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Client Profile


B.S. is a 72-year-old male who was admitted into Mercy Medical Center on September 13, 2011. He is currently unemployed, has no known allergies, he weighs 152 pounds and 9.31 ounces, he is on a renal standard diet, his activity level is up as tolerated and is to be ambulated twice a day. B.S. has a full code status, and is a fall risk. B.S. has bilateral nephrostomies and a colostomy, he is to keep his legs elevated, and kenalog 0.1% is to be applied to his right leg twice a day. B.S. has three wound areas, wound one is his coccyx/boney area, wound two is his left shin that is open to the air and is to be monitored, and wound three are his ankles that need cream to be applied. B.S. had an IV PICC line inserted on September 20, 2011 for fluorouracil to be administered every twenty-four hours for the duration of his radiation.


B.S. has an admitting diagnoses of severe dehydration, renal failure, and hypercalcemia. His co-morbid diagnosis is advanced bladder cancer. Some other medical diagnoses and surgeries he has had are hypertension, colon cancer, peptic ulcer disease, diverticolosis, chronic renal disease, deep vein thrombosis, and osteoporosis. Severe dehydration is defined as the loss of water from the extracellular fluid volume, which leads to hypovolemia. The dehydration is severe because five to ten liters of water has been lost (Black and Hawk, 2009). In the textbook Medical Surgical Nursing by Black and Hawk (2009) they say, “The Pathophysiology of dehydration is seen when the normal compensation for fluid loss in the bloodstream cannot be corrected by stored fluid elsewhere” (p. 129). To rate dehydration as severe, his level of consciousness would have had to be obtunded, capillary refill time would be greater than four seconds with cool limbs, mucous membranes were parched and cracked, heart rate was very increased, respiratory rate increased with hypercapnea, blood pressure decreased, pulse was faint or impalpable, skin turgor was observed as tenting, eyes were very sunken in, and his urine output observed as oliguria/anuria. The diagnostic findings are: osmolality greater than 295 mOsm/kg, plasma sodium level greater than 145 mEq/L, blood urea nitrogen (BUN) level greater then 25 mg/dl, plasma glucose level greater than 120 mg/dl, hematocrit greater than 55%, and urine specific gravity greater than 1.030. Some nursing diagnoses for this patient would be deficient fluid volume and impaired oral mucous membrane (Black and Hawk, 2009). The importance of monitoring dehydration is well stated in the article called, Prevalence, risk factors and strategies to prevent dehydration in older adults, “Maintaining the delicate fluid and electrolyte equilibrium of older adults is an integral part of nursing care of the elderly” (Wotton, Crannitch, Munt, 2008, 54). 

Which then dehydration relates to his second admitting diagnosis of renal failure. Renal failure is when the kidneys no longer do their job excreting and filtering toxins and producing urine. The pathophysiology of renal failure is unclear and there are only theories of how renal failure happens. Some signs and symptoms are fluid and electrolyte imbalances, acidosis, increased susceptibility to secondary infections, anemia, platelet dysfunction, gastrointestinal complications, increased incidence of pericarditis, uremic encephalopathy characterized by apathy, defective recent memory, episodic obtundation, dysarthria, tremors, convulsions, coma, and impaired wound healing. His urine output may be 1000 to 2000 ml/day, which will lead to dehydration. Some nursing diagnoses would be imbalanced nutrition: less than body requirements, risk for impaired skin integrity, risk for infection, and anxiety (Black and Hawk, 2009). 

His third admitting diagnosis was hypercalcemia, which is defined as having a plasma calcium level greater than 5.5 mEq/L. The pathophysiology of hypercalcemia is when there is destruction of the bone and the calcium from the bone is released into the blood stream. Some signs and symptoms are anorexia, nausea, vomiting, polyuria, muscle weakness, fatigue, lethargy, dehydration, and constipation. A nursing diagnosis for hypercalcemia would be risk for constipation, as hypercalcemia can cause impaired renal function and dehydration (Black and Hawk, 2009). 

