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II. NURSING ASSESSMENT A. Biographical data Name: Patient C.P Address: Sta. Lucia, San Fernando City, Pampanga Age: 53 yrs. old Sex: Female Race: Filipino Ethnic Origin: Pampanga (Kapampangan) Religious Orientation: Iglesia ni Cristo Marital Status: Married Occupation: Housewife Educational Attainment: High School Graduate Admission Diagnosis: Calculous Cholecystitis: Obstructive Jaundice prob. secondary to Choledocholithiasis Principal Diagnosis: Obstructive Jaundice secondary to Choledocholithiasis Date of Admission: July 2, 2011 Time: 6:10 p.m. Date of Discharge: July 14, 2011 Time: 6:00 p.m. Health care financing and usual source of medical care: SSS B. Chief complaint or reason for visit “Sumasakit ang aking tagiliran.” as verbalized by the client. C. History of Present Illness One week prior to admission, a 53 y/o patient had a sudden onset of epigastric pain, aggravated by food radiating to back. But, no meds or consultation has done. Three days PTA, she has previously noted episodic pain in RUQ abdomen that lasted for about 2 hours but has not sought medical advice. Two days PTA, patient was brought to Makabali Memorial Hospital of San Fernando,Pampanga for ultrasound which revealed cholelithiasis (gallstones in gallbladder). And so, she was advised to correct the condition. On July 2, 2011, few hours PTA, there was persistence of symptoms and has prompting consultation done to Jose B. Lingad Memorial Regional Hospital (JBLMRH) on the same day at 6:10 p.m.



She reports some nausea but no vomiting. Since her arrival to the ER, the pain has decreased significantly. She admits to a number of previous episodes in the recent past. Upon admission, Mrs. CP has vital signs of BP-140/100mmHg; PR- 66 bpm; RR- 25cpm; and temperature of 36.8 °C. On physical examination, the abdomen is distended with tendernes and guarding in the epigastric area. The CBC reveals a 80% Neutrophil. Serum chemistry stat order demonstrates an Amylase of 165.8 IU/L.; Eletrolytes of- -Sodium: 148.3mmol/L, Potasssium : 3.23 mmol/L and Chloride: 113.3mmol/L. Hepatobiliary sonography demonstrates normal size liver with obstructed biliary truct septated and dilated gallbladder with lithiasis (stones). Gallbladder is septated and distended. Multiple small echogenic foci are seen within the bigggest of which measure. 0.7 cm. The wall is not thickened. Followed by Cardio-Pulmonary Evaluation, this reveals polyuria and polydipsia. Nothing per orem status instructed by the doctor and ordered for insertion of IVF infusion of D5LR 1 L. 30-31 gtts./min at 6:10 p.m on July 2, 2011. She was then scheduled to undergo Emergency Cholecystectomy ; Choledochostomy; Common Bile Duct Exploration (CBDE); Choledocholithotomy; and T-tube Choledochostomy to correct the condition, as consent signed and secured. Prior to surgery, she was advised NPO to prevent aspiration during induction of anesthesia. Before the surgery her staff nurse teaches her Deep Breathing Exercise (DBE) so that during her postoperative period she can exercise deep breathing and prevent having atelectasis because of anesthesia. At 8:10 p.m., IVF of D5LRS shifted to D5NM 1L. 30-31 gtts/min. And was ordered to start KCl drip: 20 mEqs in 90cc PNSS for 1 hr for 2 doses. Pre-operative meds includes the following: Cefoxitin 1g/IV q 8 hours after (-) ANST; Ranitidine 50mg. /IV q 8 hrs; Diclofenac 75mg./IV q 8 hrs; and Diphenhydramine 1 ampule/IV. On July 3, 2011 at 1:45 a.m., she was for another insertion of IVF of D5LR 1 L. 30-31 gtts./min on right hand. Then,at 2:50 a.m., she has with another IVF of Gelofusine 500ml on left hand. Epidural anesthesia was induced at 3:10 am and at exactly 3:28 a.m., operation started and all procedures done at 5 o’clock in the morning. Post-operative medications includes: Cefoxitin 1g/IV; Famotidine 20mg IV q 12 hrs x 4 doses; Ketorolac 30mg.IV q 6 hrs (-) ANST x 8 doses; Metoclopramide 10mg. IV q 8hrs PRN for vomitus; Diphenhydramine 50mg IV q 8hrs PRN for pruritus; and Bupivacaine 0.1% + Morphine 2mg. In 10 cc via EC q 12 hrs x 4 doses as first dose given at 6 am. She was also hooked Oxygen inhalation via face mask at 3LPM. Upon handling pt. C.P (July 4, 2011), she had done surgery. She is already cognitive and can answer our questions to her. But she still needs assistance whenever she needs to go to restroom. She said she can’t urinate after her surgery even if she feels her bladder is full. She complained of difficulty urination with slightly distended bladder. So, on that day, IFC was inserted as ordered. She can eat biscuits and can drink in semi-fowler’s position with Diet as tolerated as ordered. She has T-tube on her RUQ abdomen draining 50cc browning to greenish liquid output. Additional meds being prescribed on that day was Celecoxib 200mg/cap BID. Upon this day she is complaining pain on her incision site with pain scale of 8 out of 10.



D. Past History Our client claimed that she had completed 5 doses of tetanus toxoid in her gravida 1.. According to our client whenever she had colds she only takes over-thecounter drugs like neozep 500 mg, solmux for her cough and biogesic 500 mg whenever she has headache. She had also history of 3 CS deliveries. Upon interview she said that she loves to eat fatty salty foods. She is experiencing arthritis due to her age which is 53 years old.



E. Family history of Illness Our client’s family has no history of cholecytisis. The familial history of illness in their family was renal failure and heart disease in the side of her father. When asked about the cause of death of her aunt and her mother, our client said that their death was caused by cardiac arrest.



G. GROWTH AND DEVELOPMENT



Stage



PSYCHOSOCIAL



PSYCHOSEXUAL



COGNITVE



MORAL



FAITH



(Erickson’s Psychosocial stage)



(Freud’s Psychosexual stage)



(Piagets’s cognitive stage)



(Kohlberg’s moral judgment stage)



(Fowler’s stage of faith development)



Generativity vs. Stagnation



Genital



Formal Operation



Universal ethical principle



Conjunctive faith



(12 years to adulthood)



(12 years to adulthood)



(50 to 70 years)



(mid-life crisis)



(30to 65 years) Definition



Generativity is the concern of establishing and guiding the next generation. Sociallyvalued work and disciplines are expressions of generativity. Simply having or wanting children does not in and of itself achieve generativity.



The genital stage affords the person the ability to confront and resolve his or her remaining psychosexual childhood conflicts



This stage brings cognition to its final form. This person no longer requires concrete objects to make rational judgements. At his point, he is capable of hypothetical and deductive reasoning. Teaching for the adolescent may be wide-ranging because he'll be able to consider many possibilities from several perspectives.



Laws are valid only insofar as they are grounded in justice, and a commitment to justice carries with it an obligation to disobey unjust laws.



Acknowledges paradox and transcendence relating reality behind the symbols of inherited systems



Resolution



Positive



Positive



Positive



Positive



Positive



Analysis



Sometimes our client does not meet her family needs. Sometimes lack of budget, time and resources. She cares the product in their home, work and community.



Our patient is independent; she can work on her own, as a mother and wife to her husband. She can do her personal needs in life; she has a good relationship to her friends. In her age she does not have a good sexual relationship with her husband unlike before when they are still young, because of their age and with her condition, but they still have a meaningful relationship in their lifelong pairing.



Our patient has plans and goals for her family. She plans for the future of her children, she guide her children in preparing and planning for their future. She faces life’s challenges and circumstances with a positive outlook. She thinks and plan properly in doing things for their family, like budgeting in all their expenses.



Our patient has respect to our laws, she lives with our laws, and she follows and agrees to it. She respect human dignity and respect others decision, thinks first before doing so, and she does not have records that shows violations to the laws.



Our patient believes in God. She has a deep relationship with Him because she trusts everything to Jesus.



III.



ANATOMY AND PHYSIOLOGY



The gallbladder is a pear shaped organ located on the liver that stores bile. It is connected to the intestinal system by the cystic duct which in turn empties into the common bile duct. When we eat a large or fatty meal, nerve and chemical signals cause our gallbladder to contract thereby adding bile into our digestive system. The different layers of the gallbladder are as follows: • The epithelium, a thin sheet of cells closest to the inside of the gallbladder • The lamina propria, a thin layer of loose connective tissue (the epithelium plus the lamina propria form the mucosa) • The muscularis, a layer of smooth muscular tissue that helps the gallbladder contract, squirting its bile into the bile duct • The perimuscular ("around the muscle") fibrous tissue, another layer of connective tissue • The serosa, the outer covering of the gallbladder that comes from the peritoneum, which is the lining of the abdominal cavity



The gall bladder stores the bile that is made in your liver. The purpose of bile, a greenish yellow watery substance, is to break down the fat in your food into smaller pieces that eventually get absorbed. After a meal, the gall bladder is stimulated by hormones in your gut to empty the bile into your intestine. The bile drains



out of the gallbladder into the intestine via the cystic duct. Bile can also drain directly from the liver into the hepatic ducts. The hepatic ducts join the cystic duct to form the common bile duct. Thus, all bile ultimately makes its way to the intestine via the common bile duct. Bile is made up of 80% cholesterol and 20% bile salts. The bile salts act to dissolve the cholesterol and maintain bile in liquid form. Gallstones are solid stones that are formed in your gall bladder. Gallstones are formed either by excess cholesterol in your body or a low amount of these dissolving bile salts. Gallstone disease is usually manifested as pain after you eat, typically when you have eaten a fatty meal. As bile is being emptied out of your gall bladder to digest the fat, the stone can begin to flow out with the bile but not make it past the cystic duct, temporarily blocking it and causing pain. That pain is usually on the right side where your gall bladder lies, but occasionally the pain can be in the middle of your belly underneath your rib cage or to the left. The pain typically lasts 30 minutes to 2 hours and is often accompanied by nausea and vomiting. The pain is severe enough to limit your activities. Shorter, isolated episodes of gallstone attacks are called “biliary colic.” The pain of biliary colic is relieved when the stone eventually pops back into the gallbladder or gets passed through the duct. If the stone does not pass, then the gallbladder can become very inflamed. If the pain lasts greater than 4 hours, then gallbladder inflammation is occurring. This is it is called acute cholecystitis and will generally not get better unless the gall bladder is removed. The adult human gallbladder stores about 50 millilitres (1.7 U.S. fl oz; 1.8 imp fl oz) of bile, which is released into the duodenum when food containing fat enters the digestive tract, stimulating the secretion of cholecystokinin (CCK). The bile, produced in the liver, emulsifies fats in partly digested food. During storage in the gallbladder, bile becomes more concentrated which increases its potency and intensifies its effect on fats. Gallstones can cause other conditions such as pancreatitis, cholangitis, and small bowel obstruction if they migrate beyond the cystic duct.



