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Preface

Nursing Care Plans: Diagnoses, Interventions, and Outcomes is a well-
established and premier resource book used by nurses to plan care for an
increasingly diverse population of patients. This book continues to be the
most comprehensive care planning book on the market, with 217 care plans
covering the most common nursing diagnoses and clinical problems in
medical-surgical nursing patients. The care plans focus on patients with
both acute and chronic medical conditions in the acute care, ambulatory,
and home care settings.

Our primary goal for this eighth edition has been to build on the quality
of this work and expand its focus to yet another population—those
individuals seeking to increase their level of well-being. The public is
beginning to realize that almost half of all premature deaths in the United
States are caused by lifestyle-related problems: unhealthy diet, obesity,
tobacco smoking, poor stress management, sleep deficits, and sedentary
lifestyle to name a few. Therefore a new chapter (Chapter 3) has been added
that provides eight additional care plans with their focus on Health
Promotion and Risk Factor Reduction. These care plans include: health-
seeking behaviors, readiness for engaging in a regular physical activity
program, readiness for enhanced immunization status, readiness for
enhanced nutrition, readiness for enhanced sleep, readiness for managing
stress, readiness for smoking cessation, and readiness for weight
management.

Realizing that many patient conditions warrant attention to specialized,
yet commonly used, interventions, this edition now provides a dedicated
space for these interventions in new Chapter 4. Examples of these
overarching care plans include such interventions as central venous access,
blood component therapy, and total parenteral and enteral nutrition. Other
care plans that can relate to a variety of medical diagnoses include death
and dying: end of life issues, common mood disorders, substance abuse, and
the surgical experience.

Nursing Care Plans: Diagnoses, Interventions, and Outcomes continues
to offer “two books in one.” Besides including an introductory chapter on



how to use care plans to provide safe, individualized, and quality care
(Chapter 1), the book and its accompanying Evolve website contain 70 of
the most commonly used nursing diagnoses, 8 of the most common health
promotion and risk factor management care plans, and 139 of the most
commonly used medical-surgical adult health care plans. This book
provides detailed introductions to each care plan to serve as a foundation for
understanding the nursing care for a specific nursing diagnosis or medical
disorder. Content on patient safety and preventable complications addresses
national initiatives and discusses the nurse’s responsibility in preventing
complications such as falls, pressure ulcers, infections, and the like.

In Chapter 2, new care plans have been added for the NANDA
International (NANDA-I) diagnoses of risk for bleeding, risk for unstable
blood glucose level, and risk for electrolyte imbalance. In the remainder of
the book, new medical disorder care plans added to this edition include
atrial fibrillation, bariatric surgery, and gastroenteritis.

The essential format for the book and for the individual care plans has
not changed from the seventh edition. These care plans include assessments
and therapeutic interventions across the continuum of care. Chapter 2 also
contains a section on patient education and continuity of care for each
nursing diagnosis. Ongoing Assessments throughout this book contain the
latest information on methods of assessment and for laboratory and
diagnostic tests. Revised and expanded outcomes include new measurable
and specific terms for each nursing diagnosis. Therapeutic Interventions
include up-to-date information on independent and collaborative clinical
management and on drug therapy related to nursing diagnoses and medical
disorders. The rationales for the Ongoing Assessments and Therapeutic
Interventions include current care and patient safety standards and clinical
practice guidelines in nursing and other health care disciplines. Related care
plans are referenced where applicable, making it easy to cross reference
content throughout the book. We continue to include the latest editions of
Nursing Interventions Classification (NIC) and Nursing Outcomes
Classification (NOC) labels at the beginning of each care plan. The index
includes entries for all nursing diagnoses, all medical diagnoses, and all
synonyms for the medical diagnoses, providing an easy-to-use, practical
tool for accessing the book’s content.

We continue to use the Evolve website as an adjunct to the printed book.
The expanded website now includes 36 additional care plans on a wide



range of disorders (see the inside back cover of this book for a full list).
We are grateful to the many contributors to previous editions of this

book. Their work continues to be the foundation for the nurses who have
contributed to the revisions for this edition.

Meg Gulanick, PhD, APRN, FAAN
Judith L. Myers, RN, MSN
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Using Nursing Care Plans to
Individualize and Improve Care



Introduction
According to the American Nurses Association (ANA), nursing is the
diagnosis and treatment of human responses to actual and potential
problems. A broad foundation of scientific knowledge, including the
biological and behavioral sciences, combined with the ability to assist
patients, families, and other caregivers in managing their own health needs,
defines the scope of nursing practice. Nursing care in this context
transcends settings, crosses the age continuum, and supports a wellness
philosophy focused on self-care. In many ways, the roles of nurses are
enhanced by opportunities to provide nursing care in the more natural, less
institutional paradigms that are demanded by restructured health care
financing. Studies continue to document that society places its highest trust
in nurses. To deserve this trust, nurses will need to continuously strive to
improve health care quality. The current challenges in seizing these
opportunities include the following: (1) recognition of the growing chasm
between what currently “exists” in health care and what “should be” to
achieve the safe, quality care that every patient deserves; (2) the importance
of working effectively in interdisciplinary teams to deliver patient-centered
care; (3) the need for more effective professional communication; (4) the
need to help patients better navigate through difficult acute and chronic care
issues; (5) the ability of the nursing educational system to increasingly
prepare nurses for settings outside the hospital environment, as well as
within the complex hospital setting; (6) the ability of nurses themselves to
be comfortable with the responsibility of their roles; (7) the need to increase
the recruitment and retention of nurses from diverse backgrounds to meet
the needs of an increasingly diverse population; and (8) the availability of
tools to assist nurses in assessing, planning, and providing care. Nursing
Care Plans: Diagnoses, Interventions, and Outcomes is such a tool.



Components of These Nursing Care
Plans
Each care plan in this book begins with an expanded definition of the title
problem or diagnosis (Figure 1-1). These definitions include enough
information to guide the user in understanding what the problem or
diagnosis is, information regarding the incidence or prevalence of the
problem or diagnosis, a brief overview of the typical management and/or
the focus of nursing care, and a description of the setting in which care for
the particular problem or diagnosis can be expected to occur.

FIGURE 1-1  Expanded definition and cross-references of a care plan.

Each problem or diagnosis is accompanied by one or more cross-
references, some of which may be synonyms (see Figure 1-1). These cross-
references assist the user in locating other information that may be helpful
in deciding whether this particular care plan is indeed the one the user
needs.

For each care plan, appropriate nursing diagnoses are developed, which
include the following components:
• Common related factors (those etiologies associated with a diagnosis for
an actual problem) (Figure 1-2)



FIGURE 1-2  Common related factors and defining characteristics of the nursing
diagnosis.

• Defining characteristics (assessment data that support the nursing
diagnosis) (see Figure 1-2)
• Common risk factors (those situations or conditions that contribute to the
patient’s potential to develop a problem or diagnosis) (Figure 1-3)

FIGURE 1-3  Common risk factors, common expected outcome, and ongoing
assessment of the nursing diagnosis.

• Common expected outcomes (see Figure 1-3)
• Ongoing assessment (see Figure 1-3)
• Therapeutic interventions (both independent and collaborative) (Figure 1-
4)



FIGURE 1-4  Therapeutic interventions of the nursing diagnosis.

Each nursing diagnosis developed is based on the NANDA International
(NANDA-I) label unless otherwise stated. Wherever possible, expanded
rationales assist the user in understanding the information presented; this
allows for use of Nursing Care Plans: Diagnoses, Interventions, and
Outcomes as a singular reference tool. The interventions and supporting
rationales for each care plan represent current research-based knowledge
and evidence-based clinical practice guidelines for nursing and other health
care professionals. Many care plans also refer the user to additional
diagnoses that may be pertinent and would assist the user in further
developing a care plan. Each diagnosis developed in these care plans also
identifies the Nursing Interventions Classification (NIC) interventions and
the Nursing Outcomes Classifications (NOC) outcomes.



Nursing Diagnoses Taxonomy, and
Interventions and Outcomes
Classifications
As Nursing Care Plans: Diagnoses, Interventions, and Outcomes continues
to mature and reflect the changing times and needs of its readers, as well as
the needs of those for whom care is provided, nursing diagnoses continue to
evolve. The body of research to support diagnoses, their definitions, related
and risk factors, and defining characteristics is ever increasing and gaining
momentum. Nurses continue to study both independent and collaborative
interventions for effectiveness and desirable outcomes.

The taxonomy of nursing diagnoses as a whole continues to be refined;
its use as an international tool for practice, education, and research is
testament to its importance as an organizing framework for the body of
knowledge that is uniquely nursing. As a taxonomy, nursing diagnosis and
all its components are standardized. This standardized language for nursing
diagnoses, outcomes, and interventions is being incorporated into many
computer programs for nursing documentation in an electronic medical
record. Nurses must remember that care plans developed for each diagnosis
or cluster of diagnoses for particular patients must be individualized. The
tailoring of the care plan is the hallmark of nursing practice.

NIC presents an additional opportunity for clarifying and organizing what
nurses do. With NIC, nursing interventions have been systematically
organized to help nurses identify and select interventions. In this eighth
edition, NIC information continues to be presented along with each nursing
diagnosis within each care plan, giving the user added ability to use NIC
taxonomy in planning for individualized patient care. According to the
developers of NIC, nursing interventions are “any treatment, based upon
clinical judgment and knowledge, that a nurse performs to enhance
patient/client outcomes” (Bulechek et al., 2013). These interventions may
include direct or indirect care and may be initiated by a nurse, a physician,
or another care provider. Student nurses, practicing nurses, advanced
practice nurses, and nurse executives can use nursing diagnoses and NIC as
tools for learning, organizing, and delivering care; managing care within the
framework of redesigned health care and within financial constraints
through the development of critical paths; identifying research questions;



and monitoring the outcomes of nursing care both at an individual level and
at the level of service provision to large populations of patients.

Nurse investigators at the University of Iowa developed NOC, a
taxonomy of patient outcomes that are sensitive to nursing interventions.
The authors of this outcomes taxonomy state, “For the nursing profession to
become a full participant in clinical evaluation research, policy
development, and interdisciplinary work, it is essential that patient
outcomes influenced by nursing care be identified and measured”
(Moorhead et al., 2013). In this context, an outcome is defined as the status
of the patient or family that follows and is directly influenced by nursing
interventions.

The following portion of this chapter guides the user of this text through
the steps of individualized care plan development. It also contains
recommendations about how this book can be used to ensure safe and
quality care, as a tool for quality improvement work and creating seamless
nursing care delivery regardless of where in the continuum of health care
the patient happens to be, for the development of patient education
materials, and as the basis of critical path development.



Using Nursing Care Plans: Diagnoses,
Interventions, and Outcomes
Developing An Individualized Care Plan
The nursing care plan is best thought of as a written reflection of the
nursing process: What does the assessment reveal? What should be done?
How, when, and where should these planned interventions be implemented?
What is the desired outcome? That is, will the delivery of planned
interventions result in the desired goal? The nurse’s ability to carry out this
process in a systematic fashion, using all available information and
resources, is the fundamental basis for nursing practice. This process
includes correctly identifying existing needs, as well as recognizing
potential needs and/or risks. Planning and delivering care in an
individualized fashion to address these actual or potential needs, as well as
evaluating the effectiveness of that care, is the basis for excellence in
nursing practice. Forming a partnership with the patient and/or caregiver in
this process and humanizing the experience of being a care recipient is the
essence of nursing.

The Assessment
All the information that the nurse collects regarding a particular patient
makes up the assessment. This assessment allows a nursing diagnosis, or
clinical judgment, to be made. This, in turn, drives the identification of
expected outcomes (i.e., what is desired by and for this particular patient in
relation to this identified need) and the care plan. Without a comprehensive
assessment, all else is a “shot in the dark.”

Nurses have always carried out the task of assessment. As science and
technology progress, information is more abundant than at any other time in
history; however, length of contact with each patient becomes shorter, so
astute assessment skills are essential to a nurse’s ability to plan and deliver
effective nursing care.

Assessment data are abundant in any clinical setting. What the nurse
observes; what a history (written or verbal) reveals; what the patient and/or
caregiver reports (or fails to report) about a situation, problem, or concern;



and what laboratory and other diagnostic information is available are all
valid and important data.

Methods useful in gathering these diverse data include interview, direct
and indirect observation, physical assessment, medical records review, and
analysis and synthesis of available laboratory and other diagnostic studies.
The sum of all information obtained through any or all of these means
allows the nurse to make a nursing diagnosis.

Gordon’s (1976) definition of a nursing diagnosis includes only those
problems that nurses are capable of treating, whereas others have expanded
the definition to include any health-related issue with which a nurse may
interface. In Nursing Care Plans: Diagnoses, Interventions, and Outcomes
the nursing diagnosis terminology conforms to the NANDA-I Nursing
Diagnoses: Definitions & Classification, 2012-2014 unless otherwise
stated.

Performing The Assessment
A nurse has knowledge in the physical and behavioral sciences, is a trusted
member of the health care team, and is the interdisciplinary team member
who has the most contact with a patient. Because of these qualities, a nurse
is in a key position to collect data from the patient and/or caregiver at any
point at which the patient enters the health care continuum, whether in the
home, in a hospital, in an outpatient clinic, or in a long-term care facility.

Interviewing is an important method of gathering information about a
patient. The interview has the added dimensions of providing the nurse with
the patient’s subjective input on not only the problem but also what the
patient may feel about the causes of the problem, how the problem has
affected the patient as an individual, what outcomes the patient wants in
relation to the particular problem, as well as insight into how the patient
and/or caregiver may or may not be capable of participating in management
of the problem.

Good interviewing skills are founded on rapport with the patient, the skill
of active listening, and preparation in a systematic, thorough format, with
comprehensive attention given to specific health-related problems. The
nurse as the interviewer must be knowledgeable of the patient’s overall
condition and the environment in which the interview will take place. A
comprehensive interview that includes exploration of all the functional



health patterns is ideal and will provide the best overall picture of the
patient. When time is a limiting factor, the nurse may review existing
medical records or other documents before the interview so that the
interview can be focused. Care must be taken, however, not to “miss the
forest for the trees” by conducting an interview in a fashion that precludes
the discovery of important information the patient may have to share.

During an interview the patient may report the following types of
information:
• Bothersome or unusual signs and symptoms (e.g., “I have been having
cramps and bloody diarrhea for the past month.”)
• Changes noticed (e.g., “It’s a lot worse when I drink milk.”)
• The impact of these problems on his or her ability to carry out desired or
necessary activities (e.g., “I know every washroom at the mall. It’s tough
having lunch with friends.”)
• Issues associated with the primary problem (e.g., “It’s so embarrassing
when my stomach starts to rumble loudly.”)
• The impact of these problems on significant others (e.g., “My daughter
cannot understand why a trip to the zoo feels like a challenge.”)
• What specifically caused the patient to seek attention (e.g., “The amount
of blood in the past couple of days really has me worried, and the pain is
getting worse.”)

In addition, the patient may share the following:
• Previous experiences or history (e.g., “My brother has had Crohn’s disease
for several years; this is how he started out.”)
• Health beliefs and feelings about the problem (e.g., “I have always figured
it would catch up with me sooner or later, with all the problems like this in
our family.”)
• Thoughts about what would help solve the problem (e.g., “Maybe I should
watch my diet better.”)
• What has been successful in the past in solving similar problems (e.g.,
“They kept my brother out of surgery for years with just a diet and
medicine.”)

