 Connective tissue disorders- systematic disorders that are chronic in nature and are characterized by diffuse inflammation and degeneration in the connective tissues. RA (can come at any age) - autoimmune disease of unknown origin, reaction occurs in the synovial tissue. Phagocytosis produces enzymes within the joint; they break down collagen causing edema, proliferation of the synovial membrane and pannus formation. The pannus destroys cartilage and erodes the bone, tendon and ligament elasticity and contractile power are lost. Clinical manifestations- joint pain, swelling, warmth, erythema, joint stiffness and lack of function. Joint palpation show boggy tissues with fluid around the joint. Onsets of symptoms are usually acute, bilateral and systematic. Other features include fever, weight loss, fatigue, anemia, lymph node enlargement and Reynaud’s phenomenon. Assessment and diagnostic findings- factors that contribute to diagnosis- rheumatoid nodules, joint inflammation detected on palpation and lab findings, bilateral/ systematic stiffness, tenderness, swelling, temp change in joints. Assessment of weight loss, sensory changes, node enlargements, and fatigue. ESR is elevated (20-40 mm/hr mild, 40-70 moderate, 70-150 severe), RBC is decreased, WBC and RF ( 140-160) increased, positive ANA titer, and x-ray shows bony erosions and narrowed joint space. Assess for pain, functional ability and indications of infection. Medical management- treatment- education, balance of rest and exercise, referral to agencies, NSAIDs (anti-inflammatory/ plaquenil/ azulfine/ prednisone), immunosuppressant’s (minocycline, sulfasalazine, hydroxychloroquine, rheumatrex, cytoxan) DMARDs, biological response modifiers (enbrel, infliximab, adalimumab and anakinra) and analgesia, physical therapy, and reconstructive surgery. Nursing management- medication induced complications- bone marrow suppression, anemia, gi disturbances and rashes. Apply heat or cold, encourage activity, safe environment. Risk factors- female, age 20-50, genetic predisposition, Epstein Barr virus and stress. Diagnosis- fatigue, impaired physical mobility, chronic pain, disturbed body image, risk for injury. Degenerative joint disease (osteoarthritis)- primary, idiopathic, no prior event or disease r/t OA, increasing age directly relates to degenerative process of the joint, starts in 3rd decade of life and peaks about the 5th or 6th. OA affects the articular cartilage, subchondral bone, and synovium. Cartilage degeneration, bone stiffening and reactive inflammation occur. Risk factors- increased age, obesity, previous joint damage, repetitive use, anatomic deformity and genetic sensibility. Clinical manifestation- pain, stiffness, functional impairment. Assessment and diagnostic findings- tender, enlarged joints, progressive loss of joint cartilage (x-ray). Medical management- preventative measures- weight reduction, prevention of injuries, perinatal screening for congenital hip disease and ergonomic modifications. Treatment- pt education, use of heat, weight reduction, joint rest, avoidance of joint overuse, orthotic devices, exercises, occupational and physical therapy, massage, yoga. Acetaminophen, NSAIDs, opioids, intra articular corticosteroids, topical anagelesic, glucosamine, chondroitin and joint injections. Surgical measures may be used if function has been lost or pain is severe. (osteotomy or arthroplaty). Nursing management- pain and functional abilities, weight loss, exercise, and assistive devices. Differences- RA (inflammatory; synovial membrane inflammation resulting in cartilage destruction and bone erosion, swelling, redness, joint pain, effusion at all joints, underweight, swan neck deformities of hands, systemic involvement- lungs, heart, skin and extra articular, symmetrical, diagnostic- e-rays, + rheumatoid factor) & OA ( cartilage destruction with bone spur growth at join ends; degenerative, pain with activity, localized inflammatory response, overweight, heberden and bouchard nodes, articular, not symmetrical, x-ray). Joint replacement- pt with joint pain and disability; replacement of both articular surfaces within a joint with metal or synthetic material. Degeneration can be contributed by: osteoarthritis, RA, trauma and congenital deformity. Fractures may cause disruption of the blood supply and subsequent avascular necrosis which is managed by replacement. Hip, knee and finger (freq replacement) shoulder, elbow, wrist and ankle (less freq). Return of motion and function depends on postoperative soft tissue condition, soft tissue reactions and general muscle strength. Early failure of replacement is associated with excessive activity and preoperative joint and bone pathology. Interventions- preoperatively evaluate cardio, respiratory, renal and hepatic functions, age, obesity, leg edema, history of venous thromboemboli/varicose veins increase risk for DVT and pulmonary embolism. Infection- strict adherence to aseptic principles and the operating area is made as bacteria free as possible. Antibiotics given 60min before incision are effective in preventing post-op infections. Ambulation- within a day after surgery a walker or crutches are used. Contradictions- recent/active infection, arterial impairment to the affected extremity, pt’s inability to follow the post surgery regimen, co-morbid condition. Diagnostic procedures- CBC, urinalysis, electrolytes, BUN, Creatinine, chest x ray, ekg. Total knee replacement- pt with severe pain and functional disabilities r/t destruction of joint surfaces by osteoarthritis or RA. Metal and acrylic