PHYSICAL ASSESSMENT NAME: Mrs. CP



AGE: 53 years old VITAL SIGNS: PR: 84 bpm



Temperature: 36.4 C



RR: 22breaths/min



PARTS TO BE ASSESSED



BP: 120/80mmHg



TECHNIQUE



NORMAL FINDINGS



ACTUAL FINDINGS



REMARKS



The patient should exhibit body symmetry, no obvious deformity and well appearance. Proportionate varies with lifestyle. The patient stated chronological age should be congruent with the apparent age.



The patient’s body is symmetric no Deviation from normal obvious of deformity. due to obesity.



GENERAL APPERANCE •



•



Body built, height, and Inspection weight in relation to clients age, lifestyle and health



Client’s posture and gait, Inspection standing, sitting and walking



BMI



Weight Status



Below 18.5



Underweight



18.5 -24.9



Normal



25 - 29.9



Overweight



30 & Above



Obese



Proportionate. Wt. = 68 kg. Ht.= 1.6 m The BMI of the patient is 26.6 kg/m² which is overweight.



Limbs and trunk should appear The patient cannot stand because she Normal proportional to body weight; had her cholecystectomy last july 3 posture should be erect. Gait as 2011 well as other body movements should be smooth and effortless. All



body parts should have controlled purposeful movement. •



Client’s overall and grooming



•



Body and breath odor



•



Signs of distress in posture Inspection or facial expression



Breathing should be effortless. The client is awake but she look Deviation from normal Speech should not leave a patient weak, and has facial grimace facial grimace is sign of breathless. Face should be relaxed. pain. The patient should not perspire excessively or show signs of emotional distress such as nail biting or avoidance of eye contact. The patient should appear awake and alert. Facial expressions should be appropriate for what is happening in the environment.



•



Obvious signs of health or Inspection illness



No obvious sign of illness.



hygiene Inspection



Inspection



Patients should appear clean and Unkept; does not take a bath yet; neatly dressed. Clothing choice haven’t brush teeth, hair tangled, It is a deviation from should be appropriate for the normal due to surgical weather. Norms and standard for procedure dress and cleanliness may vary among cultures. There is no apparent odor from patients. It is normal for some people to have bad breath related to the types of foods ingested or due to individual digestive process and reflux.



Bad breath and has foul odor



There is a sign of illness



It is a deviation from normal due to improper hygiene she. Because she does not take a bath and brush teeth



Deviation



From normal due to post surgery •



Client’s attitude



•



Client’s affect/mood; Inspection appropriateness of the client’s response Quantity of speech, quality Inspection organization



A patient should be cooperative and The patient is cooperative pleasant.



Relevance and organization Inspection of thoughts



The patient should respond to The patient obeys easily and respond Normal questions and commands easily. to questions well.



•



•



Inspection



The patient should appear awake The patient is awake and respond to Normal and alert. Patient should respond to questions. question and commands easily. Normal



Speech should be clear and The patient speak clearly and in a Normal understandable. Pitch, rate, and calm tone of voice volume should be appropriate to the circumstances.



SKIN •



Skin color and uniformity



Inspection



The skin is a uniform whitish pink The skin that is exposed to the sun is Normal or brown color, depending on darker than the skin that is not patient’s race. Exposure to sunlight exposed to the sun results to increased in pigmentation of sun-exposed areas. Dark-skinned person may normally have a freckling of the gums, tongue borders, and lining of the checks; the gingival may appear blue or variegated in color.



•



Presence of edema



Inspection



Edema is not normally present.



No presence of edema



Normal



•



Skin lesions



Inspection / Palpation



No skin lesions should be present With incision at the RUQ of Deviation from normal except for freckles, birthmarks, or abdomen due to status post moles which may be flat or cholecystectomy elevated.



•



Skin moisture



Palpation



The skin is dry with a minimum of perspiration. Moisture on the skin Normal will vary from one body area to Moisture in skin folds and axillae another. Moisture also varies with No evident of excessive dryness and changes in environment, muscular moisture. activity, body temperature, stress, and activity levels. Body temperature is regulated by the skin’s production of perspiration, which evaporates to cool the body.



•



Skin temperature



Palpation



Skin surface temperature should be Her skin temperature of 36.4OC is Normal warm and equal bilaterally. Hands within the normal range. and feet may be slightly cooler than the rest of the body part.



•



Skin turgor



Palpation



When the skin is released, it should When pinched, skin springs back to Normal return to its original contour previous stage. rapidly.



NAILS •



Fingernails plate shape to Inspection determine its curvature and angle



The nail surface should be smooth The nails are smooth and slightly Normal and slightly rounded or flat. rounded no brittle edges, has Curved nails are a normal variant. 160°angle. There is diamond shape. Nail thickness should be uniform throughout, with no splintering or



brittle edges. The angle of the nail base should be approximately 160°. Longitudinal ridging is a normal variant. There is a diamond-shaped opening at the base of the nail beds in nails that are normal when assessed. •



Fingernail and toenail bed Palpation color



•



Tissues surrounding nails



Inspection



The tissue surrounding nails should No hang nails have intact epidermis.



Normal



•



Fingernail and toenail bed



Inspection



The nail bed should be firm on Firm nail bed palpation.



Normal



•



Blanch test of capillary Palpation refill



The nails have a pink cast in light- Pinkish on color, with normal Normal skinned individuals and are brown capillary refill. The color returned to in dark-skinned individuals. normal within 2-3 seconds Capillary refill is an indicator of peripheral circulation. Normal capillary refill may vary with age, but color should return to normal within 2 to 3 seconds.



Prompt return of pink or usual Prompt returned in normal color Normal color. within 3 seconds



HAIR & SCALP •



Evenness of growth over Inspection the scalp



The hair is evenly distributed.



Hair is evenly distributed with Deviation presence of dandruff. Because she’s not taking a bath due to



improper hygiene •



Hair thickness or thinness



•



Presence of infections or Inspection infestations



•



Texture and oiliness



Inspection



Hair may feel thin, straight, course, The client’s hair is thick and curly. thick or curl. Males may experience a certain degree of normal balding and my also develop terminal facial and chest hair.



Normal



There should be no signs of There is no signs of infestation or Normal infestation or lesions. lesions



Palpation



It should be shiny and resilient Curly hair and not shiny normal Normal when traction is applied and should because she’s not taking a bath yet not come out in clumps in your hand.



Inspection



The skull should be normocephalic Symmetrical and rounded and symmetrical.



Normal



The normal skull is smooth, Smooth, not tender and no masses. nontender and without masses or depression.



Normal



SKULL •



Size, shape and symmetry.



•



Nodules or masses and Palpation depression.



FACE •



Facial features



•



Symmetry movements



of



Inspection



The facial features should be Symmetrical. Palpebral fissures Normal symmetric or slightly asymmetric. equal in size and symmetric Palpebral fissures equal in size and nasolabial folds symmetric nasolabial folds.



facial Inspection



The facial features should be Coordinated facial movements , no Normal symmetrical. It is important to



remember that slight variations in asymmetrical movements observed symmetry are common. Slanted eyes with inner epincanthal folds. EYEBROWS & EYELASHES •



Evenness of distribution Inspection and direction of curl.



Lashes evenly distributed and sweeping upward from the upper lids and downward from the lower lids. Eyebrows are present bilaterally and are symmetrical and without lesions or scaling.



Lashes evenly distributed and Normal slightly curved outward from the upper lids and lower lids. Eye brows evenly distributed no scaling or flakiness of skin.



The eyelids should appear symmetrical with no drooping, infections, or tumors of the lids. When the eyes are focused in a normal frontal gaze, the lids should cover the upper portion of the iris. When eye is closed, no portion of the cornea should be exposed. Normal lid margins are smooth. The patient can raise both eyelids symmetrically.



No redness, swelling, flaking Normal crusting. plaques or any discharge. When the eyes are focused in a normal frontal gaze, the lids should cover the upper portion of the iris. When eye is closed, no portion of the cornea should be exposed. Normal lid margins are smooth. The patient can raise both eyelids symmetrically.



EYELIDS •



Surface characteristics and Inspection ability to blink.



CONJUNCTIVA •



Bulbar conjunctiva’s color, Inspection texture and presence of lesions



The bulbar conjunctiva is No swelling, exudates, infection, Normal transparent, with small, blood lesions. Bulbar conjunctiva is vessels visible in it. It should appear



white except for a few small blood transparent vessels, which are normal. No swelling, infection, exudates, foreign bodies, or lesions noted. •



Palpebral conjunctiva’s Inspection color texture and presence of lesions.



The palpebral conjunctiva should Pink and moist without swelling, Normal appear pink and moist. It is without lesions, exudates. swelling, lesions, infection, exudates or foreign bodies.



SCLERA •



Inspection



In light-skinned individuals, the Slightly yellow in color, no lesions Deviation from normal sclera should be white with some and exudates. due to effect of small, superficial vessels and bilirubinin to the blood without exudates, lesions and stream foreign bodies. In dark-skinned individuals, the sclera may have tiny brown patches of melanin or grayish-blue or “muddy” color.



Clarity and color



Inspection



The corneal surface should be moist Cornea is transparent and shiny, Normal and shiny, with no discharge, moist, no discharge and cloudiness cloudiness, opacities, or or irregularities. irregularities.



Shape and color



Inspection



The color is evenly distributed over Dark brown in color not opaque the iris, although there can be a mosaic variant. It is normally



Color and clarity



CORNEA •



IRIS •



Normal



smooth and vascularity.



without



apparent



PUPILS •



Color, shape, and symmetry Inspection of size.



The pupils should be deep black, Pupils are round and equal in size Normal round and of equal diameter, deep black in color ranging from 2 to 6 mm.



•



Pupil light reaction and Inspection accommodation.



Pupils should constrict.



•



Pupil direct and consensual Inspection reaction to light.



Pupils constrict briskly to direct It react to the light; constricts; dilates Normal and consensual light and to and converges accommodation. Small differences in pupil size (anisocoria) may be normal in some people.