From this scenario, it is clear that the interviewing nurse would want to
explore issues of elimination, pain, nutrition, knowledge, and coping.

Information necessary to begin forming diagnoses has been provided,
along with enough additional information to guide further exploration. In
this example, the nurse may choose diarrhea as the diagnosis. Using



NANDA-I–approved related factors for diarrhea, the nurse will want to
explore stress and anxiety, dietary specifics, medications the patient is
taking, and the patient’s personal and family history of bowel disease.

The defining characteristics for diarrhea (typical signs and symptoms)
have been provided by the patient to be cramping; abdominal pain;
increased frequency of bowel movements and sounds; loose, liquid stools;
urgency; and changes in the appearance of the stool. These defining
characteristics support the nursing diagnosis diarrhea.

To explore related concerns such as pain, nutrition, knowledge, and
coping, the nurse should refer to defining characteristics for imbalanced
nutrition: less than body requirements; deficient knowledge; acute pain;
and ineffective coping. The nurse should then interview the patient further
to determine the presence or absence of defining characteristics for these
additional diagnoses.

To continue this example, the nurse might ask the patient the following
questions: Have you lost weight? Of what does your typical
breakfast/lunch/dinner consist? How is your appetite? Describe your
abdominal cramping. How frequent is the discomfort? Does it awaken you
at night? Does it interfere with your daily routine? On a scale of 1 to 10,
with 10 being the worst pain you have ever had, how bad is the cramping?
Can you tell me about your brother’s Crohn’s disease? Have you ever been
told by a doctor that you have Crohn’s or a similar disease? How are you
handling these problems? Have you been able to carry out your usual
activities? What do you do to feel better? In asking these questions, the
nurse can decide whether the four additional diagnoses (imbalanced
nutrition: less than body requirements; deficient knowledge; acute pain;
and ineffective coping) are supported as actual problems or are problems for
which the patient may be at risk.

Family, caregivers, and significant others also can be interviewed. When
the patient’s condition makes him or her incapable of being interviewed,
these may be the nurse’s only sources of interview information.

Physical assessment provides the nurse with objective data regarding the
patient and includes a general survey followed by a systematic assessment
of the physical and mental conditions of the patient. Findings of the
physical examination may support subjective data already given by the
patient or may provide new information that requires additional
interviewing. In reality, the interview continues as the physical assessment



proceeds and as the patient focuses on particulars. The patient is then able
to enhance earlier information, remember new information, become more
comfortable with the nurse, and share additional information.

Patient comfort and cooperation are important considerations in
performing the physical examination, as are privacy and an undisturbed
environment. Explaining the need for assessment and what steps are
involved is helpful in putting the patient at ease and gaining cooperation.

Methods used in physical assessment include inspection (performing
systematic visual examination), auscultation (using a stethoscope to listen to
the heart, lungs, major vessels, and abdomen), percussion (tapping body
areas to elicit information about underlying tissues), and palpation (using
light or heavy touch to feel for temperature, normal and abnormal
structures, and any elicited subjective responses). The usual order of these
assessment techniques is inspection, palpation, percussion, and auscultation,
except during the abdominal portion of the physical examination.
Percussion and palpation may alter a finding by moving gas and bowel fluid
and changing bowel sounds. Therefore percussion and palpation should
follow inspection and auscultation when the abdomen is being examined.

To continue the example, the nurse may note, through inspection, that the
patient is a thin, pale, well-groomed young woman who is shifting her
weight often and has a strained facial expression. When asked how she feels
at the present, the patient gives additional support to the diagnoses
ineffective coping and deficient knowledge (“I don’t understand what is
wrong with me; I feel tired and stressed out all the time lately”). Physical
examination reveals a 10-pound weight loss, hyperactive bowel sounds, and
abdominal pain, which is expressed when the nurse palpates the right and
left lower quadrants of the patient’s abdomen. These findings further
support the nursing diagnoses diarrhea, imbalanced nutrition: less than
body requirements; and acute pain.



Using General Versus Specific Care
Plan Guides
General
At this point, the nurse has identified five nursing diagnoses: diarrhea,
imbalanced nutrition: less than body requirements, acute pain, deficient
knowledge, and ineffective coping. Nursing Care Plans: Diagnoses,
Interventions, and Outcomes is organized to allow the nurse to build a care
plan by using the primary nursing diagnoses care plans in Chapter 2. A
nurse can also select, by medical diagnosis, a set of nursing diagnoses that
have been clustered to address a specific medical diagnosis and then further
individualize it for a particular patient.

Using the first method from Chapter 2, the nurse had every possible
related factor and defining characteristic from which to choose to tailor the
care plan to the individual patient. It is important to individualize these
comprehensive care plans by highlighting those related factors, defining
characteristics, assessment suggestions, and interventions that actually
pertain to specific patients. Nurses should add any that may not be listed,
customize frequencies for assessments and interventions, and specify
realistic time frames for outcome achievement. (The blanket application of
these standard care plans negates the basic premise of tailoring care to meet
individual needs.) To complete the example used to demonstrate
individualizing a care plan using this text, the nurse should select the
nursing interventions based on the assessment findings, proceed with care
delivery, and evaluate whether selected patient outcomes have been
achieved.

Specific
Using the clustered diagnoses usually labeled by a medical diagnosis found
in Chapters 5 to 15 (e.g., inflammatory bowel disease), the nurse has the
added benefit of a brief definition of the medical diagnosis; an overview of
typical management, including the setting (home, hospital, outpatient);
synonyms that are useful in locating additional information through cross-
referencing; and associated nursing diagnoses with related factors and
defining characteristics. Again, it is important that aspects of these care



plans be selected and applied (i.e., individualized) based on specific
assessment data for a particular patient.

As a tool that guides nursing care delivery, the care plan must be updated
and revised periodically to remain useful in care provision. Revisions are
based on goal attainment, changes in the patient’s condition, and response
to interventions. In today’s fast-paced, outpatient-oriented health care
system, revision will be required often.

As the patient moves through the continuum of care, a well-developed
care plan can enhance the continuity of care and contribute to seamless
delivery of nursing care, regardless of the setting in which the care is
provided. This will serve to replace replication with continuity and
ultimately increase the patient’s satisfaction with care delivery.



A Focus on Optimizing Health
Chapter 3 provides an additional type of care plan with its focus on Health
Promotion and Risk Factor Management. Typical nursing care plans
throughout this book focus on sick care and helping patients manage their
medical illnesses. This chapter is unique in that it showcases patients who
are actively engaged in health-seeking behaviors. To reflect this positive
approach, the nursing diagnoses reflect a more positive, active title—
beginning with Readiness for. The nurse realizes that making changes to
one’s lifestyle is very complex. Thus the nurse needs to use multifaceted
evidence-based strategies known to reflect successful behavior changes. It
is these strategies that serve as the assessment and therapeutic intervention
foci for these health promotion care plans. These strategies include a
combination of methods to enhance awareness of risk factors, increase
motivation for change, set realistic goals, focus on tailoring the regimen,
incorporate self-monitoring, enhance self-efficacy, provide skills in problem
solving, include social support and rewards, and address relapse prevention.
These care plans demonstrate the important partnership nurses have with
patients in assisting them to develop the knowledge and skills needed for
making healthy lifestyle decisions and enacting health behaviors.



Other Common Themes
Many patient conditions warrant attention to specialized yet commonly
used interventions such as central venous access devices, blood component
therapy, and total parenteral and enteral nutrition. These care plans now
have a dedicated space in Chapter 4, where they can be easily accessed and
incorporated into specialty care plans for a wide variety of medical
problems. Another common theme that does not reflect on only one chapter
is death and dying (end-of-life issues), common mood disorders, and
substance abuse. The nurse who encounters these problems can simply refer
to the care plans in this chapter to guide interventions.



Ensuring Quality and Safety
Ever since the 1999 Institute of Medicine published its landmark report, To
Err Is Human: Building a Safer Health System, there has been a major
focus on transforming the health care environment. With nurses as the
largest provider of health care in this country, quality and safety must be
“their job.”

Nurses are well positioned to positively influence patient outcomes.
These efforts are in concert with those of physicians and hospital
administrators in pursuit of high-quality, safe care. Accreditation and
regulatory bodies, professional nursing and medical societies, and quality
improvement organizations alike are partnering to provide a culture of
safety for patients and families. For example, in 2002 The Joint
Commission (TJC) established its National Patient Safety Goals (NPSGs)
program to help accredited organizations address specific areas of concern
in regard to patient safety. Some of the general performance measures
identified as a means of reducing errors included “do not use”
abbreviations, hand-off communication, standardized drug concentrations,
infusion-pump free-flow protection, Centers for Disease Control and
Prevention (CDC) hand hygiene guidelines, surgical site marking, “time-
out” before surgery, and medication reconciliation. Although an extremely
important part of medical and nursing practices, these procedures would not
be described in a typical nursing care plan. Similarly, general guidelines for
implementing evidence-based practices to prevent health care–associated
infections caused by multiple-drug–resistant organisms, to prevent central
line–associated bloodstream infections, and to prevent surgical site
infections, although critical to patient safety, are also not routinely found in
a typical care plan.

In contrast, the Patient Safety Indicators recommended by the Agency for
Healthcare Research and Quality (AHRQ) provide information about
potentially preventable complications and adverse events for a variety of
diagnoses or procedures, and these are incorporated into relevant care plans
in Nursing Care Plans: Diagnoses, Interventions, and Outcomes. Some
examples include attention to fall assessment and prevention, pressure ulcer
assessment and prevention, pain management, prevention of pulmonary
embolism or deep vein thrombosis, prevention of postoperative sepsis,
prevention of hospital-acquired pneumonia, and avoidance of selected



infections as a result of medical care. Moreover, TJC provides National
Quality Improvement Goals and Guidelines that when followed by health
care providers have resulted in faster patient recoveries with fewer
complications. Some of these include pneumonia care, acute myocardial
infarction care, heart failure care, blood clot prevention, and surgical
infection prevention care. These measures are highlighted in the respective
care plans.

Finally, when evidence-based practice and clinical practice guidelines are
used to guide health care decisions and deliver care, the best patient
outcomes are achieved. Such guidelines, when available, are well integrated
into the plans of care in Nursing Care Plans: Diagnoses, Interventions, and
Outcomes. Nurses are reminded that a key element in evidence-based
clinical decision making is the responsibility to personalize the evidence to
apply to a specific patient’s values and circumstances. Even the best
research evidence cannot be followed blindly.



Tools for Performance Improvement
This book can also be used to identify outcome criteria in quality
improvement projects and in the development of monitoring tools. For
example, a nursing department, home health agency, or interdisciplinary
pain management team may be interested in monitoring and improving its
pain management outcomes. Using the Chapter 2 care plan for acute pain,
the process of pain management can be monitored simply by using each
assessment and intervention as a measurable indicator. The outcome of pain
management assessment and intervention can also be studied through direct
observation, records review, and patient satisfaction measures. There has
been increasing focus on the interrelatedness of services and systems. The
care plans in this text include independent and collaborative assessment
suggestions and interventions, which facilitate use of the care plans as tools
for quality improvement activities. Nurses, other health care professionals,
clinical managers, and risk management and quality improvement staff will
find that the care plans in this text provide specific, measurable detail and
language. This aids in the development of monitoring tools for a broad
scope of clinical issues.

Finally, when benchmarks are surpassed and there is desire to improve an
aspect of care, the plans of care in Nursing Care Plans: Diagnoses,
Interventions and Outcomes contain state-of-the-art information that will be
helpful in planning corrections or improvements. These outcomes can be
measured after implementation. The similarities between the nursing
process (assess, plan, intervene, and evaluate) and accepted methods for
quality improvement (measure, plan improvements, implement, and
remeasure) make these care plan guides natural tools for use in performance
improvement activities.



Development of Patient Education
Materials
Education of patients and their families and/or significant others has always
been a priority role for nurses. Nursing Care Plans: Diagnoses,
Interventions, and Outcomes is an excellent source book for key procedural
and self-care information to share with patients for more than 200 medical
problems. It also provides guidance for teaching both the population of ill
patients and healthier clients seeking health promotion and disease
prevention strategies. Educational content is provided using two formats.
For the Chapter 2 general nursing diagnoses, a separate section on
Education/Continuity of Care is found near the end of each plan of care.
This chapter also provides a more general overview of key educational
assessments and interventions pertaining to all learners, as found in the
deficient knowledge care plans. The subsequent chapters using the clustered
medical diagnoses have the patient education material integrated throughout
the care plan, rather than in a separate section at the end. These
interventions, along with associated rationales, follow the Ask Me 3
directive on health literacy, which recommends that patient education
sessions provide answers to the following questions: What is my main
problem? What do I need to do? Why is it important for me to do this? For
some medical problems that require a larger focus on education and self-
management, a separate nursing diagnosis of deficient knowledge may be
found within the care plan.



A Basis for Clinical Paths
Clinical paths (also called critical paths, critical pathways, or care maps)
are interdisciplinary care plans to which time frames have been added. The
clinical path is designed to track the care of a patient based on average and
expected lengths of stay in an acute care setting. Clinical paths can also be
developed for the home care and long-term care settings. The path provides
guidelines about the sequence of care provided by the various members of
the health care team responsible for the care of the patient. Interventions in
a specific clinical path may include patient education, diet therapy
progression, medications, consultations and referrals to other members of
the health care team, activity progression, and discharge planning. The
nurse is usually responsible for implementing and monitoring the patient’s
progress and noting deviations from the suggested time frame.

Clinical paths are useful in organizing care delivered to a specific
population of patients for whom a measurable sequence of outcomes is
readily identifiable. For example, most patients having total hip
replacement sit on the edge of the bed by the end of the operative day and
are up in a chair by noon on the first postoperative day. They also resume a
regular diet intake and stand by the end of the first postoperative day. They
progress to oral analgesics by the third postoperative day and are ready for
discharge on the fifth postoperative day. Every patient with total hip
replacement may not progress according to this path because of individual
factors such as other medical diagnoses, development of complications, or
simple individual variation. However, most will, and therefore a clinical
path can be a powerful tool not only in guiding care but also in monitoring
use of precious resources and making comparative judgments about
outcomes of one physician group, hospital unit, or facility against external
benchmarks. This may facilitate consumer decision making and enable
those who finance health care to base judgments about referrals on outcome
measures of specific physicians, hospitals, surgical centers, and other
places.

The care plan forms the basis of a clinical path. Nursing Care Plans:
Diagnoses, Interventions, and Outcomes can be used as the clinical basis
from which to begin the development of the clinical path. Because nursing
care plans in this text are organized by nursing diagnoses, adaptation of



these care plans into clinical paths may require organizing the information
differently.
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 Activity Intolerance
Definition: Insufficient physiological or psychological energy to endure or
complete required or desired daily activities

Most activity intolerance is related to generalized weakness and
debilitation secondary to acute or chronic illness and disease. This is
especially apparent in older patients with a history of orthopedic,
cardiopulmonary, diabetic, or pulmonary-related problems. The aging
process itself causes reduction in muscle strength and function, which can
impair the ability to maintain activity. Activity intolerance may also be
related to factors such as obesity, malnourishment, anemia, side effects of
medications (e.g., beta-blockers), or emotional states (e.g., depression or
lack of confidence to exert oneself). Nursing goals are to reduce the effects
of inactivity, promote optimal physical activity, and assist the patient with
maintaining a satisfactory quality of life.







