for a weak patient, a pillow pad call light (triggered by

arm or head movement), or a sip and puff device (triggered by the

mouth).

These measures provide a means of ventilating feelings and
expressing concerns. Felt-tip markers are useful because they
require minimal pressure for writing. Large-barrel pens may be
easier for grasping and writing. Patients also may be able to type.
For patients able to speak, a computer voice recognition program
may facilitate written and e-mail communication.

Encourage patients with ability to write to keep a diary or write letters. If
the patient has a weak writing arm, evaluate need for a splint or other
device that will enable the patient to hold a pen or pencil.

PART I: Medical-Surgical Nursing

Nursing Diagnosis:
Constipation

related to inability to chew and swallow a high-roughage diet, side effects of
medications, immobility, and neurologic (spinal cord) involvement

Desired Outcome: Within 2-3 days of intervention, the patient passes soft, formed stools and

regains and maintains his or her normal bowel pattern.

ASSESSMENT/INTERVENTIONS

Teach patients with chewing and swallowing difficulties that consuming
1 or 2 servings of applesauce with added bran, prune juice, or
cooked bran cereal each day may be effective. Otherwise encourage
use of natural fiber laxatives such as psyllium (e.g., Metamucil).

As an alternative to psyllium, suggest polyethylene glycol (MiraLAX).

Encourage/promote a bowel elimination program. Keep a call bell within
the patient’s reach.

As indicated, include abdominal and pelvic exercises in the patient’s
morning and evening routine.

Assess the patient’s sitting balance and ability to assume a normal
toileting position, and intervene accordingly.

SCI patients with involvement at T8 and above should use extreme
caution if using an enema or suppository. If either measure is
unavoidable, use large amounts of anesthetic jelly in the rectum.

In addition, instruct patients at risk of IICP not to bear down with bowel
movements.

Unless contraindicated, encourage fluid intake to at least 2500 mL/day
or more, including liberal amounts of fresh fruit juices.

Neurologic Care Plans

RATIONALES

Although a high-roughage diet is ideal for patients who are immobilized

or on prolonged bedrest, individuals with chewing and swallowing
difficulties may be unable to consume such a diet.

With MiraLAX, there is less risk of choking.

Elements that may be included in a successful bowel elimination
program include the following: setting a regular time of day for
attempting a bowel movement, preferably 30 min after eating a meal
or drinking a hot beverage; using a commode instead of a bedpan
for more natural positioning during elimination; using a medicated
suppository 15-30 min before a scheduled attempt; bearing down by
contracting abdominal muscles or applying manual pressure to the
abdomen to help increase intraabdominal pressure; and drinking
4 oz of prune juice nightly.

These exercises will help promote bowel evacuation. For more detail,
see Risk for Activity Intolerance, p. 61, in “Prolonged Bedrest.”

This will help ensure the patient’s safety while on the commode.

Either measure can precipitate life-threatening autonomic dysreflexia
(AD). Using anesthetic jelly reduces that risk.

This action can cause increased intraabdominal pressure, which in turn
increases ICP. See Decreased Intracranial Adaptive Capacity,
earlier.

Adequate fluid intake helps prevent hard, dry stools that are difficult to
evacuate.



Bathing, Dressing, Feeding, Toileting Self-Care Deficit

General Care of Patients with Neurologic Disorders

ASSESSMENT/INTERVENTIONS RATIONALES

If indicated by the patient’s diagnosis (e.g., MS), provide instructions for
anal digital stimulation.

Avoid the above intervention for SCI patients with involvement at T8 or
above.

For other interventions, see Constipation, p. 68, in “Prolonged Bedrest.”

This action promotes reflex bowel evacuation.

At this level of involvement, anal digital stimulation can precipitate
life-threatening AD.

[BIIPSA | LHVd

Nursing Diagnosis:

Bathing, Dressing, Feeding, Toileting Self-Care Deficit

related to spasticity, tremors, weakness, paresis, paralysis, or decreasing LOC
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Desired Outcome: At least 24 hr before hospital discharge, the patient performs care activi-
ties independently and demonstrates ability to use adaptive devices for successful completion
of ADLs. (The totally dependent patient expresses satisfaction with activities that are com-

pleted for him or her.)

ASSESSMENT/INTERVENTIONS
Assess the patient’s ability to perform ADLs.

As appropriate, demonstrate use of adaptive devices, such as long- or
broad-handled combs; long-handled pickup sticks, brushes, and
eating utensils; dressing sticks; stocking helpers; Velcro fasteners;
elastic waistbands; nonspill cups; and stabilized plates. Also consider
electric toothbrush and electric razor.

Set short-range, realistic goals with the patient. Acknowledge progress.
Encourage continued effort and involvement (e.g., in selection of
meals, clothing).

Provide care to totally dependent patients. Assist those who are not
totally dependent according to the degree of disability. Encourage
the patient to perform self-care to the maximum ability as defined by
the patient. Encourage autonomy.

Allow sufficient time for task performance; do not hurry the patient.
Involve significant others with care activities if they comfortable
doing so. Ask for the patient’s input in planning schedules. Supervise
activity until the patient can safely perform tasks without help.

Encourage use of electronically controlled wheelchair and other
technical advances (e.g., environmental control system).

Provide privacy and a nondistracting environment. Place the patient’s
belongings within reach. Set out items needed to complete self-care
tasks in the order they are to be used. Apply any needed adaptive
devices such as hand splints.

Encourage the patient to wear any prescribed corrective eye lenses or
hearing aids.

Provide prescribed analgesics to relieve pain.

RATIONALES

This assessment demonstrates performance barriers and degree to
which patients need assistance with completing ADLs. These data
will enable development of an individualized care plan.

Adaptive devices may assist patients in maintaining independent care.
For example, a flexor-hinge splint or universal cuff may aid in
brushing teeth and combing hair.

These actions help decrease frustration and improve learning.

Promoting autonomy and positive self-image helps prevent learned
helplessness.

Preserving energy by providing sufficient time for the task increases
activity to tolerance.

These devices help improve mobility and enable independent operation
of electronic devices such as lights, radio, door openers, and window
shade openers.

These actions convey respect, simplify the task, and increase
motivation.

Enhanced vision and hearing may increase participation in self-care.

Pain can hinder self-care.
continued
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

Provide a rest period before self-care activity, or plan activity for a time
when the patient is rested.

Encourage the patient or significant others to buy shoes without laces;
long-handled shoe horns; front opening garments; wide-legged
pants; and clothing that is loose-fitting with enlarged arm holes,
front fasteners, zipper pulls, elastic waistbands, or Velcro closures.
Avoid items with small buttons or tight buttonholes. Lay out clothing
in the order it will be put on. Advise the patient to sit while dressing.
Suggest that use of a dressing stick may help to pull up pants or
retrieve clothing.

Place a stool in the shower.

Explain that bathrooms should have nonslip mats and grab bars.

Suggest use of a handheld showerhead and a long-handled bath sponge
or a washer mitt with a pocket that holds soap.

Provide a commode chair, elevated toilet seat, or male or female urinal.
Teach self-transfer techniques.

Keep call light within the patient’s reach. Instruct the patient to call as
early as possible.

Offer toileting reminders g2h, after meals, and before bedtime.

Suggest use of a long-handled grasper that can hold tissues or
washcloth for perineal care.

For patients with hemiparesis or hemiparalysis, teach use of the
stronger or unaffected hand and arm for dressing, eating, bathing,
and grooming. Instruct the patient to dress the weaker side first.

For patients with visual field deficit, avoid placing items on their blind
side. Encourage the patient to scan the environment for needed
items by turning the head.

Suggest use of splints, weighted utensils, or wrist weights for patients
with tremors.
Teach the patient to rest the head against a high-backed chair.

Obtain referral for an occupational therapist (OT) if indicated.

Provide consistent caregiver and ADL routine for patients with cognitive
deficits.

If indicated teach the patient self-catheterization, or teach the technique
to the caregiver.

Teach the patient to assess for and notify the health professional of
cloudy, foul-smelling, or bloody urine; urine with sediment; chills or
fever; pain in lower back or abdomen; or a red or swollen urethral
meatus.

Neurologic Care Plans

RATIONALES

Fatigue reduces self-care ability.

These products and devices facilitate dressing and undressing.

A stool will help patients for whom sitting down will enhance self-care
with bathing.

These mats and bars promote safety in self-care by preventing falls.
These devices and products facilitate autonomy in bathing.

These chairs, seats, and urinals promote self-care with elimination.

These techniques enable patients to get to the commode or toilet
independently.

Calling early provides time for the staff to respond and the patient will
not have to rush because of urgency.

Toileting schedules convey the message that continence is valued,
optimally reducing episodes of incontinence.

Some patients with limited hand or arm mobility may have difficulty with
perineal care after elimination.

These measures simplify tasks and conserve energy.

These measures enable visualization of the task at hand.

Adaptive devices increase speed and safety of self-care and decrease
exertion.
Resting the head against a high-backed chair may reduce head tremors.

This referral will help determine the best method for performing
activities.

Individuals with cognitive defects need simple visual or verbal cues,
increased gesture use, demonstration, reminders of next step, and
gentle repetition.

At-home intermittent catheterization usually is done with clean (not
sterile) technique and equipment. The catheter is washed after use
in warm, soapy water; rinsed; and placed in a clean plastic sack.
Catheter insertion guides are available commercially for females with
limited upper arm mobility. Crusted catheters are soaked in a
solution of half distilled vinegar and half water.

These are indicators of urinary tract infection (UTI), which necessitates
timely intervention.



Impaired Oral Mucous Membrane

General Care of Patients with Neurologic Disorders

1]

ASSESSMENT/INTERVENTIONS RATIONALES

Modifying the home environment (e.g., with extended sinks, grab bars,

Discuss, as appropriate, modifying the home environment.

Listen and provide opportunities for the patient to express self, and
communicate that it is normal to have negative feelings about
changes in autonomy. Discuss with the health care team ways to
provide consistent and positive encouragement and strategies that
increase independence progressively. Suggest a local support group.

Frustration can be decreased and coping skills increased when an

lower closet hooks, wheelchair-accessible shower, modified phones,
lowered mirrors, and lever door handles that operate with reduced
hand pressure) likely will promote independence and performance of
ADLs at home.

[BIIPSA | LHVd

individual expresses feelings in a supportive environment.
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Nursing Diagnosis:

Impaired Oral Mucous Membrane
(or risk for same)

related to barriers to oral care (sensorimotor deficit or decreased LOC)

Desired Outcome: Before hospital discharge, the patient or significant others demonstrate

ability to perform the patient’s oral care.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s ability to perform mouth care.

If the patient has decreased LOC or is at risk for aspiration, remove
dentures and store them in a water-filled denture cup.

If the patient cannot perform mouth care, clean the teeth, tongue, and
mouth at least twice daily with a soft-bristle toothbrush and
nonabrasive toothpaste.

If the patient is unconscious or at risk for aspiration, turn to a side-lying
position. Swab the mouth and teeth with sponge-tipped applicator
(Toothette) moistened with diluted (half strength) mouthwash
solution, and irrigate the mouth with a large syringe. If the patient
cannot self-manage secretions, use only a small amount of liquid for
irrigation each time, and, using a suction catheter or Yankauer tonsil
suction tip, remove secretions.

Perform this oral hygiene regimen at least q4h. As appropriate, teach
the procedure to significant others.

Make toothbrush adaptations for patients with physical disabilities.

This assessment enables identification of performance barriers (e.g.,
sensorimotor or cognitive deficits).

This action protects and prevents loss of dentures.

This intervention promotes oral hygiene and prevents accumulation of
bacteria that can cause oral inflammation.

These measures provide effective oral cleansing while preventing
aspiration of oral solutions.

Good oral hygiene helps prevent stomatitis and tooth decay and reduces
risk of infections caused by an oral mucous membrane that is not
intact.

For patients with limited hand mobility: Enlarge the toothbrush handle by
covering it with a sponge hair roller or aluminum foil (attaching with
an elastic band) or by attaching a bicycle handle grip with plaster of
Paris.

For patients with limited arm mobility: Extend the toothbrush handle by
overlapping another handle or rod over it and taping them together.

Neurologic Care Plans




Bacterial Meningitis

OVERVIEW/PATHOPHYSIOLOGY

HEALTH CARE SETTING

Bacterial meningitis is an infection that results in inflamma-
tion of the meningeal membranes covering the brain and
spinal cord. Bacteria in the subarachnoid space multiply and
cause an inflammatory reaction of the pia and arachnoid
meninges. Purulent exudate is produced, and inflammation
and infection spread quickly through the cerebrospinal fluid
(CSF) that circulates around the brain and spinal cord. Bac-
teria and exudate can create vascular congestion, plugging the
arachnoid villi. This obstruction of CSF flow and decreased
reabsorption of CSF can lead to hydrocephalus, increased
intracranial pressure (IICP), brain herniation, and death.

Meningitis generally is transmitted in one of four ways: (1)
via airborne droplets or contact with oral secretions from
infected individuals; (2) from direct contamination (e.g., from
a penetrating skull wound; a skull fracture, often basilar,
causing a tear in the dura; lumbar puncture (LP); ventricular
shunt; or surgical procedure); (3) via the bloodstream (e.g.,
pneumonia, endocarditis); or (4) from direct contact with an
infectious process that invades the meningeal membranes, as
can occur with osteomyelitis, sinusitis, otitis media, mastoid-
itis, or brain abscess. Pneumonococcal meningitis, caused by
Streptococcus pnewmoniae, is the most common bacterial men-
ingitis. Meningococcal meningitis, caused by Neisseria menin-
gitidis, is the next leading cause. This organism can cause
adrenal hemorrhage and insufficiency, leading to vascular col-
lapse and death. Myocarditis also can occur. Listeria monocy-
togenes is less common and usually seen in such populations
as newborns, those who are immune compromised, and in
adults older than 50 yr. Outbreaks have been associated with
consumption of contaminated dairy or undercooked fish,
chicken, and meat. Any bacteria can cause meningitis, and
some forms of meningitis, such as that caused by Staphylococ-
cus aureus, can be difficult to treat because of their resistance
to antibiotic therapy. Adhesions and fibrotic changes in the
arachnoid layer and subspace may cause obstruction or reab-
sorption problems with CSEF, resulting in hydrocephalus.