prostheses- functional, painless, stable joint. Hinged- used for weakened ligaments. Non-constrained- depends on patients ligaments for joint stability. Nursing interventions- post-op: knee dressed with compression bandage, ice applied (edema and bleeding), flexion of foot every hour, neurovascular status (prevents thromboemboli, infection, perineal nerve palsy, ROC wound suction drain removes accumulated fluid, ranges from 200-400 ml and 25 ml after 48 hrs. Continuous passive motion (CPM) device and physical therapy decreases hospital stay and improve post-op knee mobility and decrease pain med use. Pre-op- meds-, hydration status- adequate status decreases blood viscosity, venous stasis and ensures urine flow (check skin/mucous membranes, v/s, urinary output, lab values), infection. Diagnosis- acute pain, risk for peripheral neurovascular dysfunction, risk for ineffective therapeutic regimen management, impaired physical mobility, risk for low self esteem. Interventions- relieving pain (elevation, ice, med’s) maintain adequate neurovascular function (color, temp, capillary refill, pulses, edema, pain, sensation, motion: measures used- elevation, notify physician, wraps/casts), promoting health (nutrition, hydration), improving mobility (elevate, use pillows, support, med), helping patient with self esteem. Evaluation- patient outcomes: relief of pain, neurovascular function, promotes health; maximize mobility within therapeutic limits, expresses self esteem.  Post- op- same as pre op care plan but now it reassessed. Assessments- v/s, pain, level of consciousness, neurovascular level, wound drainage, breath and bowel sounds, fluid balance, changes in pulse, resp, color, pneumonia, fever. Venous thromboembolous/ DVT are the most dangerous complication; risk factors: age, venous stasis, lower extremity orthopedic surgery, and immobilization. Diagnosis- acute pain, risk for neurovascular dysfunction, risk for ineffective therapeutic regimen management, impaired physical mobility, risk for low self esteem. Complications- hypovolemic shock ( increased pulse, decreased bp, narrowed pulse, less urine output, restlessness, change in mentation, thirst, decreased Hct/Hgb), atelectasis; pneumonia (fever, productive cough, diminished breath sounds, increased resp rate) , urinary retention , infection (osteomyeltits IV antibiotics), venous thromboemboli (DVT/PE, exercise, stockings, compression devices, hydration, mobilization, ), constipation and fecal impaction. Nursing Interventions- relieving pain (PCA, epidural, elevation, ice, repositioning, relaxation, distraction, guided imagery, surgical drains) maintain adequate neurovascular function (physician notified if tissue perfusion diminishes), promoting health (nutrition of vitamins and protein, ulcers, hydration), improving mobility, helping patient with self esteem, monitoring and managing potential complications, promoting care. Evaluation- relief of pain, neurovascular function, promotes health; maximize mobility within therapeutic limits, expresses self esteem, exhibits absence of complications. Total hip replacement- replacement of a severely damaged hip with an artificial joint, replacement of the acetabular cup, the femoral head and the femoral stem. Indications for surgery: osteoarthritis, RA, femoral neck fractures, failure of previous reconstructive surgeries (failed prosthesis/ osteotomy) and development of dysplasia.  Nursing interventions- aware of complications (dislocation of hip prosthesis, excessive wound drainage, thromboemboli, infection, ulcer, immobility, heterotypic ossification, avascular necrosis and loosening of prosthesis. Preventing dislocation- position the leg in abduction (splint, pillows), never flexed more than 90*, limited flexion. Indicators of dislocation: increased pain at site, acute groin pain, shortening of the leg, abdominal external/internal rotation, restricted ability/ inability, popping sensation. DVT- calf pain, swelling, tenderness, dyspnea, tachycardia, chest pain. Infection- pts at risk: elderly, obese, poorly nourished, smoke cigarettes, corticosteroids meds, diabetes, RA, concurrent infections/ hematomas. Home Care- exercise program, ADL’s. Fractures- complete or incomplete disruption in the continuity of bone structure and is defined according to its type of extent, bone is subjected to stress greater than it can absorb, can also be described according to anatomic placement of fragments. Can be caused by direct blows, crushing forces, sudden twisting motions, and extreme muscle contractions. Types- complete (break across the entire cross section of the bone and is frequently displaces), incomplete (involves a break through only part of the cross section of the bone), comminuted (produce several bone fragment), closed (doesn’t cause break in the skin), open (skin or mucous membrane wound extends to the fractured bone; graded as I- clean wound < 1cm, II- larger wounded without extensive soft tissue damage, III- highly contaminated, have extensive soft tissue damage, most severe). Specific types- avulsion/ pulled by tendon, comminuted/splinted into several, compression, depressed/ inward, epiphyseal/ through epiphysis, green stick/ broken and bent, impacted/ driven into another, oblique/ angle, open/ compound, pathologic/ diseased bone, simple/ no disruption, spiral/ twists, and stress/ repeated loading, transverse/ straight across.  