 Diabetes: group of metabolic diseases causing increase in glucose levels d/t defects in insulin secretion, insulin action, or both. Risk factors: family history, obesity, African America or Hispanic, over age 45, HTN, high cholesterol. DM is leading cause of nontraumatic amputations, blindness in adults, and end-stage renal disease. Type 1-(Juvenile DM) Insulin dependent for the rest of their lives due to destruction of the pancreatic beta cells. Type2-Late onset. insulin resistance and impaired insulin secretion. Gestational-DM develops during pregnancy, usually resolved after giving birth. SX-Polyuria, poydipsia, polyphagia, wt loss, vision changes, tingling, numbness, fatigue, slow healing wounds. Nursing interventions: control glucose to prevent complications, teach pt on DM diet, low in sugar and carbs., teach insulin use and how to check blood sugars, perform regular skin checks. Complications: hypoglycemia-less than 50-60-headache, confusion, memory loss, slurred speech, double vision, numbness of lips and tongue, combative behavior. Hyperglycemia-Diabetic Ketoacidosis-disorders of metabolism of carbs, proteins, and fats, blood glucose above 600. 
Insulin:
Rapid acting-Humalog, Novolog, Glulisine-onset 5-15minutes,peak within 1 hour, duration 2-4 hours
Short-acting-Humalog R, Novolin R-onset ½-1hour, peak 2-3 hours, duration 4-6 hours
Intermediate-acting-NPH onset 2-4 hours, peak 4-12 hours, duration 16-20 hours
Very long-acting-Lantus, Levemir-onset 1 hour, no peak, duration 24 hours
Thyroid Hormones: T3 (more accurate indicator or thyroid issues) 70-220, 
T4 4.5-11.5
 Calcitonin
Controlled by TSH(normal 0.5-4.5/5) which is secreted from anterior pituitary gland
Hypothyroidism-most common cause autoimmune(hashimoto’s disease) Tx-Synthroid/Levothyroxine. S/sx-fatigue, hoarseness, amenorrhea, loss of libido, wt gain, thinning of hair. Nursing priorities: monitor vitals and cognitive level, prevent medication interactions, promote functioning. 
Hyperthyroidism(graves disease)-greatly increased metabolic rate, wt loss, fatigue, nervousness, anxious, bulging eyes, increase appetite, increased pulse rate, tachycardia, dysrhythmias. Tx-removal of gland, irradiation with radioisotope iodine, antithyriod medications (PTU, Tapazole).Nursing interventions-maintain airway, improve nutritional status, maintain body temperature, prevent complications.

Cirrhosis: occurs when normal liver tissue is replaced by fibrotic tissue in response to damage to liver cells. Nursing assessment focuses on precipitating factors, particularly long-term alcohol abuse, as well as dietary intake and changes in mental status. Symptoms include abdominal distention and bloating, GI bleeding, bruising, and weight changes. Nursing interventions: promoting rest and nutrition, skin care, and reducing risk of hemorrhage, fluid excess, & hepatic encephalopathy. Risk factors: alcohol abuse, chronic viral hepatitis, autoimmune hepatitis, steatohepatits, damage to liver caused by drugs, toxins, and other infections, chronic biliary cirrhosis, cardiac cirrhosis results from sever right heart failure, obesity. Complications: portal systemic encephalopathy (PSE) – clients are unable to convert ammonia and other waste products to less toxic, Esophageal varices causes portal hypertension, acute graft rejection post liver transplantation 
Nursing Care: monitor respiratory status, skin integrity, vital signs, neurological status, nutrition, GI, pain. Tx: paracentesis, injection sclerotherapy/variceal band ligation, Surgical- Transjugular intrahepatic portosystemic shunt, surgical bypass shunting procedure, liver transplantation.
 
