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  LAB DATA     [key: high = red, low = blue]                                                                                                          

     ( 8  pts)

	                                                                       

     

	DIAGNOSTICS:

Chest x-ray: verification of PICC line placement (3/05 at 1654)                  Other: CT abdomen + pelvis with contrast for abdominal pain and nausea (3/04 at 1615)



	CORRELATION (as stated by Pagana & Pagana, 2005): WBC increased because of stress and infectious process; lymphocytes decreased because of septic state; neutrophils increased because of stress and infectious process; glucose increased because of stress; triglycerides increased because of stress; hematocrit decreased because of dietary deficiency secondary to NPO status; BUN decreased because of negative nitrogen balance secondary to NPO status and infectious process; creatinine decreased because of debilitation secondary to infectious process; sodium decreased because of diaphoretic state secondary to infectious process; calcium decreased because of malabsorption secondary to vomiting and diarrhea




Pathophysiology (as stated by McCance & Heuther, 2006):                                                           




Acute appendicitis is when the vermiform appendix becomes inflamed. The lumen becomes obstructed with stool, tumors, or foreign bodies with consequent increased intraluminal pressure, ischemia, bacterial infection and inflammation. The obstructed lumen prevents drainage oaf the appendix, and mucosal secretion continues, increasing intraluminal pressure. The resultant increased pressure decreases mucosal blood flow, and the appendix becomes hypoxic. The mucosa ulcerates, promoting bacterial or other microbial invasion with further inflammation and edema. Epigastric or periumbilical pain is the typical symptom of an inflamed appendix. Pain is vague, increases in intensity over 3 – 4 hours, may subside and then recur with a location shift to right lower quadrant. Nausea, vomiting and anorexia follow the onset of pain, and fever is common. Diarrhea occurs, and some may feel constipated. Perforation of the  appendix causes fecal material to enter abdominal cavity and form abscesses. This causes inflammation of the peritoneal lining. 


Sepsis is a systemic response to an infection. The invading pathogen enters the bloodstream, releasing a toxin triggering the body's inflammatory responses. Vasodilation occurs, allowing more white blood cells to fight infection. This will cause hypotension. Increased permeability causes fluid to leak out of blood stream, causing edema. This results in hypotension and increased cardiovascular workload for compensation. Heart rate will increase and respirations will increase to keep up with oxygen demand. If not treated early, sepsis can be fatal.

MEDICATIONS:










(5pts)

	Name, dose & frequency; Safe dosage range
	Classification & mechanism of action
	Why is medication ordered for THIS patient?
	Nursing Considerations
	Evaluate medication effectiveness for THIS patient

	Ketorolac (Toradol)

18mg IV q6h

safe range: 0.5mg/kg

safe dose: 18.05mg max
	Pain management; inhibits prostaglandin synthesis producing peripherally mediated analgesia; decreases pain
	Short term pain management of surgical incision; antipyretic and anti-inflammatory to treat patient's pain and fever related to appendix rupture, sepsis and surgery
	Adverse GI effects when used with other NSAIDs

coadministration with opioids will increase analgesics effects with decreased opioid side effects

assess pain prior to administration, and 1-2 hours post administration

administer over 15 seconds

tell patient may cause drowsiness and dizziness


	Patient reports decreased pain level from previous reported level

Patient remains afebrile

Patient remains free of sensitivity reactions



	Piperacillin sodium + tazobactam sodium (Zosyn)

3.375g IV q8h

safe range: 100mg/kg

safe dose: 3610mg max
	Penicillin antibiotic; causes death of susceptible bacteria

piperacillin: binds to bacterial cell wall membrane, causing cell death

tazobactam: inhibits betalactamase, which destroys penicillins
	Effective treatment for appendicitis
	Assess patient for changes in signs of infection at beginning and throughout therapy

obtain history to determine reactions to penicillin

obtain culture and sensitivity prior to initiating therapy

inject over 3-5 minutes to decrease irritation

report signs and symptoms of superinfection (fevver, diarrhea, stool with blood, pus or mucus)
	Patient remains afebrile