Bladder cancer was his co-morbid diagnosis, and is defined as tumors in the bladder that may infiltrate the bladder wall. The article, Chemotherapy in advanced bladder cancer: current status and future, explains that people with the diagnosis of bladder cancer is on the rise, here are some statistics from the article, “An estimated 386,300 new cases and 150,200 deaths from bladder cancer occurred in 2008 worldwide. … Bladder cancer occurs in the majority of cases in males with a male/female sex ratio of 3:1. … The average age of diagnosis is 65 years. … Smoking is the most implicated risk factor in western countries, followed by other factors such as polycyclic aromatic hydrocarbons and cyclophosphamide” (Ismaili, Amzerin, Flechon, 2011, p. 1). Bladder cancer represents the seventh most common cancer for men. The pathophysiology would be that a carcinogen was exposed to the bladder wall causing the cancer, like cigarette smoke for example. The main sign of bladder cancer is hematuria and it is painless. Some nursing diagnoses would be powerlessness and/or decisional conflict and impaired urinary elimination (Black and Hawk, 2009). 

Hypertension is high blood pressure, with the systolic at 140 mm Hg or higher and the diastolic at 90 mm Hg or higher. The pathophysiology of hypertension is when the arterial resistance rises because of inappropriate renal retention of salt and water or the vessel walls are abnormal. In the beginning of hypertension, there are no signs or symptoms except a higher blood pressure, if not taken care of it will continue to rise and the symptoms will change to frequent headaches, fatigue, dizziness, palpitations, flushing, blurred or double vision, or epistaxis. Some nursing diagnoses for hypertension are ineffective health maintenance, and risk for nonadherence (Black and Hawk, 2009). 

Colon cancer is cancer that starts in the large intestine. The pathophysiology of colon cancer is that it starts as polyps and they grow slowly over the course of 5 to 10 years, they then can become malignant and invade the bowel wall. Some signs and symptoms of colon cancer are rectal bleeding, changed bowel habits, abdominal pain, weight loss, anemia, anorexia, cramping, nausea, vomiting, weakness, and debility. Some nursing diagnoses are risk for injury, risk for disturbed body image, and effective: therapeutic regimen management (Black and Hawk, 2009). 

Peptic ulcer disease is inflammation of the lower esophageal gastric or duodenal mucosa, the ulcers may occur when gastric juices are exposed to the GI wall. The pathophysiology of peptic ulcer disease is primarily inflammation, and secondarily it is the breakdown of the epithelia wall. Some signs ad symptoms are acute pain, nausea and vomiting, and bleeding. Some nursing diagnoses are acute pain or chronic pain, and ineffective therapeutic regimen management (Black and Hawk, 2009). 

Diverticolosis is when there are diverticula that are not inflamed. The pathophysiology of diverticolosis is when the diverticula develop in the weak areas of the colon where blood vessels penetrate the colonic wall. Some signs and symptoms of diverticolosis are pain that could be described as episodic, or steady left lower quadrant or mid-abdominal, constipation, diarrhea or both, increased flatus, anorexia, abdominal distention, and a low-grade fever. Some nursing diagnoses for diverticolosis are acute or chronic pain, and deficient fluid volume. (Black and Hawk, 2009). 

Deep vein thrombosis (DVT) is when there is thrombophelitis in the deep veins. The pathophysiology of DVT is when the body is inactive or the muscle pump in the calf is ineffective, blood begins to pool, platelet aggregation occurs resulting in deep vein thrombi filling the main veins. Some signs and symptoms of DVT are redness, unilateral edema, warmth, dilated veins, pain, low-grade fever, half do not even have symptoms, and their first symptom may be a PE. Some nursing diagnoses are ineffective tissue perfusion, and risk for injury (Black and Hawk, 2009). 

Osteoporosis is defined as, “ a systemic skeletal disorder characterized by compromised bone strength predisposing to an increased risk of fracture” (Black and Hawk, 2009, p. 487). The pathophysiology of osteoporosis is when bone tissue is lost and it is due to changes in structure, aging of the bone tissue, accumulation of micro damage, all contribute to the fracture risk. Some signs and symptoms of osteoporosis are the sudden onset of severe back pain that worsens on movement and is relieved by rest, shortened posture, progressive dorsal kyphosis, abdominal distention, bloating, restricted lung expansion, loss of teeth or poorly fitting dentures, and changes in the appearance of the face. Some nursing diagnoses are chronic pain, efficient knowledge, impaired physical mobility, and risk for injury (Black and Hawk, 2009). 

Concept Map

See poster board concept map.