Risk factors: (1) age, (2) close community settings such as
schools and college campuses, (3) medical conditions that
either directly weaken the immune response or the treatment
weakens the immune response, (4) work environments that
may routinely expose one to causative pathogens, and (5)
traveling to areas at higher risk for meningitis.

262

Acute care

ASSESSMENT

Cardinal signs: Headache, fever, stiff neck, change in
mental status, nausea, vomiting, and photophobia.

Infection: Fever, chills, malaise.

lICP and herniation: Decreased level of consciousness
(LOC) (irritability, drowsiness, stupor, coma), nausea and
vomiting, decreasing Glasgow Coma Scale score, vital sign
(VS) changes (increased blood pressure [BP], decreased heart
rate [HR], widening pulse pressure), changes in respiratory
pattern, decreased pupillary reaction to light, pupillary dila-
tion or inequality, severe headache.

Meningeal irritation: Back stiffness and pain, headache,
nuchal rigidity.

Other: Generalized seizures and photophobia. In the pres-
ence of Haemophilus influenzae, deafness or joint pain may
occur.

PHYSICAL ASSESSMENT

e DPositive Brudzinski’s sign may be elicited because of men-
ingeal irritation: when the neck is passively flexed forward,
both legs flex involuntarily at the hip and knee.

e DPositive Kernig’s sign also may be found: when the hip is
flexed 90 degrees, the individual cannot extend the leg
completely without pain.

® In the presence of meningococcal meningitis, a pink,
macular rash; petechiae; ecchymoses; purpura; and
increased deep tendon reflexes (DTRs) may occur. The
rash signals septicemia and is associated with a 40% mortal-
ity rate, even with appropriate antibiotics. The rash can
progress to gangrenous necrosis and may need débridement
or even amputation.

DIAGNOSTIC TESTS

LP, CSF analysis, and Gram stain and culture: Gold star
standard for diagnosing bacterial meningitis and identifying
causative organism. Glucose is generally decreased, usually less
than 40 mg/dL and protein is increased and can often be seen
in the hundreds. Increased total lactate dehydrogenase (LDH)
in CSF is a consistent finding. Presence or absence of
C-reactive protein (CRP) in the CSF can differentiate




Deficient Knowledge

Bacterial Meningitis

M

1]

1]

between bacterial (positive for CRP) and nonbacterial (nega-
tive for CRP) meningitis. Typically, CSF will be cloudy or
milky because of increased white blood cells (WBCs); CSF
pressure will be increased because of the inflammation and
exudate, causing an obstruction in outflow of CSF from the
arachnoid villi. This test, in the presence of IICP, can cause
brain herniation. If CSF pressure is elevated, check neurologic
status and VS at frequent intervals for signs of brain hernia-
tion (decreased LOC; pupillary changes such as dilation,
inequality, or decreased reaction; irregular respirations; hemi-
paresis). Neuroimaging should be done prior to LP to evaluate
for evidence of IICP. If there is evidence of IICP, LP is
contraindicated.

Xpert EV test: To distinguish between viral and bacterial
meningitis rapidly (in less than 3 hr).

Culture and sensitivity testing of blood, sputum, urine, and
other body secretions: To identify infective organism and/or
its source and determine appropriate antibiotic.

Nursing Diagnosis:

Coagglutination tests: To detect microbial antigens in CSF
and enable identification of the causative organism. Generally
coagglutination tests have replaced counterimmunoelectro-
phoresis because results are obtainable much more rapidly.

Polymerase chain reaction: To analyze DNA in peripheral
blood or CSF to identify causative infectious agents.

Radioimmunoassay, latex particle agglutination, or enzyme-
linked immunosorbent assay: To detect microbial antigens in
the CSF to identify causative organism.

Petechial skin scraping: For Gram stain analysis of bacteria.

Sinus, skull, and chest x-ray examinations: Taken after
treatment is started to rule out sinusitis, pneumonia, and
cranial osteomyelitis.

Computed tomography (CT) scan with contrast: To rule out
hydrocephalus or mass lesions such as brain abscess and detect
exudate in CSF spaces.

Magnetic resonance imaging (MRI): To rule out hydroceph-
alus or mass lesion and detect exudate in CSF spaces.

Deficient Knowledge

related to unfamiliarity with the rationale and procedure for Transmission-

Based Precautions: Droplet

Desired Outcome: Before visitation, the patient and significant other verbalize knowledge
about the rationale for Transmission-Based Precautions: Droplet and comply with prescribed

restrictions and precautionary measures.

ASSESSMENT/INTERVENTIONS RATIONALES

For patients with meningitis caused by H. influenzae or N. meningitidis,
assess their knowledge base and explain, as indicated, the method
of disease transmission via respiratory droplets generated by
patients when coughing, sneezing, or talking or during performance
of cough-inducing procedures (e.g., suctioning) and by contact with
oral secretions; and the rationale for a private room and droplet
precautions.

Provide instructions for covering mouth before coughing or sneezing and
properly disposing of tissue (Respiratory Hygiene/Cough Etiquette).

Instruct patients with Transmission-Based Precautions: Droplet to stay in
their room. If they must leave the room for a procedure or test,
explain that a mask must be worn to protect others from contact
with respiratory droplets.

For individuals in contact with the patient, explain importance of wearing
a surgical mask and practicing good hand hygiene. Gloves should be
worn when handling any body fluid, especially oral secretions. For
more information, see Appendix A, “Infection Prevention and
Control,” p. 747.

Patients with N. meningitidis, with H. influenzae, or in whom the
causative organism is in doubt require observation with
Transmission-Based Precautions: Droplet for 24 hr after initiation of
appropriate antibiotic therapy. Patients should be placed in a private
room if possible. If a private room is not available, an infected
patient may be placed in a room with another patient who is at low
risk for adverse outcome if transmission occurs, while ensuring that
patients are physically separated (i.e., more than 3 ft) from each
other.

Infection may be spread by contact with respiratory droplets or
oral secretions. Masks should be worn for close patient contact
(e.g., within 3 ft), along with adherence to Standard Precautions
(see p. 747).

As above.

As above.

continued

Neurologic Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

Reassure the patient that Transmission-Based Precautions: Droplet are
temporary.

Instruct individuals in contact with the patient that if symptoms of
meningitis develop (e.g., headache, fever, neck stiffness,
photophobia, change in mental status), they should report
immediately to their health care provider.

These precautions will be discontinued once patients have been taking
the appropriate antibiotic for at least 24 hr.

This measure helps ensure prompt treatment. Mortality rate is high
(70%-100%) in persons in whom meningitis is left untreated.
However, in individuals in whom diagnosis and antibiotic treatment
are established early, prognosis is good, and complete neurologic
recovery is possible.

Nursing Diagnosis:

Acute Pain

related to headache, photophobia, and neck stiffness

Desired Outcomes: Within 1-2 hr of intervention, the patient’s subjective perception of
discomfort decreases, as documented by pain scale. Objective indicators, such as grimacing,

are absent or diminished.

ASSESSMENT/INTERVENTIONS

RATIONALES

Assess the patient for pain and discomfort using an appropriate pain
scale.

Provide a quiet environment, darkened room or sunglasses, and restrict
visitors as necessary.

Promote bedrest and assist with activities of daily living (ADLS) as
needed.

Apply ice bag to head or cool cloth to eyes.

Support the patient in a position of comfort. Keep the neck in alignment
during position changes.

Provide gentle passive range of motion (ROM) and massage to neck and
shoulder joints and muscles. If the patient is afebrile, apply moist
heat to neck and back.

Keep communication simple and direct, using a soft, calm tone of voice.
Avoid needless stimulation. Consolidate activities. Loosen
constricting bed clothing. Avoid restraining the patient. Reduce
stimulation to the minimal amount needed to accomplish required
activity.

Administer medications as prescribed.

For other interventions see Acute Pain in “General Care of Patients with
Neurologic Disorders,” p. 256.

Using a pain scale provides a common language for assessing pain and
relief obtained.

These measures reduce noise and help prevent photophobia.

These measures decrease movement that may cause pain.

These actions help diminish headache.

Many persons with meningitis are comforted in a position with the head
in extension and the body slightly curled. Head of bed (HOB) elevated
to 30 degrees also may help.

These measures help relieve stiffness, promote muscle relaxation, and
decrease pain.

Patients tend to be hyperirritable with hyperalgesia. Sounds are loud,
and even gentle touching may startle them.

Analgesics (e.g., acetaminophen, codeine) are given to relieve headache,
myalgia, and other pain.

Antipyretics (e.g., acetaminophen) are given for control of fever to
reduce cerebral metabolism.

Mild sedatives (e.g., diphenhydramine) are given to promote rest.

Neurologic Care Plans




Deficient Knowledge

Bacterial Meningitis

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with the purpose, side effects, and precautions for the

prescribed medications

Desired Outcome: Before beginning medication regimen, the patient and significant others
verbalize knowledge about the purpose, potential side effects, and precautions for the pre-

scribed medications.

ASSESSMENT/INTERVENTIONS RATIONALES

This assessment helps ensure that information is selected and

Assess the patient’s and significant others’ health care literacy
(language, reading, comprehension). Assess culture and culturally
specific information needs.

Teach the patient and significant others about the prescribed antibiotic.

As appropriate, teach the patient and significant others that sometimes
intrathecal (i.e., in the subarachnoid space) antibiotics are used.

As appropriate, teach the patient and significant others about the
rationale for giving a glucocorticosteroid (e.g., dexamethasone) and
its potential side effects.

For close contacts of the patient, explain the importance of taking the
prophylactic antibiotic, including prescribed dose and schedule and
symptoms to report.

Explain that rifampin should be taken 1 hr before meals.
Teach the purpose of taking rifampin and its potential side effects.

Explain precautions when taking rifampin.

presented in a manner that is culturally and educationally
appropriate.

Because treatment cannot be delayed until culture results are known,
high doses of parenteral antibiotics are started immediately, based
on Gram stain results. The antibiotic must penetrate the blood-brain
barrier into the CSF. Adjustments in therapy can be made after
coagglutination test, counter immunoelectrophoresis (CIE), and
culture and sensitivity test results are available. Antibiotics may
include the following (usually in combination): penicillin G, ampicillin,
cefotaxime, ceftriaxone, ceftazidime, chloramphenicol, gentamicin,
and vancomycin.

Intrathecal antibiotics may be used if it is believed that systemic
antibiotics alone will not be curative in the presence of particular
bacteria (e.g., Pseudomonas, Enterobacter, Staphylococcus).

Ideally it is given before or at same time as the first dose of antibiotics
and then on an ongoing basis to reduce inflammation caused by
toxic by-products released by bacterial cells as they are killed by
antibiotics. In children, this therapy can reduce hearing loss caused
by H. influenzae.

Caution: Steroids can have side effects that can complicate the
patient’s clinical condition (e.g., increased glucose may make the
patient more lethargic and may exaggerate emotional responses
causing agitation and/or cause psychotic/hallucination type
reactions).

Usually rifampin is administered. Other antibiotics, such as ciprofloxacin,
ceftriaxone, chloramphenicol, sulfadiazine, or minocycline, may be
used as well. It is important that all contacts be notified as soon as
possible for treatment and know signs and symptoms of meningitis
to report to the health care provider (e.g., headache, fever, stiff
neck, change in mental state, nausea, vomiting, photophobia).

This ensures maximum absorption.

Rifampin is taken as a preventive measure against meningitis. Potential
side effects such as nausea, vomiting, diarrhea, orange urine,
headache, and dizziness can occur.

Persons taking this drug should avoid wearing contact lenses because
the drug will permanently color them orange. In addition, rifampin
reduces effectiveness of oral contraceptives and is contraindicated
during pregnancy. Contacts who are taking rifampin also should
report onset of jaundice (yellow skin or sclera), allergic reactions,
and persistence of gastrointestinal side effects.

Neurologic Care Plans
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

PATIENT-FAMILY TEACHING AND
=3 ADDITIONAL NURSING DISCHARGE PLANNING
B DIAGNOSES/PROBLEMS:
E P T—— - The extent of teaching and discharge planning will depend
= ged pedres p- on whether the patient has any residual damage. When pro-
= “Psychosocial Support” p. 72 viding patient-family teaching, focus on sensory information,
c’/E) ) . o _ avoid giving excessive information, and initiate a visiting
= Psychosocial Supp(’)’r’[ for the Patient’s Family and p. 84 nurse referral for necessary follow-up teaching. Include verbal
S Significant Other and written information about the following:
2 “Older Adult Care” for Risk for Aspiration p. 93 v Referrals to community resources, such as public health
L nurse, visiting nurses association, community support
= “Cardiag and Noncardiac Shock” for patients who are in  p. 145 groups, social workers, psychologic therapy, vocational
= septic shock rehabilitation agency, home health agencies, and
“General Care of Patients with Neurologic Disorders” for  p. 242 extended and skilled care facilities.
Decreased Intracranial Adaptive Capacity v Medications, including drug name, purpose, dosage,

schedule, precautions, and potential side effects for
patient’s medications, as well as those for the prophy-
Risk for Falls related to unsteady gait p. 252 lactic antibiotics taken by family and significant other.

Also discuss drug-drug, herb-drug, and food-drug inter-

Impaired Swallowing p. 249

Risk for Injury (impaired pain, touch, and temperature  p. 253 actions. Close contacts taking prophylactic antibiotics
sensations) should know signs and symptoms to report to the health
Impaired Tissue Integrity: Corneal p. 247 care provider (e.g., headache, fever, neck stiffness).

