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Description


CASE PRESENTATION Acute Pyelonephritis



Presented By: GROUP III  Vernalin Terrado  Lerma Auman  Desiree Brondo  Ma. Lourdes Beltran  Jaycee Lyn Manalili  Kristin Marie Toledo  Jocelyn Salvador  Jazel Dominic Villiarico



Acute Pyelonephritis



General Objectives: The primary concern of this study is to further enhance the understanding of Acute Pyelonephritis in congruence with the learned concepts of nursing students.



Specific Objectives: • This case presentation seeks to provide different information about the disease to be presented and about the client being considered with the following specific objectives: • Give a brief introduction about Acute Pyelonephritis together with its signs and symptoms. • Discuss the theoretical framework that is related to the client’s condition. • Present the client’s demographic data and health history with its Gordon’s pattern of functioning.



• Present the abnormal results of the Physical Assessment made on the client. • Present the different laboratory results or test done to the client with its interpretation. • Discuss the normal Anatomy and Physiology of the Urinary system. • Explain the Pathophysiology of Acute Pyelonephritis. • Discuss the drugs prescribed to the client by a Drug Study. • Present an appropriate Nursing Care Plan for the most prioritized problem. • Give a Discharge Plan that the client may use upon discharge to the hospital.



INTRODUCTION: Urinary tract infections (UTIs) are caused by pathogenic microorganism in the urinary tract. UTIs are classified according to location: either the upper urinary tract (which includes the kidneys and ureters) and lower urinary tract (which includes the bladder and structures below the bladder). Pyelonephritis is classified as an upper urinary tract inspection. It is an inflammation of the renal pelvis. Organisms causes UTIs include Enterecoccus species, Proteus mirabilis, Pseudomonas aeroginosa, Klebsiella, Enterobacter species and Escherichia coli (the most common cause of UTIs).



Some of the risk factors for acquiring this disease are gender,diet,inability or failure to empty the bladder completely ,Poor hygiene,Immunosuppression ,Instrumentation of the urinary tract (e.g. catherarization),Inflammation or abrasion of the urethral mucosa. Clinical manifestations usually includes back pain or flank pain ,chills with shaking,severe abdominal pain (occurs occasionally),fatigue,fever,skin changes (Flushed or reddened skin,diaphoreis,warm skin),urination problems ,vomiting, nausea. Acute pyelonephritis is diagnosed through blood culture which may show an infection, urinalysis and Intravenous Pyelogram (IVP) or CT scan.



Theoretical Framework Faye Glenn Abdellah (21 Nursing Problem) •



•



To maintain good hygiene Presence of disease or bacteria primarily affects the person’s health. One of the reason why people easily got infected because of poor hygiene. Poor hygiene is the cause of infection that may worsen if not giving attention. Maintaining our good hygiene is our defense in the bacteria or in a disease. Providing care in the patient by adding their knowledge on ways how to maintain a good hygiene. To facilitate maintenance of elimination In the case of our patient she does not have a good elimination pattern. A person must have maintained his/her elimination in its good condition because there are waste product that is to be discharge from our body.



Comprehensive History: • • • • • •



Biographic Data: Name: Date : Time of Admission Unit/Room: Address:



• • •



Age: Gender: Status:



R.O.C June 22, 2009 2:00 am female medical ward1 Sabang Baliuag, Bulacan 25y/o Female Married



• • • • • •



Religion: Citizenship: Birth date: Birthplace: Attending Physician: Diagnosis:



• Chief Complaint:



Roman Catholic Filipino January 27, 1984 Baliuag,Bulacan Dra. Katipunan Acute Pyelonephritis Fever



Nursing History



A. Past Health History During her childhood, she suffered from minor illness such as fever, cough and colds. She has a complete immunization status. She has no allergies when it comes to food or medications. She also doesn’t experience of having an accident that might endanger her life or death. The client also verbalized that she is not use to taking vitamin supplements. Right now, she is taking medications per prescription of her attending physician.



B. History of Present Illness: The client is admitted on June 22, 2009 because of acute pyelonephritis. She is known for having fever and accompanied by headache. Four days prior to admission , still with the above symptoms accompanied by body weakness.