Assessment Data

Health/ perception health management


Patient stated that he quit smoking 30 years ago, and that he never consumed any alcohol. His perception of his health was stated as “fair”. He said he was active on a daily basis, no exercising though. His daughter said that her father’s living conditions are safe, but that they live in a small trailer and it is very old, and there is no way for him to get excess in and out of it. She then stated to me, “If he ever makes it home from here”. The patient seemed to be bothered by me asking him questions, he was very tired, agitated because he was very fatigued from lack of sleep, his daughter seemed very tired as well, and she seemed to be very concerned for her father. Patient has a history of hypertension, colon cancer, peptic ulcer disease, diverticolosis, and chronic renal disease. He is on several medications, which are listed in the table on pages 16-30. Patient shows effective patterns in knowing about his illnesses and diseases and coming to the hospital and getting them treated. 

Nutritional/metabolic


Patients’ weight is 152 lbs and 9.31 oz, his diet is a renal standard diet, his appetite is decreased, and he stated he has decreased taste, nausea, vomiting, and swallowing difficulties. He fed himself his breakfast, but he ate very slowly and had to take many rests, he even fell asleep once or twice while eating. His mouth was moist and pale, and he had full upper and lower dentures. Patient had an IV in his right upper arm. His skin was pale, warm, and moist, his turgor was within normal limits, and skin was intact, he had bruises around his IV site. He had an oral temperature of 97.3 degrees Fahrenheit. Patient showed effective patterns by being able to feed himself that morning. Patient showed potential barriers in his health because while he was able to feed himself, it took a lot of energy to do the task, and his temperature was slightly low. 

Elimination


Patient currently had a colostomy and bilateral nephrostomies. His elimination pattern was said to be regular. His last bowel movement was that morning. He also urinated regularly, and used the bedside commode that morning as well. I did not get to see any of his urine that day because the nurse had already gotten him off the commode and in bed that morning as I arrived on the floor. His bowel sounds were hypoactive, and his abdomen was soft and tender. Patient was hesitant to let me listen in that area. Patient showed potential barriers in elimination because of his colostomy and pain in stomach area. 

Activity/exercise


Patient stated that he needed assistance from others when he need to bathe, get dressed, and use the toilet, any kind of bed mobility, transferring, and ambulating. He can feed himself, and if he is to weak, his family that is there will help him. Patient has musculoskeletal tremors and some minor swelling in the lower legs and feet. He has a bedside commode and is transferred in a wheel chair. His gait is unsteady and his range of motion is limited, his pulses are irregular, and his blood pressure was 161/105 lying down. Patient’s capillary refill was brisk, his skin color was pale, it felt warm, and was dry, his nails were normal, and his pedal pulses were weak but palpable. Patient’s chest was symmetrical with a regular respiratory rate at 14; he had wheezing in the right upper lung. Patient seemed very weak when trying to move around the room and became very tired after a few steps. Patient showed potential barriers when expressing that he needs assistance with many things, and not feeling like he needs it yet, he tried very hard to do things on his own until he couldn’t do it and had to ask for help. Patient showed effective patterns by asking for help before he was hurt or went too far.

Sexuality/reproduction


Patient stated that he had not had prostate problems until he was diagnosed with the cancer. Patient didn’t seem too interested in answering these questions so I moved on. Patient showed a potential barrier in knowing that he now has a prostate problem, and as he spoke, he did not seem too thrilled about the fact that he had cancer in the first place. 

Sleep/rest


Patients sleep habits were about three to four hours a night with frequent naps during the day. He stated he did not feel rested when awakened, and was woken up frequently during the night due to anxiety and pain. Patient wanted to take a nap as soon as I was done asking him questions and seemed to want to get this interview done with. Patient showed a potential barrier of inadequate sleep; he definitely was not getting the right amount of sleep per night, he was so tired, and in pain most of the time. 

Cognitive/perceptual 

Patient’s level of consciousness was very drowsy, his mood was irritable, but calm at the same time, overall, he seemed very mellow and too exhausted to function. He was A&Ox3, his pupils were 2mm and reactive, his hand grasp was weak in both, as well as his pushes and pulls. He stated his pain was at a 6 out of a scale from 0-10, the pain was located in his lower stomach area and it was a stabbing feeling. Every time he moved his face would cringe, so he remained as still as long as possible. I reported to the nurse his pain level and she provided him with some medication to help with his pain. He stated he wore glasses, and had no hearing aids. Patient ability to communicate was clear, but his daughter stated she was concerned with him making decisions on his own and that it may not be easy for him to do. Patient showed a potential barrier by being concerned with how his memory is turning out to be, for example, his daughter stated, “My dad really wants someone to be here with him when the doctor comes, because he has a hard time remembering what he was told, and what to do with the information”. 