Patient remains free of signs of superinfection

Patient's WBC counts are in normal limits

Patient remains free of sensitivity reactions




PHYSICAL ASSESSMENT DATA      on 3/05/2010 and 3/06/2010                                                                                                   (5 pts)

	Vital Signs:

Pulse Ox %:

98 (on 3/05)

98 (on 3/06)
	BP:

108/64 (on 3/05)

135/79 (on 3/06)
	Pulse: 108  (on 3/05)

Rhythm: regular

100 (on 3/06), regular
	Respirations: 30  (on 3/05)

Rate: rapid

Depth: slightly shallow

Rhythm: regular

18 (on 3/06), rapid, slightly shallow, regular
	Temp: 99.0

 (on 3/05)

Route: oral

99.7 (on 3/06), oral
	Pain:

Rating:    2 /10 (on 3/05)

Characteristics: “hurts when I move or talk”

denies pain (on 3/06) unless with movement

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 


	3/05: Oriented to person, place, time, awake but frequently falls asleep, speech is slow but coherent and logical, guarded, mostly non-talkative due to pain, sensory function is intact

3/06: same assessment findings, sleepier than previous night due to poor night's sleep (nausea and pain)



	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score______________

Activity/Mobility Status:   up in chair as tolerated
	3/05: Full ROM in all extremities, but with guarding and resistance secondary to pain with movement, no supportive devices needed but assistance is required when ambulating due to lines and weakness, assistance needed with ADLs because of weakness, fatigue and pain

3/06: same assessment findings, patient did not get out of bed in AM



	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.

Peripheral Pulses, Capillary refill: 1 second

Neck Vein Distention:   Y   N      Edema  Y    N
	3/05: apical pulse taken for full minute, no abnormal heart sounds noted, rapid pulse related to pain and infection, pedal pulses present bilaterally, radial pulses present bilaterally, patient is on cardiac monitor due to infectious state

3/06: same assessment findings



	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character


	3/05: No accessory muscle use noted with respirations, no chest retractions noted with respirations, breath sounds clear in all lobes bilaterally

3/06: same assessment findings



	GASTROINTESTINAL:

Diet at home: regular    Current Diet: NPO (except meds and popsicles)

Height: 4'7”                      Weight: 36.1 kg

Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:    Y       N         Nasogastric:    Y      N  

Feeding tubes/PEG tube   Y      N      Type:___________


	3/05: Bowel sounds present in 4 lobes, last BM was 4 days ago (normally patient has BMs daily), no masses noted on abdomen, some pain with palpation (due to surgical incision, drain sites, and infection), abdominal distention noted, incision on umbilicus from laproscopic appendectomy, two incisions sites for JP drains (LLQ and below umbilicus), NG tube in left nare for low intermittent suctioning (no output), receiving TPN (rate – 76mL/hr) via PICC line in right antecubital site (started at 1810 on 3/05)

3/06: same assessment findings, patient vomited at night, complained of more nausea today than yesterday but no emesis in AM

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.

Braden scale: _________

Drains present:  Y         N       Type: 2 JP drains
	3/05: Skin color is pink and warm, good skin turgor with no tenting noted, no rashes noted, no bruises noted, no wounds noted (excluding surgical incisions), surgical incision not assessed due to occlusive dressing, 1st JP drain (LLQ) output – 17mL emptied at 1945, 2nd JP drain (below umbilicus) output – 5mL emptied at 1945, both drains contained yellow cloudy liquid (pus)

3/06: same assessment findings; 1st JP drain output – 25mL of yellow cloudy pus drainage emptied at 1315



	EENT: 

Ears:                            Eyes:

Nose:                          Teeth:            

                               
	3/05: Both ears free of drainage, redness, irritation; both eyes free of drainage, redness, eyeglasses used for myopia; right nare is patent, free of discharge or redness, left nare is site for NG tube; no missing teeth noted, teeth are straight, pale yellow, with no fillings noted, no redness or lesions noted in mouth

3/06: same assessment findings



	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type: Foley


	3/05: Foley catheter to measure output; 370mL urine emptied at 1945; urine is clear, yellow, free of precipitates; denies pain in GU area or with urination; genitals examined by RN and not student due to patient preference

3/06: same assessment findings; foley output – 260mL of clear yellow urine emptied at 1315



	PSYCHOSOCIAL/CULTURAL:

Coping methods,          Educational level

Developmental level,       Ethnicity, 

Religion & what it means to pt.