C. Family History: In the father side of the client, they have history of being hypertensive. One of her brother has experiencing hypertension.



D. Obstetric History: She had her menarche when she was a second year high school student at age 14. She doesn’t experienced dysmenorrhea. She doesn’t have kids right now because of unknown reason. But she already visited to the OB Gyne to check if there’s any problem regarding of having a baby, but the doctor said that there’s no any problem in her.



Activities of Daily Living (Gordon’s Functional Health Patterns)



a. Health Perception and Health Management Pattern The client viewed her general health before she was admitted as 7 out of 10 because she is a health concerned person. After she was admitted in the hospital she rates it as 5 out of 10 because she is not feeling well and she is experiencing discomfort related to her stay in the hospital. Her health goal is to recover as soon as possible, be able to do her daily household chores and go back to her work. She manages to be healthy through proper diet.



b.Nutritional and Metabolic Pattern Before she was admitted in the hospital she consumes food rich in carbohydrates and protein. She consumes 5-6 glasses of water a day. She doesn’t take any vitamin supplements. The following is her 24hour diet recall.



Breakfast



One (1) cup of rice, fried egg with tomato,bread and one (1) cup of coffee.



Lunch



One (1) cup of rice, menudo and a glass of water.



Dinner



One (1) cup of rice, a slice of fried bangus and 1 ½ glass of water.



c. Elimination Pattern Before her hospitalization, she has a difficulty of bowel pattern. She urinates frequently with a yellowish color and defecates once a day with hard formed stool. Right now, she defecates with soft formed stool.



d. Activity-Exercise Pattern She verbalized that she used to do everything in the house. She wakes up at 6am, and then buys bread to the sari sari store near in their house. She used to clean their house then have breakfast with her husband. After she ate, she go to her work and be back at home around 6pm.She prepared foods for their dinner and eat around 7pm. After having their meals, she watches TV before she go to sleep at 10pm.



e. Sleep-Rest Pattern The client usually sleeps for 8hours, uninterrupted. She said that it just enough for her and she was satisfied. She usually sleeps at 10pm and wakes up at 6am. She doesn’t take any sleep medications. She just sleeps, and watches TV to relax.



f. Cognitive-Perceptual Pattern The client has the ability to read and write well. She said that her sense of smell and taste are just doing fine. She said that she is just doing okay at work as kasambahay.



g. Self-Perception and Self Concept Pattern The client undergoes a slight feeling of sadness due to her condition that stops her from doing her daily routine. Right now, she is depressed because she misses her family.



h. Role-Relationships Pattern The significant persons in the client life are her family. She attends to her husband needs such as preparing meals and cleaning the house, before she go to her work. Before her hospitalization, things generally go well with her at work. She said that her income is just enough to help her husband for their needing.



i. Sexuality-Reproductive Pattern As a woman who’s into a relationship she claims that she have an active sex life and verbalizes that she is satisfied with her live-in partner. Even though, after 3 years of being together they still don’t have a child.



j. Coping-Stress Pattern The client is in stressful event now, being hospitalized. The primary cause of her stress is her stay in the hospital because she is not used in staying in bed for days. Through the help of her live-in partner and significant others she manages to get well.



k.Values-Belief Pattern She goes to church every Sunday with her husband to thank the lord about the life that she have right now.



V. Physical Assessment BP: 130/90 mmhg Temperature: 38.3 degrees celcius



BODY PARTS



TECHNIQUE USED



PR: 105 bpm RR: 24 bpm



NORMAL FINDINGS



ACTUAL FINDINGS



ANALYSIS



A. SKIN



Inspection, Palpation



Varies from light toVaries from light to deepRed flushy and warm skin deep brown, from ruddybrown, from ruddy pink tois due to fever. pink to light pink, fromlight pink, from yellow yellow overtones toovertones to olive, generally olive, generally uniformwarm to touch. skin temperature.