Cholecystitis is inflammation of the gallbladder wall, most often caused by gallstones obstructing the cystic and common bile ducts. This can be acute or chronic and can obstruct the pancreatic duct causing pancreatitis. Choelithiasis is the presence of stones in gall bladder related to either the precipitation of bile or cholesterol into stones. Risk factors: more common in females, high fat diet, obesity, genetic predisposition, older than 60 years of age, ppl. With type 1 diabetes, low calorie liquid protein diets, & rapid weight loss. Complications: obstruction of the bile duct, bile peritonitis. 
Management: encourage low fat diet, promote weight reduction, and avoid fats forming foods, small frequent meals. TX: Extracorporeal shock wave lithotripsy, (Surgical) cholecystectomy.

Colorectal Cancer
	Causes/Risk factors: an increasingly common malignancy that may start as a benign polyp that can be prone to metastasis. Symptoms are often insidious, resulting in late diagnosis and low survival.  
	Treatments include chemotherapy, radiation, and immunotherapy.  Surgeries include colostomy.    
IBS- A change in motility caused by a neuroendocrine dysregulation, inflection or irritation, or vascular, or metabolic disturbance.  Primary symptom is an alteration in bowel pattern. Goals: relieving abd pain, controlling the diarrhea or constipation, and reducing stress. 
Ulcerative Colitis- A recurrent ulcerative and inflammatory disease of the mucosal and submucosal layer of the colon and rectum.  Characterized by mulitiple ulcerations, diffuse inflammation, shredding of colonic epithelium causing bleeding.  Involves a pattern of exacerbations and remissions.  Complications include toxic megacolon, perforation, and bleeding.
Crohn’s Disease-a subacte and chronic inflammation of the GI tract that extends through all layers.  Symptoms include prominent lower right quadrant abd pain unrelieved by defecation and diarrhea, weight loss, malnutrition, and secondary anemia.  Complications include intestinal obstruction or structure formations, parietal disease, fluid and electolyte imbalances.  
	Prioirties are reducing inflammation, suppressing inappropriate immune responses, providing rest for diseased bowel, improving quality of life.  Interventions include: dietary modifications, medication administration, and post surgery care.
 Esophogeal/GERD
GERD: gastroesophageal reflux disease is the back-flow of gastric or duodenal contents into the esophagus.  S/S: pyrosis (burning in the esophagus) dyspepsia (indigestion), regurgitation, dysphagia, or odynophagia (pain on swallowing), hypersalivation, and esophagitis. Symptoms mimic a heart attack. 
Causes/risk factors: incompetent low esophageal sphincter, pyloric stenosis, or motility disorder.  Risk factors for GERD and esophageal cancer: male, increased age, alcohol, and tobacco use.
Complications: if medication interventions are unsuccessful, surgery is required. Proton pump inhibitors increase the risk of intragastric bacterial growth and the risk of infection. Metoclopramide can have extrapyramidal side effects in certain neuromuscular disorders, and should only be used if no other option exists.  Barrett’s Esophagus can develop from GERD. 
Dx/interventions:  DX: imbalanced nutrition, risk for aspiration, acute pain, or deficient knowledge. Dx tests include endoscopy or barium swallow (don’t do if shell fish/iodine allergy) to evaluate damage to esophageal mucosa.  Esophageal pH monitoring to evaluate degree of acid reflux. Bilirubin monitoring bile reflux patterns.  
Postcare EDG: esophagogastroduodenoscopy to dx Barrett’s Esophagus: condition where the lining of esophageal mucosa is altered and typically occurs in association w/ untreated GERD. An EGD reveals an esophageal lining that is red & high grade dysplasia. Eating and drinking should be avoided until the anesthetic wears off and gag reflex returns (may take 2-4 hours) Hoarseness and mild sore throat are normal after the procedure; the patient can drink cool fluids or gargle to relieve the soreness. To prevent any injury to the esophagus patients should drink at least 4 ounces of liquid with any pill, and remains sitting upright for 30 minutes after. Doctor notified if fever develops; difficult or painful swallowing (dysphagia); breathing difficulties; or pain in the throat, chest, or abdomen.
 Management non-surgical: Tx includes lifestyle changes (low fat diet, avoid caffeine, tobacco, beer, milk, avoid eating or drinking 2 hours before bed, elevate head of bed), proton-pump inhibitors (Prevacid, Nexium, Prilosec, Protonix;drugs that decrease release of gastric acid) and prokinetic agents (Urecholin, Motilium, and Raglan; drugs that accelerate gastric emptying). 
Management surgical: Tx includes surgery, (radiation/chemotherapy if cancer of esophagus).  Priorities after surgery include nutrition promotion, prevent aspiration, pneumonia, wound care, maintenance of patient’s NG tube.