. o . v Vaccination: There are vaccines available against S.
Risk for Deficient Fluid Volume p. 247 pneumoniae. N. meningitidis and H. influenzae Group B
Imbalanced Nutrition: Less Than Body Requirements  p. 254 causing meningitis and other infections. N. meningitidis

has several subgroup strains. For people at increased risk
Risk for Imbalanced Body Temperature p. 248 (e.g., travelers to countries with endemic infections), a
Self-Care Deficit D. 259 meningococcal vaccine (group A, C, Y, W135) is avail-
able although it does not confer 100% protection.
Constipation p. 258 Centers for Disease Control and Prevention recom-
“Seizures and Epilepsy” for Risk for Trauma related to  p. 306 mends this meningococcal vaccine for children 11-12
oral, musculoskeletal, and airway vulnerability years of age, adolescents at high school entry, and college
occurring with seizure activity freshmen living in dormitories. In the United States the
most common N. meningitidis is from Group B, and work
“Traumatic Brain Injury” for Excess Fluid Volume p. 345 is progressing on a Group B vaccine. H. influenzae Group
related to SIADH B vaccine should be incorporated as part of all routine
Deficient Knowledge (ventricular shunt procedure) p. 349 childhood inoculations.
v For patients with residual neurologic deficits, teach the
“Diss.eminated.Intravasqular an}gulation” for patients p. 471 following as appropriate: exercises that promote muscle
with or at risk for this condition strength and mobility; measures for preventing contrac-
“Pressure Ulcers” for patients who are immobile p. 536 tures and skin breakdown; transfer techniques and
proper body mechanics; safety measures if patient has
“Providing Nutritional Support” for patients needing p. 539 decreased pain and sensation or visual disturbances; use
nutritional support of assistive devices; indications of constipation, urinary
For patients on mechanical ventilation, see: retention, or urinary tract infection (UTI); bowel and
bladder training programs; self-catheterization tech-
“Pneumonia” for Risk for Infection related to p. 117 nique or care of indwelling catheters; and seizure pre-
inadequate primary defenses cautions if indicated.
“General Care of Patients with Neurologic Disorders” for ~ p. 246 v Obtain additional information from the following:
Risk for Infection related to inadequate primary Meningitis Foundation of America, Inc.,at www.musa.org
defenses and Centers for Disease Control and Prevention at

http://www.cdc.gov/meningitis/bacterial.heml#prevention
and the Meningitis Research Foundation of Canada at

WWwW. meningitis.ca

Neurologic Care Plans
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Guillain-Barrée Syndrome

OVERVIEW/PATHOPHYSIOLOGY

Guillain-Barré syndrome (GBS) is a rapidly progressing poly-
neuritis of unknown cause. An inflammatory process enables
lymphocytes to enter perivascular spaces and destroy the
myelin sheath covering peripheral or cranial nerves. Posterior
(sensory) and anterior (motor) nerve roots can be affected
because of this segmental demyelinization, and individuals
may experience both sensory and motor losses. There is rela-
tive sparing of the axon. Respiratory insufficiency may occur
in as many as half of affected individuals. Life-threatening
respiratory muscle weakness can develop as rapidly as 24-72 hr
after onset of initial symptoms. In about 25% of cases, motor
weakness progresses to total paralysis.

Peak severity of symptoms usually occurs within 1-3 wk
after onset of symptoms. A plateau stage follows that usually
lasts 1-2 wk. The recovery stage starts with a return of func-
tion as remyelinization occurs, but it may take months to years
for a full recovery. Fifteen percent of patients have full neu-
rologic recovery, and another 65% have mild deficits that do
not interfere with activities of daily living (ADLs). Eighty
percent to 90% of patients either recover completely or have
only minor residual weakness or abnormal sensations, such as
numbness or tingling. Of GBS patients, 5%-10% may have
permanent severe disability. Deficits are the result of axonal
nerve degeneration.

GBS is believed to be an autoimmune response triggered
by a viral infection experienced by the patient 1-4 wk prior
to its onset. Up to 75% of cases are proceeded by viral ill-
nesses. Common viral illnesses include: (1) upper respiratory
infection (URI), (2) gastroenteritis, (3) Campylobacter jejuni,
(4) Cytomegalovirus, and (5) Epstein-Barr virus. Less com-
monly it may also be associated with vaccinations, HIV sero-
conversions, Hodgkin’s lymphoma, SLE, sarcoidosis, thyroid
disease, and lung cancer.

HEALTH CARE SETTING

The patient is likely to be in acute care (intensive care unit
[ICU]) when the neurologic deficit is progressing and in an
acute rehabilitation setting during the recovery phase.

ASSESSMENT

g

L

>
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the legs and ascend symmetrically upward, progressing to the
arms and cranial nerves. Ascending GBS is most common.
Variants of GBS include acute motor axonal neuropathy (pri-
marily a motor component, with no sensory involvement),
and descending GBS, in which cranial nerves are affected first
and weakness progresses downward with rapid respiratory
involvement. Other variants include Miller Fisher syndrome,
which is characterized by a triad of abnormal muscle coordina-
tion (ataxia), paralysis of eye muscles (ophthalmoplegia), and
absence of tendon reflexes (areflexia); and pharyngeal-
cervical-brachial variant (rare) involving facial, oropharyn-
geal, cervical, and upper limbs with no lower limb involvement.
Peak severity usually occurs within 10-14 days of onset. GBS
does not affect level of consciousness (LOC), cognitive func-
tion, or pupillary function.

Anterior (motor) nerve root involvement: \Weakness or
flaccid paralysis that can progress to quadriplegia. Respiratory
muscle involvement can be life threatening. There is loss of
reflexes, muscle tension, and tone, but muscle atrophy usually
does not occur.

Autonomic nervous system involvement: Sinus tachycar-
dia, bradycardia, hypertension, hypotension, cardiac dysrhyth-
mias, facial flushing, diaphoresis, inability to perspire, loss of
sphincter control, urinary retention, adynamic ileus, syn-
drome of inappropriate antidiuretic hormone secretion, and
increased pulmonary secretions may occur. Autonomic
nervous system (ANS) involvement may occur unexpectedly
and can be life threatening, but usually it does not persist for
longer than 2 wk.

Cranial nerve involvement: Inability to chew, swallow,
speak, or close the eyes.

Posterior (sensory) nerve root involvement: Presence of
paresthesias, such as numbness and tingling, which usually are
minor compared with the degree of motor loss. Ascending
sensory loss often precedes motor loss. Muscle cramping, ten-
derness, or pain may occur.

Physical assessment: Symmetric motor weakness, impaired
position and vibration sense, hypoactive or absent deep
tendon reflexes, hypotonia in affected muscles, and decreased
ventilatory capacity.

DIAGNOSTIC TESTS

Progressive weakness and areflexia are the most common indi-
cators. Typically, numbness and weakness begin bilaterally in

Diagnostic tests are performed to rule out other diseases, such
as acute poliomyelitis. Diagnosis of GBS is based on clinical
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

presentation, history of recent viral illness, and cerebrospinal ~ because of demyelinization. Denervation potentials appear

fluid (CSF) findings. later.

Lumbar puncture and CSF analysis: About 7 days after the Serum complete blood count (CBG): Will show presence of
initial symptoms, elevated protein (especially [gG) withoutan ~ leukocytosis early in illness, possibly as a result of the inflam-
increase in white blood cell (WBC) count may be present. ~ matory process associated with demyelinization.

Although CSF pressure usually is normal, in severe disease it Evoked potentials (auditory, visual, brain stem): May
may be elevated. be used to distinguish GBS from other neuropathologic

Electromyography and nerve conduction studies: Reveal  conditions.
slowed nerve conduction velocities soon after paralysis appears

PART I: Medical-Surgical Nursing

Nursing Diagnosis:
Ineffective Breathing Pattern

related to neuromuscular weakness or paralysis of the facial, throat, and respi-
ratory muscles (severity of symptoms peaks around wk 1-3)

Desired Outcome: Deterioration in the patient’s breathing pattern (e.g., PaO, less than
80 mm Hg, vital capacity less than 800-1000 mL [or less than 10-12 mL/kg], tidal volume
less than 75% of predicted value, or O, saturation 92% or less via oximetry) is detected and
reported promptly, resulting in immediate and effective medical treatment.

ASSESSMENT/INTERVENTIONS RATIONALES

As often as indicated, assess the patient’s respiratory rate, rhythm, and The frequency of assessment will depend on the patient’s clinical
depth. Auscultate for diminished breath sounds. condition. Accessory muscle use, nasal flaring, dyspnea, shallow
respirations, diminished breath sounds, and apnea are signs of
respiratory deterioration, which necessitates prompt notification of the
health provider for rapid intervention.

On an ongoing basis, observe for changes in mental status, LOC, and  These changes may signal reduced oxygenation to the brain as a result of

orientation. ineffective breathing pattern.

As indicated and at least once per shift during the acute phase, Decreased sensation often precedes motor weakness; therefore, if it
depending on the patient’s clinical state, assess for ascending loss ascends to the level of the T8 dermatome, anticipate that intercostal
of sensation by touching the patient lightly with a pin or fingers at muscles (used with respirations) soon will be impaired.

frequent intervals (hourly or more frequently initially). Assess from
the level of the iliac crest upward toward the shoulders. Measure
the highest level at which decreased sensation occurs.

As indicated and at least once per shift during the acute phase, Shoulder weakness is present if the patient cannot shrug the shoulders.
depending on the patient’s clinical state, assess for the presence of Arm drift is present if one arm pronates or drifts down or out from its
arm drift and inability to shrug the shoulders. Alert the health care original position. Arm drift is detected in the following way: have the
provider to significant findings. patient hold both arms out in front of the body, level with the shoulders

and with palms up; instruct the patient to close the eyes while holding
this position. If present, these findings need to be reported promptly
because they are known to precede respiratory dysfunction.

Assess the patient’s ability to take fluids orally. These assessments detect changes or difficulties that may indicate
Assess q8h and before oral intake for cough reflexes, gag reflexes, and ascending paralysis.
difficulty swallowing.

As prescribed, keep patients with impaired reflexes and swallowing Impaired swallowing and cough and gag reflexes likely will necessitate
nothing by mouth (NPO). parenteral feedings to prevent aspiration until reflexes return to normal.

On an ongoing basis, assess the patient for breathlessness while A reduced ability to count to a higher number before breathlessness occurs
speaking. To assess for breathlessness, ask the patient to take a may signal grossly reduced ventilatory function.

deep breath and slowly count as high as possible on one breath.
Alert the health care provider to significant findings.

Neurologic Care Plans



Risk for Decreased Cardiac Tissue Perfusion Guillain-Barré Syndrome

ASSESSMENT/INTERVENTIONS RATIONALES

O

Monitor effectiveness of breathing by checking serial vital capacity and  If vital capacity is less than 1000 mL or is rapidly trending downward or if 5
negative inspiratory force (NIF) results on pulmonary function tests. the patient exhibits signs of hypoxia such as tachycardia, increasing —
restlessness, mental dullness, cyanosis, decreased pulse oximetry =

readings, or difficulty handling secretions, these findings must be g

reported immediately to the health care provider to prevent further g

deterioration in status. If present, intubation is probable. Vital capacity N

initially is measured g2-4h and then more frequently if deterioration is é

present. g'

Assess arterial blood gas levels and pulse oximetry as per standard These assessments detect hypoxia or hypercapnia (Paco, more than =
operational procedures or as prescribed. 45 mm Hg), a signal of hypoventilation. Pao, less than 80 mm Hg or 0, ﬁ

=

«

saturation 92% or less usually signals need for supplemental oxygen.

Raise head of bed This position promotes optimal chest excursion by taking pressure of
abdominal organs off the lungs, which may increase oxygenation. This
position also will reduce aspiration risk.

At least g4h and as indicated, encourage coughing and deep breathing These actions mobilize and enable expectoration of secretions to optimize

to the best of the patient’s ability. breathing pattern.
Prepare the patient emotionally for life-saving procedures or for the The patient may require tracheostomy, endotracheal intubation, or
eventual transfer to ICU or transition care unit for closer monitoring. mechanical ventilation to support respiratory function.
For other interventions, see Risk for Aspiration in “Older Adult Care,”
p. 93.
Nursing Diagnoses:

Risk for Ineffective Cerebral Tissue Perfusion
Risk for Decreased Cardiac Tissue Perfusion
related to blood pressure fluctuations occurring with autonomic dysfunction

Desired Outcomes: The patient has optimal cardiac and cerebral tissue perfusion as evi-
denced by systolic blood pressure (SBP) at least 90 mm Hg and less than 160 mm Hg; no
significant mental status changes; and orientation to person, place, and time. Blood pressure
(BP) fluctuations, if they occur, are detected and reported promptly.

ASSESSMENT/INTERVENTIONS RATIONALES

As indicated, but no less frequently than q4h, assess LOC and BP, LOC will help determine the state of the patient’s cerebral perfusion.
noting wide fluctuations. Report significant findings to the health Changes in BP that result in severe hypotension or hypertension may
care provider. occur because of unopposed sympathetic outflow or loss of outflow to

the peripheral nervous system, causing changes in vascular tone. The
health care provider may prescribe a short-acting vasoactive agent
for persistent hypotension or hypertension. Phenoxybenzamine may
be used to treat paroxysmal hypertension, headache, sweating,
anxiety, and fever.

On an ongoing basis, assess carefully for changes in heart rate (HR) These are events that can trigger BP changes.
and BP during activities such as coughing, suctioning, position
changes, or straining at stool.

For patients with hypotension or postural hypotension, see these same
nursing diagnoses, p. 318, in “Spinal Cord Injury.”

Neurologic Care Plans
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Nursing Diagnoses:
Risk for Dysfunctional Gastrointestinal Motility

related to autonomic nervous system involvement

Imbalanced Nutrition: Less Than Body Requirements

related to NPO status occurring with adynamic ileus

Desired Outcome: The patient has adequate nutrition as evidenced by maintenance of base-
line body weight.

PART I: Medical-Surgical Nursing

ASSESSMENT/INTERVENTIONS RATIONALES

Auscultate bowel sounds, noting presence, absence, or changes from Bowel sounds are auscultated in all 4 quadrants for at least 2 min
baseline that may signal onset of ileus. Notify the health care before determining that bowel sounds are not present. Abdominal
provider of significant findings. distention or tenderness, nausea and vomiting, and absence of stool

output are other signals of the onset of ileus. Also, GBS has been
associated with C. jejuni, an infection that manifests as
gastroenteritis. These findings should be reported promptly

for timely intervention.

Initiate gastric, gastrostomy, or parenteral feedings as prescribed. Patients with adynamic ileus generally require gastric
decompression with a nasogastric tube. If the patient cannot
chew or swallow effectively because of cranial nerve involvement,
gastric, gastrostomy, or parenteral feedings may be initiated.
The patient is advanced to a solid diet upon return of the gag
reflex and swallowing ability. See “Providing Nutritional Support,”
p. 539.

Upon return of the gag reflex and swallowing ability, provide a Fiber provides bulk, which helps prevent constipation.
high-fiber diet as prescribed.