B. HAIR



Inspection



Thick, silky, resilient,Thin, silky, resilient, evenlyNormal free from infestation,distributed and is able to evenly distributed andcover the whole scalp. There covers the whole scalp. is no infestation noticed.



C. NAILS



Inspection, Palpation



Convex curvatureConvex curvature smoothNormal smooth texture, highlytexture, highly vascular and vascular and pink,pink, capillary refill of 3 prompt return of pinkseconds. With a nail polish less than 3 seconds. on her finger and toe nails.



D. NECK REGION



Inspection



Symmetrical and straight, noSymmetrical and straight, with palpable lumps, and supple,palpable lumps. trachea is on midline of neck, and spaces are equal on both sides.



E. LUNGS



Auscultation



Symmetrical chest expansion,Symmetrical chest expansion, clear clear breath sounds. breath sounds.



F. HEART



Auscultation



Normal rate, regular rhythm,No palpitation, no murmur no murmur.



G. PERIPHERAL



Palpation



Symmetrical pulse full pulsation.



H. BREAST



Inspection, Palpation



Round shape, slightly unequalSymmetrical, slightly unequal in in size, generally symmetrical,size, without tenderness or masses. no tenderness, masses, nodulesNo discharge. or nipple discharge.



volume,Symmetrical pulse volume, full pulsation.



I. ABDOMEN



Inspection, Auscultation,Uniform color,No scars seen uponDistended abdomen due Percussion, rounded symmetricalinspection. Uniform into urinary retention. Palpation contour, audible bowelcolor, abdomen is sounds, tenderness,distended. liver and bladder are not palpable.



J. VAGINA



Inspection



K. UPPER LOWER EXTREMITIES



ANDInspection



No inflammation,Not inspected. swelling or discharge.



Client refused.



Equal size on bothEqual size on both sides ofNot normal sides of the body,the body, with slightlyThere is a poor supply of weakness on the lowerweakened lowerblood in the lower and upper extremities. extremities andextremities and limited varicosities. An ongoingROM related to client’s IVF of D5LR hooked @discomfort. Palpable left arm regulated at 20lymph nodes indicates gtts/min. Lymph nodes ininfection. the axilla and groins are palpable.



5. NOSE



Inspection



Midline symmetricalMidline symmetrical andNormal and patent, nopatent, no discharge. discharge.



6. EARS



Inspection



Parallel symmetrical,Parallel symmetrical,Normal proportional to the sizeproportional to the size of of the head, bean-the head, bean-shaped, skin shaped, skin is sameis same color as the color as the surroundingsurrounding color, clean color, clean firmfirm cartilage. cartilage.



7. MOUTH



Inspection



Symmetrical, gumsSymmetrical, gums pinkishNormal pinkish in color, lipsin color, lips margin is margin is symmetrical,symmetrical, no lesion and no lesion andtenderness, with a jacket on tenderness, withouther 2 upper incisors. involuntary movement.



1. SKULL



Inspection, Palpation



Proportional to the sizeProportional to the size ofNormal of the body, round withthe body with prominence in prominences in thethe frontal and occipital frontal and occipitalarea, symmetrical in all area, symmetrical in allplaces. places.



2. SCALP



Inspection



White, clean, free fromWhite, clean, slightly oily,Not normal masses, lumps, scars,without presence of masses,Oily hair results because and lesions, no areas oflumps, scars, and lesions. of not washing the hair for tenderness several days, thus it contains more oil than the regularly washed hair.



3. FACE



Inspection



Oblong or round orRound shaped, symmetricalNot normal, facial grimace square or heart shaped,with no involuntary muscleindicates that client is in symmetrical, facialmovements. She has a facialpain. expression that isgrimace and feeling of dependent on the mooddiscomfort. or true feelings and no involuntary muscle movements.



4. EYES



Inspection



Parallel and evenlyParallel and evenly spaced,Normal spaced symmetrical,pupils are bluish gray in non-protruding, pinkcolor, equal in size. palpebral conjunctiva and pupils black in color, equal in size, round and constricts in response to light.