 

Related Care Plans
Impaired physical mobility, p. 126

Sedentary lifestyle, p. 119



 Ineffective Airway Clearance
Definition: Inability to clear secretions or obstructions from the respiratory
tract to maintain a clear airway

Maintaining a patent airway is vital to life. Coughing is the main
mechanism for clearing the airway. However, the cough may be ineffective
in both normal and disease states secondary to factors such as pain from
surgical incisions or trauma, respiratory muscle fatigue, or neuromuscular
weakness. Other mechanisms that exist in the lower bronchioles and alveoli
to maintain the airway include the mucociliary system, macrophages, and
the lymphatics. Factors such as anesthesia and dehydration can affect
function of the mucociliary system. Likewise, conditions that cause
increased production of secretions (e.g., pneumonia, bronchitis, chemical
irritants) can overtax these mechanisms. Ineffective airway clearance can be
an acute (e.g., postoperative recovery) or chronic (e.g., from
cerebrovascular accident [CVA] or spinal cord injury) problem. Older
patients, who have an increased incidence of emphysema and a higher
prevalence of chronic cough or sputum production, are at high risk.







 

Related Care Plans
Pneumonia, p. 476

Tracheostomy, 
Tuberculosis, p. 502



 Latex Allergy Response
Definition: A hypersensitive reaction to natural latex rubber products

Latex allergy is a hypersensitivity reaction to the proteins in natural
rubber latex derived from the sap of the rubber tree, Hevea brasiliensis.
Products made from synthetic rubber may be called latex but do not contain
the proteins known to cause an allergic response. The incidence of latex
allergy increased after 1985 with the introduction of standard precautions to
prevent the spread of bloodborne pathogens such as the human
immunodeficiency virus. Soft rubber products such as gloves have the
highest content of latex protein and the most potential to cause an allergic
response. The people at highest risk for latex allergy include those who
wear latex gloves as part of their jobs, such as health care workers, food
service workers, housekeepers, and hairdressers. People employed in
industries that manufacture latex rubber products are at risk, too. Another
group of people at risk are those who undergo repeated surgeries, especially
if the surgeries begin in childhood. Evidence indicates a high incidence of
latex allergy in people with spina bifida who have had multiple surgeries in
childhood. People with a variety of food allergies and sensitivities also have
increased risk for latex allergy. Natural latex rubber allergies are IgE-
mediated reactions to at least 10 different low-molecular-weight, water-
soluble proteins contained in the rubber tree sap. The range of
hypersensitivity reactions to latex rubber includes mild to severe contact
dermatitis, respiratory allergic symptoms, and anaphylaxis.











 Anxiety
Definition: Vague, uneasy feeling of discomfort or dread accompanied by
an autonomic response (the source often nonspecific or unknown to the
individual); a feeling of apprehension caused by anticipation of danger. It is
an alerting signal that warns of impending danger and enables the
individual to take measures to deal with the threat.

Anxiety represents an emotional response to environmental stressors and
is therefore part of the person’s stress response. Each individual’s
experience with anxiety is different. Some people are able to use the
emotional edge that anxiety provokes to stimulate creativity or problem-
solving abilities; others can become immobilized to a pathological degree.
These pathological anxiety disorders include panic attacks, social phobias,
specific phobias, obsessive-compulsive disorder, and post-traumatic stress
disorder. Anxiety is generally categorized into four levels: mild, moderate,
severe, and panic. Mild anxiety can enhance a person’s perception of the
environment and readiness to respond. Moderate anxiety is associated with
a narrowing of the person’s perception of the situation. The person with
moderate anxiety may be more creative and more effective in solving
problems. Severe anxiety is associated with increasing emotional and
physical feelings of discomfort. Perceptions are further narrowed. The
person with severe anxiety begins to manifest excessive autonomic nervous
system signs of the fight-or-flight stress response. The person in a panic
stage of anxiety has distorted perceptions of the situation. His or her
thinking skills become limited and irrational. The person may be unable to
make decisions. In the severe and panic stages of anxiety, the nurse needs to
intervene to promote patient safety. The nurse can encounter the anxious
patient anywhere in the hospital or community. The presence of the nurse
may lend support to the anxious patient and provide strategies for
effectively coping with anxious moments or panic attacks.











 Risk for Aspiration
Definition: At risk for entry of gastrointestinal secretions, oropharyngeal
secretions, solids, or fluids into tracheobronchial passages

Aspiration is the entry of secretions or materials such as foods or liquids
into the trachea and lungs and occurs when protective reflexes are
decreased or compromised. Aspiration from the oropharynx into the lungs
can result in aspiration pneumonia. Depending on the acidity of the aspirate,
even small amounts of gastric acid contents can damage lung tissue,
resulting in chemical pneumonitis. Both acute and chronic conditions can
place patients at risk for aspiration. Acute conditions, such as postanesthesia
effects from surgery or diagnostic tests, occur predominantly in the acute
care setting. Chronic conditions, including altered consciousness from head
injury, spinal cord injury, neuromuscular weakness, hemiplegia and
dysphagia from stroke, use of tube feedings for nutrition, and artificial
airway devices such as tracheostomies, may be encountered in the home,
rehabilitative, or hospital setting. Older and cognitively impaired patients
are at high risk. Aspiration is a common cause of death in comatose
patients. The National Quality Forum recommends that every patient should
be evaluated for aspiration risk upon admission and periodically during the
patient’s stay.











 Risk for Bleeding
Definition: At risk for a decrease in blood volume that may compromise
health

A patient may experience bleeding when disease or the effects of disease
treatments disrupt the normal mechanisms that support hemostasis. Some
diseases such as hemophilia interfere with genetic expression of normal
clotting factors. Risk for bleeding occurs with disorders that decrease the
quantity or quality of circulating platelets (thrombocytopenia). Cancers of
the blood and blood-forming organs are associated with a decrease in
production of platelets from the bone marrow. Immune thrombocytopenic
purpura (ITP) is associated with increased destruction of platelets. Impaired
liver function leads to a decrease in the synthesis of clotting factors. Any
condition that disrupts the “closed circuit” integrity of the circulatory
system increases the risk for bleeding. Examples of these conditions include
major organ surgery, traumatic injury, and the many inflammatory or
ulcerative disorders of the gastrointestinal system, (e.g., peptic ulcer
disease, inflammatory bowel disease). Drugs that suppress bone marrow
function or interfere with the action of normal clotting factors increases the
patient’s risk for bleeding as a side effect. These drugs include
anticoagulants, nonsteroidal anti-inflammatory drugs (NSAIDs), and cancer
chemotherapy agents. Herbal preparations may contribute to risk for
bleeding through direct effect on clotting factors or interactions with
anticoagulants.









 Risk for Unstable Blood Glucose
Level
Definition: Risk for variation of blood glucose/sugar levels from the
normal range

Serum glucose is regulated by a complex interaction of insulin and
glucagon. Insulin is secreted by the beta cells of the islets of Langerhans in
the pancreas in response to elevated levels of blood glucose. This pancreatic
hormone facilitates the movement of glucose across the cell membranes to
be used for metabolic activity. The alpha cells of the islets of Langerhans
secrete glucagon when blood glucose levels are low. Glucagon facilitates
the conversion of stored glycogen to glucose. When cells are unable to use
blood glucose as a metabolic fuel, glucagon stimulates the breakdown of
fatty acids and protein. Elevated blood glucose levels (hyperglycemia) may
occur in a variety of clinical situations. Diabetes mellitus is the most
common disorder associated with elevated blood glucose levels. Prolonged
physiological stress contributes to hyperglycemia through increased levels
of cortisol as part of the neuro-endocrine stress response. Intravenous
infusions containing dextrose may cause elevated blood glucose. Many
drugs have hyperglycemia as a side effect.

Hypoglycemia occurs most often as the result of excess insulin
administration in the person with diabetes mellitus. In the person without
diabetes, hypoglycemia may occur with excess alcohol consumption,
prolonged fasting and starvation states, adrenal insufficiency, and eating
disorders such as anorexia nervosa. Hypoglycemia after meals may be
related to gastric bypass surgery or excess consumption of refined
carbohydrates and is the result of increased insulin secretion. This care plan
focuses on general nursing care for the person who experiences fluctuations
in blood glucose.











 Disturbed Body Image
Definition: Confusion in mental picture of one’s physical self

Body image is the attitude a person has about the actual or perceived
structure or function of all or parts of his or her body. This attitude is
dynamic and is altered through interaction with other people and situations,
and it is influenced by age and developmental level. As an important part of
one’s self-concept, body image disturbance can have a profound impact on
how individuals view their overall selves.

Throughout the life span, changes in a person’s body related to normal
growth and development can result in changes in the person’s body image.
For example, a woman may experience disturbed body image during
pregnancy. Physical changes associated with aging may result in body
image disturbance for the older adult.

Societal and cultural norms for ideal body shape, size, and appearance
have a significant influence on a person’s body image. Variations from the
norm can result in body image disturbance. The value that an individual
places on a body part or function may be more important in determining the
degree of disturbance than the actual alteration in the structure or function.
Therefore the loss of a limb may result in a greater body image disturbance
for an athlete than for a computer programmer. The loss of a breast to a
fashion model or a hysterectomy in a nulliparous woman may cause serious
body image disturbances even though the overall health of the individual
has been improved. Removal of skin lesions, altered elimination resulting
from bowel or bladder surgery, and head and neck resections are other
examples that can lead to body image disturbance. Chronic illness can
contribute to changes in the person’s body image related to decline in body
function.

The nurse’s assessment of the perceived alteration and importance placed
by the patient on the altered structure or function will be very important in
planning care to address body image disturbance.







 Bowel Incontinence
Definition: Change in normal bowel habits characterized by involuntary
passage of stool

Bowel incontinence, also called fecal incontinence, may occur as a result
of injury to nerves and other structures involved in normal defecation or as
the result of diseases that alter the normal function of defecation. Treatment
of bowel incontinence depends on the cause. Injury to rectal, anal, or nerve
tissue from trauma, childbirth, radiation, or surgery, can result in bowel
incontinence. Infection with resultant diarrhea or neurological disease such
as stroke, multiple sclerosis, and diabetes mellitus can also result in bowel
incontinence. In older patients, dementia can contribute to bowel
incontinence when the individual cannot respond to normal physiological
cues for defecation. Normal aging causes changes in the intestinal
musculature that may contribute to bowel incontinence. Fecal impaction, as
a result of chronic constipation or denial of the defecation urge, can result in
involuntary leakage of stool past the impaction. Loss of mobility can result
in functional bowel incontinence when the person is unable to reach the
toilet in a timely manner. Loss of bowel continence is an embarrassing
problem that leads to social isolation, and it is one of the most common
reasons that older patients are admitted to long-term care facilities. Goals of
management include reestablishing a continent bowel elimination pattern,
preventing loss of skin integrity, and/or planning management of fecal
incontinence in a manner that preserves the individual’s self-esteem.











 Ineffective Breathing Pattern
Definition: Inspiration and/or expiration that does not provide adequate
ventilation

Ineffective breathing patterns are considered a state in which the rate,
depth, timing, rhythm, or chest/abdominal wall excursion during
inspiration, expiration, or both do not maintain optimum ventilation for the
individual. Most acute pulmonary deterioration is preceded by a change in
breathing pattern. Respiratory failure may be associated with changes in
respiratory rate, abdominal and thoracic patterns for inspiration and
expiration, and in depth of ventilation. Breathing pattern changes may occur
in a multitude of conditions: heart failure, airway obstruction, respiratory
infection, neuromuscular impairment, trauma or surgery resulting in
musculoskeletal impairment/pain, diaphragmatic paralysis, cognitive
impairment and anxiety, metabolic abnormalities (e.g., diabetic
ketoacidosis, uremia, or thyroid dysfunction), peritonitis, drug overdose,
pleural inflammation, and chronic respiratory disorders such as asthma or
chronic obstructive pulmonary disease (COPD).







 

Related Care Plans
Ineffective airway clearance, p. 12

Pneumonia, p. 476
Tuberculosis, p. 502



 Decreased Cardiac Output
Definition: Inadequate blood pumped by the heart to meet the metabolic
demands of the body

Common causes of reduced cardiac output include myocardial infarction,
hypertension, valvular heart disease, congenital heart disease,
cardiomyopathy, pulmonary disease, arrhythmias, drug effects, fluid
overload, decreased fluid volume, and electrolyte imbalance. Older patients
are especially at risk because the aging process causes reduced compliance
of the ventricles, which further reduces contractility and cardiac output.
Patients may have acute, temporary problems or experience chronic,
debilitating effects of decreased cardiac output. Patients may be managed in
an acute care, ambulatory care, or home care setting.





 



Related Care Plans
Dysrhythmias, 

Shock, cardiogenic, p. 380
Chest trauma, p. 425
Heart failure, chronic, p. 325
Deficient fluid volume, p. 76
Acute coronary syndromes/myocardial infarction, p. 285



 Caregiver Role Strain
Definition: Difficulty in performing family caregiver role

The focus of this care plan is on the supportive care rendered by family
members, significant others, or caregivers responsible for meeting the
physical/emotional needs of the patient. With limited access to health care
for many people, most diseases are diagnosed and managed in the
outpatient setting. Rapid hospital discharges for even the most complex
health problems result in the care of acute and chronic illnesses being
essentially managed in the home environment. Today’s health care
environment places high expectations on the designated caregiver, whether
a family member or someone for hire. For many older patients, the only
caregiver is a fragile spouse overwhelmed by his or her own health
problems. Even in cultures in which care of the ill is the anticipated
responsibility of family members, the complexities of today’s medical
regimens, the chronicity of some disease processes, and the burdens of the
caregiver’s own family or environmental milieu provide an overwhelming
challenge. Caregivers have special needs for knowledge and skills in
managing the required activities, access to affordable community resources,
and recognition that the care they are providing is important and
appreciated. Moreover, caregivers can be considered “secondary patients”
who are at high risk for injury and adverse events. Nurses can assist
caregivers by providing the requisite education and skill training and
offering support through home visits; special clinic sessions; telephone
access for questions and comfort; innovative strategies, such as telephone or
computer support or “chat groups”; opportunities for respite care; and
guidance in engaging in activities that promote their own health (nutrition,
exercise, sleep, stress management).











 Impaired Verbal Communication
Definition: Decreased, delayed, or absent ability to receive, process,
transmit, and use a system of symbols

Human communication takes many forms. People communicate verbally
through the vocalization of a system of sounds that has been formalized into
a language. They communicate using body movements to supplement,
emphasize, or even alter what is being verbally communicated. In some
cases, such as American Sign Language (the formal language of the deaf
community) or Signed English, communication is conducted entirely
through hand gestures that may or may not be accompanied by body
movements and pantomime. Language can be read by watching an
individual’s lips to observe words as they are shaped. Humans communicate
through touch, intuition, written means, art, and sometimes a combination
of all of the mechanisms. Communication implies the sending of
information as well as the receiving of information. When communication
is received, it ceases to be the sole product of the sender as the entire
experiential history of the receiver takes over and interprets the information
sent. At its best, effective communication is a dialogue that not only
involves the transmission of information but also clarification of points
made, expansion of ideas and concepts, and exploration of factors that fall
out of the original thoughts transmitted. Communication is a multifaceted,
kinetic, reciprocal process. Communication may be impaired for any
number of reasons, but rarely are all avenues for communication
compromised at one time. The task for the nurse, whether encountering the
patient in the hospital or in the community, becomes recognizing when
communication has become ineffective and then using strategies to improve
transmission of information.