For general interventions, see Imbalanced Nutrition, p. 254, in
“General Care of Patients with Neurologic Disorders.”

Nursing Diagnosis:
Anxiety
related to threat to biologic integrity and loss of control

Desired Outcome: Within 24 hr of this diagnosis, the patient expresses concerns regarding
changes in life events, states anxiety is lessened or under control, and exhibits fewer symp-
toms of increased anxiety (e.g., less apprehension, decreased tension).

ASSESSMENT/INTERVENTIONS RATIONALES

Assess need and arrange for transfer to a room close to the nurses’ This action will help alleviate the anxiety of being suddenly incapacitated
station for patients with progressing neurologic deficit. and helpless.
El Be sure the call light is within easy reach, and frequently assess the These measures that promote patient’s safety also will help allay
patient’s ability to use it. Consider an easy-touch call bell to ensure anxiety.

the patient can call for help as needed.
Provide continuity of patient care through assignment of staff and use of ~ Familiarity may help reduce anxiety.
care plan.

Perform assessments at frequent intervals, letting the patient know you Calm begets calm. Frequent assessments also reassure the patient that
are there. Provide care in a calm and reassuring manner. he or she is being watched out for.

Neurologic Care Plans



Deficient Knowledge Guillain-Barré Syndrome

ASSESSMENT/INTERVENTIONS RATIONALES

Allow time for the patient to vent concerns; provide realistic feedback Unexpressed concerns can contribute to frustration and stress.
regarding what the patient may experience. Determine past effective Information helps reduce anxiety caused by a lack of knowledge.
coping behaviors. Knowing past effective coping behaviors facilitates problem solving

for ways in which these behaviors, or others, may prove useful in
the current situation.

[BIIPSA | LHVd

For other interventions, see Anxiety, p. 73, and Fear, p. 75, in
“Psychosocial Support.”
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Nursing Diagnosis:
Deficient Knowledge

related to unfamiliarity with the therapeutic plasma exchange procedure

Desired Outcome: Before the scheduled date of the procedure, the patient verbalizes accurate
information about the plasma exchange procedure.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that information is selected and presented
comprehension). Assess culture and culturally specific information in @ manner that is culturally and educationally appropriate.
needs.

Determine if the patient is taking angiotensin-converting enzyme ACE inhibitor use is associated with flushing, hypotension, abdominal
(ACE) inhibitor medication and notify the health care provider cramping, and other gastrointestinal symptoms while on
accordingly. plasmapheresis. These medications usually are held for 24 hr

before the procedure to prevent these problems.

Determine the patient’s level of understanding of the health care Before the plasma exchange procedure, the health care provider explains

provider’s explanation of the plasma exchange procedure. the reason for the procedure, its risks, and anticipated benefits or

outcome and obtains a signed consent. The nurse’s assessment of the
patient’s understanding provides an opportunity to clarify or reinforce
information accordingly. Alternatives to plasma exchange include
intravenous (IV) immunoglobulins, which may be given soon (1-5 days)
after symptom onset to positively affect antibody response, or
immunoadsorption therapy as an alternative to plasmapheresis for
antibody removal. Informed consent is needed for invasive procedures.

Explain in words the patient can understand the goal of plasma The procedure is similar to hemodialysis. Blood is removed from the
exchange. patient and separated into its components. The plasma is discarded;
other blood components (e.g., red blood cells, WBCs, platelets) are
saved and returned to the patient with donor plasma or replacement
fluid. Multiple exchanges over a period of weeks can be expected.

Explain that if started within 1-2 wk of GBS symptoms, the exchange  Antibodies to the patient’s peripheral and cranial nerve tissue are reduced

process seems to decrease disease duration and severity. by removal of the blood’s plasma portion, which contains the
circulating antibodies.

Assess the patient’s experience with plasmapheresis, positive or This will clarify the nurse’s understanding of the patient’s perspective,
negative effects, and nature of any fears or concerns. Document which in turn will enable further information gathering and clarification,
and communicate this information to other caregivers. optimally decreasing fears and concerns.

Answer any questions regarding potential complications. Although the following complications are rare, the patient is at risk during

this procedure: deficient fluid volume, hypotension, fluid overload,
hypokalemia (from dilution with albumin replacement), hypocalcemia
(from free calcium binding to the citrate used during the procedure),
cardiac dysrhythmias (from electrolyte shifts), clotting disorders (from
decreased clotting factors with plasma removal), anemia, phlebitis,
infection, hypothermia, and air embolism.

continued

Neurologic Care Plans
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ASSESSMENT/INTERVENTIONS RATIONALES

Explain that the patient can expect the procedure to take 2-4 hr, The length of time will depend on condition of the patient’s veins, blood
although it may take considerably longer. flow, and hematocrit level.

Blood will be assessed for clotting factors and electrolyte level, particularly
of potassium and calcium, which can be reduced during this exchange
procedure.

Explain that the patient can expect preprocedure and postprocedure
blood work.

Explain that weight and vital signs (VS) will be taken before and after ~ Hypotension and shift in fluid volume are possible.

the procedure, with frequent VS checks during the procedure.

Advise that calcium gluconate or potassium may be administered, These agents will correct electrolyte imbalances.

based on laboratory values of calcium or potassium.

Unusual feelings or symptoms may include chills, fever, hives, sweating, or
lightheadedness, which may signal a reaction to donor plasma.

Thirst, faintness, or dizziness can occur with hypotension or hypovolemia.
Patients should take oral fluids during the procedure if possible.

Numbness or tingling around lips or in the hands, arms, and legs; muscle
twitching; cramping; or tetany can occur with hypocalcemia.

Fatigue, nausea, weakness, or cramping may signal hypokalemia.

PART I: Medical-Surgical Nursing

“ Encourage the patient to report any unusual feelings or symptoms
during plasma exchange.

Medications otherwise would be removed from the blood during the
plasma exchange.

Inform the patient that medications (e.g., plasma-bound drugs) may
be held until after the procedure.

If the patient does not have a urinary catheter, remind him or her to This measure prevents the mild hypotension caused by a full bladder.

void before and during the procedure, if necessary.

Explain that intake and output will be monitored closely during the Decreased urine output may signal hypovolemia.

procedure.

Explain that the patient’s temperature will be checked during the
procedure and warm blankets will be provided.

These measures assess for and prevent hypothermia.

Fatigue could result from the decreased plasma protein level that occurs
during the exchange.

Explain that the patient probably will feel fatigued 1-2 days after the
procedure. Encourage extra rest, a high-protein diet, and milk
products during this time.

Teach the patient to monitor the IV access site for warmth, redness, These are signs of local infection.

swelling, or drainage and to report significant findings.

Teach the patient to monitor for signs of bruising or bleeding. Caution
the patient about avoiding cutting self or bumping into objects and
to sustain pressure over cuts. Inform the patient that black, tarry

The anticoagulant citrate dextrose is used in the extracorporeal machine

circuitry to prevent clotting. This may cause excessive bleeding at the
access site. A pressure dressing may be kept in place over the access

stools usually signal the presence of blood and should be reported. site for 2-4 hr after the procedure.

Nursing Diagnosis:
Acute Pain

related to muscle tenderness; hypersensitivity to touch; or discomfort in the

shoulders, thighs, and back

Desired Outcomes: Within 1-2 hr of intervention, the patient’s subjective perception of
discomfort decreases, as documented by pain scale. Objective indicators, such as grimacing,
are absent or diminished.

ASSESSMENT/INTERVENTIONS RATIONALES

For patients with hypersensitivity, assess the amount of touch that can This assessment facilitates development of an individualized plan of
be tolerated, and incorporate this information into the plan of care. care and helps ensure that the patient is not touched more than
necessary by all staff members.

For patients with muscle tenderness, consider use of massage, moist These measures may be very soothing for tender muscles.

heat packs, cold application, or warm baths.

Neurologic Care Plans



Acute Pain

Guillain-Barré Syndrome

ASSESSMENT/INTERVENTIONS RATIONALES

Reposition the patient at frequent intervals.

Provide passive range of motion and advise gentle stretching.

Administer pain medications as prescribed.

For other interventions, see Acute Pain, p. 256, in “General Care of
Patients with Neurologic Disorders.”

Repositioning will help decrease muscle tension and fatigue. Some
individuals find that a supine “frog-leg” position is particularly
comfortable.

These measures reduce joint stiffness.

Opioids are often the most effective means of pain control, and a
continuous morphine drip may be needed. Other medications that
may be used to relieve uncomfortable paresthesias include
anticonvulsants such as gabapentin and carbamazepine and
tricyclics such as amitriptyline.

ADDITIONAL NURSING DIAGNOSES/PROBLEMS:

“Prolonged Bedrest” for Risk for Disuse Syndrome
related to paralysis, mechanical immaobilization,
prescribed immobilization, severe pain, or altered
LOC

p. 63

Ineffective Peripheral Tissue Perfusion related to p. 65
interrupted venous flow occurring with prolonged
mobility

“Psychosocial Support,” particularly for Disturbed p. 73
Sleep Pattern

“Psychosocial Support for the Patient’s Family and p. 84
Significant Other”

“Dysrhythmias and Conduction Disturbances” for p. 165
Decreased Cardiac OQutput related to altered rate,
rhythm, or conductive changes

“Heart Failure” for Decreased Cardiac Output related p. 173
to negative inotropic changes

“General Care of Patients with Neurologic Disorders” for  p. 249
Impaired Swallowing

Risk for Falls related to unsteady gait p. 252

Risk for Injury related to impaired pain, touch, and p. 253
temperature sensations

Impaired Tissue Integrity: Corneal p. 247

Risk for Deficient Fluid Volume p. 247
Imbalanced Body Temperature p. 248
Impaired Verbal Communication p. 257
Self-Care Deficit p. 259
Constipation p. 258
“Spinal Cord Injury” for Risk for Ineffective Cerebral p. 318
Tissue Perfusion and Risk for Decreased Cardiac
Tissue Perfusion related to relative hypovolemia
“Diabetes Insipidus” for related discussions p. 352
“Syndrome of Inappropriate Antidiuretic Hormone” p. 392
“Peptic Ulcer Disease” for related discussions p. 450
“Managing Wound Care” for Impaired Tissue Integrity p. 537
(or risk for same) related to excessive external
pressure
For patients on mechanical ventilation, see
“Pneumonia” for Risk for Infection related to p. 117

inadequate primary defenses

“General Care of Patients with Neurologic Disorders” for p. 246
Risk for Infection related to inadequate primary
defenses

/ PATIENT-FAMILY TEACHING AND

DISCHARGE PLANNING

Most patients with GBS eventually recover fully or nearly so,
but because the recovery period can be prolonged, the patient
often goes home with some degree of neurologic deficit. Dis-
charge planning and teaching will vary according to the
degree of disability. When providing patient-family teaching,
focus on sensory information, avoid giving excessive informa-
tion, and initiate a visiting nurse referral for necessary

follow-up teaching. Include verbal and written information
about the following:

v Disease process, expected improvement, and impor-
tance of continuing in rehabilitation or physical therapy
(PT) program to promote as full a recovery as possible.

v Safety measures relative to sensorimotor deficit.

v Exercises that promote muscle strength and mobility,
measures for preventing contractures and skin break-
down, transfer techniques and proper body mechanics,
and use of assistive devices.

Neurologic Care Plans
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

v Indications of constipation, urinary retention, or urinary v Importance of follow-up care, including visits to the
= tract infection; implementation of bowel and bladder health care provider, PT, and occupational therapy.
g training programs; and, if appropriate, care of indwelling v Referrals to community resources such as public health
= catheters or self-catheterization technique. nurse, visiting nurse association, community support
8 v Indications of URI; measures for preventing regurgita- groups, social workers, psychologic therapy, home health
= tion, aspiration, and respiratory infection. agencies, and extended and skilled care facilities. Addi-
D v/ Medications, including drug name, purpose, dosage, tional general information can be obtained by contact-
E schedule, precautions, and potential side effects. Also ing the GBS/CIDP Foundation International at www
2 discuss drug-drug, herb-drug, and food-drug interactions. .gbs-cidp.org.
=
l—
<
a
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Intervertebral Disk Disease

OVERVIEW/PATHOPHYSIOLOGY

b

)
3

HEALTH CARE SETTING

The intervertebral disk is a semifluid-filled fibrous capsule that
facilitates movement of the spine and acts as a shock absorber.
The disk’s ability to withstand stressors is not unlimited and
diminishes with aging. Pressure on the disk eventually may
force elastic material from the center of the disk, called the
nucleus pulposus, to break (herniate) through the fibrous rim
of the disk, called the annulus. Herniation usually occurs pos-
teriorly because the posterior longitudinal ligament is inher-
ently weaker than the anterior longitudinal ligament. The
bulging or rupture (protrusion or extrusion) of an interverte-
bral disk causes its typical symptoms by pressing on and irritat-
ing the spinal nerve roots or spinal cord itself. Herniated
nucleus pulposus usually is the result of injury or a series of
insults to the vertebral column from lifting or twisting. When
the disk ruptures without a known discrete injury, degenera-
tive changes are the likely cause. Deterioration usually occurs
suddenly with rupture, but it may happen gradually, with
symptoms appearing months or years after the initial injury.
Almost all herniated disks occur in the lumbar spine, with
90% of the problems occurring at L4-5 and L5-S1. Research
is investigating the role of certain genes and environmental
influences on lumbar disk disease. The spinal cord ends around
L1, so lumbar herniated disks impinge on spinal nerves, which
are more resilient than actual spinal cord tissue. The spinal
nerves usually bounce back and function normally once the
problem is relieved. Cervical disk problems most often occur
at C5-6 and C6-7 and generally are caused by degenerative
changes or trauma, such as whiplash or hyperextension. Cervi-
cal herniations may compress spinal nerves or impinge on the
spinal cord itself. Thoracic disk problems are rare because of
the rigid structure of the thoracic spine.

Herniated disks account for about 4% of back pain. Most
back pain is related to muscle and ligament strain. Spondylo-
listhesis (slippage between two vertebrae) and degenerative
changes such as stenosis; osteophyte (e.g., bone spur) forma-
tion, which can cause spinal nerve root compression; osteo-
porosis, which can lead to compression fractures; and
osteoarthritis of the facet joints are other causes of non-disk
back pain. Neoplasm and infection also can be sources of back
pain.