It react to the light; constricts; dilates Normal and converges



VISUAL ACUITY •



Test near vision



Inspection



Until the patient is in the late 30s to The patient cannot read without eye Deviation from normal the late 40s, reading is generally glasses. Because 14 inch is the possible at a distance of 14 inches. normal or possible distance for reading



•



Test distant vision



Inspection



The patient who has a visual acuity The patients visual acuity is 75/150 of 20/20 is considered to have normal visual acuity.



LACRIMAL GLAND, LACRIMAL SAC AND NASOLACRIMAL DUCT



Deviation from normal due to aging



•



Presence of edema



Inspection/Palpation



There should be no enlargement, No presence of edema, enlargement, Normal swelling, or redness; no large swelling, redness. And other amount of exudates; and minimal discharge tearing.



EXTRAOCULAR MUSCLES •



Test each eye for alignment Inspection and coordination



Both eyes should move smoothly Both eyes moves coordinated with Normal and symmetrically in each of the six parallel alignment fields of gaze and converge on the held object as it moves toward the nose. A few beats of nystagmus with extreme lateral gaze can be normal.



VISUAL FIELDS •



Test for peripheral visual Inspection fields.



The patient is able to see the When looking straight ahead the Normal stimulus at about 90° temporally, client can see object in the periphery 60° nasally, 50° superiorly, and 70° inferiorly.



EAR’S AURICLE •



Color and symmetry of size Inspection and position



The ear should match the flesh Auricles color same as facial skin, Normal color of the rest of the patient’s skin symmetrical align with the outer and should be position centrally cantus of eye. and in proportion to the head. The top of the ear should cross an imaginary line drawn from the outer canthus of the eye occiput.



•



Texture, elasticity and areas Palpation of tenderness.



There is no area of tenderness, No area of tenderness, elastic and Normal elastic and pinna recoils after it is pinna recoils after it is fold. No pain



fold. The patient should not or tenderness during palpation. complain of pain or tenderness during palpation. EXTERNAL EAR CANAL •



Cerumen, skin lesions, pus Inspection and blood.



Cerumen should be moist and not obscure the tympanic membrane. There should be no foreign bodies, redness, drainage, deformities, nodules, or lesions.



Pearly gray in color, distal part has Normal hair follicle, presence of small amount of waxes but no redness, nodules, lesions and discharge.



HEARING ACUITY TEST •



Client’s response to normal Inspection voice tones



The patient should be able to repeat Has the ability to hear understand Normal words whispered from a distance of and repeat words that we whispered 2 feet. from the distance of 2feet



•



Perform watch tick test



Inspection



The patient should be able to hear Can hear the tick of watch in both Normal the tick of the clock. ears,



•



Perform the Weber’s test



Inspection



Sound is heard in both ears or is Heard in both ears localized at the center of the head.



•



Perform the Rinne test



Inspection



Air-conducted hearing is greater Air conduction is louder than bone Normal than bone-conducted hearing. conduction.



Shape, size or color and Inspection flaring or discharge from the nares.



The shape of the external nose can Located in the midline of the face Normal vary greatly among individuals. It without discharge, external color is located symmetrically in the same as the skin midline of the face and without



Normal



NOSE •



discharge. •



Presence of redness, Inspection swelling, growths and discharge of nares, using the flashlight. Position of the nasal septum Inspection



Without swelling, bleeding, lesions, No swelling, bleeding, lesions, Normal masses, growths or discharge. masses, growths or discharge.



•



Test patency of both nasal septum



Each nostril is patent.



•



Tenderness, masses and Palpation displacement of the bone and cartilage



There is no tenderness, masses and Not tender, no masses and the Normal the displacement of bone and displacement of bone and cartilage is cartilage is in the midline. in the midline.



•



Nasal septum should be intact. The Intact in the midline, intact skin and Normal septum is at the midline and at the middle of two nares without perforation, lesions, or bleeding. A small amount of clear, watery discharge is normal. Patent no signs of difficulty in Normal breathing



SINUSES •



Presence of tenderness.



Palpation



There is no evidence of swelling or No signs of swelling or tenderness. tenderness around the nose and eyes.



Normal



LIPS •



Symmetry of contour color Inspection and texture



BUCCAL MUCOSA



The lips and membranes should be Pinkish color, moist, smooth, soft Normal pink, and moist with no evidence of elastic textures and no evidence of lesions or inflammation. Lip should lesions and inflammation. not be flaccid.



•



Color, moisture, texture and Inspection the presence of lesions



The color of the oral mucosa on the Pink in color, moist, smooth and soft Normal inside may vary according to race. and elastic texture, no lesions. Freckle-like macules may appear on the inside of the buccal mucosa. The buccal mucosa should be moist, smooth, and free of infection and lesions. Some patients may have torus mandibularis, which are bony nodules in mandibular region.



TEETH •



Inspect for color, number Inspection and condition and prescience of dentures



The adult has normally 32 teeth, Our patients were using dentures she which should be white with smooth don’t have teeth on the upper and edges, in proper alignment, without lower gums carries.



Deviation from normal because the normal adult teeth are 32 it could be due to poor oral hygiene



GUMS •



Color and condition



Inspection



TONGUE/FLOOR OF THE MOUTH



In light-skinned individuals, the Pale pink in color, no swelling and Normal gums have a pale red, stippled bleeding. surface. Patchy brown pigmentation may be present in dark skinned patients. The gum margins should be well defined with no pockets existing between the gums and the teeth and no swelling or bleeding.



•



Color and texture of the Inspection/Palpation mouth floor and frenulum.



The color is pink in light-skinned and some brown pigmentation in dark-skinned client. It is moist, slightly rough, with thin white coating, smooth lateral margins, no lesions or masses, and with raised papillae. The frenulum has prominent blood vessels.



•



Position, color and texture, Inspection movement and base of the tongue.



The tongue is in the midline of the Tongue is in the midline of the Normal mouth and symmetrically and mouth and symmetrically and moves moves freely. The strength of the freely. With slightly rough texture tongue is strong. The texture is slightly rough.



Pale color, rough texture due to Normal presence of taste buds and prominent veins are observed. No lesions and masses.



PALATES AND UVULA •



Color, shape, texture and Inspection/Palpation the presence of bony prominences.



The hard and soft palates are concave and pink. The hard palate has many ridges; the soft palate is smooth. No lesions or malformations are noted



•



Position of the uvula and Inspection mobility.



Uvula should rise symmetrically. Uvula is in the midline of soft palate The uvula is in the midline.



Hard and soft palates are concave Normal and pink. The hard palate has many ridges; the soft palate is smooth. No lesions or malformations are noted Normal



OROPHARYNX AND TONSILS •



Color and texture



•



Size of tonsils, color and Inspection discharge.



Inspection



The color is pink and with smooth The color is pink and with smooth Normal posterior wall. posterior wall. Normal tonsillar size is evaluated as Pinkish in color 1+ to 2+. The color should be pink



and free from Normal



•



Gag reflex



Inspection



and free from discharge.



discharge



The patient’s gag reflex should be present but is congenitally absent in some patient.



Present and elicited by the uvula



Normal



NECK AND LYMPH NODES •



Symmetry and visible mass Inspection in the thyroid gland.



The muscles of the neck are No local enlargement and thyroid Normal symmetrically with the head in a gland is not visible. No visible central position. No visible masses. masses



•



Presences of tenderness or Palpation nodules in the lymph nodes



No enlargement, masses, or During palpation there is no No Normal tenderness should be noted on enlargement, masses, or tenderness palpation.



•



Placement of the trachea



•



Smoothness and areas of Palpation enlargement, masses or nodules in the thyroid gland



Inspection/Palpation



Trachea should be in the midline of Trachea located in the midline of the Normal the neck and with symmetry. neck. No enlargement and thyroid and lymph nodes. Thyroid gland should be smooth Thyroid gland is smooth while Normal while swallowing without swallowing without enlargement, enlargement, masses or nodules. masses or nodules.



BREAST •



Size and symmetry



Inspection



It is not unusual for there to be Round shape, unequal size, right is Normal some difference in the size of the bigger than the left breast breast and areolas areas, with the breast on the dominant arm being



larger. Nipples should point upward and laterally nor the may point outward and downward. •



Skin characteristics



•



Nipple condition presence of discharge



•



Areola



Inspection palpation



•



Lesions and Masses



Palpation



There should be no lesions and There is no lesions and masses, Normal masses. nodules tenderness.



•



Discharge



Inspection/Palpation



In the nonpregnant, nonlactating No discharge female, there should be no discharge. During pregnancy and up through the first week after birth, there may be a yellow discharge known as colostrums. During lactation there is white discharge of breast milk.



Normal



In the normal adult, the ratio of the Not done AP diameter to the transverse diameter is approximately 1:2 to



Because the patient cannot stand and sit or move her body to prone



Inspection palpation and Inspection palpation



and Skin uniform in color, smooth



No discoloration hyper Normal pigmentation, lighter than the skin that is exposed to the sun



and Bilaterally round and dark brown Dark brown in color. No discharge in color, no presence of discharge. and Round in shape dark brown color



Normal



Rounded shape, dark brown in Normal color, symmetrical and no masses.



POSTERIOR THORAX



Shape, symmetry, and compare Inspection the diameter of anterior posterior thorax to the



transverse diameter.



5:7. It is slightly elliptical in shape. Barrel chest is normal in infant and sometimes in older adult.



position due to surgical incision in her right lower abdomen Because the patient cannot stand and sit or move her body to prone position due to surgical position in her right lower abdomen



•



Spinal alignment



Palpation/Inspection



Spinal alignment should be vertical Not done align.



•



Breathing pattern



Inspection



In the resting adult, the normal The Patients respiratory rate is 22 Normal respiratory is 12 to 20 breaths per and it is normal minute.



•



Respiratory excursion



Palpation



The measured distance for Not done diaphragmatic excursion is normally 3 to 5 cm. The level of the diaphragm on inspiration is T12 and T10 on expiration. The right side of the diaphragm is usually slightly higher than the left.



Because the patient cannot stand and sit or move her body to prone position due to surgical position in her right lower abdomen



•



Temperature, masses



tenderness, Palpation



Temperature is equal to the body Not done temperature, no tenderness and masses.



Because the patient cannot stand and sit or move her body to prone position due to surgical position in her right lower abdomen



•



Vocal fremitus



Normal fremitus is felt as a buzzing on the ulnar aspect of the hands.