 Chronic Confusion
Definition: An irreversible, long-standing, and/or progressive deterioration
of intellect and personality characterized by decreased ability to interpret
environmental stimuli, decreased capacity for intellectual thought
processes, and manifested by disturbances of memory, orientation, and
behavior

Chronic confusion is not limited to any one age-group, gender, or clinical
problem. Chronic confusion can occur in a variety of settings, including the
home, hospital, and long-term care facilities. Although often associated
with older adults with dementia, younger adults with chronic illnesses also
may be affected. Depression, multiple sclerosis, brain infections and
tumors, repeated head trauma (as seen in athletes), abnormalities resulting
from hypertension, diabetes, anemia, endocrine disorders, malnutrition, and
vascular disorders are examples of illnesses that may be associated with
chronic confusion. The person with chronic confusion experiences a gradual
but progressive decline in cognitive function. Over months or years, the
person has increasing problems with memory, comprehension, judgment,
abstract thinking, and reasoning. The loss of cognitive ability may result in
problems for the person with communication, ADLs, and emotional
stability. Chronic confusion can have a profound impact on family members
and family processes as the patient requires more direct supervision and
care. This care plan discusses the management of chronic confusion in any
setting. It also identifies the importance of addressing the needs of the
caregivers.







 

Related Care Plan
Alzheimer’s disease/dementia, p. 509



 Constipation
Definition: Decrease in normal frequency of defecation accompanied by
difficult or incomplete passage of stool and/or passage of excessively hard,
dry stool

Constipation is a common, yet complex problem; it is especially
prevalent among older patients. Diet, exercise, and daily routine are
important factors in maintaining normal bowel patterns. Too little fluid, too
little fiber, inactivity or immobility, and disruption in daily routines can
result in constipation. Use of medications, particularly opioid analgesics or
overuse of laxatives or enemas, can cause constipation. Patients who ignore
the need to defecate for long periods are at risk for developing constipation.
Psychological disorders such as stress and depression can cause
constipation. Because privacy with defecation is an issue for most people,
being away from home, hospitalized, or otherwise being deprived of
adequate privacy can result in constipation. Because “normal” patterns of
bowel elimination vary so widely from individual to individual, some
people believe they are constipated if a day passes without a bowel
movement; for others, every third or fourth day is normal. Chronic
constipation can result in the development of hemorrhoids; diverticulosis
(particularly in older patients who have a high incidence of diverticulitis);
straining at stool, and although rare, perforation of the colon. Constipation
is usually episodic, although it can become a lifelong, chronic problem.
Because tumors of the colon and rectum can result in obstipation (complete
lack of passage of stool), it is important to rule out these possibilities.
Nonpharmacological management (fluids, activity, and fiber) remains the
most effective treatment for constipation.











 Ineffective Coping
Definition: Inability to form a valid appraisal of the stressors, inadequate
choices of practiced responses, and/or inability to use available resources

For most people, everyday life includes its share of stressors and
demands, ranging from family, work, and professional role responsibilities
to major life events such as divorce, illness, and the death of loved ones.
How one responds to such stressors depends in part on the person’s coping
resources. Such resources can include optimistic beliefs, social support
networks, personal health and energy, problem-solving skills, and material
resources. Sociocultural and religious factors may influence how people
view and handle their problems. Some cultures may prefer privacy and
avoid sharing their fears in public, even to health care providers. As
resources become limited and problems become more acute, this strategy
may prove ineffective. Vulnerable populations such as older patients, those
in adverse socioeconomic situations, those with complex medical problems
such as substance abuse, or those who find themselves suddenly physically
challenged may not have the resources or skills to cope with their acute or
chronic stressors. Such problems can occur in any setting (e.g., during
hospitalization for an acute event, in the home or rehabilitation environment
as a result of chronic illness, or in response to another threat or loss).







 Impaired Dentition
Definition: Disruption in tooth development/eruption patterns or structural
integrity of individual teeth

Good oral health can affect a person’s quality of life through such aspects
as appearance, self-esteem, enjoyment from food, absence from dental pain
and infections, and overall improved health status. Recent studies have
examined the relationship between dentition status and dietary habits. It has
been shown that many of the foods avoided by people with poor dentition
status (e.g., high-fiber fruits, vegetables) are the ones found to be protective
against cardiovascular disease, stroke, metabolic syndrome, and some
cancers. Similarly, many people with tooth loss choose easier-to-eat foods
containing more saturated fat and refined carbohydrates, putting them at
great health risk. Oral health measures to prevent dental caries and tooth
loss need to be addressed throughout one’s life, especially among older
adults, who are at the greatest risk for systemic health problems related to
impaired dentition.







 Diarrhea
Definition: Passage of loose, unformed stools

Diarrhea may result from a variety of factors, including intestinal
malabsorption disorders, increased secretion of fluid by the intestinal
mucosa, and hypermotility of the intestine. Diarrhea may result from
infection (i.e., viral, bacterial, or parasitic); inflammatory bowel diseases
(e.g., Crohn’s disease); side effects of drugs (e.g., antibiotics); increased
osmotic loads (e.g., tube feedings); radiation; or increased intestinal motility
such as with irritable bowel disease. Diarrhea may be an acute, short-lived
episode of increased bowel elimination or it may be a long-term, chronic
problem for the patient. Problems associated with diarrhea include fluid and
electrolyte imbalances, impaired nutrition, and altered skin integrity. In
older patients, or those with chronic disease, diarrhea can be life
threatening. Treatment is based on addressing the cause of the diarrhea,
replacing fluids and electrolytes, providing nutrition, and maintaining skin
integrity. Health care workers and other caregivers must take precautions
(e.g., diligent hand washing) to avoid transmission of infection associated
with some causes of diarrhea.











 Risk for Electrolyte Imbalance
Definition: At risk for change in serum electrolyte levels that may
compromise health

Many clinical disorders and their treatments place the patient at risk for
imbalances in serum electrolyte concentrations. Imbalanced dietary intake
may contribute to electrolyte imbalances. Electrolyte losses may occur from
draining wounds and fistulas, especially gastrointestinal fistulas.
Imbalances in sodium and chloride concentrations occur most often in
situations related to fluid imbalances, especially gastrointestinal fluid losses
such as vomiting, diarrhea, or suctioning. Alterations in secretion of
antidiuretic hormone and aldosterone put the patient at risk for sodium
imbalances. The risk for potassium imbalances increases in patients
receiving diuretics. Diarrhea, renal failure, and altered aldosterone secretion
also contribute to the patient’s risk for potassium imbalance. Alterations in
thyroid and parathyroid function put the patient at risk for calcium
imbalances. Magnesium imbalances often occur in the same situations as
calcium and potassium imbalances. Changes in aldosterone secretion
influence magnesium balance. Electrolyte imbalances affect a variety of
functions in the body. The patient with an electrolyte imbalance may
experience problems with fluid balance, muscle tone and strength, bone
density, electrical conduction in the heart, wound healing, and renal stones.
This care plan focuses on imbalances of sodium, potassium, calcium, and
magnesium.







 

Related Care Plans
Syndrome of inappropriate antidiuretic hormone (SIADH), 

Diabetes insipidus, 
Total parenteral nutrition, p. 261
Thyroidectomy, p. 930



Renal failure, chronic/end-stage renal disease, p. 817



 Disturbed Energy Field
Definition: Disruption of the flow of energy surrounding a person’s being
that results in a disharmony of the body, mind, or spirit

Each person is an open energy system. The energy field is one aspect of
the human energy system, the other parts being the chakras and meridians.
This threefold system is vibrational in nature and continuously interacts
within itself and with all other systems of the body. In energy field
disruption the patient may present any number of concerns indicating
disharmony and imbalance in one or more of these energy systems (e.g.,
pain, fatigue, stress, depression, addiction, nausea, also side effects from
anesthesia and various therapies).

In many cases the patient has tried several avenues of Western medicine
and is not satisfied with the results. Treatment of the physical problem by
surgical procedure or medication is often not adequate to bring balance and
harmony to the person. The integration of energy work from the traditions
of Eastern medicine with Western medicine is ideal. Energy-based therapies
may identify problems before symptoms develop in the body. Nurses can
help patients heal in body, mind, and spirit by using energy techniques
grounded in traditions thousands of years old (i.e., Reiki, Therapeutic
Touch, Healing Touch, and other energy therapies). Nurses acquainted with
energy work can assist the patient with healing and restoring energy field
balance in any patient care setting, including hospital, home, long-term
care, or ambulatory care. This care plan is limited to the most basic energy
therapy techniques.









 Risk for Falls
Definition: Increased susceptibility to falling that may cause physical harm

Falls are a major safety risk for adults, especially older adults. According
to the Centers for Disease Control and Prevention (CDC), approximately
one in three community-dwelling adults older than age 65 fall each year,
and women fall more frequently than men in this age-group. This number
increases to approximately 75% of nursing home residents because of their
older age, frailty, chronic medical conditions, and cognitive impairments.
Fall-related injuries are the most common cause of accidental death in
individuals older than 65 years. Injuries sustained as a result of a fall
include soft tissue injury, fractures (hip, spine, and wrist), and traumatic
brain injury. Fall-related injuries are associated with prolonged
hospitalization for older adults. For those surviving a fall, the quality of life
is significantly changed after a fall-related injury.

The morbidity, mortality, and economic burdens resulting from patient
falls pose serious risk management issues facing the health care industry.
Patient falls are caused by multiple factors. Prevention of falls is an
important dimension of the nursing care of patients in hospitals and long-
term care settings. In 2005, The Joint Commission added the requirement
for fall risk assessment and periodic reassessment as a National Patient
Safety Goal in the acute care setting, and in 2006 added the requisite of
implementing and evaluating a fall prevention program. The Nursing Home
Quality Initiative project has a similar focus for that population.
Implementation of successful fall prevention programs is an essential part
of nursing care in any health care setting and requires a multifaceted
approach. The Agency for Healthcare Research and Quality (AHRQ)
provides a comprehensive review of risk assessment instruments for various
settings, selected prevention strategies, and recommendations from
evidence-based practice and research implications. Nurses also have a
major role in educating patients, families, and caregivers about the
prevention of falls across the care continuum.













 Interrupted Family Processes
Definition: Change in family relationships and/or functioning

Interrupted family processes occur as a result of the inability of one or
more members of the family to adjust or perform. The result of this inability
to adjust is family dysfunction and an interruption in the development of the
family. Family development is closely related to the developmental changes
experienced by adult members. Over time, families must adjust to change
within the family structure brought on by both expected and unexpected
events, including illness or death of a member/changes in social or
economic strengths precipitated by divorce, retirement, and loss of
employment. The addition of new family members through birth or
adoption may require adaptation to new roles and status for existing family
members. Health care providers must also be aware of the changing
constellation of families: gay couples raising children, single parents with
children, older grandparents responsible for grandchildren or foster
children, and other situations.







 Fatigue
Definition: An overwhelming sustained sense of exhaustion and decreased
capacity for physical and mental work at usual level

Fatigue is a subjective complaint with both acute and chronic illnesses. In
an acute illness, fatigue may have a protective function that keeps the
person from sustaining injury from overwork in a weakened condition. As a
common symptom, fatigue is associated with a variety of physical and
psychological conditions. Fatigue is a prominent finding in many viral
infections such as hepatitis. Patients with rheumatoid arthritis, fibromyalgia,
systemic lupus erythematosus, myasthenia gravis, and depression report
fatigue as a profound symptom that reduces their ability to participate in
their own care and fulfill role responsibilities. Fatigue has become the most
common and distressing complaint for patients with cancer, especially
during treatment. The patient with a chronic illness experiencing fatigue
may be unable to work full-time and maintain acceptable performance on
the job. The economic impact on the individual and the family can be
significant. The social effects of fatigue occur as the person decreases his or
her participation in social activities. Recently, attention has focused on
sleep-disordered breathing as a cause for daytime somnolence, fatigue, and
decreased alertness. Common screening methods are available.

Chronic fatigue syndrome is a poorly understood condition that is
characterized by prolonged, debilitating fatigue, neurological problems,
general pain, gastrointestinal problems, and flulike symptoms. Although the
exact cause of chronic fatigue syndrome is not known, one theory suggests
that the disorder may represent an abnormal response of the immune system
to highly stressful physiological or psychological events.









 

Related Care Plan
Obstructive sleep apnea, p. 471



 Fear
Definition: Response to perceived threat that is consciously recognized as a
danger

Fear is a strong and unpleasant emotion caused by the awareness or
anticipation of pain or danger. This emotion is primarily externally
motivated and source-specific; that is, the individual experiencing the fear
can identify the person, place, or thing precipitating this feeling. The factors
that precipitate fear are, to some extent, universal; fear of death, pain, and
bodily injury are common to most people. Other fears are derived from the
life experiences of the individual person. How fear is expressed may be
strongly influenced by the culture, age, or gender of the person under
consideration. In some cultures it may be unacceptable to express fear
regardless of the precipitating factors. Rather than manifesting outward
signs of fear as described in the defining characteristics, responses may
range from risk-taking behavior to expressions of bravado and defiance of
fear as a legitimate feeling. In other cultures fear may be freely expressed
and manifestations may be universally accepted. In addition to one’s own
individual ways of coping with the feeling of fear, there are aspects of
coping that are cultural as well. Some cultures control fear through the use
of magic, mysticism, or religiosity. Whatever one’s mechanism for
controlling and coping with fear, it is a normal part of everyone’s life. The
nurse may encounter the fearful patient in the community, during the
performance of diagnostic testing in an outpatient setting, or during
hospitalization. The nurse must learn to identify when patients are
experiencing fear and must find ways to assist them in a respectful way to
negotiate these feelings. The nurse must also learn to identify when fear
becomes so persistent and pervasive that it impairs an individual’s ability to
carry on his or her activities of daily living. Under these circumstances,
referral can be made to programs designed to assist the patient in
overcoming phobias and other truly debilitating fears.







 

Related Care Plan
Anxiety, p. 16



 Deficient Fluid Volume
Definition: Decreased intravascular, interstitial, and/or intracellular fluid.
This refers to dehydration, water loss alone without change in sodium

Fluid volume deficit, or hypovolemia, occurs from a loss of body fluid or
the shift of fluids into the third space, or from a reduced fluid intake.
Common sources for fluid loss are the gastrointestinal tract, polyuria, and
increased perspiration. Fluid volume deficit may be an acute or chronic
condition managed in the hospital, outpatient center, or home setting. The
therapeutic goal is to treat the underlying disorder and return the
extracellular fluid compartment to normal. Treatment consists of restoring
fluid volume and correcting any electrolyte imbalances. Early recognition
and treatment are paramount to prevent potentially life-threatening
hypovolemic shock. Older patients are more likely to develop fluid
imbalances.









 

Related Care Plan
Shock, hypovolemic, p. 385



 Excess Fluid Volume
Definition: Increased isotonic fluid retention

Fluid volume excess, or hypervolemia, occurs from an increase in total
body sodium content and an increase in total body water. This fluid excess
usually results from compromised regulatory mechanisms for sodium and
water as seen in congestive heart failure (CHF), kidney failure, and liver
failure. It may also be caused by excessive intake of sodium from foods, IV
solutions, medications, or diagnostic contrast dyes. Hypervolemia may be
an acute or chronic condition managed in the hospital, outpatient center, or
home setting. The therapeutic goal is to treat the underlying disorder and
return the extracellular fluid compartment to normal. Treatment consists of
fluid and sodium restriction and the use of diuretics. For acute cases,
ultrafiltration or dialysis may be required.