ANATOMY and PHYSIOLOGY URINARY SYSTEM  consists of two kidneys, two ureters, one urinary bladder, one urethra  Functions of Urinary System  KIDNEYS-the kidneys regulate blood volume and composition, help regulate blood pressure, synthesize glucose, release erythropoietin, participate in Vit. D synthesis and excrete wastes in the urine.  URETERS- transport urine from the kidneys to the urinary bladder.  URINARY BLADDER- stores urine  URETHRA- discharges urine from the body.



THE KIDNEY • • • • • • • • • •



RENAL CORTEX- The cortex is the outer part of the kidney. This is where blood is filtered. RENAL MEDULLA- where the amount of salt and water in your urine is controlled. RENAL CAPSULE- Smooth, transparent sheet of irregular connective tissue that is continuous with the outer coat of the ureter. MINOR CALYX- portion of the urinary collecting system within the kidney that drains one renal papilla. MAJOR CALYX- portion of the urinary collecting system within the kidney that drains several minor calyces



•



• • • •



RENAL COLUMNS- are lines of the kidney matrix which support the cortex of the kidney. They are composed of lines of blood vessels and urinary tubes and a fibrous, cortical material. RENAL PYRAMID- are conical segments within the internal medulla of the kidney. The pyramids contain the secreting apparatus and tubules. RENAL PELVIS- This is the region of the kidney where urine collects. RENAL PAPILLA- tip of renal pyramid projecting into a minor calyx URETER- muscular tube that serves as the duct of the kidney to carry urine to the bladder



Urine Formation Glomerular filtration



Tubular Reabsorption



Tubular Secretion



Urine Elimination Increased bladder pressure Transmit nerve impulse Propagate to micturition Center Trigger micturition reflex Contraction of the detrusor muscle And Relaxation of the internal urethral sphincter Urination



Pathophysiology: Non modifiable risk factors



Modifiable risk Factors



•Gender



•High salt diet •Habit of holding back of urine Ascending infection of the urinary tract (Escherichia coli)



Infection reaches pelvis and kidney



interstitial abscesses present in the parenchyma



Renal tubules are damage by exudates



Inflammation of renal pelvis and kidney Acute Pyelonephritis Fever, chills



Nausea, vomiting Weakness



Low back pain, flank pain



Dysuria, Frequency



Drug Study • • •



Paracetamol Metoclopromide Ceftriaxone



Medication



Action



Generic Name: Decreases fever by >Paracetamol inhibiting the Brand Name: effects of pyrogens >Ritemed Paracetamol on the hypothalamic Dosage: regulating centers >500mg every 4 hours and by a t.i.d. hypothalamic action Route: leasing to sweating > I.V. and vasodilation. Doctor’s Order: Relieves pain by > Paracetamol 500mg inhibiting every 4 hours prostaglandin t.i.d. synthesis at the CNS but does not have anti inflammatory action because of its minimal effect on periphreral prostaglandin synthesis.



Indication



Contraindication



Adverse Effects



Nursing Responsibilities



Relief of mild to moderate pain, treatment of fever.



Hypersensitivity, alcohol.



Dizziness, headache, fatigue, vomiting.



> Check input and output ratio of patient. >Obtain initial vital signs of patient. >Monitor for any possible adverse reactions. >Monitor vital signs of patient regularly.



Medication



Action



Indication



Generic Name: >Metoclopromide Brand Name: >Plasil Dosage: >10mg IV t.i.d. Route: > I.V. Doctor’s Order: > Metoclopromide 10mg I.V. t.i.d.



Dopamine antagonist Gastrointestinal that acts by increasing motility receptor sensitivity and disturbances. response of upper GIT tissues to acetylcholine. This causes contraction of gastric smooth muscles, relaxation of the pyloric sphincter and duodenal bulb and increase peristalsis without stimulating gastric, biliary and pancreatic secretions.



Contraindication



Adverse Effects



Nursing Responsibilities



Hypersensitivity, lactation, epileptics, presence of GI hemorrhage.



Dizziness, headache



>Assess patient GI complaints before and after administration. >Frequently monitor BP. >Monitor for possible drug induced adverse reactions. >Advise patient to avoid alcohol and other depressants that enhance sedating properties of this drug. >Instruct patient to take medication as prescribed for length of time ordered.