*Not sure if we have to know the following esophageal disorders, but they’re on the lecture slides* 
 Achalasia: absent /ineffective peristalsis of the distal esophagus accompanied by failure of esophageal sphincter to relax in response to swallowing.
Hiatal hernia: protrusion of an organ through the wall of the cavity that normally contains it.  The stomach stick out in an opening through the diaphragm.  
Diverticulum: A pouch or sac branching out from a hallow organ or structure such as the intestine.
Perforation: a hole in the esophagus commonly caused by an injury during a medical procedure
Foreign Bodies: seen mostly in young children when foreign body becomes stuck in throat

Peptic Ulcers: can include gastric, duodenal, or esophageal ulcer depending on location. It is a hallow area that forms in the mucosal wall of the stomach, in the pylorus, duodenum, or in the esophagus due to increased concentration of HCl or activity of acid pepsin.  May extend as deeply as the muscle layers or though the muscle to the peritoneum.  Most likely to occur in the duodenum.   
Causes/Risk Factors: Occurs mostly between ages 40-60.  Uncommon in women of childbearing age.  After menopause risk of peptic ulcers is equal in men and women.  Caused by stress,anxiety, alcohol, smoking, stress.  An infection of H. pylori bacteria (acquired through ingestion of food and water) may be a cause.  Also, stress-related mucosal disease (SRMD) occurs when injury to the lining of the stomach and the duodenum during physiologic stress.  
Complications: Hemorrhage, perforation, penetration, pyloric obstructions (gastric outlet obstruction)
Nursing Dx/goals/interventions: DX: pain, anxiety, imbalanced nutrition, deficient knowledge. S/S: dull, gnawing pain or a burning sensation in the midepigastrium or in the back.  Also, pyrosis (heartburn), vomiting, constipation, or diarrhea and bleeding.  Goals lifestyle changes: stress reduction, smoking cessation, and dietary modifications. Interventions: relieve pain, reduce anxiety, maintain optimal nutritional status, monitor potential complications (hemorrhage, perforation, penetration, obstruction), teaching self care.  Coughing and deep breathing exercises to prevent pneumonia.  Drug tx: focus on antibiotics, proton pump inhibitors, histamine-2 receptor antagonists, and bismuth salts.  Surgery may be required (pyloroplasty and antrectomy).  NG tube after surgery and watch for hemorrhage.

DIGESTIVE SYSTEM
Review learning objectives for each of the chapters:
Ch. 34
1) Examine the anatomy & physiology of the GI tract: [image: http://gasdetections.com/wp-content/uploads/2011/07/Anatomy-Gastrointestinal-System2.jpg]
	Hormone
	Source
	Target
	Triggers
	Effects

	Gastrin
	Gastric Mucosa
	Stomach
	Food in stomach, psychic factors
	Increased HCL secretion and gastric emptying

	Cholecystokinin (CCK)
	Duodenal Mucosa
	Gall Bladder & Pancreas
	Amino acids, peptides, and fatty acids in duodenum
	Cxn of gallbladder and secretion of pancreatic juice

	Secretin
	Gastric Mucosa
	Pancreas
	Acid in duodenum
	(^)bicarbonate secretion

	Enterogastrone
	Duodenal mucosa
	Stomach
	Fat digestion products in duodenum
	Decreases gastric emptying


2) Examine the metabolic fcn’s of the liver: Can be considered a chemical factory that manufactures, stores, alters, and excretes a large number of substances involved in metabolism.  Fcn’s include: glucose metabolism, conversion of ammonia to urea, protein and fat metabolism, vitamin and iron storage, drug metabolism, bile formation, and Bilirubin excretion.  Liver forms bile that’s stored in gall bladder.  Blockage of gall bladder = problem with pancreas (pancreatitis).  
3) Explain the important physical assessment findings of the GI tract: Abdominal inspection, abd. Auscultation (signifies presence of peristalsis), abd. Percussion, abd. Palpation and rectal examination.  Peritonitis= distended and hard abd. (pt. not able to keep knees flat; wants knees up near chest)
4) Examine the assessment parameters used to determine the status of the upper and lower GI tract: Health hx. Nutritional assessment, lab. Studies and medication use.  Specific parameters on pp.