 Impaired Gas Exchange
Definition: Excess or deficit in oxygenation and/or carbon dioxide
elimination at the alveolar–capillary membrane

By the process of diffusion, the exchange of oxygen and carbon dioxide
occurs in the alveolar–capillary membrane area. The relationship between
ventilation (airflow) and perfusion (blood flow) affects the efficiency of the
gas exchange. Normally a balance exists between ventilation and perfusion;
however, certain conditions can offset this balance, resulting in impaired
gas exchange. Altered blood flow from a pulmonary embolus, decreased
cardiac output, or shock can cause ventilation without perfusion. Conditions
that cause changes or collapse of the alveoli (e.g., atelectasis, pneumonia,
pulmonary edema, and acute respiratory distress syndrome) impair
ventilation. Other factors affecting gas exchange include high altitudes,
hypoventilation, and altered oxygen-carrying capacity of the blood from
reduced hemoglobin. Older patients have a decrease in pulmonary blood
flow and diffusion as well as reduced ventilation in the dependent regions
of the lung, where perfusion is greatest. Chronic conditions (e.g., COPD)
put these patients at greater risk for hypoxia. Other patients at risk for
impaired gas exchange include those with a history of smoking or
pulmonary problems, obesity, prolonged periods of immobility, and chest or
upper abdominal incisions.











 Grieving
Definition: A normal complex process that includes emotional, physical,
spiritual, social, and intellectual responses and behaviors by which
individuals, families, and communities incorporate an actual, anticipated, or
perceived loss into their daily lives

Grieving is an individual’s emotional response to a perceived or actual
loss. Patients may experience grieving associated with the death of a loved
one or loss of a body part. People grieve when they learn of a terminal
diagnosis for themselves or a loved one. Grieving may be experienced by
patients and their families as they face long-term illness or disability,
divorce, loss of employment, or loss of home or personal possessions. Grief
is an aspect of the human condition that touches every individual, but how
an individual or a family system responds to loss and how grief is expressed
varies widely. That process is strongly influenced by factors such as age,
gender, and culture, as well as personal and intrafamilial reserves and
strengths. The nurse will encounter the patient and family experiencing
grief in the hospital setting, but increasingly, with more hospice and
palliative care services provided in the community, the nurse will find
patients struggling with these issues in their own homes, where professional
help may be limited or fragmented. This care plan discusses measures the
nurse can use to help the patient and family members begin the process of
grieving. Additional interventions related to death and dying can be found
on p. 276.









 

Related Care Plan
Death and dying: End-of-life issues, p. 276



 Complicated Grieving
Definition: A disorder that occurs after the death of a significant other, in
which the experience of distress accompanying bereavement fails to follow
normative expectations and manifests in functional impairment

Complicated grieving is a state in which an individual has significant
difficulty adjusting to an actual or perceived loss. This period of prolonged
bereavement may subsequently impair further the individual’s daily
functioning. Complicated grief may be marked by a broad range of
behaviors, including pervasive denial or a refusal to partake in self-care
measures or ADLs. It may be marked by excessive use of alcohol or drugs
or the inability to maintain one’s business or home life. Because all of these
behaviors can be seen at one time or another as an emotional response in
individuals who are mourning a loss, a distinction must be made between
the transient use of these normal adaptive grief responses and their use to
the extent that it paralyzes the person’s ability to grow and develop as an
individual. Because there is no temporal restriction on the time it takes to
mourn a loss, the most reliable indicator may be the mourner himself or
herself. When an individual reaches a point when he or she is discomforted
by the inability to go on with his or her life, then the issue of complicated or
dysfunctional grieving bears exploration. The nurse may encounter patients
experiencing complicated grief in the outpatient setting or in the hospital.
They may have physical symptoms reflective of their inability to monitor or
care for their own health, or they may have symptoms reflective of chronic
emotional or physical illness. Complicated grief may be the outcome of an
individual’s experience of being at odds with gender, cultural, or their own
behavioral norms, which prohibits them from grieving successfully. The
nurse may be in a position to help individuals recognize the role that
complicated grief has played in their current impasse, and the nurse may be
able to help the patient create a framework and environment in which it is
safe to begin to mourn.







 



Related Care Plans
Death and dying: End-of-life issues, p. 276

Grieving, p. 86



 Ineffective Health Maintenance
Definition: Inability to identify, manage, and/or seek help to maintain
health

Ineffective health maintenance reflects a change in an individual’s ability
to perform the functions necessary to maintain health or wellness. That
individual may already manifest symptoms of existing or impending
physical ailment or display behaviors that are strongly or certainly linked to
disease. The nurse’s role is to identify factors that contribute to an
individual’s inability to maintain healthy behavior and implement measures
that will result in improved health maintenance activities. The nurse may
encounter these patients either in the hospital or in the community; the
increased presence of the nurse in the community and home health settings
improves the ability to assess patients in their own environment. Patients
most likely to experience more than transient alterations in their ability to
maintain their health are those whose age or infirmity (either physical or
emotional) absorb much of their resources or those for whom the economic
challenges of daily life negate an interest in personal health. The task before
the nurse is to identify measures that will be successful in empowering
patients to maintain their own health within the limits of their ability.









 Impaired Home Maintenance
Definition: Inability to independently maintain a safe growth-promoting
immediate environment

Individuals within a home establish a normative pattern of operation. A
vast number of factors can negatively affect that operational baseline. When
this happens, an individual or an entire family may experience a disruption
that is significant enough to impair the management of the home
environment. Health or safety may be threatened, and there may be a threat
to relationships or to the physical well-being of the people living in the
home. An inability to perform the activities necessary to maintain a home
may be the result of the development of chronic mental or physical
disabilities, or acute conditions or circumstances that severely affect the
vulnerable members of the household. As a result of early hospital
discharges, nurses are coordinating complicated recovery regimens in the
homes of patients. The patient’s home must be safe and suited to the
recovery needs of the individual. Patients must have the resources needed to
provide for themselves and their families during recovery or following a
debilitating illness. Because there is considerable room for cultural and
intrafamilial variations in the maintenance of a home, the nurse should be
guided by principles of safety when evaluating a home environment.







 Hopelessness
Definition: Subjective state in which an individual sees limited or no
alternatives or personal choices available and is unable to mobilize energy
on own behalf

A person may experience hopelessness in response to a sudden event,
such as spinal cord injury that leaves the patient with permanent paralysis.
Hopelessness may be the result of a lifetime of multiple stresses and losses
that leave the patient no longer able to mobilize the energy needed to act in
his or her own behalf. Chronic diseases associated with progressive loss of
functional ability may contribute to the patient’s sense of hopelessness,
especially if the person sees no chance for improvement with continued
treatment. Hopelessness is evident in patients living in social isolation, who
are lonely and have no social support system or resources. Patients living in
poverty, the homeless, and those with limited access to health care all may
feel hopeless about changing their health care status and being able to cope
with life events. Loss of belief in God’s care or loss of trust in prior spiritual
beliefs may foster a sense of hopelessness.









 Hyperthermia
Definition: Body temperature elevated above normal range

Hyperthermia is a sustained core temperature above the normal variance,
usually greater than 39° C (102.2° F). Adults may experience nerve damage
and seizures when core body temperature is 41° C (105.8° F). Temperatures
of 43° C (109.4° F) or higher are incompatible with life. Hyperthermia
differs from fever in that the hypothalamic set point is not reset at a higher
level. Also, hyperthermia is not stimulated by pyrogens, such as occurs with
infection. Many cases of hyperthermia result from the combined effects of
activity and salt and water deprivation in a hot environment, such as when
athletes perform in extremely hot weather or when older adults avoid the
use of air conditioning because of expense. Hyperthermia may occur more
readily in persons who have endocrine disorders; use alcohol; or take
diuretics, anticholinergics, or phototoxic agents. Forms of accidental
hyperthermia include heat cramps, heat exhaustion, and heat stroke.
Malignant hyperthermia is a life-threatening response to various anesthetic
agents. This inherited disorder affects calcium metabolism in muscle cells,
causing fever, muscle rigidity, metabolic acidosis, dysrhythmic tachycardia,
hypertension, and hypoxia. Careful evaluation of preoperative patients is
essential for prevention.







 Hypothermia
Definition: Body temperature below normal range

Hypothermia is a core temperature at a significantly lower level than
normal; usually lower than 35° C (95° F) measured by the tympanic and
rectal routes. Hypothermia results when the body cannot produce heat at a
rate equal to that lost to the environment through conduction, convection,
radiation, or evaporation. Core temperature below 3°C (89.6° F) is severe
and life threatening. Hypothermia can be classified as inadvertent (seen
postoperatively), intentional (for medical purposes), or accidental (exposure
related). Older adults are especially vulnerable to accidental hypothermia
because of age-related alterations in normal thermoregulation.







 Functional Urinary Incontinence
Definition: Inability of usually continent person to reach toilet in time to
avoid unintentional loss of urine

The person with functional urinary incontinence has normal function of
the neurological control mechanisms for urination. The bladder is able to
fill and store urine appropriately. The person is able to recognize the urge to
void. The most common problem is environmental barriers that make it
difficult for the person to reach an appropriate receptacle for voiding. This
type of incontinence occurs more often in older adults, who have mobility
limitations. People with arthritis of the hands may have difficulty undoing
clothing buttons or zippers to prepare for voiding. The patient with limited
mobility may be dependent on others for help transferring to a bedside
commode or ambulating to the bathroom. If mobility assistance is not
readily available, the person is not able to suppress the urge to void and
becomes incontinent. Wet clothing, urine odor, and the loss of independence
for toileting contribute to the person’s feelings of embarrassment in this
situation. Over time the person may have changes in body image and self-
concept.





 Reflex Urinary Incontinence
Definition: Involuntary loss of urine at somewhat predictable intervals
when a specific bladder volume is reached

Reflex urinary incontinence represents dysfunction of the normal
neurological control mechanisms for coordination of detrusor contraction
and sphincter relaxation. Neurological disorders in the detrusor motor area
of the brain result in detrusor hyperreflexia. Examples of such disorders
include strokes, traumatic brain injury, hydrocephalus, tumors, Alzheimer’s
disease, and multiple sclerosis. Cervical and thoracic spinal cord injuries
and Guillain-Barré syndrome may cause detrusor hyperreflexia with
sphincter dyssynergia. The patient with reflex incontinence experiences
periodic urination without an awareness of needing to void. Urination is
frequent throughout the day and night. Urine volume is consistent with each
voiding. Residual urine volumes are usually less than 50 mL. Urodynamic
studies will indicate detrusor contraction when bladder volume reaches a
specific amount.





 Stress Urinary Incontinence
Definition: Sudden leakage of urine with activities that increase
intraabdominal pressure

Stress incontinence occurs more often in women than men. The
predisposing factors for women include pregnancy, obesity, decreased
estrogen levels associated with menopause, and surgery involving the lower
abdominal area. Men may develop stress incontinence following surgical
treatment for benign prostatic hyperplasia or prostate cancer. These factors
contribute to a decrease in muscle tone at the urethrovesical junction. When
the muscles of the abdomen and pelvic floor are weak, they no longer
provide support for the urinary sphincter. The urinary sphincter cannot
remain constricted with increasing abdominal pressure. Straining with
defecation, laughing, sneezing, coughing, heavy lifting, jumping, or running
are examples of activities that increase intraabdominal pressure and lead to
stress incontinence. The amount of urine lost may vary from a few drops to
100 mL or more. Regardless of the amount of urine lost during a stress
incontinence episode, the person may experience embarrassment and
changes in body image and self-concept. As a result, the person may
decrease social interactions and physical activities to minimize the risks of
incontinence occurring in public situations.







 Urge Urinary Incontinence
Definition: Involuntary passage of urine occurring soon after a strong sense
of urgency to void

Urge urinary incontinence is associated with overactivity or uncontrolled
contraction of the detrusor muscle. The person has uncontrolled passage of
urine within a few seconds to a few minutes after feeling a strong sense of
urgency to void. The person is unable to voluntarily suppress voiding once
the urge is felt. Urge incontinence may develop as a result of spinal cord
lesions or following pelvic surgery. Central nervous system disorders such
as Alzheimer’s disease, multiple sclerosis, and Parkinson’s disease may
contribute to urge incontinence. Overactivity of the detrusor may be the
result of interstitial cystitis, urinary tract infection, or pelvic radiation.
Excessive alcohol or caffeine intake may stimulate urge incontinence. As
with other types of urinary incontinence, the person with urge incontinence
may experience embarrassment with loss of control of urinary elimination.
The person begins to plan activities to be close to a toilet at all times. This
change in behavior may affect the person’s social interaction and work
performance.





 Risk for Infection
Definition: At increased risk for being invaded by pathogenic organisms

People at risk for infection are those whose natural defense mechanisms
are inadequate to protect them from the inevitable injuries and exposures
that occur throughout the course of living. Infections occur when an
organism (e.g., bacterium, virus, fungus, or other parasite) invades a
susceptible host. Breaks in the integument, the body’s first line of defense,
and/or the mucous membranes allow invasion by pathogens. If the patient’s
immune system cannot combat the invading organism adequately, an
infection occurs. Open wounds, traumatic or surgical, can be sites for
infection; soft tissues (cells, fat, muscle) and organs (kidneys, lungs) can
also be sites for infection after trauma, invasive procedures, or invasion of
pathogens carried through the bloodstream or lymphatic system. Infections
can be transmitted by contact or through airborne transmission, sexual
contact, or sharing of IV drug paraphernalia. Being malnourished, having
inadequate resources for sanitary living conditions, and lacking knowledge
about disease transmission place individuals at risk for infection. Health
care workers, to protect themselves and others from disease transmission,
must understand how to take precautions to prevent transmission. Because
identification of infected individuals is not always apparent, standard
precautions recommended by the Centers for Disease Control and
Prevention (CDC) are widely practiced. The Agency for Healthcare
Research and Quality (AHRQ) published important guidelines and
recommendations in this resource: Patient Safety and Quality: An Evidence-
Based Handbook for Nurses. In addition, the Occupational Safety and
Health Administration (OSHA) set forth the Bloodborne Pathogens
Standard, developed to protect workers and the public from infection. Ease
of and increase in world travel also have increased opportunities for
transmission of disease from abroad. Infections prolong healing and can
result in death if untreated. Antimicrobials are used to treat infections when
susceptibility is present. Organisms may become resistant to antimicrobials,
requiring multiple antimicrobial therapy. For some organisms no
antimicrobial is effective, such as the human immunodeficiency virus
(HIV).











 Insomnia
Definition: A disruption in amount and quality of sleep that impairs
functioning

Sleep is required to provide energy for physical and mental activities.
The disruption in the individual’s usual diurnal pattern of sleep and
wakefulness may be temporary or chronic. Short-term insomnia may occur
in response to changes in work schedules, temporary stressors, or travel
across several time zones. Long-term insomnia is associated with alcohol
and drug abuse, chronic pain, chronic depression, obesity, and aging. Such
disruptions may result in both subjective distress and apparent impairment
in functional abilities. Sleep patterns can be affected by environment,
especially in hospital critical care units. These patients experience insomnia
secondary to the noisy, bright environment and frequent monitoring and
treatments. Such sleep disturbance is a significant stressor in the intensive
care unit and can affect recovery. The care plan focuses on nursing care to
manage insomnia in the acute care and home setting.