Because the patient cannot stand and sit or



Palpation



•



Percuss the posterior thorax



•



Auscultate thorax



Percussion



posterior Auscultation



the



The fremitus will be more pronounced near the major bronchi and the trachea, and will be less in the periphery of the lung.



move her body to prone position due to surgical position in her right lower abdomen



Normal lung tissue produces a Not done resonant sound. The diaphragm and the cardiac silhouette emit dull sounds. Rib sounds are flat. Hyper resonance is normal in thin adults and in patients with decreased musculature.



Because the patient cannot stand and sit or move her body to prone position due to surgical position in her right lower abdomen



Air rushing through the respiratory Not done tract during inspiration and expiration generates different breath sounds in the normal patient.



Because the patient cannot stand and sit or move her body to prone position due to surgical position in her right lower abdomen



Rhythmic; effortless



Deviation from normal due to pain (compensatory mechanism)



ANTERIOR THORAX •



Breathing pattern



•



Temperature, masses



•



Respiratory excursion



Inspection



tenderness, Palpation



Palpation



Use of accessory muscles upon breathing; shallow breathing



Temperature is equal to the body The temperature is equal to the body Deviation from normal temperature, no tenderness and temperature there is tenderness but because of surgical masses. no masses procedure The



measured



distance



for Not done



Because



the



patient



diaphragmatic excursion is normally 3 to 5 cm. The level of the diaphragm on inspiration is T12 and T10 on expiration. The right side of the diaphragm is usually slightly higher than the left.



cannot sit or do the side lying position due to surgical incision in her right lower abdomen



•



Vocal fremitus



Palpation



Normal fremitus is felt as a buzzing Bilateral symmetry of vocal femitus. Normal on the ulnar aspect of the hands. felt a buzzing on the ulnar aspect of The fremitus will be more the hands. pronounced near the major bronchi and the trachea, and will be less in the periphery of the lung



•



Percuss the anterior thorax



Percussion



Normal lung tissue produces a Not done resonant sound. The diaphragm and the cardiac silhouette emit dull sounds. Rib sounds are flat. Hyper resonance is normal in thin adults and in patients with decreased musculature.



•



Auscultation of the trachea



Auscultation



High pitch sound with loud Not done intensity and blowing or hollow quality.



•



Auscultation the anterior Auscultation thorax



Because the patient cannot sit or do the side lying position due to surgical incision in her right lower abdomen



Air rushing through the respiratory There is a rushing air through the Normal tract during inspiration and respiratory tract during inspiration expiration generates different and expiration breath sounds in the normal patient.



CAROTID ARTERIES •



Pulsation of the carotid Palpation arteries



No pulsation can be seen, palpable No pulsation pulsation. pulsation.



•



Auscultation of the carotid Auscultation arteries



Pulsation can be heard through the Pulsation heard through the Normal diaphragm. No bruits should be diaphragm. No bruits auscultated. auscultated.



seen,



palpable Normal



JUGULAR VEINS •



Visibility of jugular veins



Inspection



Normally, any pressure should not Normally, any pressure not elicit any Normal elicit any change in jugular vein change in jugular vein and not and not visible. visible.



Inspection



Skin should be intact



ABDOMEN •



Skin integrity



Not intact skin Impaired skin integrity with incision on the right upper quadrant



Normal due to status post cholecystectomy



•



Abdominal contour



Inspection



In the normal adult, the abdominal Not flat and rounded contour is flat or rounded.



•



Enlarge liver or spleen



Palpation



No enlarge liver or spleen is No enlargement of liver or spleen Normal palpable. and it is palpable



•



Abdominal movements



Inspection



No abdominal movements can be There is no abdominal movements Normal seen. that can be seen.



•



Vascular pattern



Auscultation



No audible bruits are auscultated.



Deviation from normal due to surgical incision in her right lower abdomen



There is no audible bruits are Normal



auscultated •



Bowel sounds, vascular Auscultation sounds, and peritoneal friction rubs.



•



Percuss quadrants



•



Light palpation abdominal quadrants.



abdominal Percussion



of Palpation



Bowel sounds are heard as Bowel movements are heard during Normal intermittent gurgling sounds auscultation throughout the abdominal quadrants. Vascular sounds no bruit should be heard. No friction rubs should be present. Kidney and liver no tenderness Not done should be elicited. A urine-filled bladder is dull to percuss.



The patient won’t let us to do the percussion because her incision in painful



The abdomen should fell smooth Smooth and soft with consistent softness.



Normal



MUSCULOSKELETAL SYSTEM •



Muscle size, compare the Inspection muscle on one side of the body(arm, thigh, calf) to the same muscle on the other side.



Muscle contour will be affected by Slightly unbalance, the dominant Normal the exercise and activity patterns of muscles is more firm than the non the individual. Muscle shape may -dominant part be accentuated in certain body areas but should be symmetrically.



•



Contractures (shortening) Inspection of the muscles and tendons.



Muscles and tendons should not There is no muscles and tendons Normal have contractures. contractures



•



Muscle fasciculation and Inspection tremors. Presence of tremors of the hand and arms when stretched in front of the body



There is tremors.



no



fasciculation



and No fasciculation and tremors



Normal



•



Muscle tonicity



Palpation



Normally it is firm.



•



Muscle strength



Inspection



Muscle strength is equal on both Not done sides



The muscle is not firm it is shagged



Deviation from normal due to aging Because of post surgical procedure, she is still weak



BONES •



Normal structure



Inspection



Muscle should structures and noted.



•



Edema and tenderness



Palpation



No tenderness, crepitation, and No edema and tenderness nodules.



Normal



Inspection



No visible swelling of joints.



Normal



be in normal Normal structures and no deformities Normal no deformities



JOINTS •



Swelling



•



Presence of tenderness, Palpation smoothness of movement, swelling, crepitation, and presence of nodule. RANGE OF MOTION



No swelling of joints



No tenderness, swelling, crepitation No tenderness, swelling, cerpitation Normal or nodules. Joints move smoothly. or nodules



•



Upper extremities



Inspection



Varies to some degree in Poor movements of upper accordance with a person’s genetic extremities especially the abdomen makeup and degree of physical activities.



•



Lower extremities



Inspection



Varies to some degree in Poor movements accordance with a person’s genetic extremities makeup and degree of physical



in



her



Deviation from normal due to surgical incision in her right lower abdomen



lower Deviation from normal due to surgical incision in her right lower



activities.



abdomen



DIAGNOSTIC PROCEDURE/LABORATORY



LABORATORY PROCEDURE



COMPLETE



DATE ORDERED AND DATE RESULT



INDICATION OR PURPOSE



RESULT



NORMAL VALUES



ANALYSIS AND INTERPRETATION OF THE RESULT



All components are



NURSING RESPONSIBILITIES



BLOOD COUNT Ordered: (CBC) July 2, 2011



Result: July 2, 2011



The CBC test is used as a broad screening test to check for patient’s blood components and disorders specifically for anemia and bacterial infection as a result of increased rate of granulocyte (neutrophils) in the blood.



normal except for the value of neutrophils which is HIGH from the normal value.



Indicators:  Tissue damage  Emotional and physical stress  Hypersensitivity reactions



PRIOR:



 Verify Physician’s order  Determine client’s understanding for the procedure.  Take a complete set of vital signs for base line. DURING:



 Wait for the result of the examination.  Follow-up result. AFTER:



 Document the method of testing and results on the clients record.  Compare the previous and current test results and modifies nursing interventions as needed.  Immediately reached the blood sample on the



laboratory.  Attach the result on the client’s chart.



LABORATORY PROCEDURE



BLOOD CHEMISTRY



DATE ORDERED AND DATE RESULT



Ordered: July 2, 2011



Result: July 2, 2011



INDICATION OR PURPOSE



Blood Chemistry test performed on a single sample of patient’s blood to measures the value of different substances like sodium, potassium, chloride, calcium along with levels of proteins and lipids in



RESULT



NORMAL VALUES



ANALYSIS AND INTERPRETATION OF THE RESULT



Components



Actual Values



Amylase



165.8 u/L



30 - 110 u/L



Lipase



114 u/L



32 - 300 u/L



RBS



6.60



3.85 – 9.0 mmol/L



Amylase



BUN



5.7



1.7 – 8.3 mmol/L



Creatinine



76.6



F: 58 – 100 umol/L



HIGH from the normal value.



All components are normal except for the value of



Indicators:



NURSING RESPONSIBILITIES



PRIOR:



 Verify Physician’s order  Determine client’s understanding for the procedure.  Take a complete set of vital signs for base line. DURING:



the blood.



Blood component values provide information on the functions of different organ systems specifically the liver, kidney and gallbladder or the risk for certain diseases.



 Tumors  Gall bladder infection  Kidney failure Sodium



 Wait for the result of the examination.  Follow-up result. AFTER:



HIGH from the normal value.



Indicators:  Dehydration Chloride HIGH from the normal value.



 Document the method of testing and results on the clients record.  Immediately reached the blood sample on the laboratory.  Compare the previous and current test results and modifies nursing interventions as needed.  Attach the result on the client’s chart.



Indicators:  Dehydration  Kidney disorders



LABORATORY PROCEDURE



DATE ORDERED AND DATE



INDICATION OR



ANALYSIS AND INTERPRETATION OF THE



NURSING RESPONSIBILITIES



RESULT



ABDOMINAL ULTRASOUND



(Hepatobiliary Sonography)



Ordered: July 2, 2011



Result: July 2, 2011



PURPOSE



Abdominal ultrasound is indicated for the patient afflicted with acute abdominal pain, abdominal trauma, symptoms of liver or biliary tract disease, kidney problems and gallstones formation.



RESULT



Organs



Sizes



Right Hepatic Lobe



10.72 cm



Left Hepatic Lobe



9.45 cm



Gallbladder



3. 67 cm



PRIOR:



 Verify Phisician’s order  Determine client’s understanding for the procedure.  Explain the purpose of the procedure. (A clear explanation will facilitate cooperation on the part of the client.)



 Liver is normal in size and echopattern.  No definite mass seen.  CBD, right and left hepatic duct and radicles are dilated.  CBD = 100.98cm. The venous channel are DURING: intact.  Gallbladder is septated and distended. Multiple small echogenic foci are seen within the bigggest of  Ensure clients comfort until which measure. 0.7 cm. The wall is not thickened. the procedure is done.  Follow-up result. Impression: AFTER: Normal size liver with obstructed biliary truct septated and dilated gallbladder with lithiasis.