Ch. 35
1) Examine the nursing management of pt.’s with conditions of the oral cavity: Primary focus of mouth care is to lessen the amt of bacterial film that accumulates on teeth, around gums, and in saliva; the nurse must perform this care conscientiously if the pt. is unable.  Temporomandibular joint disorder (TJD) is a name given to a group of s/s that include pain in the facial muscles and dysfunction of the head, face, and jaw.  Correct posture and education of not to bite fingernails could prevent this.  Usually pt.’s who have this s/s disappear within 6 months.  If pain is unbearable, admin. Tylenol or NSAID to relieve pain as ordered and provide oral hygiene if pt. is unable.  Oral and oropharyngeal cancer: risk factors include alcohol and tobacco use.  Management involves radiation therapy, chemo therapy, and surgery.
2) Use the nursing process as a framework for care of pt.’s undergoing neck dissection: Assessments focus on altered respiratory status (airway integrity and management of secretions) wound infection, and hemorrhage (can end up with tracheostomy), interventions prioritize protecting the airway, preventing infection, relieving pain, providing wound care, and facilitating coping and communication.
3) Examine the various conditions of the esophagus & their clinical manifestations and management= under esophageal/GERD part of study guide
4) Explain the purpose and types of intubation: Gastrointestinal intubation= can be done to: decompress (remove) stomach fluid or air, lavage the stomach and remove toxins, administer medications and nutrition (eg NG tube), treat an obstruction, and bypass secretions of the tract.  
5) NG (nasogastric) and OG (oro-gastric) tubes= given meds through this, crush, put in H2O, d/c suction for 30 min. prior to given meds, x-ray for placement.; bright red blood signifying bleeding from NG tube; before admin food through NG/OG tube check for tube placement (x-ray or inserting air and listen), check for residual (pull back on syringe) If >200 mL, there is a risk for aspiration so do NOT give food.  PEG tube=  endoscopic medical procedure in which a tube is passed into a patient's stomach through the abdominal wall, most commonly to provide a means of feeding when oral intake is not adequate. The procedure is an alternative to surgical gastrostomy insertion, and does not require a general anesthetic; mild sedation is typically used. PEG tubes may also be extended into the small intestine by passing a jejunal extension tube (PEG-J tube) through the PEG tube and into the jejunum via the pylorus. PEG administration of enteral feeds is the most commonly used method of nutritional support for patients in the community. Many stroke patients, for example, are at risk of aspiration pneumonia due to poor control over the swallowing muscles; some will benefit from a PEG performed to maintain nutrition. PEGs may also be inserted to decompress the stomach in cases of gastric volvulus. 
6) Examine the purposes & uses of parenteral nutrition: Given to meet nutritional requirements when oral intake in inadequate or not possible and the GI tract is fcn’ing normally, delivered to the stomach (NG incubation or gastrostomy) or to the distal duodenum or proximal jejunum (may be cont. of cyclic feeding schedule), priorities for care: reduce the risk of aspiration, residual assessment, preventing dumping syndrome (highly r/t formula that is chosen)
Ch. 37
1) Differentiate the etiology, clinical manifestations, and management of acute gastritis, chronic gastritis and peptic ulcer (peptic ulcer in other part of study guide): Acute Gastritis: Rapid onset of symptoms usually caused by dietary indiscretion, other causes include meds, alcohol, bile reflux, and radiation therapy.  Ingestion of strong acid of alkali may cause serious complications, manifestations include abd. Discomfort, H/A, lassitude, n/v, hiccupping, management includes: refrain from alcohol and food until symptoms subside, if d/t strong acid or alkali tx to neutralize the agent, avoid anti-emetics and lavage d/t danger of perforation and damage to esophagus, supportive therapy.  Chronic Gastritis: Prolonged inflammation d/t benign of malignant ulcers of the stomach or by H. Pylori May also be associated with some autoimmune diseases, dietary factors, meds, alcohol, smoking, or chronic reflux of pancreatic secretions or bile; manifestations include: epigastric discomfort, anorexia, heartburn after eating, belching, sour taste in the mouth, n/v, intolerance of some foods, may have a vitB12 deficiently d/t malabsorbtion of B12; management includes: modifying diet, promote rest, reduce stress, avoid alcohol and NSAIDS, pharmacological therapy (see table 37-1).