Elements of play

Personal/Family Data    (Think about home environment, family structure, and available family support)


	3/05: Currently in 5th grade, lives at home with mother, grandparents are nearby and available when needed; biological father sees patient occasionally (never married and broke up shortly after birth); patient is at the Erickson level of industry vs. inferiority; Caucasian; no religious affiliation; mother is very supportive and nurturing of child's needs, coping methods are talking to mother, grandparents and friends; no siblings; family support available for patient as needed; element of play is TV

3/06: same assessment findings


Concept Map (5 pts)


[image: image2]

	Problem List       (1 pt)


	Nursing Concern/Diagnosis       (2 pts)
	Priority of List       (1 pt)

	Pain
	Acute pain R/T tissue damage secondary to surgical procedure AEB patient verbalizing “it hurts to move or talk”


	3

	Decreased incentive spirometer use
	Ineffective airway clearance R/T infection AEB changes in respiratory rate and rhythm (tachypnea)


	2

	Decreased nasogastric tube output
	Deficient fluid volume R/T active fluid volume loss AEB increased body temperature, increased pulse rate, vomiting


	4

	Fever
	Ineffective thermoregulation R/T illness AEB flushed skin, febrile state, increased respiratory rate


	1

	Infection
	Delayed surgical recovery R/T infectious process AEB difficulty in moving about, need for help to complete self-care, reports of pain


	5


1st Priority Nursing Diagnosis (1 pt)

Nursing Diagnosis: Ineffective thermoregulation R/T illness AEB flushed skin, febrile state, increased respiratory rate

	What does the patient/client need to accomplish?

GOALS/OUTCOMES

Nurse or client perspective


	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions  
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format
	How did the patient/family respond to the nurse’s actions? 

EVALUATION

Client Response, Status of Goals & Outcomes, Modifications to Plan

	1. Client will maintain oral temperature within adaptive levels (below 104 F) or lower, depending on client comfort for duration of hospital stay..

2. Client will remain free of dehydration for duration of hospital stay.

3. Client and family will explain measures needed to maintain normal temperature before discharge date.


	1a. Use the same site and method for temperature measurement for a given client so that trends are assessed accurately, measuring temperature every 4-6 hours.

1b. Administer antipyretic medication per physician orders , when infection-induced fever is above 104 F, or when client cannot increase metabolic demand such as in acutely ill patients.

2a. Assess fluid loss and administer IV fluids to accomplish fluid replacement.

2b. Do not use external cooling measures such as ice packs, tepid water baths, or removal of blankets and clothing for fever management. These measures cause shivering and are ineffective.

3a. Teach the client and family an age-appropriate method for teaing temperature.

3b. Teach client and family signs of hyperthermia and appropriate actions to take.
	1a. A difference in the site of temperature measurement results in a significant difference in temperature readings (Ackley & Ladwig, 2006).  

1b. Elimination of fever will interfere with its enhancement of the immune response (Ackley & Ladwig, 2006). 

2a. Increased metabolic rate and diaphoresis associated with fever cause loss of body fluids (Ackley & Ladwig, 2006). 

2b. External cooling induces both cutaneous vasoconstriction and shivering. If client's temperature drops in response to cooling measures, the hypothalamus resets the body temperature at a higher level, resulting in more shivering. Shivering leads to significantly increased oxygen consumption (Ackley & Ladwig, 2006). 

3a. Optimal placement of appropriate device is essential for accurate measuring (Ackley & Ladwig, 2006).

3b. Adequate teaching improves compliance and reduces anxiety (Ackley & Ladwig, 2006). 


	1. Patient does not appear flushed. Respirations are within acceptable range. Patient's temperature is within acceptable range. Goal met. Continue with interventions until discharge.

2. Patient does not show signs and symptoms of dehydration. Patients I&O measurements are balanced. Goal met. Continue with interventions until discharge.

3. Patient's mother states appropriate measures to maintain temperature within normal range (below 104 F or patient's comfort level). Goal met. Reassess learning prior to discharge.