Medication



Generic Name: >Ceftriaxone Brand Name: >Forgram Dosage: >1 ampule every 6 hours Route: >Through IV (T.I.V.) Doctor’s Order: >Ceftriaxone 1 ampule every 6 hours



Action



Indication



Contraindication



Inhibits bacterial cell wall synthesis, rendering cell wall osmotically unstable, leading to cell death.



Treatment of Hypersensitivity to susceptible infections cephalosporins and such as syphylis, penicillins. typhoid fever, lower respiratory tract infections, complicated and uncomplicated UTI, gastroenteritis, gonorrhea and pelvic inflammatory disease,.



Adverse Effects



Nursing Responsibilities



Dizziness, headache, >Assess for signs and fatigue, vomiting. symptoms of infection before and during treatment. >Assess and watch out for any signs of adverse effects of therapy. >Monitor VS regularly. >Instruct patient to take medication as prescribed for length of time ordered.



Nursing Care Plan  Hyperthermia  Impaired Urinary Elimination  Acute pain



Cues



Nursing diagnosis Nursing objective



Planning



Nursing intervention



Rationale



Evaluation



Subjective Cues: After 2 hours of Plan ways on Identify After 2 hours of To assess “Nung isang araw pa Hyperthermia r/t nursing intervention how to lessen underlying nursing causative factors to mainit ang pkramdam inflammatory The clients body clients body cause. the clients fever thus intervention ko” as verbalized by process as evidenced temperature will temperature The clients body formulation of the client by increase body decrease to a normal Formulate temperature is appropriate nursing temperature,flushed range health decreased to a intervention. and warm to touch teachings that normal range Objective Cues: skin and increase would be respiration rate. helpful to This areas has high Body temperature above lessen the blood flow and putting normal Put clients local ice range. ice packs would be ______________ temperature. packs Warm to touch. helpful. Flushed skin Scientific especially in Tachycardia Explanation: groin and Diaphoresis To increase heat loss Body temperature axillae. T-38.3 Provide tepid through conduction elevated above P-105Bpm sponge bath. normal range. R-24 bpm To support circulating BP-130/90 mmHg Teach client volume and tissue to increase perfusion. fluid intake.



Cues



Nursing diagnosis



Nursing objective



Planning



Nursing intervention



Establish cool environment by opening air vents and window panes. Advise relatives not to cover the client with a blanket, and use less restrictive clothing’s



Administer Anti pyrectics as prescribed



Rationale



Heat loss by convection. to avoid further increase of clients temperature. For immediate alteration of body temperature



Evaluation



Cues



Nursing diagnosis



Subjective Cues: Impaired “Nahihirapan Urinary akong umihi,, Elimination r/t madalas sya pero Inflammation pakonti konti of bladder lang » as mucosa verbalized by the As evidence by client. the objective Objective Cues: cues. Distended ___________ abdomen Scientific Frequency Explanation: Hesitancy Disturbance in T-38.3 urine P-105Bpm elimination. R-24 bpm BP-130/90 mmHg



Nursing objective



Planning



After 8 hrs of Plan of care to nursing meet the desired intervention the outcome for the client will be client. able to portray Make a and verbalize teaching plan improve urinary appropriate for elimination the clients pattern. condition.



Nursing intervention .Determine clients previous pattern of elimination and compare with current situation. Note reports of frequency, urgency, burning, incontinence, nocturia, enuresis. Palpate bladder



Rationale



To assess degree of After 8 hrs of interference or nursing intervention disability. the client was able to portray and verbalize improved urinary elimination pattern. To assess retention To determine level of hydration.



Determine clients usual daily fluid intake(both amount, beverage choice and use of caffeine), note conditions of skin, mucus membrane and color of urine. Encourage fluid intake up To help maintain to 3000- 4000 ml per day renal function, prevent including cranberry juice. infection and formation of urinary stones



Instruct the client to void every 2-3 hours during the day and completely empty the bladder.