 Decreased Intracranial Adaptive
Capacity
Definition: Intracranial fluid dynamic mechanisms that normally
compensate for increases in intracranial volumes are compromised,
resulting in repeated disproportionate increases in intracranial pressure in
response to a variety of noxious and non-noxious stimuli

Intracranial pressure (ICP) reflects the pressure exerted by the
intracranial components of blood, brain, and cerebrospinal fluid (CSF), each
ordinarily remaining at a constant volume within the rigid skull structure.
Any additional fluid or mass (e.g., subdural hematoma, tumor, abscess)
increases the pressure within the cranial vault. Because the total volume
cannot change (Monro-Kellie hypothesis), blood, CSF, and ultimately brain
tissue are forced out of the vault. The normal range of ICP is 5 to
15 mm Hg; elevations above that level occur normally but readily return to
baseline parameters as a result of the adaptive capacity or compensatory
mechanisms of the brain, blood, and CSF, such as vasoconstriction and
increased venous outflow. In the event of disease, trauma, or a pathological
condition, disturbances in autoregulation occur, and ICP is increased and
sustained. Exceptions include people with unfused skull fractures (the skull
is no longer rigid at the fracture site), infants whose suture lines are not yet
fused (this is normal to accommodate growth), and older patients whose
brain tissues have shrunk, taking up less volume in the skull (allowing for
abnormal tissue growth or intracranial bleeding to occur for a longer period
before ICP increases).











 Deficient Knowledge
Definition: Absence or deficiency of cognitive information related to
specific topic

Knowledge deficit is a lack of cognitive information or psychomotor
skills required for health recovery, maintenance, or health promotion.
Teaching may take place in a hospital, ambulatory care, or home setting.
The learner may be the patient, a family member, a significant other, or a
caregiver unrelated to the patient. Learning may involve any of the three
domains: cognitive domain (intellectual activities, problem-solving, and
others); affective domain (feelings, attitudes, belief); and psychomotor
domain (physical skills or procedures). The nurse must decide with the
learner what to teach, when to teach, and how to teach the mutually agreed-
upon content. Adult learning principles guide the teaching-learning process.
Information should be made available when the patient wants and needs it,
at the pace the patient determines, and using the teaching strategy the
patient deems most effective. Many factors influence patient education,
including age, cognitive level, developmental stage, physical limitations
(e.g., visual, hearing, balance, hand coordination, strength), the primary
disease process and comorbidities, and sociocultural factors. Older patients
need more time for teaching and may have sensory-perceptual
deficits/cognitive changes that may require a modification in teaching
techniques. Certain ethnic and religious groups hold unique beliefs and
health practices that must be considered when designing a teaching plan.
These practices may vary from home remedies (e.g., special soups,
poultices) and alternative therapies (e.g., massage, biofeedback, energy
healing, macrobiotics, or megavitamins in place of prescribed medications)
to reliance on an elder in the family to coordinate the care plan. Patients
with low literacy skills will require educational programs that include more
simplified treatment regimens, simplified teaching tools (e.g., cartoons,
lower readability levels), a slower presentation pace, and techniques for
cueing patients to initiate certain behaviors (e.g., pill schedule posted on
refrigerator, timer for taking medications).The National Patient Safety
Foundation has identified the pervasiveness of low health literacy and its
implications for poorer health outcomes. It has launched the Ask Me 3
initiative to improve health communication between patients and providers.



Although the acute hospital setting provides challenges for patient
education because of the high acuity and emotional stress inherent in this
environment, the home setting can be similarly challenging because of the
high expectations for patients or caregivers to self-manage complex
procedures such as IV therapy, dialysis, or even ventilator care in the home.
Caregivers are often overwhelmed by the responsibility delegated to them
by the health care professionals. Many have their own health problems and
may be unable to perform all the behaviors assigned to them because of
visual limitations, generalized weakness, or feelings of inadequacy or
exhaustion.

This care plan describes adult learning principles that can be incorporated
into a teaching plan for use in any health care setting.











 Sedentary Lifestyle
Definition: Reports a habit of life that is characterized by a low physical
activity level

Today’s social changes have shifted lifestyles of once high physical effort
to more sedentary ways of life, making physical inactivity a national
problem. Unfortunately, many individuals do not actively seek out regular
exercise routines, with more than 60% of Americans not exercising on a
regular basis and 25% not exercising at all. The following table uses
number of steps walked per day as a way to quantify levels of physical
activity.

Sedentary lifestyle <5000 steps per day

Low active 5000-7499 steps per day

Somewhat active 7500-9999 steps per day

Active 10,000-12,500 steps per day

Highly active >12,500 steps per day

From Tudor-Locke C, Bassett DR: How many steps/day are enough? Preliminary
pedometer indices for public health, Sports Med 34(1):1, 2004.

Lack of physical activity can lead to many chronic conditions, including
diabetes, heart disease, obesity, and various cancers. The 2008 Physical
Activity Guidelines for Americans provides a science-based prescription for
assisting individuals with improving their health through regular physical
activity. Health benefits are attainable by individuals of all ages and even
those with chronic medical problems. Stressful and busy lifestyles,
socioeconomic factors, physical constraints, and lack of motivation are all
barriers that can contribute to low physical activity. Nursing objectives are
to educate patients on the importance of adopting an active lifestyle and to
assist patients in finding ways to personalize the recommended exercise
prescription.









 

Related Care Plans
Activity intolerance, p. 8

Readiness for engaging in a regular physical activity
program, p. 205



 Impaired Memory
Definition: Inability to remember or recall bits of information or behavioral
skills

Memory is the result of a complicated cognitive process used by an
individual for learning, storing, and retrieving information. Cognitive
abilities for reasoning, problem-solving, interpreting information, and
communication are dependent on the diverse and complex neural network
that supports information processing. Structurally, memories are formed by
the complex interactions of the hippocampus, thalamus, hypothalamus, and
temporal lobes. Any change that disrupts these neural networks may result
in problems with transferring information between immediate, short-term,
and long-term memory. Amnesia is the complete loss of memory ability.
This type of memory impairment represents an inability to recall previously
learned information and an inability to learn new information. Memory
impairment may be temporary or permanent. Situations that are associated
with impaired memory include seizures, head trauma, strokes, cerebral
infections, brain tumors, vitamin B1 deficiency with alcohol abuse,
personality disorders, and progressive degenerative dementias. Any clinical
condition associated with decreased cardiac output or general
hypoperfusion may contribute to impaired memory. Changes in recent
memory often occur with organic disorders such as delirium, dementia, or
chronic alcohol abuse. Diminished long-term or remote memory is
associated with damage to the area of the cerebral cortex used for storage of
that memory. This type of memory loss is seen in Alzheimer’s disease.
Post-traumatic amnesia is an indicator of the severity of a closed head
injury. Slowing of information processing and impaired episodic memory
are common problems with head trauma. This care plan focuses on general
care to support memory for the patient in the acute care or home setting.









 

Related Care Plans
Alzheimer’s disease/dementia, p. 509

Chronic confusion, p. 47



 Impaired Physical Mobility
Definition: Limitation in independent, purposeful physical movement of
the body or of one or more extremities

Alteration in mobility may be a temporary or more permanent problem.
Most disease and rehabilitative states involve some degree of immobility
(e.g., as seen in strokes, leg fracture, trauma, morbid obesity, multiple
sclerosis). With the longer life expectancy for most Americans, the
incidence of disease and disability continues to grow. With shorter hospital
stays, patients are being transferred to rehabilitation facilities or sent home
for physical therapy in the home environment.

Mobility is also related to body changes from aging. Loss of muscle
mass, reduction in muscle strength and function, stiffer and less mobile
joints, and gait changes affecting balance can significantly compromise the
mobility of older patients. Mobility is paramount if older patients are to
maintain any independent living. Restricted movement affects the
performance of most ADLs. Older patients are also at increased risk for the
complications of immobility. Nursing goals are to maintain functional
ability, prevent additional impairment of physical activity, and ensure a safe
environment.







 

Related Care Plans
Risk for falls, p. 64

Risk for impaired skin integrity, p. 178





 Nausea
Definition: An unpleasant, wavelike sensation in the back of the throat,
epigastrium, or throughout the abdomen that may or may not lead to
vomiting

Nausea is a common and distressing symptom with a myriad of causes,
including intracranial or labyrinthine lesions, chemical stimulation of the
vomiting center by most medications, ingestion of toxins (chemotherapy),
inhalation of anesthetic gases, microorganisms in the gastrointestinal tract,
gastrointestinal obstruction, or mucosal diseases. Decreased motility and
delayed emptying of the stomach are the underlying physiological factors
for most causes of nausea. Decreased peristalsis in the intestines may also
contribute to nausea. Nausea may have psychogenic origins, which should
be considered in cases of chronic nausea or gastroparesis. Nausea can also
be associated with severe pain or aberrant motion such as in carsickness or
seasickness. During the first trimester of pregnancy, nausea is common and
may be related to excessive hormone production. For most women, this
subsides by their second trimester; for other women, mild nausea may
persist throughout the pregnancy. Because nausea is a subjective
experience, the patient may find others are not supportive of their symptom
if it is not associated with vomiting.









 Noncompliance
Definition: Behavior of person and/or caregiver that fails to coincide with a
health-promoting or therapeutic plan agreed on by the person (and/or family
and/or community) and health care professional. In the presence of an
agreed-on health-promoting or therapeutic plan, a person’s or caregiver’s
behavior is fully or partially nonadherent and may lead to clinically
ineffective or partially ineffective outcomes

The fact that a patient has attained knowledge regarding the treatment
plan does not guarantee compliance. Failure to follow the prescribed plan
may be related to a number of factors. Much research has been conducted in
this area to identify key predictive factors. Several theoretical models, such
as the Health Belief Model, Theory of Reasoned Decision Making, and
Theory of Planned Behavior, serve to explain those factors that influence
patient compliance. Patients are more likely to comply when they believe
that they are susceptible to an illness or disease that could seriously affect
their health, that certain behaviors will reduce the likelihood of contracting
the disease, that the prescribed actions are less threatening than the disease
itself, and when normative groups support the change. Factors that may
predict noncompliance include past history of noncompliance, stressful
lifestyles, contrary cultural or religious beliefs and values, lack of social
support, lack of financial resources, and compromised emotional state.
People living in adverse social situations (e.g., battered women, homeless
individuals, those living amid street violence, the unemployed, or those in
poverty) may purposefully defer following medical recommendations until
their acute socioeconomic situation is improved. The rising costs of health
care and the growing number of uninsured and underinsured patients often
force patients with limited incomes to choose between food and
medications. The problem is especially complex for older patients living on
fixed incomes but requiring complex and costly medical therapies.











 Imbalanced Nutrition: Less Than
Body Requirements
Definition: Intake of nutrients insufficient to meet metabolic needs

Adequate nutrition is necessary to meet the body’s demands. Nutritional
status can be affected by disease or injury states (e.g., gastrointestinal
malabsorption, cancer, burns); physical factors (e.g., muscle weakness, poor
dentition, activity intolerance, pain, substance abuse); social factors (e.g.,
lack of financial resources to obtain nutritious foods); or psychological
factors (e.g., depression, boredom, dementia). During times of illness (e.g.,
trauma, surgery, sepsis, burns), adequate nutrition plays an important role in
healing and recovery. Cultural and religious factors strongly affect the food
habits of patients. Women exhibit a higher incidence of voluntary restriction
of food intake secondary to anorexia, bulimia, and self-constructed fad
dieting. Patients who are older experience problems in nutrition related to
lack of financial resources, cognitive impairments causing them to forget to
eat, physical limitations that interfere with preparing food, deterioration of
their sense of taste and smell, reduction of gastric secretion that
accompanies aging and interferes with digestion, and social isolation and
boredom that cause a lack of interest in eating. This care plan addresses
general concerns related to nutritional deficits for the hospital or home
setting.











 Imbalanced Nutrition: More Than
Body Requirements
Definition: Intake of nutrients that exceeds metabolic needs

Obesity is a growing problem in the United States and is now reaching
pandemic proportions, accounting for significant other health problems,
including cardiovascular disease, type 2 diabetes mellitus, sleep disorders,
infertility in women, aggravated musculoskeletal problems, and shortened
life expectancy. Women are more likely to be overweight than men. African
Americans and Hispanic individuals are more likely to be overweight than
Caucasians. Factors that affect weight gain include genetics, sedentary
lifestyle, emotional factors associated with dysfunctional eating, disease
states such as diabetes mellitus and Cushing’s syndrome, and cultural or
ethnic influences on eating. Overall nutritional requirements of older
patients are similar to those of younger individuals, except calories should
be reduced because of their leaner body mass.





 

Related Care Plans
Readiness for weight management, p. 229

Readiness for enhanced nutrition, p. 212



 Impaired Oral Mucous Membrane
Definition: Disruption of the lips and/or soft tissue of the oral cavity

Minor irritations of the oral mucous membrane occur occasionally in all
people and are usually viral-related, self-limiting, and easily treated.
Patients who have severe stomatitis often have an underlying illness.
Patients who are immunocompromised, such as the oncology patient
receiving chemotherapy, are often affected with severe tissue disruption and
pain. Infections such as candidiasis, if left untreated, can spread through the
entire gastrointestinal tract, causing further complications and sometimes
perineal pain. Oral mucous membrane problems can be encountered in any
setting, especially in home care and hospice settings.











 Acute Pain
Definition: Unpleasant sensory and emotional experience arising from
actual or potential tissue damage or described in terms of such damage
(International Association for the Study of Pain); sudden or slow onset of
any intensity from mild to severe with an anticipated or predictable end and
a duration of less than 6 months

Pain is a highly subjective state in which a variety of unpleasant
sensations and a wide range of distressing factors may be experienced by
the patient. Acute pain serves a protective function to make the patient
aware of an injury or illness. The sudden onset of acute pain prompts the
patient to seek relief. The physiological manifestations that occur with acute
pain result from the body’s response to pain as a stressor. The patient’s
cultural background, emotions, and psychological or spiritual distress may
contribute to the suffering with acute pain. Pain assessment can be
challenging, especially in older patients, in whom cognitive impairment and
sensory-perceptual deficits are more common. This care plan focuses on the
assessment and management of acute pain in the hospital or home care
settings.













 Chronic Pain
Definition: Unpleasant sensory and emotional experience arising from
actual or potential tissue damage or described in terms of such damage
(International Association for the Study of Pain); sudden or slow onset of
any intensity from mild to severe, constant or recurring without an
anticipated or predictable end and a duration of greater than 6 months

Chronic pain may be classified as chronic malignant pain or chronic
nonmalignant pain. In the former, the pain is associated with a specific
cause such as cancer. With chronic nonmalignant pain, the original tissue
injury is not progressive or has been healed but the patient continues to
experience pain. Identifying an organic cause for this type of chronic pain is
more difficult.

Chronic pain differs from acute pain in that it is harder for the patient to
provide specific information about the location and the intensity of the pain.
Over time it becomes more difficult for the patient to differentiate the exact
location of the pain and clearly identify the intensity of the pain. The patient
with chronic pain often does not present with behaviors and physiological
changes associated with acute pain. Family members, friends, co-workers,
employers, and health care providers question the legitimacy of the patient’s
pain reports because the patient may not look like someone in pain. The
patient may be accused of using pain to gain attention or to avoid work and
family responsibilities. With chronic pain, the patient’s level of suffering
usually increases over time. Chronic pain can have a profound impact on
the patient’s activities of daily living, mobility, activity tolerance, ability to
work, role performance, financial status, mood, emotional status,
spirituality, family interactions, and social interactions.