Primary care or acute care neurosurgery, neurology, or ortho-
pedics; pain clinics

ASSESSMENT

General indicators: Onset can be sudden, with intense uni-
lateral pain or with pain that is dull, diffuse, deep, and aching.
Symptoms vary according to the level of injury and nerves
involved. Usually, pain is increased with movement or activi-
ties that increase intraabdominal or intrathoracic pressure,
such as sneezing, coughing, and straining. Often pain is
improved by lying down. Note: Immediate medical attention
is essential if there is any weakness or paralysis, extreme
sensory loss, or altered bowel or bladder function, which indi-
cate spinal cord compression in the lumbar back (e.g., cauda
equina syndrome) and need for emergency decompression
surgery. Indicators of cervical spinal cord compression (and
need for early surgical treatment) include balance problems,
unsteadiness when standing with eyes closed (Romberg’s
sign), hyperreflexes, and generalized numbness in the feet and
legs.

Cervical disk disease: Pain or numbness in the upper
extremities, shoulders, thorax, occipital area, or back of the
head or neck. Pain can radiate down the forearms and into
the hands and fingers. Interscapular aching or suboccipital
headaches are commonly associated with cervical disk disease.
Usually the neck has restricted mobility, and there can be
cervical muscle spasm and loss of normal cervical lordosis.
Patients may have upper extremity muscle weakness with
abnormal biceps or triceps reflexes.

Lumbar disk disease: Pain in the lumbosacral area with
possible radiculopathy (sciatica) to the buttock, down the
posterior surface of the thigh and calf, and to the lateral border
of the foot and toes. Sensory distribution for the L5 nerve root
is the medial portion of the foot and the great toe, whereas
sensory distribution for S1 is the lateral aspect of the foot, fifth
toe, and sole of the foot. Often mobility is altered, as evi-
denced by decreased ability to stand upright, listing to one
side, asymmetric gait, limited ability to flex forward, and
restricted side movement caused by pain and muscle spasms.
The individual walks cautiously, bearing little weight on the
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affected side, and often finds sitting or climbing stairs particu-
larly painful. Reflex muscle spasms can cause bulging of the
back with concomitant flattening of the lumbar curve and
possible scoliosis at the level of the affected disk. Usually
patellar and Achilles tendon reflexes are depressed due to
nerve impingement. Sciatica usually is associated with inter-
vertebral disk herniation.

Physical assessment: Possible findings include depressed
reflexes, muscle atrophy, paresthesias (described as “pins and
needles”), or anesthesia (numbness) in the dermatome of the
involved nerves. The straight leg raise test and sciatic nerve
test are two of several that are performed to confirm presence
of lumbar disk disease.

Risk factors: Repetitive bending or lifting involving a
twisting motion, continuous vibration, smoking, poor physical
condition (especially weak abdominal muscles), poor posture,
obesity, above-average height, osteoporosis, prolonged sitting,
depression, severe scoliosis, spondylolisthesis, or genetic
predisposition.

DIAGNOSTIC TESTS

In the absence of serious symptoms, diagnostic testing may not
be done until 3 mo have passed and symptoms persist (90%
of back pain resolves in less than 1 mo). Diagnostic testing
should be done for pain that is constant, severe, unrelieved by
rest or position, and is not calmed by antiinflammatory medi-
cation inasmuch as these symptoms may indicate presence of
neoplasm or infection. Thoracic back pain also should be
investigated because it may be caused by medical problems
(e.g., aortic aneurysm).

Magnetic resonance imaging (MRI) scan: May reveal a disk
impinging on the spinal cord or nerve root, or may show a
related pathologic condition, such as a tumor or spondylosis.

A magnetic resonance (MR) neurogram helps image nerves
after they leave the spinal column and can show compressions
as they travel through the spinal foramina. MR myelogram
helps view the cerebral spinal fluid sac without having to use
a needle puncture. MRI has replaced computed tomography
(CT) scan and myelogram as the test of choice in diagnosing
herniated nucleus pulposus and is considered the “gold
standard.”

CT scan of the spine: May reveal disk protrusion/prolapse
or a related pathologic condition, such as a bone spur, tumor,
spondylosis, or spinal stenosis.

X-ray examination of the spine: May show narrowing of the
vertebral interspaces in affected areas, loss of spine curvature,
bone spur formation, and spondylosis.

Diskography: 1dentifies degenerated or extruded disks or
annulus tear by means of contrast medium injected into the
disk space using fluoroscopy. Often it is done in combination
with CT and may differentiate between disk infection and
rupture.

Myelogram: May show characteristic deformity and filling
defect or a related pathologic condition; it is usually done in
conjunction with a CT scan.

Electromyography: May show denervation patterns of spe-
cific nerve roots to indicate level and site of injury.

Evoked potential studies: For example, somatosensory
studies may show slowed conduction due to nerve root com-
promise and can localize specific nerve root.

LABORATORY TESTS

Serum alkaline and acid phosphatase, glucose, calcium, eryth-
rocyte sedimentation rate (ESR), and white blood cell count
may rule out metabolic bone disease, metastatic tumors, dia-
betic mononeuritis, and disk space infection.

Nursing Diagnoses:
Deficient Knowledge
Acute Pain

related to unfamiliarity with pain control measures

Desired Outcome: Following instruction during outpatient treatment session or within the
24-hr period before hospital discharge, the patient verbalizes knowledge about pain control
measures and demonstrates ability to initiate these measures when appropriate.

ASSESSMENT/INTERVENTIONS RATIONALES

Teach methods of controlling pain and their individual applications. Methods include distraction, use of counterirritants, massage, hydrotherapy,
aquatherapy, acupressure, dorsal column stimulation, use of
transcutaneous electrical nerve stimulation, behavior modification,
relaxation techniques, hypnosis, music therapy, imagery, biofeedback,
and diathermy. Whole body vibration exercise and spinal manipulation
may be considered for uncomplicated back problems with no
radiculopathy.

Neurologic Care Plans




Acute Pain

Intervertebral Disk Disease

ASSESSMENT/INTERVENTIONS RATIONALES

Suggest the patient use a stool to rest the affected leg when
standing.

Advise the patient to sit in a straight-back chair that is high enough
to get out of easily, including toilet seats that are raised.

Encourage use of a moderately-firm to firm mattress and extra
pillows as needed for positioning.

Instruct the patient on bedrest to roll rather than lift off the bedpan.

Caution the patient to avoid sudden twisting or turning movements.
Explain importance of logrolling when moving from side to side.

Advise the patient to avoid staying in one position too long, fatigue,
chilling, and anxiety.

Suggest lying on the side with knees bent or lying supine with
knees supported on pillows. Advise the patient that a small
pillow supporting the nape of the neck may be helpful with
cervical pain. Teach the patient to avoid prolonged periods of
sitting, which stress the back.

If appropriate, teach the patient to apply a heating pad to the back
for 15-30 min before getting out of bed in the morning.

Remind the patient to place a towel or cloth between the heating
pad and skin.

Encourage the patient to rest when tired or stressed and not to
exercise when in pain.

Instruct in use of cervical traction if prescribed.

Encourage a high-bulk diet, adequate or increased fluids, and stool
softeners.

Teach the purpose and potential side effects of the following
medications for acute pain:

In addition, applying intermittent heat may reduce muscle spasm, whereas
icing may prevent further inflammatory swelling and provide some topical
anesthesia. Icing should be done frequently, especially for the first
24-48 hr after surgery, and is often recommended after exercise.
Continuous low-level heat wrap therapy reduces pain and improves
function. Heat may be applied via warm/hot showers or heating pads.
Cold can be achieved by freezing water in a paper cup, tearing off top of
the cup to expose the ice, and massaging in a circular motion, using the
remaining portion of the cup as a handle. A bag of frozen peas or corn
may be used to apply continuous cold to the lower back. With any of
these methods, a layer of cloth should be used so that ice does not touch
the skin. A 20-min application of cold 4-6 times per day is recommended.

This measure will help relieve sciatica.
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Higher seats facilitate ease of movement in and out of chairs and provide
comfort. Straddling a straight-back chair and resting arms on the chair
back is comfortable for many individuals.

These measures support normal lumbar curvature. Some patients find the
normal bed height too low and use blocks to raise it to a more
comfortable height.

This action prevents straining of the back. The patient may find a fracture
bedpan more comfortable than a regular bedpan.

These measures prevent movements that could induce further back injury.
Orthotics (e.g., splints, braces, girdles, cervical collars) also may be used
to limit motion of the vertebral column. Temporary use of a back brace or
corset may enable earlier return to activity with lumbar disk disease.
Generally, long-term use of braces is discouraged because it prohibits
development of necessary supporting musculature.

These factors can cause back spasms.

These measures promote spinal comfort.

Heat will help allay stiffness and discomfort after a night in bed. Heating pads
should be used only for short intervals and only if the patient’s
temperature sensations are intact.

This measure will help prevent burns.

Tired muscles are more susceptible to injury. Usually patients resume normal
activity as soon as possible, but pain is an indicator to limit the offending
activity.

Although infrequently prescribed, it may be used to help a cervical disk that
has been bulging to slip back into place and unload the neck muscles
and ligaments. Traditional method is a neck/head harness attached to a
pulley and weight. A device for home use may include an inflatable collar
that expands to push the head away from the shoulders.

These measures prevent constipation, which would cause straining and pain.

continued
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS

Analgesics (e.g., acetaminophen and tramadol, and opioid
combinations such as hydrocodone and acetaminophen or
oxycodone and acetaminophen)

Nonsteroidal antiinflammatory drugs (NSAIDs) and salicylates

Misoprostol or stomach protectants such as sucralfate or
ranitidine

Muscle relaxants (e.g., cyclobenzaprine, carisoprodol,
methocarbamol, diazepam)

Corticosteroids (e.g., dexamethasone, prednisone, prednisolone)

Teach the patient about the following medications used for chronic

pain:

Analgesics (e.g., NSAIDs, tramadol, gabapentin, amitriptyline)

Local injection of anesthetic (lidocaine or bupivacaine) and/or
cortisone into epidural spaces, facet joints, sacroiliac joint, or

trigger points
Botulinum toxin injection into paravertebral regions

Teach the patient about the following techniques that may be

effective in controlling chronic pain:
Souchard’s global postural reeducation (GPR)

Percutaneous electrical nerve stimulation

Implantable epidural spinal cord stimulator

Suggest alternative/complementary therapies such as chiropractic,

acupuncture, and cranial-sacral massage.

RATIONALES

Sufficient medication is given to achieve pain relief or adequate pain

reduction. Acetaminophen can cause serious skin reaction such as
Steven-Johnson syndrome and can cause liver failure and death. Many
opioids are combination medications with acetaminophen as well as 0TCs
(over 600 OTCs contain acetaminophen). Overdose of this medication is
estimated at 55K-80K per year with at least 500 deaths. In addition,
opioids are on the “high alert” medication list due to the possibility of
serious consequences if accidentally given, and extra safeguards should
be taken to reduce risk of error.

These medications reduce inflammation and relieve pain. Dosing usually is
scheduled initially to obtain a sustained antiinflammatory effect. Side
effects include blood thinning and gastric irritation, and kidneys may be
affected if these drugs are taken for a long time.

These agents may be considered to reduce gastric irritation caused by stress,
medications, and steroids (if used).

These medications decrease muscle spasms, thereby reducing pain. Common
side effects are drowsiness, fatigue, dizziness, dry mouth, and
gastrointestinal (Gl) upset.

Steroids may be given for a short period to reduce cord edema, if present,
but use is controversial.

These medications can have significant side effects such as increased blood
sugar, agitation, and hallucinations. They need to be tapered while being
discontinued.

Nonnarcotic analgesia such as NSAIDs is used for chronic pain. (See NSAID
side effects, earlier.) Tramadol, a centrally acting analgesic, may be used
long-term, especially for older adults. Tricyclic antidepressants (e.g.,
amitriptyline, desipramine, doxepin) also may help with chronic pain.
Anticonvulsants such as gabapentin, carbamazepine, phenytoin, and
levetracetam help with neuropathic pain caused by nerve injury.

These medications reduce pain and muscle spasms and increase function.

This injection relieves pain, probably through decreased muscle spasm, and
improves function for 3-8 wk.

This French physical therapy (PT) technique has been effective in restoring
function and relieving long-term chronic pain. It consists of a series of
maneuvers in which patients are in supine, sitting, and standing positions
and involves stretching the paraspinal muscles and those of the
abdominal wall so that joints are relieved of the compression that is
typically the source of pain.

This device uses acupuncture-like needle probes positioned in soft tissue
and/or muscles to stimulate peripheral sensory nerves to relieve
persistent back pain.

This stimulator may be used to aid in the control of chronic pain when all
other measures (e.g., PT, medications, surgery) have failed.

Many people achieve pain relief from these therapies.

Neurologic Care Plans




Deficient Knowledge Intervertebral Disk Disease

Nursing Diagnosis:

- w O
Deficient Knowledge =
related to unfamiliarity with proper body mechanics and other measures that ;
prevent back injury g

(]
Desired Outcome: Within the treatment session (outpatient) or within the 24-hr period 2
before hospital discharge, the patient verbalizes knowledge of measures that prevent back g
injury and demonstrates proper body mechanics. E-
=z
ASSESSMENT/INTERVENTIONS RATIONALES £
«
Teach the patient proper body mechanics: Using proper body mechanics avoids movements such as
- Stand and sit straight with chin and head up and pelvis and back straight; twisting, lifting with the back, and straining to reach that can
avoid slouching. cause back injury.

- Bend at knees and hips (squat) rather than at the waist, keeping back
straight (not stooping forward).

- When carrying objects, hold them close to the body, avoiding twisting when
lifting or reaching. Spread feet for a wider base of support. Lift with legs,
not the back.

- Turn using the entire body instead of twisting.

- Do not strain to reach things. If an object is overhead, raise oneself to its
level, or move things out of the way if they are obstructing the object.

- Avoid lifting anything heavier than 10-20 Ib.

- Encourage use of long-handled pickup sticks to pick up small objects.

- Have the patient demonstrate proper body mechanics, if possible, before
hospital discharge.