References:

Ackley, B.J. & Ladwig, G.B. (2006). Nursing diagnosis handbook: a guide to planning care. St. Louis, MO: Mosby Elsevier.

McCance, K.L. & Huether, S.E. (2006). Pathophysiology: Biological basis for disease in adults and children. St. Louis, MO: Elsevier.

Nursing 2007: Drug Handbook. (2007). Philadelphia, PA: Lippincott.

Pagana, K.D. & Pagana, T.J. (2005). Mosby's diagnostic and laboratory test reference. St. Louis, MO: Elsevier.

What equipment am I using?  (Circle all that apply)





Incentive Spirometer, Foley, NG (low intermittent suction, left nare), IV (KVO, left antecubital), Drain (2 JP drains in LLQ of abdomen and below umbilicus), Dressing (umbilicus over incision site, 1 for each JP drain), SCDS (both legs),





Other: PICC line (TPN, right antecubital, basilic vein)





I am rating my pain as a    


       2/10 I describe it as


“hurts a little when I move and talk”











Health Perception/Management:


Patient's mother is very involved in care, asking about procedures, outcomes, and what can be done to help. Patient places health management on responsibility of mother.





Reason for Health Care i.e.


Medical Diagnosis/Surgical Procedure: Acute appendicitis








Key Assessments: VS, I&O, pain ratings, LOC, patient's anxiety level, safety, lab values








Nutritional/Metabolic:


Patient is on TPN diet and NPO status (except meds and popsicles). Abnormal values in labwork indicate infectious process and stress related to hospitalization.





Self-Perception:


Patient is under physical strength related to infection (AEB by WBC counts, glucose levels, febrile state), but verbalizes feeling okay and has positive attitude.





I don’t know how this fits—Questions:














Elimination: 


Patient has a foley catheter to monitor intake and output closely. Patient has not had a bowel movement in 4 days due to disease process (perforation of bowel causing fecal matter to enter abdomen). Patient's urinary output is adequate for age.





Cognitive/Perceptual:


Patient is developed cognitively as appropriate for age. Very lethargic and states feeling pain with talking, so remained mostly quiet during interaction. Patient understands basic explanation of diagnosis and disease process.





Sleep/Rest:


Patient is very sleepy and frequently falling asleep. Patient does not sleep soundly, and  wakes up due to severe pain or nausea. Patient has vomited in the night and has required PRN morphine to manage pain.





Activity/Exercise:


Patient is allowed to be up as tolerated, and requested to sit in a chair as tolerable to improve muscle strength and lung capacity. However, patient has spent majority of day in bed resting due to pain and fatigue (poor sleep).








Sexuality: n/a





Role-Relationship:


Patient's mother is very involved in care, and in patient's room throughout most of day. Patient is comfortable with having mother present. Healthy parent-child relationship.





Values/Belief:


Patient's mother does not express any religious affiliation. Values and beliefs were not assessed.





Coping/Stress:


Patient talks to mother, watches TV and sleeps to manage with stress of hospitalization and pain related to surgery/infection.





Medical History: no significant medical history








Surgical History: appendectomy on 3/04/2010; no previous surgeries





Initials: A.M. 	Age: 11		Ht: 4'7”		Wt: 36.1kg





Birth Calculation: 11 years, 5 months, 10 days





Gender: M      		Ethnicity: Caucasian





Education: currently in 5th grade





Where do I live? Kokomo, IN





I live with: Mother (Kelly)





Do I have any other family? Maternal grandmother, maternal grandfather





Admission Info: (why and how did I come to hospital): came to ER on 3/02 at 1319 for vomiting, sent home; came to acute care on 3/04 at 1458 for abdominal pain and fever for past 3 days, sent home; admitted on 3/04 at 2215 for abdominal pain and vomiting, and admitted for acute appendicitis and appendix rupture





I have had these procedures while I have been here: laprascopic appendectomy (3/04), CT abdomen and pelvis (3/04), PICC line placement (3/05), chest x-ray (3/05)








I need help with: Hygiene (Y)   Moving (Y)   Eating (Y)   Dressing (Y)





I need help:         Lots





I have a     POA





Activity Level: up in chair as tolerated
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