 Attach the client’s chart.



result



on



the



Medical/ Surgical Management (Summary) 1. Chest X-ray - this is used to rule out respiratory causes of referred pain. 2. Intake and Output - I&O measurement provide another means of assessing fluid balance.This data provide insight into the cause of imbalance such as decrease fluid intake or increase fluid loss.These measurement are not that accurate as body weight, however, because of relative risk of errors in recording. 3. Electrocardiogram -The ECG is an essential tool in evaluating cardiac rhythm. Electrocardiography detects and amplifies the very small electrical potential changes between different points on the surface of the body as a myocardial cell depolarize and repolarize, causing the heart to contract. 4. O2 Inhalation - Oxygen therapies are used to provide more oxygen to the body into order to promote healing and health. 5. Intravenous Rehydration - When the fluid loss is severe or life threatening, intravenous (IV) fluids are used for replacement. 6. Ultrasound (Also called sonography)



- A diagnostic imaging technique which uses high-frequency sound waves to create an image of the internal organs. Ultrasounds are used to view internal organs of the abdomen such as the liver spleen, and kidneys and to assess blood flow through various vessels. 7. Hepatobiliary ultrasound - an imaging technique of the liver, bile ducts, gallbladder, and upper part of the small intestine. 8. T- tube Cholangiogram - is a fluoroscopic procedure in which contrast medium is injected through a T-tube into the patient's biliary tree. The T-tube is most commonly inserted during a cholecystectomy operation when there is a possibility of residual gall stones within the biliary tree 9. Cholecystectomy - removal of the gallbladder. This procedure may be performed to treat chronic or acute cholecystitis, with or without cholelithiasis, to remove a malignancy or to remove polyps. 10. Choledochostomy - Surgical formation of an opening (stoma) into the common bile duct for drainage or for direct communication with a site in the small intestine, primarily the duodenum or jejunum. 11. Choledocholithotomy - surgical incision into common bile duct for stone removal 12. Choledochotomy -incision to the common bile duct 13. Common bile duct (CBD) exploration -The CBD exploration is a procedure used to see if a stone or some obstruction is blocking the flow of bile from your liver and gallbladder to your intestine.



V. THE PATIENT AND HER CARE •



MEDICAL MANAGEMENT



MEDICAL MANAGEMENT



•



Dextrose 5% in Lactated Ringer’s Solution (D5LR) 1 L, regulated at 30-31 gtts/min.



DATE ORDERED, TAKEN/GIVEN, CHANGED, DISCONTINUED



Date ordered: • July 2, 2011 • 6:10 pm Time given: • 6:30 pm Date changed:



GENERAL



INDICATION/



CLIENT’S



DESCRIPTION



PURPOSE



RESPONSE



•



Dextrose 5% in Lactated Ringers Solution is a sterile, hypertonic, and nonpyrogenic solution for fluid and electrolyte replenishment and



•



Indicated for parenteral replacement of extracellular losses of fluid and electrolytes, as required by the clinical condition of the patient.



•



Client responded to treatment without any allergic/ anaphylactic reaction



NURSING RESPONSIBILITIES



Prior • •



•



Verify Doctor’s order. Identify the client Know the type, amount, and indication of IV therapy.



• •



July 2, 2011 7:30 pm



caloric supply in a single dose container for intravenous administration.



•



Used to treat post operative dehydration from blood loss and given for caloric replacement.



•



•



Check the expiration date of IVF. Take a thorough past/ current medical history.



•



Practice strict asepsis.



•



Inform the client and explain the purpose of IV therapy to alleviate client’s anxiety.



• •



Check the site. Know what other medications the patient is on especially like diuretics and heart meds. Check if correct solution, medication and volume.



•



During • • •



Monitor vital signs Monitor fluid intake and output Monitor pt.



•



frequently for: Signs of infiltration / sluggish flow, Signs of phlebitis / infection,etc. Monitor for signs and symptoms of hypervolemia.



•



Regulate IV appropriately to ensure administration of proper volume of IV fluid as ordered.



•



Check the level of the IVF. Correct solution, medication and volume administered as ordered. Solutions containing dextrose should be used with caution in patients with known subclinical or overt DM. Check and regulate the drop



•



•



rate. •



Observe for potential complications.



•



Instruct pt. to notify a nurse if she develops breathing difficulties.



After • • •



Monitor vital signs Remove the IVF tube as ordered Document all the Findings



MEDICAL MANAGEMENT



•



D5NM



DATE ORDERED, TAKEN/GIVEN, CHANGED, DISCONTINUED



Date ordered: July 2, 2011



(Dextrose NM D5NM Normosol-M) 1L, reg. @ 30gtts/min



Time given: 7:30 pm Date changed: July 3, 2011 1:45 am



GENERAL



INDICATION/



CLIENT’S



DESCRIPTION



PURPOSE



RESPONSE



- Normosol-M and 5% Dextrose Injection (Multiple Electrolytes and 5% Dextrose Injection Type 1, USP) -Hypertonic solution of balanced maintenance electrolytes and 5% dextrose injection in water for injection. Nonpyrogenic, parenteral fluid, electrolyte and nutrient replenisher.



- for parenteral maintenance of routine daily fluid and electrolyte requirements with minimal carbohydrate calories from dextrose. Magnesium in the formula may help to prevent iatrogenic magnesium deficiency in patients receiving prolonged parenteral therapy.



-Client responded to treatment without any allergic/anaphylactic reaction.



NURSING RESPONSIBILITIES



Prior • •



Verify Doctor’s order. Identify the client Know the type, amount, and indication of IV therapy. Check the expiration date of IVF. Take a thorough past/ current medical history.



•



•



•



•



Practice strict asepsis.



•



Inform the client and explain the purpose of IV therapy to alleviate client’s anxiety.



• •



Check the site. Know what other medications the patient is on especially like diuretics and heart meds. Check if correct solution, medication and volume.



•



During



MEDICAL MANAGEMENT



DATE ORDERED, TAKEN/GIVEN, CHANGED, DISCONTINUED



GENERAL



INDICATION/



CLIENT’S



DESCRIPTION



PURPOSE



RESPONSE



NURSING RESPONSIBILITIES



Prior •



Dextrose 5% in Lactated Ringer’s Solution (D5LR) 1 L, reg. at 30-31 gtts/min.



Date ordered: July 2, 2011 10:45 pm Time given: July 3, 2011 1:45am Date& time changed:



•



Dextrose 5% in Lactated Ringers Solution is a sterile, nonpyrogenic solution for fluid and electrolyte replenishment and caloric supply in a single dose container for intravenous administration.



•



•



Indicated for parenteral replacement of extracellular losses of fluid and electrolytes, as required by the clinical condition of the patient. Also indicated for intravascular dehydration with interstitial or cellular overhydrationared. Used to treat post operative dehydration from blood loss and given for caloric replacement.



•



•



Client responded to treatment without any allergic/anaphylac tic reaction.



•



Client became comfortable that his fluids are getting replenished



•



•



•



•



Verify Doctor’s order. Identify the client Know the type, amount, and indication of IV therapy. Check the expiration date of IVF. Take a thorough past/ current medical history.



•



Practice strict asepsis.



•



Inform the client and explain the purpose of IV therapy to alleviate client’s anxiety.



• •



Check the site. Know what other



•



medications the patient is on especially like diuretics and heart meds. Check if correct solution, medication and volume.



During • • •



•



•



Monitor vital signs Monitor fluid intake and output Monitor pt. frequently for: Signs of infiltration / sluggish flow, Signs of phlebitis / infection,etc. Monitor for signs and symptoms of hypervolemia. Regulate IV appropriately to ensure administration of proper volume of IV fluid as ordered.



• •



•



Check the level of the IVF. Correct solution, medication and volume administered as ordered. Solutions containing dextrose should be used with caution in patients with known subclinical or overt DM. Check and regulate the drop rate.



•



Observe for potential complications.



•



Instruct pt. to notify a nurse if she develops breathing difficulties.



After • •



Monitor vital signs Remove the IVF tube as ordered



•



MEDICAL MANAGEMENT



DATE ORDERED, TAKEN/GIVEN, CHANGED, DISCONTINUED



GENERAL



INDICATION/



CLIENT’S



DESCRIPTION



PURPOSE



RESPONSE



Document all the findings



NURSING RESPONSIBILITIES



Prior •



Gelofusine 500 cc, reg. at 30-31 gtts/min.



Date ordered: July 2, 2011



•



Iso-oncotic gelatine solution for intravenous volume substitution.



•



used as plasma volume substitute for prophylaxis of hypotension (e.g. during



•



Client responded to treatment without any allergic/anaphylac tic reaction.



• •



•



Verify Doctor’s order. Identify the client Know the type, amount, and



9:30 pm Time given: July 3, 2011 2:55 am Date changed: July 3, 2011 6:30am



•



The colloidosmotic pressure of the solution determines the extent of its initial volume effect. The duration of the effect depends on the clearance of the colloid by redistribution and excretion.



•



induction of epidural or spinal anaesthesia) Colloidal plasma volume substitute for prophylaxis and treatment of relative or absolute hypovolemia,



•



No discomfort during the insertion of cannula, administration of fluid, and removal of cannula.



•



indication of IV therapy. Check the expiration date of IVF. Take a thorough past/ current medical history.



•



•



Practice strict asepsis.



•



Inform the client and explain the purpose of IV therapy to alleviate client’s anxiety.



• •



Check the site. Know what other medications the patient is on especially like diuretics and heart meds. Check if correct solution, medication and volume.



•



During •



Close observation of the patient during infusion,



•



•



especially while the first 20 – 30 ml of the solution is being infused. Availability of all apparatus and medication required for resuscitation. Stop of infusion immediately, as soon as there are any indications of adverse reactions.



After •



Monitor vital signs



•



Adverse reactions may occur in conscious and anaesthetized patients. Remove the IVF tube as ordered Document all the findings



• •



MEDICAL



DATE ORDERED, TAKEN/GIVEN,



GENERAL



INDICATION/



CLIENT’S



NURSING RESPONSIBILITIES



MANAGEMENT



•



PLRS 1L x KVO (left hand)



CHANGED, DISCONTINUED



Date ordered: July 3, 2011 5:00 am Time given: 6:30 am Date discontinued:



DESCRIPTION



•



Plain Lactated Ringer’s Solution,a sterile aqueous solution that is similar to Ringer's solution but contains sodium lactate in addition to calcium chloride, sodium chloride, and potassium chloride called also Hartmann's solution lactated Ringer's Ringer's lactate Ringer's lactate solution



PURPOSE



•



This medication is an intravenous (IV) solution used to supply water and electrolytes (e.g., calcium, potassium, sodium, chloride), either with or without calories (dextrose), to the body. It is also used as a mixing solution (diluent) for other IV medications.