Teach about the following measures for keeping the body in alignment: Keeping the body in proper alignment avoids strain on the back,
- Sit close to the pedals when driving a car, and use a seat belt and firm thereby helping to prevent recurring back injury.
back rest to support the back.
- Support feet on a footstool when sitting so that knees are elevated to hip
level or higher.
- Obtain a firm mattress or bed board; use a flat pillow when sleeping to
avoid strain on neck, arms, and shoulders; sleep in a side-lying position
with knees bent or in a supine position with knees and legs supported on
pillows; avoid sleeping in a prone position.
- Avoid reaching or stretching to pick up objects.
- Avoid sitting on furniture that does not support the back.

Encourage the patient to achieve and/or maintain proper weight for age, Being overweight or obese can cause back strain and alteration in
height, and gender; continue the exercise program prescribed by the health the center of balance, which can result in back pain and
care provider; use thoracic and abdominal muscles when lifting; when pressure. Exercise strengthens abdominal, thoracic, and back
standing for any length of time, stand with one foot on a step stool; sit in a muscles. Using thoracic and abdominal muscles when lifting
firm chair for support. keeps a significant portion of weight off vertebral disks.

Standing with one foot on a step stool helps relieve sciatica.
Sitting in a firm chair provides support to the back.

Teach the rationale and procedure for Williams’ back exercises:

Pelvic tilt: Tighten stomach and buttock muscles, and tilt the pelvis while Pelvic tilt: To strengthen abdominal muscles.
keeping the lower spine flat against the floor; that is, the hips and buttocks
are kept on the floor.

Knee-to-chest raise: Start with a pelvic tilt. Raise each knee individually to the ~ Knee-to-chest raise: To help make a stiff back limber.
chest and return to the starting position. Then raise each knee individually
to the chest and hold them there (both knees on chest together).

Nose-to-knee touch: Raise the knee to the chest, and then pull the knee to the  Nose-to-knee touch: To stretch hip muscles and strengthen
chest with the hands. Raise the head, and try to touch nose to knee. Keep abdominal muscles.
the lower back flat on floor.

continued
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ASSESSMENT/INTERVENTIONS

Half sit-ups: Slowly raise head and neck to top of the chest. Reach both hands
forward to the knees, and hold for a count of 5. Repeat, keeping the lower
back flat on the floor.

Instruct the patient to wear supportive shoes with a low or moderate heel
height for walking.

Encourage smoking cessation.

Teach the following technique for sitting up at the bedside from a supine
position:

Logroll to the side, then rise to sitting position by pushing against the mattress
with the hands while swinging legs over side of the bed. Instruct the
patient to maintain alignment of the back during the procedure.

Caution the patient that pain is the signal to stop or change an activity or
position.

Encourage the patient to continue with a regular exercise and stretching
program, including PT as indicated, walking, and exercising in water.

Teach the patient that the following indicators necessitate medical attention:
increased sensory loss, increased motor loss/weakness, and loss of bowel
and bladder function.

RATIONALES

Half sit-ups: To strengthen abdomen and back.

This measure helps maintain proper alignment of back and hips.

Smoking causes vasoconstriction thus reducing circulation to
disks.

This technique prevents strain on the back and promotes good
body alignment.

This precaution helps prevent additional back injury.

PT and a graded exercise program are initiated after acute
symptoms subside and are the mainstay of therapy for low
back pain. Exercise strengthens abdominal, thoracic, and back
muscles to help prevent subsequent back injury. High-impact
activities such as running may be limited until the injury is
well healed.

These indicators signal disk herniation, which necessitates timely
intervention to prevent further damage.

Nursing diagnosis for patients undergoing diskectomy with laminectomy

or fusion procedure

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with diskectomy with laminectomy or fusion

procedure

Desired Outcomes: Before surgery, the patient verbalizes knowledge about the surgical pro-
cedure, preoperative routine, and postoperative regimen. The patient demonstrates activities

and exercises correctly.

ASSESSMENT/INTERVENTIONS RATIONALES

For general interventions, see this nursing diagnosis in Surgery is performed without delay if signs of spinal cord compression are
“Perioperative Care,” p. 45. present, such as significant motor or sensory loss or loss of sphincter
control. Otherwise, surgery is considered only after symptoms fail to
respond to conservative therapy.

Instruct the patient to expect the surgical team to confirm verbally These confirmations ensure that the appropriate surgery will be performed.

and then mark the correct spinal level and correct side (e.g.,
anterior, posterior, right, left) of the surgical site.

Reinforce the surgeon’s explanation about the following:
- Microdiskectomy

Neurologic Care Plans

The herniated portion of the disk and small parts of the lamina are removed,
using microsurgical techniques. Patients are usually out of bed the first
day and may be released as outpatients or discharged the next day.



Deficient Knowledge Intervertebral Disk Disease
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RATIONALES

An incision is made, enabling removal of part of the vertebra (laminectomy)
so that the disk’s herniated portion can be removed (diskectomy). If
multiple intervertebral disk spaces are explored, a wound drain may be
present after surgery.

ASSESSMENT/INTERVENTIONS

- Diskectomy with laminectomy

Ultrasonic nucleotome cannula or fiberoptic arthroscopic cannula can be
inserted into the intervertebral space via fluoroscopy to enable
fragmentation of the disk and its aspiration. A laser may be used to aid in
disk excision. This is a relatively less-invasive method of relieving pain
from herniated disk, is done under local anesthesia, and may be
performed on an outpatient basis.

- Percutaneous lumbar disk removal
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Fusion may be indicated for patients with recurrent low back or neck pain,
spondylolisthesis, subluxation of the vertebrae, or with multilevel disease.
Bone chips are harvested from the iliac crest or tibia and placed between
vertebrae in the prepared area of the unstable spine to fuse and stabilize
the area.

Internal fixation (e.g., rods, wiring, pedicle screws, lateral mass screws,
fusion cages, interbody implants, bone rings, and plates) may be
necessary to provide added stability until the fusion has healed fully. If
the patient’s own bone quality or quantity is inadequate, allograft (e.g.,
cadaver) bone or use of a recombinant human osteogenic protein
preparation (“bone putty”) as a bone graft substitute or supplement may
be considered.

IDET employs a probe that uses electricity to heat and shrink collagen tissue
within the annulus wall to seal up painful tears. After healing, the disk
toughens and desensitizes.

- Spinal fusion

- Intradiskal electrothermal treatment (IDET)

This procedure may help reduce need for spinal fusions and avoid premature
degeneration at adjacent levels of the spine.

- Total intervertebral disk replacement with artificial disks such
as the Charité

- Diskoplasty This procedure reduces or reshapes a bulging disk via a small puncture,
threading a probe into the center of the disc, and using a laser or

radiofrequency to remove/evaporate the disk’s center.

Deep breathing and incentive spirometry are performed immediately after
surgery to help expand the alveoli and aid in mobilizing lung secretions.
Coughing may be contraindicated in the immediate postoperative period
to prevent disruption of the fusion or surgical repair.

Teach the technique for deep breathing. Also teach use of incentive
spirometry.

Vital signs and neurologic status are assessed at frequent intervals after
surgery and compared with baseline to monitor trend.

Document baseline and serial neurovascular checks, including
color, capillary refill, pulse, warmth, muscle strength,
movement, and sensation.

These indicators of impairment necessitate immediate attention by the health
care staff because they signal presence of autonomic stimulation—signs
of cord compression caused by bleeding or hematoma formation.

Teach the following signs and symptoms and importance of
reporting them promptly: paresthesias, weakness, paralysis,
radiculopathy, and changes in bowel or bladder function.

These are signs, along with decreased blood pressure, of hypovolemia and
may occur because of blood loss. Patients undergoing fusion lose more

Teach the following signs and symptoms and importance of
reporting them promptly: increased heart rate (HR), thirst,

faintness, or dizziness.

Explain that the surgical dressing will be inspected for excess
drainage or oozing at frequent intervals and that a closed
wound drainage device may be present for 1-3 days
postoperatively with a fusion procedure.

blood during surgery than do those undergoing laminectomy.

Bleeding with a laminectomy usually is minimal. Patients with a fusion may

have slight bloody 00zing postoperatively. Serous drainage usually is
checked with a glucose reagent strip. Presence of glucose is a signal of
cerebrospinal fluid (CSF) leakage. Bulging in the area of the wound may

also signal CSF leakage or hematoma formation and should be reported
promptly.

Advise that dressings will be inspected for increased drainage after ~ Wet or contaminated dressings require prompt changing to prevent infection.
the patient has been up, and lumbar dressings will be checked
after each bedpan use. Inform the patient undergoing fusions

that he or she will have a second dressing at the donor site.

continued
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Instruct the patient to report any nausea or vomiting.

Explain that the patient will be assessed for bowel and bladder
dysfunction after the procedure.

Caution the patient to avoid straining at stool.

but that this does not necessarily signal an infection.

PART I: Medical-Surgical Nursing

Instruct the patient to report headache, neck stiffness, or
photophobia.

Inform the patient that pain may take days or weeks to resolve and

does not indicate that surgery was unsuccessful.

Teach the patient to request medication for pain as needed and not

let pain get out of control. Instruct in use of 0-10 pain scale.

Explain that in the immediate postoperative period the patient will

follow the surgeon’s activity restrictions and that new
techniques and stabilization devices may enable earlier
mobilization (some the same day) and fewer activity
restrictions.

Teach the following logroll technique for turning: position a pillow

between legs, cross arms across chest while turning, and

contract long back muscles to maintain shoulders and pelvis in

straight alignment. Explain that, initially, the patient will be
assisted in this procedure.

Teach the following technique for getting out of bed: logroll to side,
splint back, and rise to a sitting position by pushing against the

mattress while swinging legs over side of bed.

Explain that initially the patient will be helped to a sitting position
and should not push against the mattress. Teach the patient
with a cervical laminectomy not to pull self up with arms. When

assisting patients with cervical laminectomy to a sitting
position, caution them not to put their arms on the nurse’s
shoulders.

Explain that antiembolism hose and possibly sequential
compression devices (SCDs) will be applied after surgery.

Teach techniques for ankle circling and calf pumping.

Neurologic Care Plans

Explain that fever may occur during first few days postoperatively

ASSESSMENT/INTERVENTIONS RATIONALES

This helps ensure that antiemetics are given promptly. Vomiting could cause
increased intraspinal pressure, which would result in pain.

Nerve injury during surgery can contribute to paralytic ileus. The abdomen
will be checked for bowel sounds and distention. Patients may be asked
to void within 8 hr of the procedure to check for urinary retention.

Straining could cause increased intraspinal pressure, which would result in
pain. Stool softeners may be given for that purpose.

Early fever may be caused by drainage and contamination of CSF. Patients
will be assessed for other indicators of infection, such as heat, redness,
irritation, swelling, or drainage at wound site.

These are possible signs of meningeal irritation.

Postoperative pain or tingling (paresthesia) often is caused by nerve root
irritation and edema. Spasms are common on the third or fourth
postoperative day and should not discourage the patient.

Pain is easier to manage before it becomes severe. Prolonged stimulation of
pain receptors results in increased sensitivity to painful stimuli and will
increase the amount of analgesic required to relieve pain. Patients who
have had a fusion may expect significant pain from the bone graft donor
site (commonly the iliac crest). The donor site may have extra padding.
Muscle relaxants may be prescribed to supplement pain control.
Patient-controlled analgesia (PCA) and NSAIDs also may be used for
postoperative pain control. Use of the pain scale enables more accurate
assessment of relief obtained.

Patients may be required to lie supine for several hours to minimize the
possibility of wound hematoma formation. After this period, the head of
bead (HOB) of laminectomy patients usually can be raised to 20 degrees
to facilitate eating and bedpan use. Patients undergoing spinal fusion may
be kept flat and on bedrest longer than patients with laminectomies.
Activity progression for spinal fusion patients is usually more cautious and
slower than for laminectomy patients. Best practice regarding trapeze use
is to restrict it during the initial 24-48 hr following lumbar and cervical
procedures and avoid its use after thoracic procedures because of the
torque and weight strain trapeze use can have on the spine.

Only the logroll method is used for turning. This method stabilizes the spine
and maintains alignment to enable healing and prevent dislodgement of
the bone graft if a fusion is done. A turning sheet and sufficient help are
used when logrolling patients.

This technique facilitates ease of getting out of bed and prevents disruption
of the bone graft for fusion patients.

While in hospital with an electric bed, the HOB may be raised to facilitate a
sitting position. These restrictions prevent neck flexion, extension, and
hyperextension and strain on the operative site and incision. Pillows can
be used to support arms for comfort.

These garments and devices promote venous return and prevent thrombus
formation while patient is on bedrest. SCDs or hose should be worn until
the amount of time out of bed ambulating is equal to the amount of time
in bed.

These techniques promote leg circulation.
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ASSESSMENT/INTERVENTIONS RATIONALES

O

Teach the patient to report calf pain, tenderness, or warmth. These are signs of deep vein thrombosis. E
Advise the patient that the health care provider will prescribe Sitting is commonly restricted or allowed for only limited, prescribed periods -~
certain postoperative activity restrictions. in a straight-back chair. %

o

Teach the patient not to sit for long periods on edge of the A mattress does not provide enough support to the spine. g'
mattress. 2

Explain that weakness, dizziness, and lightheadedness may occur These problems may occur secondary to orthostatic hypotension. For
on a first walk. management, see discussion in Risk for Ineffective Cerebral Tissue
Perfusion, p. 67, in “Prolonged Bedrest.”

Explain that the patient will be encouraged to walk progressively This action will promote endurance.
longer distances.
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Instruct the patient to avoid stretching, twisting, flexing, or jarring These restrictions help prevent vertebral collapse, shifting of bone graft, or a
the spine. Explain that the spine should be kept aligned and in bleeding episode.
a neutral position and that lifting and pulling/pushing objects
are to be avoided.

If the patient is scheduled for a cervical laminectomy or fusion, These restrictions prevent torque and strain on the spine that could cause
caution not to pull with arms on objects such as side rails and misalignment.
avoid twisting, flexion, and extensions of the neck.

Explain that a cervical collar may be worn postoperatively. The collar aids in immobilizing the cervical spine.

Teach use of braces or corsets if prescribed. Persons undergoing a fusion procedure often wear a supportive brace or

corset for 3 mo or less to keep the operative site immobile so that the
graft will heal and not dislodge. Braces should be applied while in bed.