Risk factors- osteoporosis, falls, motor accidents, substance abuse, disease, contact sports, physical abuse. Diagnosis- MRI/ arthroscopy will identify fracture and confirm diagnosis, x-ray, CT. S/S- acute pain, loss of function, deformity, shortening of the extremity, crepitus (testing can cause further damage), localized edema, ecchymosis. Emergency management- immobilizes body part before pt is moved, splinting, and neurovascular status assessed before and after splint, remove clothes from uninjured side first. Medical management- reduction (fracture- restoration to anatomic alignment and positioning, closed- manipulation and manual traction, open- surgical), immobilization- cast, splint, bandages, traction, external fixators, maintain and restoring function. Nursing management- closed (control edema and pain, exercise, pt teaching for meds, self care, complications), open (prevent infection of wound, soft tissue and bone, IV antibiotics given, elevation, temp). Healing and complications- factors that can impair fracture healing: inadequate fracture immobilization, inadequate blood supply to the fracture site, extensive space between fragments, interposition of soft tissue between bone ends, displacement of fragments, infection and metabolic problems. Complications- early (shock- noted in trauma pt’s with pelvic fracture and femoral fracture; treatment- stabilizing, restore blood volume and circulation, relieve pain, fat embolism- men, < 40, compartment syndrome ,DVT, PE), clinical manifestation- hypoxia, tachycardia, tachypnea, pyrexia, crackles, wheezes, chest pain, cough, sputum, ABG if restlessness, irritability or confusion, prevention and management- immobilization, fluid/electrolyte balance, resp support, diagnostic findings- neurovascular function. late (delayed union- healing time prolonged, mal-union- end of bones don’t reunite, nonunion- failure of ends to unite in normal alignment, medical and nursing management-  internal fixations, bone grafting, electrical bone stimulation. AVN of bone, reaction to external fixation devices, CRPS, heterotypic ossification).Cast assessment- rigid external immobilizing device that is molded to the contours of the body. Effective because the patient cant remove. Used to immobilize a reduced fracture, to correct deformity, to apply uniform pressure to underlying soft tissue or to support and stabilize weakened joints. Short arm: from below the elbow to the palmer crease, secured around the base of the thumb. Long arm: from auxiliary fold to the proximal palmer crease. Short leg: below the knee to the base of the toes. Long leg: junction of the upper and middle third of the thigh to the base of the toes. Walking: a short or long leg cast reinforced for strength. Body: encircles the trunk. Shoulder spica: body jacket that encloses the trunk, shoulder and elbow. Hip spica: enclosed the trunk and lower extremity. Fiberglass- light, strong, durable, water resistant and water proof lining. Plaster- less cost, better mold, not durable, heavy, not water resistant, takes long to dry/ 24-48 hrs. elevate cast above the level of the heart for the first 24-48 hrs to prevent swelling. Traction- realignment of bone fragment, decrease muscle spasm and pain, and correcting or preventing further deformities, straight/running- pulling force in a straight line with the body part resting on the bed. Balanced suspension- supports the effected extremity off the bed and allows for some patient movement without disruption of the line of pull. Skin traction- control muscle spasms and to immobilize the area before surgery, buck’s extension traction (lower leg), cervical head halter (treat neck pain), pelvic belt (treat back pain). Nursing interventions- ensuring effective traction: avoid wrinkling and slipping of the traction bandage and maintain counter traction, monitoring complications (skin break down, nerve damage, circulatory impairment): monitor skin 3x a day, back care every 2hr, sensation, circulatory assessment every 1-2hr. Skeletal traction- applied directly to the bone, used to treat fracture of tibia, femur and surgical spine. Nursing interventions- maintain effective traction (never remove weights unless in a life threatening situation), maintain positioning (alignment, inversion, eversion and plantar flexion), prevent skin breakdown (trapeze maybe used), monitor neurovascular status (every hr initially then every 4, sensation, ankle exercises 10x every hr to prevent DVT, stockings, compression devices, anticoagulant therapy, pain, pulse, polar, paralysis, pallor, paresthesia), provide pin site care (avoid infection and osteomyeltits, 1-2x care a day, drainage, loose pins, tenting of skin, peroxide/iodine every 8hr), promoting exercise. Nursing management- assessing anxiety, assisting with self care, monitoring/managing complications (ulcers, atelectasis, pneumonia, constipation, loss of appetite, urinary stasis, UTI, venous thromboemboli formation).  Compartment syndrome- edema is a natural response of the tissue to trauma. Vascular insufficiency and nerve compression due to unrelieved swelling can result in the syndrome. It can occur when there is increased tissue pressure within limited space that compromises the circulation and function of the tissue within the confined area. To relieve pressure, the cast must be cut in half while maintaining alignment and extremity elevated no higher than the heart level to ensure arterial perfusion. If pressure isn’t relieved or circulation restored a fasciotomy may be necessary to relieve the pressure. Decrease in blood flow that can result in ischemic necrosis, deep throbbing, unrelenting pain, pain that intensifies with ROM. The pain can be caused by: reduction in the size of muscle compartment and increase in compartment contents.