Evaluation



This prevents over distention of the bladder and compromised blood supply to the bladder wall.



Cues



Nursing diagnosis



Nursing objective



Plannin g



Nursing intervention



Rationale



Instruct the client to keep the perineal area clean and .To reduce the risk for dry. further skin infection and skin breakdown To strengthen the perineal muscle. Teach the client how to do kegel exercise and its importance. Teach clients to avoid intake of caffeine, alcohol, colas, and artificial sweeteners.



These are bladder irritants that may increase incontinence.



Provide privacy for the client upon voiding.



Many people cannot void in the presence of another person. These promote muscle relaxation.



Provide sensory stimuli that may help the client relax. Pour warm water over the perineum of a female or have the client sit in a warm bath.U can also apply a hot water bottle to the lower abdomen. Turn on running water within the hearing distance of Helps facilitate easier voiding. the client to stimulate the voiding reflex.



Eval uati on



Cues



Nursing diagnosis



Nursing objective



Planning



Nursing intervention



Rationale



Evaluation



To establish baseline Acute pain r/t After 4 hrs of Plan techniques Perform a After 4 hrs of Subjective: Acute nursing in which the clients comprehensive data that will be useful nursing “Nung nkraang lingo pa inflammation of intervention the level of pain will beassessment of pain to in monitoring intervention the masakit ang tagiliran client will be alleviated primarily include location, improvement in clients’ client was able to ko” as verbalized by the renal tissues as evidenced by able to by using of characteristics, onset, level of pain. verbalize relief of client. verbal reports of verbalize relief independent duration, frequency, pain from the rate Objective: pain,guarding of pain from thenursing quality and severity as of 8 to the rate of Very severe pain-behavior and rate of 8 to at interventions. well as the 3. Client rate her pain as 8 diaphoresis. least less than Plan with the precipitating factors from the range of 110(Having the rate of 10 _______________ the rate of 4. significant others to Encourage patient cooperate in the to verbalize concerns. Reduction of anxiety as the most painful and Scientific pain management Actively listen to or fear that can promote 1 as the least painful) Explanation program for the these concerns and relaxation and comfort. Guarding behavior Unpleasant sensory client. provide support by Facial mask of pain and emotional Gather materials acceptance, remaining Diaphoresis experience arising that can be helpful with patient and from actual or in pain giving appropriate potential tissue management. information. damage. It is a T-38.3 Promote quiet sudden onset of any P-105 Bpm Comfort and quiet environment. intensity from mild R-24 bpm environment promote to severe with BP-130/90 mmHg relaxed feeling and duration of less permit the client to focus than 6 months. on the relaxation techniques rather than external distraction. Identify all stressors To be able to lessen and remove it if factors that could be an possible. aggravating cause in clients’ pain.



Cues



Nursing diagnosis



Nursing objective



Planning



Nursing intervention



Rationale



Encourage practice of To help client shift her diversional activities(watching focus of attention to other TV, listening to music, things. reading magazines) Instruct comfort measures To reduce muscle such as back rubbing and deep tension and promote breathing exercise. relaxation. Encourage adequate rest To prevent fatigue and periods. prevent further stimulation of pain.



Dependent Nursing Management: Administer analgesics as prescribed



.



For immediate pain relief .



Evaluation



DISCHARGE PLAN •



• • •



•



MEDICATION -Strict compliance to medication regimen -Antibiotics for 7 days (Ceftriaxone 10 mg) EXERCISE/ENVIRONMENT -instruct the client on ways hoe to maintain the cleanliness of her environment. TREATMENT -practice kegel exercise HEALTH TEACHING -Keep the genital area clean by wiping from front to back, it helps reduce the chance of introducing bacteria from the rectal area to the urethra. -Drink more fluid 64-128 ounces. This encourage frequent urination and flushes bacteria from the bladder. -Encourage proper food handling preparation. -Do handwashing before and after urinate. -Do not delay urination when it is necessary OUT PATIENT FOLLOW UP CARE -Instruct the patient to seek or return upon experience if any sign and symptoms such as severe abdominal pain, fever, painful urination.
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