Explain the importance of wearing cotton underwear under the These measures help protect skin from irritation. Skin should be inspected
brace, powdering the skin lightly with cornstarch, or providing daily for irritation or breakdown.
additional padding under braces.

Explain that driving or riding in car (may be restricted for 6-8 wk These guidelines and activity restrictions promote patient safety and an
up to several mo), sexual activity, lifting and carrying objects, uneventful recovery once he or she is at home.
tub bathing (generally, soaking the incision is avoided until
about 1 wk after sutures are out), going up and down stairs,
amount of time to spend in and out of bed, back exercises, and
expected time away from work will be discussed by the health
care provider before discharge.

Explain that the patient should call the health care provider for These are indicators of spinal cord or nerve compression.
symptoms such as increased weakness and numbness or
change in bowel or bladder function.

Teach the importance of reporting the following to the health care These signs and symptoms of postoperative wound infection require timely

provider: swelling, discharge, drainage, persistent redness, local intervention.
warmth, fever, and pain.
Caution the patient to keep the incision dry and open to the air. Moisture can promote infection. Wet dressings should be changed promptly.

After 24-48 hr, the incision is usually undressed to promote “air” drying.

Nursing diagnosis for patients undergoing anterior cervical fusion

Nursing Diagnosis:
Impaired Swallowing (or Risk for Same)

related to postoperative edema or hematoma formation

Desired Outcome: The patient regains uncompromised swallowing ability (usually by the
third postoperative day) as evidenced by normal breath sounds and absence of food in the
oral cavity or choking/coughing.

Neurologic Care Plans




PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

ASSESSMENT/INTERVENTIONS RATIONALES

As part of preoperative teaching, instruct the patient in the potential for
difficulty with swallowing or managing secretions after anterior
cervical fusion and of the need to report these problems promptly.

Explain that a soft diet and throat lozenges may be prescribed for 2-3
days postoperatively.

After surgery, assess for edema of the face or neck or tracheal
compression or deviation that could compromise respiratory function.
Assess for complaints of excessive pressure in the neck or severe,
uncontrolled incisional pain. Promptly report significant findings.

Listen for hoarseness. Encourage voice rest and facilitate alternative
communication (e.g., provide storyboards, pen and pencil, flash
cards).

Report immediately any respiratory distress, stridor, inability to speak,
worsening hoarseness, or voice change.

Assess for and report diminished breath sounds compared with the
patient’s normal or preoperative status.

As indicated, assess oximetry as a quantitative measure of systemic
oxygenation.

Monitor closed suction devices, and recharge suction device/chamber as
indicated.

Check for gag and swallowing reflexes before oral intake.

Position the patient in Fowler’s position, or semi-Fowler’s position at
minimum, when initiating fluid intake.

If not prohibited by surgery, encourage use of the chin tuck to lessen
potential for aspiration.

Also see Risk for Aspiration, p. 93, in “Older Adult Care.”

Postoperative edema or bleeding causing difficulty with swallowing is
related to retraction of the trachea and esophagus during surgery to
gain access to the disk.

An informed individual likely will report postoperative difficulties with
swallowing promptly for timely intervention.

A sore throat can be expected after this surgery as a result of surgical
manipulation and/or endotracheal tube.

These indicators may be signs of hematoma or bleeding at the operative
site that could cause airway compromise and therefore necessitate
immediate intervention.

Hoarseness can indicate laryngeal nerve irritation and signal ineffective
cough or swallowing difficulty and necessitate choking and
aspiration precautions. For most patients with hoarseness, the voice
usually will return to normal as inflammation around the laryngeal
nerve subsides.

These may be signs of aspiration, laryngeal nerve involvement/irritation,
or increased edema or hematoma formation affecting the laryngeal
nerve and vocal cords, any of which can be life threatening and
necessitate immediate intervention.

Diminished breath sounds could signal that aspiration has occurred and
may result in pneumonia.

Values 92% or less may signal need for supplemental oxygen.
Recharging the closed suction device facilitates wound drainage.

Absence of gag and swallowing reflexes indicates that patient cannot
begin oral intake. A postoperative diet with clear fluids and
progression to more solid foods may begin only after patient
demonstrates ability to ingest fluids safely.

These positions minimize risk of aspiration by promoting movement of
fluids by gravity to the stomach and into the pylorus.

A chin tuck forces the trachea to close and the esophagus to open,
thereby decreasing risk of aspiration.

ADDITIONAL NURSING
DIAGNOSES/PROBLEMS:

“Pain” p. 39

“Perioperative Care” for related nursing diagnoses and p. 45
interventions, particularly Impaired Physical p. 58
Mobility

“Prolonged Bedrest” p. 61

“General Care of Patients with Neurologic Disorders” for  p. 253
Risk for Injury related to impaired pain, touch, and
temperature sensation

“Pressure Ulcers” p. 536

Neurologic Care Plans

/ PATIENT-FAMILY TEACHING AND
DISCHARGE PLANNING
When providing patient-family teaching, focus on sensory
information, avoid giving excessive information, and initiate
a visiting nurse referral for necessary follow-up teaching.
Include verbal and written information about the following:
v Prescribed exercise regimen, including rationale for
each exercise, technique for performing the exercise,
number of repetitions of each, and frequency of exercise
periods. If possible, ensure that the patient demonstrates
understanding of exercise regimen and proper body
mechanics before hospital discharge.
v/ Wound incision care. Indicators of postoperative wound
infection that necessitate medical attention include




Impaired Swallowing (or Risk for Same)

Intervertebral Disk Disease

swelling, discharge, persistent redness, local warmth,
fever, and pain.

v Review of use and application of cervical collar for
patients who have had a cervical fusion and importance
of wearing collar at all times.

v Use and care of a brace or immobilizer if appropriate.

v/ Medications, including drug name, rationale, dosage,
schedule, precautions, and potential side effects. Also
discuss drug-drug, herb-drug, and food-drug interactions.

v/ Anticonstipation routine, which should be initiated
during hospitalization.

v Pain control measures.

v Telephone number of a resource person in case questions
arise after hospital discharge.

v Postsurgical activity restrictions as directed by the
health care provider. These may affect the following:
driving and riding in a car, returning to work, sexual
activity, lifting and carrying, tub bathing, going up and
down steps, and amount of time spent in or out of bed.

v Signs and symptoms of worsening neurologic function
and the importance of notifying health care provider
immediately if they develop. These include numbness,
weakness, paralysis, and bowel and bladder dysfunction.

v Additional general information, which can be obtained

by contacting www.spine-health.com or the Canadian

Spine Society at www.spinecanada.ca

Neurologic Care Plans
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Multiple Sclerosis

OVERVIEW/PATHOPHYSIOLOGY

Multiple sclerosis (MS) has been classically thought of as an
inflammatory disease characterized by remission and exacerba-
tion. It is, however, an autoimmune/neurodegenerative disor-
der of the central nervous system (CNS) causing scattered and
sporadic demyelination (plaques) and axonal damage (atrophy
and black holes). In healthy individuals, myelin permits nerve
impulses to travel quickly through the nerve pathways of
the CNS. In response to the inflammation seen with MS, the
myelin nerve sheaths scar, degenerate, or separate from the
axon cylinders. This demyelination interrupts electrical nerve
transmission and causes the wide variety of symptoms associ-
ated with MS. As less severe inflammation resolves, myelin
function may regenerate, enabling electric nerve impulse
transmission to be restored. If the inflammation is severe and/
or repetitive, it causes irreversible destruction of myelin or
axon degeneration. Involved areas are replaced by dense
glial scar tissue that forms patchy areas of sclerotic plaque,
which permanently damage conductive pathways of the
CNS. Axon nerve fibers may degenerate. Axonal degenera-
tion starts early in the disease process along with demyelin-
ation. Axonal damage is speculated to cause the permanent
and progressive disability. Deficits presenting after 3 mo
usually are permanent.

The course of MS is highly variable. Multifocal presenta-
tion and frequent attacks during the first year may imply a
more aggressive course. Presently four forms of MS are con-
sidered. See Table 38-1.

Terms such as clinically isolated syndrome (CIS) and radio-
logic isolated syndrome (RIS) are now common in the litera-
ture. CIS refers to a single, acute neurologic event such as
optic neuritis. RIS refers to MRI lesions consistent with MS
but patients have not had a clinical event to date. [t may be
determined that these are actually the earliest forms of MS
presentation. To date, patients are considered high risk for MS
but do not carry that diagnosis.

Sometimes reference is made to “ benign” MS (5%-10% of
patients) in which full recovery occurs after a neurologic
event.

Typically, an increasing number of symptoms occur with
each exacerbation, with less complete clearing of symptoms
and with deficits becoming cumulative. Over time, the
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relapsing-remitting form usually transitions to the secondary
progressive form in which neurologic impairment progresses
continuously with or without superimposed relapses. A small
portion of patients (10%-20%) initially begin with the primary
progressive form, characterized by gradual ongoing accumula-
tion of symptoms and deficits, with absence of clear-cut exac-
erbations and remissions. The progressive relapsing form (5%)
is characterized by a progressive disease course from onset,
with clear acute exacerbations. Progression continues during
the periods between disease exacerbations.

HEALTH CARE SETTING

Primary care, neurology clinic, physiatry/rehabilitation,
psychiatry/mental health, pain clinic, or long-term care, with
possible hospitalization resulting from complications

ASSESSMENT

Onset of MS can be extremely rapid, or it can be insidious,
with exacerbations and remissions. Signs and symptoms vary
widely, depending on site and extent of pathology and can
change from day to day. Early symptoms can be vague, includ-
ing fatigue, weakness, heaviness, clumsiness, numbness, and
tingling. Optic neuritis is the most common presentation for
MS diagnosis. Trigeminal neuralgia is also fairly common.

Damage to motor nerve tracts: Weakness, paralysis, and
spasticity. Fatigue is common. Diplopia may occur secondary
to ocular muscle involvement.

Damage to cerebellar or brain stem regions: Intention
tremor, nystagmus, or other tremors; incoordination, ataxia;
and weakness of facial and throat muscles resulting in diffi-
culty chewing, dysphagia, dysarthria, dizziness, nausea, and
vomiting.

Damage to sensory nerve tracts: Often, only sensory symp-
toms occur in the beginning and may include altered percep-
tion of pain, touch, and temperature; allodynia (pain caused
by simple touch); paresthesias such as numbness and tingling
(“pins and needles”) or burning sensations; decrease or loss of
proprioception; and decrease or loss of vibratory sense. Optic
neuritis is a common early symptom, potentially causing
partial or total loss of vision, visual clouding or shimmering,
and pain with eye movement.

Damage to cerebral cortex (especially frontal lobes): Mood
swings, inappropriate affect, euphoria, apathy, irritability,




Multiple Sclerosis

Table 38-1 Forms of Multiple Sclerosis

DIAGNOSTIC TESTS

Types of MS Comments

Relapsing-remitting Up to 85% of MS patients

[RRMS] Marked by relapse/exacerbations followed by
recovery and a period of stability.
Secondary- About 50% of RRMS patients will develop
progressive this over time
[SPMS] Patients have gradual worsening over time;
may have plateaus at times.
Progressive- Acute relapses occur but disease progression

relapsing [PRMS]
Primary-progressive
[PPMS]

continues between events.

Found in 10%-15% of patients; males
outnumber females

Gradual onset of symptoms that worsen with
time. No definitive relapses/exacerbations.

depression, hyperexcitability, poor memory, judgment, fore-
sight and planning, and abstract reasoning. There is often
difficulty with word finding, concentration, attention, and
processing or learning new information.

Damage to motor and sensory control centers: Urinary fre-
quency, urgency, or retention; urinary and fecal incontinence;
constipation.

Lower cord lesions (low thoracic and lumbar): Impotence;
diminished sensations that result in inhibited sexual response.

Physical assessment: Motor or sensory impairment as dis-
cussed above. Lhermitte’s sign may be present, in which an
electrical sensation runs down the back and legs during neck
flexion. Ophthalmoscopic inspection may reveal temporal
pallor of optic disks. Reflex assessment may show increased
deep tendon reflexes (DTRs) and diminished abdominal skin
and cremasteric reflexes.

History/risk factors: Although the cause of MS is unknown,
it is generally believed to result from a combination of envi-
ronmental factors (e.g., geographic location of the individual
pre-puberty; low vitamin D [sun] exposure), exposure to
infectious agents (e.g., Epstein-Barr virus), and genetic predis-
position. It is generally accepted that risk is 1 in 750 in the
general population. If there is a family history, the risk is
generally believed to be between 3% and 5%. MS is most
common among people who have lived in cool, temperate
climates before puberty. African Americans have half the inci-
dence of white Americans. More females than males are
affected (3:1). Onset ranges from pediatric ages to geriatric
ages. It is most commonly diagnosed between 20 and 40 yr of
age. Exacerbations may be fewer during pregnancy but increase
postpartum up to 6 mo. Heat, fever, and infection tend to
aggravate symptoms.

Note: MS is diagnosed by the classic “separation of time
and space.” This means there needs to be a distinction of
two separate lesions at two distinct time intervals. MS is most
commonly diagnosed using the McDonald criteria that rely
heavily on MRI and to a lesser extent on paraclinical data
to determine separation of time and space.

MRI scan: Reveals presence of plaques and demyelination
in the CNS. This is the test of choice when MS is suspected.
Expanding MRI technology is becoming ever more sensitive
and capable of identifying current sites of inflammation and
demyelination and showing changes associated with disease
progression. T1-weighted MRI may show hypointense lesions
including black holes, which correlate with axonal loss and
indicates old lesions. T2-weighted MRI can show old and new
lesions and is most commonly used to follow response to treat-
ment by many clinicians. Gadolinium enhancement shows
areas of active demyelination. Fluid attenuated inversion
recovery (FLAIR) is very helpful in detecting cerebral lesions
specific to MS. All other forms of MRI are used strictly for
research related to MS and can include MRI diffusion tensor
imaging and magnetic resonance (MR) spectroscopy, which
frequently reveal involvement of otherwise normal-appearing
white matter. Magnetization transfer imaging may show indi-
rect evidence of axonal loss. MR spectroscopy can measure
decline in a brain chemical called N-acetylaspartate (NAA)
as a marker of axonal damage and appears to predict disease
severity. Functional MRI (fMRI) can show new lesions, and
short tau inversion recovery (STIR) is useful in detecting
demyelination.