 

Related Care Plans
Acute pain, p. 144

Fatigue, p. 70



 Post-Trauma Syndrome
Definition: Sustained maladaptive response to a traumatic, overwhelming
event

Post-trauma syndrome, also called post-traumatic stress disorder (PTSD),
occurs in individuals who have experienced, witnessed, or been confronted
by an event or events that have involved actual or threatened death or
serious injury or a threat to the physical integrity of self or others. New
evidence suggests that patients who sustain traumatic brain injury,
especially concussion force injury, develop PTSD. The individual’s
response with PTSD involves intense fear, helplessness, or horror. Typically
the maladaptive response(s) continue beyond 1 month, causing significant
distress or impairment in social, occupational, physical, spiritual, or
psychological functioning. These maladaptive responses may be acute or
chronic.







 Powerlessness
Definition: Perception that one’s own action will not significantly affect an
outcome; a perceived lack of control over a current situation or immediate
happening

Powerlessness may be expressed at any time during a patient’s illness.
During an acute episode, people used to being in control may temporarily
find themselves unable to navigate the health care system and environment.
The medical jargon, the swiftness with which decisions are expected to be
made, and the vast array of health care providers to which the patient has to
relate can all cause a feeling of powerlessness. This response is
compounded by patients of cultural, religious, or ethnic backgrounds that
differ from those of the dominant health care providers. Patients with
chronic, debilitating, or terminal illnesses may have long-term feelings of
powerlessness because they are unable to change their inevitable outcomes.
Older patients are especially susceptible to the threat of loss of control and
increasing dependence that comes with aging, as well as the consequences
of illness and disease. Patients suffering from feelings of powerlessness
may be seen in the hospital, ambulatory care, rehabilitation, or home care
environment.









 Rape-Trauma Syndrome
Definition: Sustained maladaptive response to a forced, violent sexual
penetration against the victim’s will and consent

Rape-trauma syndrome refers to the immediate period of psychological
disorganization and the long-term process of reorganization that occur as a
result of attempted or actual sexual assault. Every survivor of sexual assault
will express unique emotional needs and may respond differently to rape.
However, almost all survivors, male and female, experience elements of the
syndrome as a response to the extreme stress, profound fear of death, and
sense of violation and vulnerability. Sexual assault survivors may suffer
various effects of this violent crime for the remainder of their lives.
Recovery from the physical trauma associated with the rape may prolong
and complicate the survivor’s response to and recovery from the
psychological trauma. Cultural bias, social attitudes, and preconceived ideas
about rape victims may make it difficult for victims to report the crime.
These biases and attitudes also make effective recovery more difficult for
survivors. Improved education about the impact of rape on survivors has led
to more supportive responses by law enforcement officers, emergency care
first responders, and emergency department care providers.











 Relocation Stress Syndrome
Definition: Physiological and/or psychological disturbance following
transfer from one environment to another

The physiological and psychological stress associated with relocation is
now recognized as so extreme that it is associated with the stress of divorce
or the death of a loved one. Adjustment to moving from what was once
familiar to what is a new environment can last for several months to several
years and longer. Current evidence suggests that recovery from a significant
move leads to significant decline in the person’s health and many times
leads to death. The degree of severity depends on many variables such as
age, stage of life, personality, number of concurrent losses, amount of
preparation, and the degree and type of support before, during, and after the
move. Older adults, in particular, are at high risk for experiencing the
negative impact of relocation. This syndrome may also be seen in the
hospitalized patient who experiences several hospital locations within one
hospital stay.









 Self-Care Deficit
Definition: Impaired ability to perform or complete activities of daily living
for oneself, such as feeding, dressing, bathing, toileting

The nurse may encounter the patient with a self-care deficit in the
hospital or in the community. The deficit may be the result of transient
limitations, such as those one might experience while recuperating from
surgery, or the result of progressive deterioration that erodes the individual’s
ability or willingness to perform the activities required to care for himself or
herself. Patients who are depressed or those with low levels of motivation
may not have the interest to engage in self-care activitities. Careful
examination of the patient’s deficit is required to be certain that the patient
is not failing at self-care because of a lack of material resources or a
problem with arranging the environment to suit the patient’s physical
limitations. The nurse coordinates services to maximize the independence
of the patient and to ensure that the environment the patient lives in is safe
and supportive of his or her special needs. This care plan combines a variety
of self-care deficits into one comprehensive plan.











 Situational Low Self-Esteem
Definition: Development of a negative perception of self-worth in response
to current situation (specify)

Self-esteem is a component of an individual’s self-concept. Positive self-
esteem is based on the person’s feeling worthwhile and capable of
responding to challenges and stressors. Low self-esteem represents a mild
to marked alteration in an individual’s view of himself or herself, including
negative self-evaluation or negative feelings about self or capabilities. This
change in self-esteem is a temporary state in response to feeling unable to
manage the current situation. A person’s self-esteem is affected by (and
may also affect) his or her ability to function in the larger world and relate
to others within it. Self-esteem disturbance may be expressed directly or
indirectly. Cultural norms, gender, and age are variables that influence how
an individual perceives himself or herself. The emotional work that patients
do to enhance self-esteem takes weeks, months, or even years and may
require professional help beyond the scope of the bedside or community
nurse. A caring individual, who is able to identify the special needs of the
patient struggling with self-esteem issues, is in a unique position to provide
support and compassion, enhancing the work the patient must do.







 Disturbed Sensory Perception:
Auditory
Definition: Change in the amount or patterning of incoming stimuli
accompanied by a diminished, exaggerated, distorted, or impaired response
to such stimuli

Adults may experience hearing loss as the result of trauma, infection, or
exposure to persistently loud occupational and/or environmental noise.
Older adults may experience gradual hearing loss as part of the normal
aging process. Conductive hearing loss is associated with problems
affecting the outer ear and middle ear. These problems include impacted
cerumen and infection. Sensorineural hearing loss occurs with inner ear
disorders or impaired function of cranial nerve VIII. Aging, noise exposure,
and ototoxicity from some drugs contribute to this type of hearing loss.
When hearing loss is profound and precedes language development, the
ability to learn speech and interact with hearing peers can be severely
impaired. When hearing is impaired or lost later in life, serious emotional
and social consequences can occur, including depression and isolation.
Some causes of hearing loss are surgically correctable. Many hearing
assistive devices and services are available to help hearing-impaired
individuals. Nursing interventions with the hearing impaired are aimed at
assisting the individual in effective communication despite the loss of
normal hearing.











 Disturbed Sensory Perception:
Visual
Definition: Change in the amount or patterning of incoming stimuli
accompanied by a diminished, exaggerated, distorted, or impaired response
to such stimuli

Visual impairment affects a significant number of people across the life
span. Refractive errors are the most common form of visual problem. These
correctable visual impairments include myopia, hyperopia, presbyopia, and
astigmatism. Correction occurs with glasses, contact lenses, or surgery.
Chronic diseases such as diabetes mellitus, glaucoma, and macular
degeneration cause visual impairment that may not be correctable and may
lead to blindness. Cataracts contribute to visual impairment that may be
corrected through surgery and lens replacement. Infections, trauma, drugs,
and diseases of the brain may also cause temporary or permanent visual
impairment. Changes in visual acuity may interfere with the person’s ADLs
and productivity at work, school, or home. Loss of vision threatens the
safety of the individual and puts the person at risk for falls and other
injuries. Visual impairment may affect the person’s psychological,
emotional, and social well-being as he or she copes with adapting to the loss
while attempting to remain independent. Dependence on devices to correct
or adapt to visual impairment may affect the person’s body image and self-
concept.











 Ineffective Sexuality Pattern
Definition: Expressions of concern regarding own sexuality

A patient or significant other may express concern regarding the means
or manner of sexual expression or physical intimacy within their
relationship. Alterations in human sexual response may be related to
genetic, physiological, emotional, cognitive, religious, and/or sociocultural
factors or to a combination of these factors. All of these factors play a role
in determining what is normative for each individual within a relationship.
The problem of altered patterns of sexuality is not limited to a single
gender, age, or cultural group; it is a potential problem for all patients,
whether the nurse encounters them in the hospital or in the community. It is
probable that most couples encounter some point in their relationship where
patterns of sexual expression become altered to the dissatisfaction of one or
both members. The ability to communicate effectively, to seek professional
help whenever necessary, and to modify existing patterns to the mutual
satisfaction of both members are skills that enable the couple to grow and
evolve in this aspect of their relationship. The nurse is in a unique position
to provide anticipatory guidance relative to altered patterns of sexual
function when the problem is an inevitable or probable result of illness or
disability. The ability to discuss these issues openly when the patient raises
concerns about sexual expression highlights the legitimacy of the couple’s
feelings and the normalcy of sexual expression as a part of intimacy, as well
as emotional and physical well-being.







 Risk for Impaired Skin Integrity
Definition: At risk for skin being adversely altered

Maintenance of skin integrity and prevention of pressure ulcers is
identified as a key marker of quality care. The Centers for Medicare and
Medicaid Services (CMS) and The Joint Commission (TJC) have identified
pressure ulcer prevention as one of the first major nursing- sensitive
outcomes. Although the literature suggests that not all pressure ulcers can
be prevented, the nurse is in a key role to implement comprehensive
guidelines to aid in the prevention and early detection of impaired skin
integrity. Nurses must be aware of the myriad factors that place patients at
risk for skin breakdown. The literature reports that pressure ulcers can
develop in 2 to 6 hours; thus identifying at-risk individuals is key.

Immobility, which leads to pressure, shear, and friction, is the factor most
likely to put an individual at risk for altered skin integrity. Advanced age,
the normal loss of elasticity, inadequate nutrition, environmental moisture
(especially from incontinence), and vascular insufficiency potentiate the
effects of pressure and hasten the development of skin breakdown. Groups
of people with the highest risk for altered skin integrity are those with
spinal injuries, those who are confined to bed or wheelchair for prolonged
periods of time, those with edema, and those who have altered sensation
that triggers the normal protective weight shifting. Pressure relief and
pressure redistribution devices for the prevention of skin breakdown include
a wide range of surfaces, specialty beds and mattresses, and other devices.
Preventive measures are usually not reimbursable, even though costs related
to treatment once breakdown occurs are greater.

Evidence is accumulating to support the significant reductions in the
prevalence of pressure ulcers when a standardized program for prevention is
implemented. Several guidelines can be found in the literature. This care
plan is based on recommendations from the National Pressure Ulcer
Advisory Panel (NPUAC), the National Guideline Clearinghouse, and the
Agency for Healthcare Research and Quality (AHRQ).











 

Related Care Plan
Pressure ulcers (impaired skin integrity), p. 948



 Spiritual Distress
Definition: Impaired ability to experience and integrate meaning and
purpose in life through connectedness with self, others, art, music,
literature, nature, and/or a power greater than oneself

Spiritual distress is an experience of profound disharmony in the person’s
belief or value system that threatens the meaning of his or her life. During
spiritual distress the patient may lose hope, question his or her belief
system, or feel separated from his or her personal source of comfort and
strength. Pain, chronic or terminal illness, impending surgery, and the death
of a loved one are crises that may cause spiritual distress. Prescribed
treatments may present conflicts with the person’s values, beliefs, or faith
traditions. The health care environment may limit the person’s ability to
engage in practices or rituals that support spiritual well-being and a sense of
connectedness. Being physically separated from family and familiar culture
contributes to feeling alone and abandoned. Nurses in the hospital, home
care, and ambulatory settings can assist the patient in reestablishing a sense
of spiritual well-being.









 Risk for Suicide
Definition: At risk for self-inflicted, life-threatening injury

The overwhelming majority of patients who attempt suicide have a
psychiatric disorder. However, suicide is not a mental health disorder. The
patient who is depressed or who has a bipolar disorder may attempt suicide
in response to acute symptoms. The patient with schizophrenia or an
organic brain disorder that includes psychosis may respond to voices that
tell the patient to hurt himself or herself. Other diagnoses in which suicide
is observed as a behavior include personality disorders, where patients may
establish a pattern of self-injury as a way to handle feelings of anger,
anxiety, and substance abuse.

A variety of theories have been proposed to explain factors that lead a
person to attempt suicide. Patients may use suicide to end prolonged
distress, suffering, pain, or disability. Suicide is seen by some as a means of
dealing with a sense of utter hopelessness, feelings of desperation or rage, a
cry for help, or a means to punish someone. Suicide may be a carefully
planned event that the patient has prepared as a final choice or an impulsive
act in response to a specific precipitating event perceived as overwhelming.
The causes and effects of suicide are the focus of widespread debate in the
popular press, among health professionals, and in the courts. Whatever the
circumstances, the effects of suicide resonate in the lives of family members
and friends as well as the larger community for years afterward.













 Impaired Swallowing
Definition: Abnormal functioning of the swallowing mechanism associated
with deficits in oral, pharyngeal, or esophageal structure or function

Impaired swallowing can be a temporary or permanent complication that
can be life threatening. Aspiration of food or fluid is the most serious
complication. Impaired swallowing can be caused by a structural problem,
interruption or dysfunction of neural pathways, decreased strength or
excursion of muscles involved in mastication, facial paralysis, or perceptual
impairment. Swallowing difficulties are a common complaint among older
adults, in those individuals who have had a stroke, suffered head trauma,
have head or neck cancer, or experience progressive neurological diseases
like Parkinson’s disease, multiple sclerosis, and amyotrophic lateral
sclerosis. Dysphagia severity rating scales are available to guide extent of
modification in diet plan.







 



Related Care Plan
Risk for aspiration, p. 19



 Ineffective Therapeutic Regimen
Management
Definition: Pattern of regulating and integrating into daily living a program
for treatment of illness and the sequelae of illness that is unsatisfactory for
meeting specific health goals

With the ongoing changes in health care, patients are being expected to
be co-managers of their care. They are being discharged from hospitals
earlier and are faced with increasingly complex therapeutic regimens to be
handled in the home environment. Likewise, patients with chronic illness
often have limited access to health care providers and are expected to
assume responsibility for managing the nuances of their disease (e.g., heart
failure patients taking an extra furosemide [Lasix] tablet for a 2-pound
weight gain).

Patients with sensory perception deficits, altered cognition, or financial
limitations and those who lack support systems may find themselves
overwhelmed and unable to follow the treatment plan. Older patients, who
often experience most of these problems, are especially at high risk for
ineffective management of the therapeutic plan. Other vulnerable
populations include patients living in adverse social conditions (e.g.,
poverty, unemployment, little education); patients with emotional problems
(e.g., depression over the illness being treated or other life crises or
problems); and patients with substance abuse problems. Culture, ethnicity,
and religion may influence one’s health beliefs, health practices (e.g., folk
medicine, alternative therapies), access to health services, and assertiveness
in pursuing specific health care services.











 Impaired Tissue Integrity
Definition: Damage to mucous membrane, corneal, integumentary, or
subcutaneous tissues

The mucous membranes, cornea, skin, and subcutaneous tissues serve as
part of the person’s first line of defense against threats from the external
environment. These tissues can be damaged by physical trauma, including
thermal injury (e.g., frostbite); chemical injury such as reactions to drugs,
especially chemotherapeutic drugs; radiation; and ischemia. Sometimes
damaged tissue is able to regenerate, whereas other times the damaged
tissue may be replaced by connective tissue. If untreated, impaired tissue
places the person at risk for local or systemic infection and/or necrosis
(tissue death). People at risk for impaired tissue integrity include older
adults, the homeless, individuals undergoing cancer chemotherapy, and
individuals with altered sensation.