Role/relationship


Patient stated he does not live alone, that he is married and lives with his wife. He stated he had four children and is currently unemployed because he used to work at Ford Motor Company before that shut down. Patient’s support system is his wife and his daughter, and I do not know much more about his other children, other than he has three more. Patient stated that he has concerns about his illness, because when he asked the doctor questions, he is afraid he will not remember what the doctor says or the orders that he needs. His daughter said that his illness will cause significant changes in his usual role. Patient showed potential barrier of being afraid of not being able to understand the doctor’s instructions. Patient showed effective patterns by having good relationships with his wife and daughter, and it was said that the other family members do know about his current situation. 

Self-perception/self concept


Patient’s appearance seemed irritable and he stated that his level of anxiety was a 7 or an 8 on a scale from 0-10. His face was not reddened and there were no changes in the volume of his voice, and his muscles were stiffened. His body language showed that he was very weak, and his movements were very slow. His eye contact was good, he shut his eyes a lot to rest, and he hesitantly answered my questions. Patient showed potential barriers by being so weak and by having a high level of anxiety and seeming irritable, and not being able to get comfortable. 

Coping/stress tolerance


Patient had some overt signs of stress by having so much anxiety and was very stiff and tired. Patient’s only concern with being hospitalized and with his illness was that he had a difficult time remembering the doctors’ orders. Patient had not had any kind of major loss in the past year. Patient showed potential barriers because he stated he had a hard time remembering the doctor’s orders, which seemed to cause him grief in knowing that his mental status was changing.

Value/belief


Patient stated that he was Baptist and had no religious restrictions or practices. Patient seemed uninterested in talking about his values or beliefs. Patient showed potential barrier by having an uninterested temperament in his own values and beliefs. 

Lab Information and Diagnostic test results

Refer to table with labs on page 14-15.

Medication Information

Refer to table with medications on page 16-30.

Analysis (NANDA)

The first nursing diagnosis is anxiety related to knowledge deficit of all the disease processes and the treatments as evidenced by; anxiety rated as a 7 or 8 on a scale from 0-10, heart rate of 88bpm, nausea and vomiting, insomnia, fatigue, weakness, pale skin, irritability, inability to remember, blood pressure of 161/105, pain level of 6 out of 10, and decreased appetite. Two goals for this diagnosis are: 1. Patient will relate an increase in psychological and physiologic comfort by end of clinical day and 2. Patient will report diminished anxiety or irritability by end of clinical day. Two nursing interventions for the first goal are, 1. Provide reassurance and comfort, and 2. Remove excess stimulation. Two nursing interventions for the second goal are, 1. Allow patient to share his perception of the situation, and 2. Assess level of anxiety. Patient did not relate an increase in psychological and physiologic comfort; patient should continue to be provided reassurance and comfort from other care givers and family members, and if at all possible continue to remove excess stimulation, for example: take patient to a quieter room, and limit contact with others who are also anxious. Patient did not report diminished anxiety or irritability by the end of clinical day; patient should continue to share his perception of the situation, and nurses should continue to assess his anxiety level.


The second nursing diagnosis is Knowledge deficit related to chronic disease management as evidenced by; history of hypertension, blood pressure of 161/105, chronic renal failure, severe dehydration, and advanced bladder cancer. Two goals for this diagnosis are, 1. Patient and/or family members will state what hypertension is and what it does to the body if not treated by end of clinical day, and 2. To reduce patients blood pressure to less than 140/90 by end of clinical day. Two nursing interventions for the first goal are, 1. Teach the patient about the pathophysiology of hypertension, and 2. Explain the actions, dosages, and adverse effects of prescribed antihypertensive medications, and discuss risk factors than can cause organ damage. Two nursing interventions for the second goal are, 1. Demonstrate relaxation techniques, and how to modify patients diet, and 2. Teach the patient and the family the correct use of a self-monitoring blood pressure cuff and to record the blood pressure. Patient’s daughter stated what hypertension was and what it does if not treated, after I told her and her father about it. Patients’ blood pressure did not decrease to desired limit; patient should continue to do the relaxation techniques, eat a modified diet, and the patient and family should continue to record blood pressures.
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