RESPONSE



•



•



Client responded Prior to treatment • Verify Doctor’s without any order. allergic/anaphy • Identify the client lactic reaction. • Know the type, No discomfort amount, and during the indication of IV insertion of therapy. cannula, • Check the administration of expiration date of fluid, and removal IVF. of cannula. • Take a thorough past/ current medical history. •



Practice strict asepsis.



•



Inform the client and explain the purpose of IV therapy to alleviate client’s anxiety.



• •



Check the site. Know what other medications the patient is on



•



especially like diuretics and heart meds. Check if correct solution, medication and volume.



During • • •



•



Monitor vital signs Monitor fluid intake and output Monitor pt. frequently for: Signs of infiltration / sluggish flow, Signs of phlebitis / infection,etc. Monitor for signs and symptoms of hypervolemia.



•



Regulate IV appropriately to ensure administration of proper volume of IV fluid as ordered.



•



Check the level of the IVF.



•



•



Correct solution, medication and volume administered as ordered. Solutions containing dextrose should be used with caution in patients with known subclinical or overt DM. Check and regulate the drop rate.



•



Observe for potential complications.



•



Instruct pt. to notify a nurse if she develops breathing difficulties.



After • • •



Monitor vital signs Remove the IVF tube as ordered Document all the findings



MEDICAL MANAGEMENT



DATE ORDERED, TAKEN/GIVEN, CHANGED, DISCONTINUED



GENERAL DESCRIPTION



INDICATION/ PURPOSE



CLIENT’S RESPONSE



NURSING RESPONSIBILITIES



Prior Oxygen inhalation via face mask @ 3LPM



Date ordered: July 2, 2011 9:30 pm Time given: July 3, 2011



•



Inhalation of oxygen aimed at restoring toward normal any pathophysiologic alterations of gas exchange i n the cardiopulmonary system, as by the use of a face mask.



•



5:30 am Date discontinued: July 3, 2011 6:30 am



•



Oxygen therapies are used to provide more oxygen to the body in order to promote healing and health. To rule out respiratory causes of referred pain.



•



Patient relieved difficulty of breathing.



•



Patient demonstrates adequate oxygenation.



•



Check for the doctor’s order including the flow rate of oxygen.



•



Explain to the client about the purpose and the procedure.



•



Check the equipments needed if complete and are working.



•



Place cautionary signs reading “No Smoking: Oxygen in use” on the clients door, at the foot or head of the bed, and on the oxygen equipment.



During •



Monitor vital signs of the patient especially the heart rate



•



Patients requiring oxygen therapy should have their oxygen saturation checked with a pulse oxymeter continuously.



•



Monitor ABG



•



Secure the tubing comfortably.



•



Observe the moisture in mask to prevent aspiration.



After •



Take the vital signs to compare.



•



Dispose all the material use.



•



Encourage to breathing exercise



b. Drugs



Generic/Brand Name



Date ordered/ Given/DateChanged/ Discontinued



Route of Administration/ Dosage/



General Action Classification Mechanism of Action



Frequency 1g IV q8 Cefoxitin Sodium



Date ordered:



Mefoxin



Date finished:



July 2, 2011



July 5, 2011



(-)ANST



Second-generation cephalosporin that inhibits cell-wall synthesis, promoting osmotic instability



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition. She only manifest thrombophlebitis.



Before: ask patient if he is allergic to penicillins or cephalosporins



Intra-abdominal infections, including peritonitis and intraabdominal abscess, caused by Escherichia coli, Klebsiellaspecies, Bacteroi des species including Bacteroides fragilis, and Clostridium species.



Skin and skin structure infections caused by Staphylococcus aureus (including penicillinase-producing strains),



Obtain specimen for culture and sensitivity test before giving first dose. Therapy may begin while awaiting results.



After: drug may be stored for 24 hours at room temperature or 1 week under refrigeration. If large doses are given, therapy is prolonged, or patient is at high risk, monitor patient for signs and symptoms of superinfection.



Generic/Brand Name



Ranitidine hydrochloride



Date ordered/Date Given/Date Changed/Discontinu ed



Route of Administration/ Dosage/



Date ordered:



50mg IV q 8



July 2, 2011 Date finished:



ApoRanitidine+, Zanta*



General Action Classification Mechanism of Action



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



Competitively inhibits action of histamine on H2 at receptor sites of parietal cells, decreasing gastric acid secretion.



Duodenal and gastric ulcer(short term treatment); pathologic hypersecreatory conditions, such as Zollinger Ellison syndrome



The client verbalized a itching with IV administration of ranitidine and headache



Frequency



July 2, 2011



Before:Assess patient for contraindication.



Assess for base baseline data Maintenance therapy for duodenal or gastric ulcer



Gastroesophageal reflux disease



Erosive esophagitis



Heartburn



Tell patient that he may experience side effect brought about by the drug



After: Don’t confuse ranitidine with rimantidine; don’t confuse Zantac With xanax or zyrtec



Generic/Brand Name



Diclofenac



Date ordered/Date Given/Date Changed/Discontinu ed



Route of Administration/ Dosage/



Date ordered:



75mg IV q8



July 2, 2011 Fenac,Voltaren



Date finished: July 2, 2011



General Action Classification Mechanism of Action



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



Frequency a nonsteroidal antiinflammatory drug (NSAID) antiinflammatory, analgesic, and antipyretic activity. As with other NSAIDs, its mode of action is not known; its ability to inhibit prostaglandin synthesis, however, may be involved in its antiinflammatory activity.



indicated for the acute and chronic treatment of the signs and symptoms of rheumatoid arthritis, osteoarthritis, and ankylosing spondylitis.



The client verbalized that there is no reported ulceration or any bleeding during this medication



Before: NSAIDs impair the synthesis of renal prostaglandins, they can decrease renal blood flow and lead to reversible renal impairment, especially in patient with renal or heart failure or liver dysfunction, in elderly patient and in those taking diuretics, Monitor these patients closely.



Liver function test values may increase during therapy. Monitor transaminase, especially ALT levels.



Because of their antipyretic and anti-inflammatory actions, NSAIDs may mask the signs and symptoms of infection.



After: GI toxicity, including patient taking NSAIDs, despite lack of symptoms



Generic/Brand Name



Diphen hydramine Hydrochloride



Date ordered/Date Given/Date Changed/Discontinu ed



Route of Administration/ Dosage/



Date ordered:



50mg IV q8



July 2, 2011 Date given: July 2, 2011



General Action Classification Mechanism of Action



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



Frequency



(post op.)



Competes with histamine for H1receptor sites on effector cells. Prevent, but doesn’t reverse, histamine-mediated response, particularly those of the smooth muscle of the bronchial tubes, GI tract, uterus, and blood vessels, diphenhydramine provides local anesthesia and suppresses cough reflex.



Nighttime sleep aid



The client verbalized feeling of slight pain



Before: stop drug 4 days before diagnostic skin testing because antihistamines can prevent, reduce, or mask positive skin test response.



After: don’t confuse diphenhydramine with dimenhydrinate; don’t confuse



Benadryl with bentyl or benazepril.



Generic/Brand Name



Date ordered/ Given/Date Changed /Discontinued



Route of Administration/ Dosage/



General Action Classification Mechanism of Action



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



Frequency Famotidine



Date ordered: July 2, 2011



Mylanta-AR, Pepcid



Date given: July 2, 2011



20mg IV q8



Competitively inhibits action of histamine on the H2 at receptor sites of parietal cells, decreasing gastric acid secretion.



Short-term treatment for duodenal ulcer



Short-term treatment for benign gastric ulcer



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: assesspatient for abdominal pain. Note blood in emesis,stool or gastric aspirate.



Date discontinued: July 5, 2011



To prevent or treat heartburn



Oral suspension must be reconstituted and shaken before use.



After: Store



reconstituted oral suspension below 86F(30C).



Ketorolac tromethamine



Date ordered: July 2, 2011



30mg IV q6



Anti-inflammatory and analgesic activity



Date given: Toradol



July 2, 2011



Inhibits prostaglandins and leukotriene synthesis



Short-term management of pain



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: Check the doctor’s order



Perform ANST prior to admission



Date completed: July 5, 2011



Should not given if positive skin test



do not give patient with renal impairment and allergic to ketorolac



Don’t give drug epidurally or intrathecally because of alcohol



content



Carefully observe patients with coagulopathies



After: NSAIDs may mask signs and symptoms of infection because of their antipyretic and antiinflammatory actions.



GI toxicity, including peptic ulcers and bleeding, can occur patient taking NSAIDs, despite lack of symptoms.



Generic/Brand



Date ordered/Date



Route of



General Action



Indications/



Client’s Response



Nursing



Name



Metoclopramide hydrochloride



Given/Date Changed/Discontinue d



Administration/D Classification osage/ Mechanism of Action



Date ordered:



10mg IV q8



July 2, 2011 6: 10 pm



ApoMetoclop,Clopra ,Maxerant



Purpose



to Medications



Responsibilities



To prevent or reduce postoperative nausea and vomiting



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: monitor bowel sounds.



Frequency Stimulates motility of upper GI tract, increase lower esophageal sphincter tone, and blocks dopamine receptors at the chemoreceptor trigger zone.



Safety and effectiveness of drug haven’t been



During: established for therapy lasting longer than 12 weeks



Use diphenhydramine 25 mg I.V to counteract extrapyramidal adverse effects from high metoclopramide



doses.



Generic/Brand Name



Date ordered/Date Given/Date Changed/Discontinue d



Diphenhydramin Date ordered: e hydrochloride July 2, 2011



Route of General Action Administration/D Classification osage/ Mechanism of Action



Indications/



Client’s Response



Nursing



Purpose



to Medications



Responsibilities



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: stop drug 4 days before diagnostic skin testing because antihistamines can prevent, reduce, or mask positive skin test result.



Frequency 1amp IV



6: 10 pm Allerdryl,allerm ax



Competes with histamine Rhinitis, allergic symtoms for H1-receptor sites on effector cells. Prevents, but doesn’t reverse, Allergic skin manifestation histamine-mediated of urticaria and angiodema responses, particularly those of the smooth muscle of the GI tract,and blood vessels



During: Monitor blood count during long term therapy, observe for signs of blood dyscrasias.



Generic/Brand Name



Date ordered/Date Given/Date



Route of Administration/D



General Action Classification



Indications/



Client’s Response



Nursing



Bupivacaine



Changed/Discontinue d



osage/



Date ordered:



0.1% morphine



Purpose



to Medications



Responsibilities



block the generation and the conduction of nerve impulses, presumably by increasing the threshold for electrical excitation in the nerve, by slowing the propagation of the nerve impulse, and by reducing the rate of rise of the action potential.