EP studies: May be slow or absent because of interference
of nerve transmission from demyelination or plaque forma-
tion. Visual EP (VEP) studies are most commonly used to
evaluate optic nerve demyelination.

Lumbar puncture and cerebrospinal fluid (CSF) analy-
sis: Evaluates CSF levels of oligoclonal bands and free
kappa chains of immunoglobulin G (IgG), protein, gamma
globulin, myelin basic protein, and lymphocytes, any of
which may be elevated in the presence of MS. During
acute MS attacks, destruction of the myelin sheath releases
myelin basic protein into the CSE Oligoclonal bands of
IgG are seen in 85%-95% of patients with MS. This and
the finding of free kappa chains in the CSF support a diagnosis
of MS.

Computed tomography (CT) scan: Demonstrates presence
of plaques and rules out mass lesions. This technique is less
effective than MRI in detecting areas of plaque and demyelin-
ation and is no longer commonly used as part of the diagnostic
workup if MRI is available.

Neurologic Care Plans
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PART1 MEDICAL-SURGICAL NURSING: Neurologic Care Plans

Nursing Diagnosis:
Chronic Pain (and spasms)

related to motor and sensory nerve tract damage

Desired Outcomes: Within 1-2 hr of intervention, the patient’s subjective evaluation of pain
and spasms improves, as documented by pain scale. Objective indicators, such as grimacing,
are absent or reduced.

PART I: Medical-Surgical Nursing

ASSESSMENT/INTERVENTIONS RATIONALES

Maintain a comfortable room temperature. Advise patients to keep the Heat tends to aggravate MS symptoms by increasing core body
environment cool in warm weather and avoid hot baths or showers. temperature.

Provide passive, assisted, or active range of motion g2h and periodic These interventions reduce muscle tightness and spasms, maintain
stretching exercises. Teach these exercises to the patient and joint function, and prevent contractures. Physical therapy (PT),
significant others, and encourage their performance several times occupational therapy (OT), and assistive devices or braces may be
daily. Explain that sleeping in a prone position may help decrease prescribed to maintain mobility and independence with activities of
flexor spasm of the hips and knees and that splints or cones for daily living (ADLs). Placing weights on the affected limbs may help
hands with elastic bands may help control hand spasms. with mild tremors.

Administer antispasmodics as prescribed. These agents help decrease spasms, thus ultimately decreasing pain. In

addition, there may be a secondary benefit with decrease in
neuropathic pain. Classically used are baclofen and tizanidine.
Dantrolene is an older medication that is still sometimes used, but it
can cause sedation. Atypical medications are gabapentin and
levetiracetam. They are usually well tolerated and cause little to no
sedation. Severe spasticity may be treated with IM injections of
botulinum toxin or intrathecal baclofen administered continually via a
surgically implanted pump.

Administer tranquilizers (e.g., diazepam) as prescribed. These medications may be given for both their anxiety-reducing and
muscle relaxant effects, which may help spasms and tremors.
Administer analgesics (e.g., acetaminophen) and neuropathic pain Neuropathic pain medications include anticonvulsants such as
medications as prescribed. carbamazepine, gabapentin, topiramate, and lamotrigine (see

“Seizures and Epilepsy,” p. 309, for side effects/precautions), and
tricyclic antidepressants (e.g., amitriptyline or imipramine).
Uncontrolled pain may require nerve blocks or surgical intervention.

For other interventions, see “General Care of Patients with Neurologic
Disorders,” Acute Pain, p. 256.

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with MS symptoms and factors that affect MS
pathology.

Desired Outcome: By day 3 (or before hospital discharge), the patient and significant other
verbalize factors that exacerbate, prevent, and ameliorate symptoms of MS.

ASSESSMENT/INTERVENTIONS RATIONALES

Assess the patient’s health care literacy (language, reading, This assessment helps ensure that materials are selected and presented
comprehension). Assess culture and culturally specific information in a manner that is culturally and educationally appropriate.
needs. Determine patient’s knowledge base about MS.

Teach the patient to avoid heat, both external (hot weather, bath) and Heat tends to aggravate weakness, pain, and other symptoms of MS.

internal (fever).

Neurologic Care Plans



Deficient Knowledge

Multiple Sclerosis

ASSESSMENT/INTERVENTIONS RATIONALES

Teach preventive measures, such as avoiding hot baths or showers and
using acetaminophen or aspirin to reduce fever, if present. Also
suggest body cooling products such as vests, wrist wraps, or neck
wraps or drinking ice cold water and using fan/air conditioning if
available.

Caution the patient to avoid exposure to persons known to have
significant infections and take precautions against developing an
infection.

Teach indicators of common infections and the importance of seeking
prompt medical treatment in case they occur. Instruct the patient to
check for typical signs/symptoms of UTI (increased frequency,
urgency, or incontinence) and to check urine for changes in odor or
presence of cloudiness or blood. Advise that an acute increase in
spasticity can often signal an infection in MS. Also teach how to
monitor for more serious infections such as pyelonephritis (e.g.,
fever, costovertebral angle tenderness, chills, flank pain).

Teach the relationship between stress and fatigue to the exacerbations.
Encourage the patient to reduce factors that cause stress. Encourage
use of stress reduction techniques such as progressive relaxation,
self-coaching, and guided imagery.

Teach the patient and significant others the signs and symptoms of
depression. If the patient is depressed, suggest that he or she
discuss use of antidepressants (e.g., SSRIs, NSRIs) and counseling
with a health care provider.

Encourage the patient to get sufficient rest, stop activity short of fatigue,
schedule activity and rest periods, and conserve energy in ADLSs.

Suggest that the patient ask the health care provider about antifatigue
medications and discuss possible contributing factors to fatigue such
as depression, sleep difficulties, or metabolic issues.

Encourage the patient to plan each day, break projects into smaller
tasks, distribute tasks throughout the day, rest before difficult tasks,
take planned recovery time after tasks, identify priorities, and
eliminate nonessential activities.

Discuss the need for family planning with both men and women. Provide
information about birth control measures to female patients who
desire counseling.

Encourage exercise, continued activity, and normal lifestyle even when
limitations are necessary.

These measures aid in maintaining homeostasis of core body
temperature.

Infection often precedes exacerbations. Some MS medications can make
the patient more susceptible to infections. Patients should be given
instructions in the proper technique for hand washing and hand
antisepsis and the importance of avoiding vaccinations with live
attenuated viruses, which could trigger an exacerbation.

A person with MS is especially susceptible to UTI because of bladder
dysfunction. Because of the disease process, patients may not feel
any pain with urination and therefore need to be alert to other signs
of UTI. See “Care of the Renal Transplant Recipient,” p. 220, for a
discussion of common infections.

Avoiding stress and fatigue may prevent exacerbations.

Depression rates in MS are significantly higher with a higher risk for
suicide than the general population. It has an intrinsic cause from
cerebral lesions resulting in a decrease in neurochemicals. It can
also be caused by extrinsic factors such as loss of self-esteem and
role within the family unit or career. Depression can compound
fatigue, cognitive function, and sleep issues in MS.

Patients can conserve energy during ADLs by sitting while getting
dressed, rather than standing; sliding heavy objects along work
surfaces, rather than lifting them; using a wheeled cart to transport
items; having work surfaces at the proper height; and using assistive
devices and delegating.

Fatigue is the most common complaint in MS and does not correlate
with the level of disability. Oftentimes co-morbidities (i.e., thyroid
issues, low B12, anemia, sleep apnea, depression) can magnify the
problem. Antifatigue drugs (e.g., amantadine, fluoxetine, modafinil)
help relieve fatigue associated with MS. See “Parkinsonism,” p. 299,
for side effects and precautions when using amantadine.

Conserving energy and decreasing fatigue are effective strategies for
improving quality of life.

Patients are often on polypharmaceuticals. Drug-modifying therapies
(DMTs) are contraindicated in pregnancy, and some of these
medications can affect males as well as females. There may
be a decreased relapse rate during pregnancy but increased
exacerbations postpartum. Those planning a pregnancy should
consult and work with their health care providers before pregnancy.

Deconditioning can contribute to a decreased functional level and quality
of life. Exercise often decreases many MS symptoms, and a planned
exercise program can be incorporated into a scheduled activity/rest
plan.

Neurologic Care Plans
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PART I: Medical-Surgical Nursing

PARTI

MEDICAL-SURGICAL NURSING: Neurologic Care Plans

Nursing Diagnosis:

Deficient Knowledge

related to unfamiliarity with MS exacerbations and medication management

of MS

Desired Outcome: By day 3 (or before hospital or clinic discharge), the patient verbalizes

accurate information about the prescribed medications.

ASSESSMENT/INTERVENTIONS

Assess the patient’s knowledge base about the prescribed medications.

As indicated, provide verbal instructions and language-appropriate
written handouts that describe name, purpose, dose, and schedule
of the prescribed medications. Also discuss drug-drug, herb-drug,
and food-drug interactions.

Educate the patient and significant others about DMTs: glatiramer
injections, interferon injections, infusion treatments, or oral
therapies.

- Teach the side effect profile consistent with the patient’s DMT.

- Notify the health care provider of any and all side effects.

- Teach the specific issues related to the prescribed DMT.

Encourage the patient and significant others to become educated about

MS, MS exacerbations, and MS symptoms. Encourage use of
reputable web sites, MS organizations, and support groups;
attending lectures from MS experts; and subscribing to MS
publications (most are free).

Teach about exacerbation treatment: use of high-dose steroids (i.e.,

prednisone, methylprednisolone, decadron) or similar products (e.g.,

ACTH).

- Educate the patient and significant others about the side effects of
associated treatment.

- Explain that tapering rather than abruptly stopping high-dose
steroids when they are discontinued may be appropriate for some
patients.

- Teach symptoms of potassium deficiency, such as anorexia, nausea,

and muscle weakness, and to eat foods high in potassium.

- Teach the patient to eat a diet low in sodium and monitor for and
report unusual weight gain or swelling of extremities.

Neurologic Care Plans

RATIONALES

A well-informed patient is likely to follow the prescribed medication

regimen, recognize side effects, and report those that necessitate
prompt attention.

DMTs are prescribed to help manage the disease process itself by
reducing relapse rates, progression to disability, and MRI lesion
accumulation. DMT treatment is long-term therapy and needs to be
taken as prescribed on an ongoing basis.

DMTs have potentially very serious side effects. Patients and significant
others need to know what and how to monitor for these and also
when to notify their health care provider. Each DMT has specific
resources available for this type of education. In addition there are
many MS organizations that can help with this information.

Side effects need to be evaluated to determine the next course of
action. Many side effects can be managed with minimal intervention.
Some side effects warrant immediate discontinuation of the
medication.

Each DMT has very specific issues in maintaining efficacy, potency, and
safety. For example, frequency, timing, and route of administration;
screening/monitoring of blood work and other surveillance protocols;
seriousness of non-adherence, which varies with DMTs and can be
potentially fatal with certain DMTSs.

MS is a complicated and dynamic disease process. Patients and
significant others should understand the difference between MS
symptoms and exacerbation, the importance of DMTSs, the difference
between DMTs vs. medication to manage symptoms and
medications to treat exacerbations. Education helps maintain better
adherence to treatments and interventions.

The purpose of medications used to treat exacerbation is to
reduce symptoms by decreasing inflammation and associated
edema of the myelin, thereby hastening reduction of presenting
symptoms.

Usually exacerbations are treated in the home environment. Therefore it

is essential that side effects are understood and recognized so that
they can be reported to the health care provider promptly.

Tapering helps maintain the body’s own cortisone sources. Abrupt
discontinuation may result in adrenal crisis or psychosis.

Hypokalemia is a common side effect of steroid use. Potassium
supplements also may be prescribed.

A low-sodium diet minimizes the potential for fluid retention, which is a
common occurrence with steroids. Diuretics may be prescribed to
reduce fluid retention.
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ASSESSMENT/INTERVENTIONS RATIONALES

O
- Teach the patient to measure blood pressure daily. Hypertension is another side effect of steroid medications. Home blood E
pressure kits are available at most drug stores. Antihypertensives —
may be prescribed. =
D
- Teach the patient to monitor blood glucose for hyperglycemia, report ~ Hyperglycemia is a side effect of steroid use. In patients with known %
elevations, and as indicated, control glucose level with diet, oral diabetes mellitus, a sliding scale insulin therapy is prescribed at the 2
agents, or insulin. onset of treatment. e
- Teach the patient to monitor for and report gastrointestinal (Gl) Tarry stools may signal occult blood, which can occur because of gastric %
symptoms, including tarry stools. ulcers, a common side effect of steroid use. =
- Teach the patient to take the medication with food, milk, or buffering  These measures help prevent stomach upset and gastric irritation. In =
agents and to avoid aspirin, indomethacin, caffeine, or other Gl addition to antacids, histamine H2-receptor blockers may be S,
irritants while taking this medication. prescribed to prevent gastric ulcer. a
- Teach the patient to monitor injuries and report wounds that are Steroids can impair wound healing.
slow in healing.
- Caution the patient to avoid contact with persons known to have Steroids can mask infections, making them appear less severe;
infections and to monitor for and report fever, prolonged sore throat, therefore, follow-up with the care provider is important.
and colds or other infections.
- Advise the patient to be alert for and to report mood changes. Antipsychotropic agents may be prescribed to help with mood changes

associated with steroid use.

ADDITIONAL NURSING DIAGNOSES/PROBLEMS:

“Cancer Care,” for patients undergoing p. 16 Self-Care Deficit p. 259
immunosuppressive drug or radiation therapy

Constipation p. 258
“Prolonged Bedrest,” for patients who are immobile p. 61 ) i . . .
“Spinal Cord Injury” for Ineffective Peripheral Tissue p. 318
“Psychosocial Support” p. 72 Perfusion/Risk for Decreased Cardiac Tissue
. ; . o Perfusion related to venous stasis with
Older Adult Care,” for Risk for Aspiration p. 93 corresponding risk of thrombophlebitis and
Risk for Infection D. 96 pulmonary emboli (PE) occurring with immobility
“General Care of Patients with Neurologic Disorders” for ~ p. 249 Urinary Retention or Reflex Urinary Incontinence p. 319
Impaired Swallowing Dysfunctional Gastrointestinal Motility p. 321
Risk for Falls related to unstead