2) Explain management of gastritis (answered above)
3) Answer r/t peptic ulcers, other part of study guide
4) Explain the nursing management of pt.’s who undergo surgical procedures to tx obesity: Preoperative assessment prioritizes nutrition and recent weight changes, postoperative assessment prioritizes complications such as hemorrhage, infection, abd. Distention, atelectasis, or impaired nutritional status; interventions are aimed at: reducing anxiety, relieving pain, providing teaching, resuming enteral intake; obstacles to nutrition include dysphagia, gastric retention, bile reflux, dumping syndrome, and dietary deficiencies.
Chapter 38
1)Examine the health care learning needs of pt.’s with constipation or diarrhea or fecal incontinence: Constipation: abnormal infrequency or irregularity of defecation, causes include meds, chronic laxative use, weakness, immobility, fatigue, inability to increase intra-abdominal pressure, diet, ignoring urge to defecate, and lack or regular exercise, increased risk with older age, perceived constipation= a subjective problem in which the person’s elimination pattern is not consistent with what he/she believes is  normal. Diarrhea: increased frequency of bowel movements (> 3/day)increase amt of stool (> 200 g/ day) and altered consistency (looseness) of stool, usually associated with urgency, perianal discomfort, incontinence, or a combination of these facts, may be acute or chronic, causes indicate infection, meds, tube feeding formulas, metabolic and endocrine disorders and various disease processes.  Fecal incontinence: the involuntary passage of stool from the rectum, identification of the underlying cause is vital, priorities for nursing care include bowel retraining (when possible) and meticulous skin care.
2) Answered above
3) Examine the diverticular disease and the care of pt’s with diverticulitis: Diverticulum: a sac like herniation of the lining of the bowel that extends through a defect in the muscle layer, pouches in large intestine, food gets trapped and can rupture, can be fatal, can result from a diet in bulky foods; diverticulosis: multiple diverticula are present without inflammation or symptoms; diverticulitis: food and bacteria retained in a diverticulum produce infection and inflammation; can usually be tx on an output basis with diet and modification, in acute cases with significant symptoms, hospitalization and surgery may be required
4) Answered in other part of study guide (r/t ulcerative colitis)
5) Answered in other part of study guide (r/t IBS)
6) Examine the responsibilities of the nurse in meeting the needs of the patient with an ileostomy: emptied every 24 hours, advise pt.’s to avoid tough of high fiber foods that are hard to digest in small intestine and may cause blockages of discomfort when passing through stoma.
7) Explain the various types of intestinal obstructions, as well as their medical and nursing management: An intestinal instruction is an emergency, because if the problem is not fixed soon, pt. will lose that part of intestine that obstruction is occurring in; may occur in the small bowel or large bowel, small bowel obstruction has a more rapid onset and is treated with nasogastric decompression, large bowel obstruction has a more gradual onset and may require the creation of a colostomy.
8) Answered in other part of study guide (r/t colorectal cancer)
9) Explain anorectal conditions including fissures, fistulas, hemorrhoids, and sexually transmitted anorectal diseases: Fissures/fistulas: epithelized surface of anal canal that accumulates pus and is painful; hemorrhoids: vascular structures in anal canal which help with stool control, become pathological when swollen/inflamed, internal hemorrhoid present usually with painless rectal bleeding and external hemorrhoids present with pain in area of anus; sexually transmitted anorectal diseases: gonorrhea, syphilis, and HIV
[bookmark: _GoBack]Diagnostic studies: bowel prep.: cleansing of intestine of fecal matter and secretions
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