For the production of local or regional anesthesia or analgesia for surgery, for oral surgery procedures, for diagnostic and therapeutic procedures, and for obstetrical procedures.



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: patients should be informed in advance that they may experience temporary loss of sensation and motor activity



Frequency



July 2, 2011 Sensorcaine, Marcaine



Mechanism of Action



6: 10 pm Date fdiscontinued: July 5, 2011



Generic/ Brand Name



Date ordered/ Date Route of Given/ Date Changed/ Administration/ Discontinued Dosage/ Frequency



General Action, Classification, Mechanism of Action



Indications/ Purpose



Client’s Response to Medications



Nursing Responsibilities



Celecoxib



Date ordered:



P.O



July 4, 2011



1cap BID



Inhibits prostaglandin Synthesis by selectively inhibiting cyclooxygenase-2. Relieves pain and inflammation.



Postsurgical pain, as an adjunct to usual care.



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: Teach patient to take with full glass of water to enhance absorption. Do not crush, break, or chew.



Date given: July 4, 2011 Date discontined: July 14, 2011



Instruct patient to report signs of



bleeding, bruising, black tarry stools, cramping, fatigue and malaise.



During: Take with food or milk to decrease gastric symptoms.



Generic/ Brand Name



Date ordered/ Date Route of Given/ Date Changed/ Administration/ Discontinued Dosage/ Frequency



General Action, Classification, Mechanism of Action



Indications/ Purpose



Client’s Response to Medications



Nursing Responsibilities



Co – amoxiclav



Date ordered:



PO



Antibiotic therapy.



July 5, 2011



1g tab BID



Inhibits bacterial cell wall synthesis by binding to penicillinbinding proteins. Inhibits beta-lactamase producing bacteria.



The patient could not verbalized and distinguish the possible side effect of drug and the manifestations to her condition.



Before: Teach patient to report sore throat, bruising, bleeding, joint pain and bloody diarrhea.



Date given: July 5, 2011



For prophylaxis



Advise patient to watch for and report signs of superinfection or agranulocytopenia



like vaginal itching, loose foul smelling stools or furry tongue.



During: Instruct patient to take entire quantity of drug as exactly as prescribed even after feeling better.



c. Diet TYPE OF DATE DIET ORDERED,DATE CHANGED,DATE DISCONTINUED Date ordered: NPO



July 2,2011 Time ordered: 6:10pm



GENERAL DESCRIPTION



INDICATION/ PURPOSES



CLIENT RESPONSE



NURSING RESPONSIBILITIES



NPO nothing per orem means nothing to eat or drink may be ordered in some cases, such as before surgery to present aspiration related to anesthesia, and after surgery until bowel sounds return.



A pre- operative patient must be NPO before surgery to prevent risk of aspiration during induction of anesthesia



According to our client it is PRIOR ok for her not to eat. • Because she already know • what to expect before and • after the surgery because she already had a 2 surgery • from the past.



Date Discontinued: July 4, 2011



Checks for the doctor’s order Check the patient’s identity Monitor the client and assess for signs of weakness. Explain to the patient the purpose of the dietary recommendation to his current condition.



DURING If he wants to eat tell to the patient to avoid watching others. After: •



Assess the health status of the patient.



• • Date ordered: Liquid diet



July 3,2011



A clear liquid diet consists of • transparent liquid foods



Time Discontinued: July 4, 2011



•



It provides some electrolyte such as sodium and potassium. It also gives some energy for patients when normal food intake must be interrupted.



This diet is indicated for the postoperative patient's first feeding when it is necessary to fully ascertain return of gastrointestinal function



Diet as



Date ordered:



Since the was oriented understand needed interventions, followed the prescriptions.



Compare previous health status from the present. Document all necessary information



patient Prior: and • Check the physician’s order • Check the patients identity • Explain the diet prescribed to the she patient with doctors During:



• •



The nurse should make sure that the patient adheres to the ordered diet. The ordered diet should be monitored.



After:



•



Assess for patient’s condition; how he responds to the diet



After a week or two on the The patient can now The patient understands the Prior:



Tolerated



liquid plan you can transition back to a solid food diet. When July 4, 2011 until recovering from surgery, discharge consuming a balanced diet filled with natural, healthy foods is key. After the gallbladder is removed, your body will still be producing bile, however the method through which bile enters the intestines will be affected. You may want to limit the total amount of fat you consume in your diet to no greater than 30 percent of your total calories.



eat foods that she can tolerate but she need to control the amount of fat that she consume. Making sure the fats that she consume are not more than 30% of the total calories that she consume. Consuming a low fat diet and avoiding saturated fats, processed oils, refined flours, fried foods, processed foods, etc.



purpose of this diet. According to her she is happy because she can noe eat food.



• •



Verify the physician’s order Explain the type of diet prescribed to the patient During: •



Ensure that the patient strictly follow the diet



After: •



Assess for patient’s condition



d. ACTIVITY AND EXERCISE



INDICATION/PURPOSE TYPE OF EXERCISE



Active ROM Exercises



DATE ORDERED / DATE STARTED / DATE DISCONTINUED



CLIENT RESPONSE



GENEREL DESCRIPTION



Active ROM is measured while you move your joint through the range under your own power. This measurement helps identify weakness or injury within the muscular system. it is more indicative of your functional limitations.



NURSING RESPONSIBILITIES



Active ROM exercises help build up or keep your muscles as strong as possible. They help keep your joints flexible (bending and moving in the right way). Doing ROM exercises will help keep good blood flow going to the joint area that is being exercised. They may help prevent blood clots.



 Client responded regimen positivism affirmation.



Prior:



to with  Review and verify and physician’s order.  Explain to the patient the purpose of the procedure and reassure  No cramping them by answering any and pain noted questions they may before, during and have. after the regimen. During:  Practice



Increasing blood flow brings more oxygen and other good things to your body tissues and organs. Walking and other exercises help make your BMs and urine more regular. Exercising is natural and needed for the body to stay well.



the exercises together with your patient.  Make sure your patient is doing the exercises right.  Show them the easiest way to do the exercises so your client don’t get hurt.  Instruct and inform the patient to: Never force, jerk, or over-stretch a muscle. This can hurt the muscle or joint instead of helping. o Move the joint only to the point of resistance. This is the point where you o



INDICATION/PURPOSE TYPE OF EXERCISE



Deep Breathing Exercises



DATE ORDERED / DATE STARTED / DATE DISCONTINUED



GENEREL DESCRIPTION



July 2,2011



Deep breathing exercises used to improve pulmonary gas exchange or to maintain respiratory function, especially after prolonged inactivity or general anesthesia. Incisional pain after surgery in the chest or abdomen often inhibits normal respiratory movements.



Deep breathing releases tension from the body and clear the mind, improving both physical and mental wellness. Your heart pumps stronger and easier. You also breathe quicker and more often while exercising. With your heart and lungs working stronger, more blood gets to the muscles, bones, and skin. This helps prevent infections that happen if you do not breathe or cough deeply enough.



CLIENT RESPONSE



NURSING RESPONSIBILITIES



Prior:  Client responded to regimen with  Review and verify physician’s positivism and order. affirmation.  Explain to the patient the purpose of the procedure and reassure them by answering any questions they  No may have. discomfort noted before, during and after the regimen. During:  Practice the exercises together



with your patient.  Make sure your patient is doing the exercises right.  Show them the easiest way to do the exercises to get your client’s interest.  Instruct and inform the patient to: o Sitting straight in a chair. o Place one hand on your abdomen and breathe in deeply through your nose. o Hold your breath to the count of five, then release slowly through your mouth to the count of ten. o While holding your breath, focus on your abdomen to ensure it is extended as far as you can comfortably extend it. After:



B. Surgical Management Emergency Cholecystectomy is the surgical removal of the gallbladder. It is the most common method for trating symptomatic gallstones.Surgical options include the standard procedure, called laparoscopic cholecystectomy, and an older more invasive procedure, called open cholecystectomy. Choledochostomy: Surgical incision of the common bile duct for removal of gallstone.



Common Bile duct (CBD) exploration The CBV is a tube connecting the liver, gallbladder, and pancreas to the small intestine that helps deliver fluid to aid in digestion. The CBD exploration is a procedure used to see if a stone or some obstruction is blocking the flow of bile from your liver and gallbladder to your intestine. Benefits of CBD exploration Alleviate discomfort and will decrease the chance of infection and jaundice. Risks •



Complications of general anesthesia



•



Swelling or scarring of the duct



•



Bile leak



•



Bleeding



•



Infection



Nursing Responsibilities Before Surgery •



Provide routine preoperative care as ordered



•



Reinforce teaching about the procedure and postoperative expectations, including pain management, deep breathing , and mobilization. Preoperative teaching reduces anxiety and promotes rapid postoperative recovery. During •



An intravenous (IV) line will be inserted to the patient



•



The patient will be positioned on the operating table on her back.



•



The anesthesiologist will continuously monitor patient’s heart rate, blood pressure, breathing, and blood oxygen level during the surgery.



•



The surgery is performed under general anesthesia, which renders the patient unconscious.



•



After the anesthesia is administered, the abdomen is cleaned with an antiseptic solution to reduce the risk for infection.



•



The surgeon makes an incision approximately 4-6inches long in the upper right abdomen and cuts through the fats and muscles to the gallbladder.



•



A drain may be inserted to prevent accumulation of fluid at the surgical site.



•



Cholecystectomy is done with hemostat repair of peritoneum with chronic 3-0 followed by the fascia with vicryl 1- 0



•



The skin incision(s) will be closed with stitches or surgical staples



•



A sterile bandage/ dressing or adhesive strips will be applied



•



The amount of blood loass will be monitored



•



The gallbladder may be sent to the lab for examination. After •



Provide routine postoperative recovery care.



•



Assist to chair at bed side as allowed. Early mobilization promotes lung ventilation and circulation, reducing the potential for postoperative complications.



•



Advance oral intake from ice chips to regular diet as tolerated.Oral intake can be rapidly resumed due to minimal disruption of the gastrointestinal tract during surgery.



•



Provide and reinforce teaching: pain management, incision care, activity level, postoperative follow-up appointments. With early discharge, the client and family assume responsibility for the majority of postoperative care. A clear understanding of this care and expected needs reduces anxiety and the risk of postoperative complications.



•



Initiate follow-up contact 24 to 48 hours after discharge to evaluate adequacy of pain control, incision management, and discharge. Contact following discharge provides an opportunity to evaluate care and reinforce teaching.



C. NURSING PROBLEM PRIORITIZATION List of problems: DATE IDENTIFIED July 4, 2011



July 4, 2011



CUES Subjective: “ang sakit ng tahi sa tiyan ko”, as verbalized by the client. Objective:  Facial grimace  Guarding behavior  Irritability  Withdrawn behavior



PROBLEMS/ NURSING DIAGNOSIS JUSTIFICATION Acute pain related to actual tissue damage Pain is an unpleasant sensory and as manifested by Pain scale of 8 over 10. emotional experiences associated with tissue damage that it must be prioritized after activity entolerance. Pain is intolerable by the client. That makes it to consider with high priority.



Objective: Impaired tissue integrity related to surgical It must be prioritize before Activity Incision at RUQ with T-tube drain with slightly soaked. incision intolerance because impaired tissue Intact dressing at RUQ of the adomen integrity may be the cause of inability to tolerate activities.



July 4, 2011 “nahihirapan ako kumilos dahil sa aking tahi” as verbalized b the client.



Objective:



 Tired facial expression  Uncomfortable  Worried



Activity intolerance; level I related to weakness as manifested by shortness of breathing when walking



Activity intolerance is a decreased ability to tolerate daily activities.



 In pain (7/10 pain scale) T- 36.4 C P- 84 bpm R-22breaths/min July 4, 2011



Subjective: “ Hindi ako makaihi kahit anung pilit ko”, as verbalized by the client.



Urinary retention related to reduced bladderUrinary retention is the incomplete emptying of the bladder muscles contractility



Objective: • • • July 4, 2011



Post-operative Urine-output= 0 With palpable bladder distention



“Ano ba dapat ko gawin para mabilis humilom tong tahi Readiness for enhanced knowledge related Prioritized last due to wellness diagnosis ko?,as verbalized by the client. to verbalization of interest in learning.



NURSING CARE PLAN Assessment



Diagnosis



Subjective:



Urinary retention related to reduced bladder muscles contractility



“ Hindi ako makaihi kahit anung pilit ko”, as verbalized by the client.



Objective: • • •



Postoperative Urineoutput= 0 With palpable bladder distention



Scientific knowledge



administration of anicholinergic drug (atrophine sulfate)



Planning



Intervention



Short term goal:



INDEPENDENT:



- Within 2-3 hours of nursing intervention the client will: •



stimulation of SNS



inhibition of acetyl choline production



decreased bladder contractility



•



verbalize understanding causative factors and appropriate interventions.



demonstrate techniques and behavior to alleviate retention



•



•



•



Assist to upright position on bedpan Provide privacy



Use ice techniques, spirits of wintergreen, stroking inner thigh, running water or warm water over perineum



Rationale



•



To provide functional position of voiding.



•



Stimulate reflex arc



•



Resolve acute urinary retention



Evaluation



Goalmet -after 2-3 hours of nursing intervention the client: •



verbalized understanding causative factors and appropriate interventions.



•



demonstrate techniques and behavior to alleviate retention



Long-term goal: -Within 2 days of nursing intervention the client will void in sufficient amounts



Goalmet - after 2 days of nursing intervention



signs and symptoms (urinary retention)



with no palpable bladder distention.



DEPENDENT:



• (Medical-Surgical Nursing 10th edition - Brunner & Suddarth)



the client voided in sufficient amounts with no palpable bladder distention



Catheterize with intermittent or indwelling catheter



Reference:



•



Nurse’s pocket guide, pp. 754



ASSESSMENT



DIAGNOSIS



Subjective: “nahihirapan ako kumilos dahil sa aking tahi” as verbalized b the client.



Objective:



 Tired facial expression  Uncomfortable  Worried  In pain (7/10 pain scale) T- 36.4 C



Activity intolerance related to surgery as manifested by decreased mobility.



Scientific knowledge Surgical incision of the abdominal wall



INTERVENTION



RATIONALE



Actual tissue damage



peripheral receptors initiate unpleasant sensations



modulation in the dorsal horn of the spinal cord



activation in the cerebral cortex



pain sensation



EVALUATION Goal met



Short term goal:



•



Adjust activities



•



-within 5-8 hours of nursing intervention the client will:



P- 84 bpm R-22breaths/min



PLANNING



•



use identified techniques to enhance activity tolerance • Willingly participate in necessary/ desired activities. • Report measurable increase n activity tolerance. • Demonstrate a decrease in physiological signs of intolerance. Long-term goal:



•



•



•



•



-within 2 days of nursing intervention the client will tolerate her activities.



Increase exercise levels gradually.



Plan care to carefully balance rest periods with activities. Provide positive atmosphere



•



•



•



•



Promote comfort measures



•



Encourage client to maintain positive attitude.



•



To prevent overexertion. Nurse’s pocket guide 11th edition, pp. 72 To conserve energy. Nurse’s pocket guide 11th edition, pp. 72 To reduce fatigue Nurse’s pocket guide 11th edition, pp. 72 Helps minimize frustration and rechannel energy Nurse’s pocket guide 11th edition, pp. 72 To enhance sense of wellbeing



-after 5-8 hours of nursing intervention the client: •



• •



•



used identified techniques that enhance activity tolerance Participated willingly in desired activities. Reported measurable increased in activity tolerance. Demonstrated decreased in physiological signs of intolerance. Goal met



After 2 days of nursing intervention, the client can tolerate her activities



Assessment



Diagnosis



Scientific knowledge



Planning



Intervention



Rationale



Evaluation



Subjective: “ ang sakit ng tahi ko”, as verbalized by the client.



Objective:



Acute pain related to actual tissue damage as manifested by Pain scale of 7 over 10.



Short term goal: Surgical incision of the abdominal wall



Actual tissue damage



-



•



•



Facial grimace • Guarding behavior • Irritability • Withdrawn behavior T- 36.4 C



• peripheral receptors initiate unpleasant sensations



P- 84 bpm



•



R-22breaths/min modulation in the dorsal horn of the spinal cord



Within 23hour of nursing intervention the client will: verbalize method that provide relief demonstrate relaxation skills and divertional activities as indicated for her situation follow prescribe pharmacologi cal regimen.



Long-term goal:



activation in the cerebral cortex



-Within 8 hours of nursing intervention the client will report pain is relieved or controlled.



INDEPENDENT: • •



•



•



Instruct client to report any improvement/aggra vation in pain experience



Provide comfort measures(back rub, change of position)



Encourage and assist client to do deep breathing exercises.



Only the client can judge the level and distress of pain; pain management should be a team approach that includes the client. Very few people lie about pain. (Medical-Surgical Nursing, 7th ed. by Black, Joyce M. and Jane Hokanson Hawks; p. 443)



•



To promote nonpharmacological pain management (nurse’s pocket guide, 11thed. By Doenges Marilynn, p.501



•



Deep breathing for relaxation is easy to learn and contributes to pain relief and/or reduction by reducing muscle tension and anxiety (Medical-Surgical, 7thed. By black, joyce M. &janeHokansan hawks; p.479)



Goalmet -



After 2-3hour of nursing intervention the client:



•



verbalized method that provide relief (the patient stated methods that provide relief like changing position)



•



demonstrated relaxation skills and divertional activities as indicated for her situation (the client can demonstrate deep breathing exercise)



pain sensation •



( acute pain)



To maintain “acceptable” level of pain. Notify physician if regimen is inadequate to meet pain control goal. (nurse’s pocket guide, 11th ed. By Doenges Marilynn, p.502) •



(Medical-Surgical Nursing 10th edition - Brunner & Suddarth)



Reference: •



DEPENDENT:



•



Administer analgesic as indicated to maximal dosage as needed.



Nurse’s pocket guide, pp. 754



Followed prescribe pharmacologic al regimen. (the patient is able to take analgesic in right time without refusal.)



ASSESSMENT



Objective:  Incision at RUQ  T-tube drain with slightly soaked.



DIAGNOSIS



SCIENTIFIC KNOWLEDGE



Impaired tissue integrity related to surgical incision



Surgical incision of the abdominal wall



removal of the bile bladder



PLANNING



Short term goal:



INTERVENTION



•



Check the T-tube drain; make sure that they are free flowing.



•



Observe color and character of the drainage.



-within 4-5 hours of nursing intervention, the client will be able to:



•



application of T-tube



Impaired skin integrity



Demonstrates understanding of plan to heal skin • Describes measures to protect and heal the skin and to care for any skin lesion Long-term goal:



RATIONALE



•



•



• •



Place patient in low



Goal Met Incision site drains are used to remove any After 4-5 hours of accumulated fluid and bile. Correct positioning nursing intervention, the prevents back up of the client : bile in the operative area. • Demonstrates Initially, may contain understanding of blood and blood-stained plan to heal skin fluid, normally • Describes changing to greenish measures to brown (bile color) protect and heal after the first several the skin and to hours. care for any skin lesion Facilitates drainage of



bile.



or semi-fowler’s position.



Within 3 weeks of nursing intervention the client will regains integrity of skin surface.



•



change dressings as



•



Keeps the skin around the incision clean and



often as necessary.



provides a barrier to protect skin from excoriation.



•



EVALUATION



-Necessary for treatment or prophylaxis for



VI. DISCHARGE PLANNING METHODS MEDICATIONS •



Instructed the patient to continue medication as ordered



•



Celecoxib 200mg 1 cap bid



•



Co- amoxiclav 1g/tab bid



ENVIRONMENT/ EXERCISE •



Instructed the patient to continue the medication.



HEALTH TEACHING •



Encouraged patient to increase fluid.



•



Encouraged patient to eat food rich in vitamin C and nutritious foods.



•



Encouraged patient to avoid salty and fatty foods



•



Encouraged patient to have enough rest



OUT PATIENT FOLLOW-UP •



Instructed to come back for follow-up check-up 1 week after (July 21, 2011)



DIET •



Advised the patient to a diet as tolerated but preferably avoiding salty and fatty foods. SPIRITUAL



•



Encourage continue trusting in the Lord, ask for his guidance and always pray.



•



Focus on things that will focus on values in life.
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Online Resources: http://digestive.niddk.nih.gov/statistics Anatomy and Physiology



Digestive - http://en.wikipedia.org/wiki http://www.google.com.ph/imglanding?q=gallbladder+digestive+system&um=1&hl=tl&sa=N&tbs=isch:1&tbnid=RQfphKO5xG7KVM:&imgrefurl=http://www.amaassn.org – picture http://www.surgeryencyclopedia.com http://www.cholecystectomy/stats-country.htm http://.www.wikinursing.com
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