 

Related Care Plans
Burns, p. 935

Risk for impaired skin integrity, p. 178
Pressure ulcers (impaired skin integrity), p. 948



 Ineffective Peripheral Tissue
Perfusion
Definition: Decrease in oxygen resulting in failure to nourish the tissues at
the capillary level

Reduced arterial blood flow causes decreased nutrition and oxygenation
at the cellular level. Decreased tissue perfusion can be transient, with few or
minimal consequences to the health of the patient, or it can be more acute or
protracted, with potentially devastating effects on the patient. Diminished
tissue perfusion, which is chronic, invariably results in tissue or organ
damage or death. Management is directed at removing vasoconstricting
factors, improving peripheral blood flow, and reducing metabolic demands
on the body. In practice, patients often present with a combination of
causative factors. Therefore this care plan will focus on the general
assessment and therapeutic interventions common to many causes. The
reader is referred to the more specific medical disorder care plans that
follow in later chapters. A list of some of these is provided toward the end
of this care plan.









 Urinary Retention
Definition: Incomplete emptying of the bladder

Urinary retention may occur in conjunction with or independent of
urinary incontinence. Urinary retention, the inability to empty the bladder
even though urine is present, may occur as a side effect of certain
medications, including anesthetic agents, antihypertensives, antihistamines,
antispasmodics, and anticholinergics. These drugs interfere with the nerve
impulses necessary to cause relaxation of the sphincters, which allow
urination. Obstruction of outflow is another cause of urinary retention. Most
commonly, this type of obstruction in men is the result of benign prostatic
hyperplasia. Women may experience urinary retention if their bladder sags
(cystocele) or if it is pulled out of position by a sagging colon (rectocele).









 Dysfunctional Ventilatory Weaning
Response
Definition: Inability to adjust to lowered levels of mechanical ventilator
support that interrupts and prolongs the weaning process

A patient is who is reliant on ventilatory support and unable to tolerate
the weaning process is experiencing dysfunctional ventilatory weaning
response (DVWR). This may result from physiological, psychological, or
situational factors. Their influence should be evaluated before weaning and
after each unsuccessful weaning attempt. In addition to the listed related
factors, physiological factors associated with the inability to wean may
include left ventricular failure, use of medications that depress the
respiratory drive (e.g., sedatives, opioids) or cause respiratory muscle
weakness (neuromuscular blocking agents or aminoglycosides), alterations
in metabolic status (hypophosphatemia, hypothyroidism, hypomagnesemia),
acid-base imbalances (metabolic acidosis, respiratory alkalosis), respiratory
tract infection, overhydration, anemia, significant alterations in vital signs,
abnormal weaning parameters (negative inspiratory force, tidal volume,
vital capacity, minute ventilation, rapid shallow breathing index), and a
fractional concentration of oxygen in inspired gas (Fio2) of greater than 0.50
on the ventilator. Additional psychological factors may include
psychological ventilator dependence and agitation associated with intensive
care unit psychosis, delirium, increased anxiety, and fear. Inability to wean
may also be a result of lack of motivation secondary to depression,
cognitive impairments, or personality disorders. Unfavorable situational
factors such as an inappropriate weaning plan may also contribute to
weaning failure. When abnormalities or adverse conditions are identified,
the weaning plan should incorporate measures to eliminate them or
minimize their effects so the risk for DVWR is reduced. Weaning may be
postponed when the patient does not demonstrate readiness to wean. This
reduces patient frustration and anxiety and avoids potentially life-
threatening situations.
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Health Promotion and Risk Factor
Management Care Plans

This chapter is a new addition to Nursing Care Plans: Diagnoses,
Interventions and Outcomes. It was written to address the challenges of
working with patients who are seeking to increase their level of well-being.
Typical nursing care plans focus on sick care, helping patients manage their
medical illnesses. In these disease-focused care plans, nurses assume the
more active role, with patients as the recipients of care. Thus this new
chapter is unique in that it showcases patients who are actively engaged in
health-seeking behaviors. The public is beginning to realize that almost half
of all premature deaths in the United States are caused by lifestyle-related
problems: unhealthy foods, overweight and obesity, tobacco smoking,
poorly managed stress, sleep deficit, and sedentary lifestyle, to name a few.
Nurses have always done an excellent job educating patients about health
and disease; however, research is clear that education, though necessary, is
not sufficient for making needed lifestyle changes. Making changes to one’s
lifestyle is very complex. Helping a patient adopt new health behaviors
requires attention to multifaceted, evidence-based strategies known to
facilitate successful behavior change. These strategies include a
combination of methods to enhance awareness of risk factors, increase
motivation for change, set realistic goals, focus on tailoring the regimen,
incorporate self-monitoring, enhance self-efficacy, provide skills in
problem-solving, include social support and rewards, and address relapse
prevention. Nurses are well-positioned to guide patients who are actively
seeking to improve their health habits and environment to achieve their
optimal level of health and wellness. These care plans demonstrate the
important partnership nurses have with patients in assisting them to develop
the knowledge and skills needed for making healthy lifestyle decisions and
enacting healthy behaviors.



 Health-Seeking Behaviors
 = Independent  = Collaborative

 For additional care plans and an Online Care Plan Constructor, go
to http://evolve.elsevier.com/Gulanick/.

Definition: Active seeking (by a person in stable health) of ways to alter
personal health habits and/or the environment in order to move toward a
higher level of health

Health promotion activities include a wide range of topics such as
smoking cessation; stress management; weight loss; proper diet for
prevention of coronary artery disease, cancer, osteoporosis, and others
diseases; exercise promotion; prenatal instruction; safe sex practices to
prevent sexually transmitted infections; protective helmets to prevent head
trauma; and practices to reduce risks for diabetes, stroke, and other diseases.

Patients of all ages may be involved in improving health habits. Social
cognitive theory identifies factors (e.g., behavior, cognition and other
personal factors, the environment) that influence how and to what extent
people are able to change old behaviors and adopt new ones. Psychosocial
factors such as stress and anxiety regarding perceived risk for disease, along
with social support for engaging in the health-promoting behaviors, must be
considered. The action plan must be tailored to fit with the patient’s values
and belief systems. Opportunities for self-monitoring and receiving
feedback enhance the behavior change process.

The setting in which health promotion activities occur may range from
the privacy of someone’s home, group activities (e.g., weight maintenance
groups or health clubs) or even the work setting (especially targeted
programs for hypertension management and weight reduction). This care
plan gives a general overview of health-seeking behaviors.

http://evolve.elsevier.com/Gulanick/










 Readiness for Engaging in a
Regular Physical Activity Program
The 2008 Physical Activity Guidelines for Americans provides an evidence-
based prescription for assisting individuals with improving their health
through regular physical activity. Based on the Aerobics Center
Longitudinal Study, recommendations include both aerobic and muscle-
strengthening activities in the following doses: at least 150 minutes per
week of moderate aerobic physical activity to obtain general health benefits
and muscle-strengthening activities using major muscle groups on 2 or
more days per week. Additional health benefits can be achieved in a dose-
response fashion, either by increasing the intensity to vigorous activity or
by increasing the duration of moderate activity to 300 minutes per week.
Health benefits can be achieved in intermittent episodes of even 10 minutes
of moderate physical activity. Health benefits are attainable by individuals
of all ages, even those with chronic medical problems. Stressful and busy
lifestyles, socioeconomic factors, physical constraints, and lack of
motivation are all barriers that can contribute to low physical activity.
Nursing objectives are to educate patients on the importance of adopting an
active lifestyle and to assist patients in finding ways to personalize the
recommended exercise prescription.











 Readiness for Enhanced
Immunization Status
Definition: A pattern of conforming to local, national, and/or international
standards of immunization to prevent infectious disease(s) that is sufficient
to protect a person, family, or community and can be strengthened

Every year, approximately 50,000 adults in the United States die from
diseases that could have been prevented by vaccines. Influenza and
pneumonia are the fifth leading cause of death in older adults in the United
States. Immunizations are one of the safest, most cost-effective public
health measures available to patients to preserve their health. Although
many adults do support immunization programs for their children, they are
often less informed about the many health benefits of vaccines as adults.
The Centers for Disease Control and Prevention (CDC) recommendations
clearly identify who is at risk for various diseases and who should be
immunized to protect against them.











 Readiness for Enhanced Nutrition
Definition: A pattern of nutrient intake that is sufficient for meeting
metabolic needs and can be strengthened.

Though people are living longer, living healthy is the more important
goal. Eating a nutritious diet is essential for maintaining health, reducing
the epidemic of obesity, and reducing the risk of major diseases such as
heart disease, diabetes, osteoporosis, and some cancers. However, people
who want to adopt a healthy eating pattern find it challenging in today’s
fast-paced, fast-food, super-sized environment. Readiness to engage in a
lifestyle of nutritious eating requires focused time, effort, and practice to
learn how to make healthy food choices. National health guidelines, such as
The Dietary Guidelines for Americans 2010, provide people with
information about selecting healthy foods. These guidelines focus on three
main components: balancing calories (portion control); eating a variety of
nutritious foods from all the food groups (fruits, vegetables, whole-grains,
low-fat milk products, seafood, lean meats, and poultry); and reducing the
intake of saturated fat, added sugar, salt, and alcohol. Successful nutrition
education programs also include information about identifying healthy
packaged food products, reading food labels, and selecting healthy foods
when eating in restaurants. Ensuring food safety is an additional principle
for building healthy eating patterns and includes attention to food
preparation, cooking, and storage.











 Readiness for Enhanced Sleep
Definition: A pattern of natural, periodic suspension of consciousness that
provides adequate rest, sustains a desired lifestyle, and can be strengthened.

The sleep–wake cycle is a dynamic process regulated by complex
interactions among neurotransmitters and hormones in the central nervous
system. This cycle consists of normal changes in a person’s level of
consciousness that include rapid eye movement (REM) sleep, non-REM
(NREM) sleep, and wakefulness. NREM sleep consists of four stages and
accounts for as much as 80% of total sleep time. Body processes decrease
during NREM sleep, especially in stages 3 and 4. These changes in body
function are related to sleep’s function in restoring energy, repairing tissues,
and regulating hormone secretion. REM sleep occurs at 90-minute intervals.
The length of each REM cycle increases during the night. During REM
sleep, brain activity increases to that seen during wakefulness, yet the
person is difficult to arouse. Dreams are associated with REM sleep.
Research indicates that REM sleep is necessary for learning and memory
formation in the brain.

Normal sleep patterns vary based on the person’s age. These variations
include the total hours of sleep time, the length of each sleep cycle, and the
time spent in each stage of the sleep cycle. The majority of healthy adults
require 7 to 9 hours of sleep per day. Approximately 20% of sleep time is
spent in REM sleep. As the adult ages, the amount of time spent in stage 4
NREM or deep sleep begins to decline. The older adult may have a decline
in stage 3 NREM sleep and no stage 4 NREM sleep. As a result of spending
more time in the lighter stages of NREM, the older adult may report more
frequent night time awakenings. The length of each REM cycle becomes
shorter with aging. Older adults sleep less during the night but may take
more naps during the day to meet total sleep hour requirements. The quality
of sleep for the older adult is affected by the presence of chronic health
problems and the use of medications.











 Readiness for Managing Stress
Stress is a state of physical and mental readiness. It is not an “event,” but
rather an approach to an event. Stress is an inevitable part of life and
something that cannot be completely eliminated; it should not be, because
stress is a natural and important physiological and psychological response
to a challenge about which a person is not sure. Living in today’s fast-
paced, multitasking world, most people accept stress as normal and
inevitable. Although stress itself is not harmful, one’s response to it can be
overwhelming, and even harmful to the body. Prolonged physiological
responses to stressors increase stimulation of the sympathetic nervous
system and increase the release of cortisol from the adrenal cortex. These
neuro-endocrine changes may impair cardiovascular and immune function
and contribute to the development of chronic disease. The challenge for the
individual person is to be able to reduce stress to a manageable and healthy
level. Therefore successful stress reduction should be approached as a
permanent lifestyle change, not simply a temporary response to a specific
life event. Managing stress is about taking charge and not allowing it to
control one’s life and behavior.

Readiness to engage in a stress management program is a key to success,
as it takes focused time, effort, and practice to learn the many stress-
reducing techniques. Mastering stress requires establishing a new mindset
and habits that become a part of one’s everyday life. Different people may
benefit from different approaches to stress management, but all successful
programs contain the same core components: education, participating in
ongoing self-monitoring, cognitive (behavioral) restructuring, incorporating
relaxation training into one’s daily life, using support people or groups, and
paying attention to maintaining lifestyle modifications.













 Readiness for Smoking Cessation
Approximately 30% of adults in America are currently smokers. The
decision to quit smoking is one of the best things people can do to improve
their health and add years to their life. Overall, about 70% of smokers say
they are “interested” in quitting, but only 10% to 20% plan to quit in the
next month. Most smokers try to quit on their own, with a success rate of
2% to 3%. Eventually, half of all smokers are able to quit.

Nicotine is one of the most powerful of all addictions to overcome.
Nicotine causes changes in the brain that makes smokers want to use it
more. As a result, it is very difficult for the person to stop the smoking
habit. Besides the pleasant feeling of smoking, these individuals experience
both physiological and psychological withdrawal from nicotine.

Fortunately, there is much evidence available on how to guide smokers in
the cessation process. The U.S. Department of Health and Human Services
has published clinical practice guidelines for tobacco cessation developed
by the Treating Tobacco Use and Dependence Guideline Panel of 1996,
2000, and 2008. These guidelines describe five key steps (the 5 A’s) to use
for patients willing to make a quit attempt. The 5 A’s include: (1) Ask—
identify if individual uses tobacco; (2) Advise—deliver clear, strong,
personal advice about the importance of quitting; (3) Assess—willingness
to make a quit attempt; (4) Assist—aid the patient in quitting by setting a
quit date and offering pharmacological and behavioral support; and (5)
Arrange—for follow-up to prevent relapse.

A wide variety of programs and tools are available to assist the smoker
through each stage of the quitting process. Many of these smoking cessation
services are available online or through telephone quit lines. Evidence-
based studies support that there is a strong dose-response relationship
between the intensity of tobacco dependence counseling and its
effectiveness. Numerous effective pharmacotherapies are now available.
Recent guidelines recommend that all patients expressing an interest in
quitting smoking should receive both counseling and pharmacotherapy as
appropriate. This care plan is focused on the patient who is motivated to
quit smoking.













 Readiness for Weight Management
Overweight and obesity are common health problems in the United States,
and their prevalence is growing globally. Although multiple factors
contribute to overweight (genetics, the biology of one’s regulatory systems,
environment, medications, psychological state), the fact remains that most
people gain weight because they consume more calories than they expend.
Many overweight people have tried short-term fad diets that resulted in
temporary weight loss. However, they soon find that losing weight is much
easier than keeping it off.

Successful weight management should be approached as a permanent
lifestyle change, not simply a quick fix to lose a few pounds for a special
event. Slow and gradual weight loss resulting in about 10% of body weight
over a 6-month period is a reasonable expectation and one that has shown
health benefits, such a reduced blood pressure and glucose and lipid levels.

Weight loss readiness is a key to success, as it takes focused time and
effort to begin a weight loss program. Making a healthy eating lifestyle
change requires establishing a new mindset and habits that become a part of
one’s everyday life. Different people may benefit from different approaches
to weight loss, but all successful weight management programs contain the
same core components: paying careful attention to a reduced-calorie, low-
fat diet; participating in ongoing self-monitoring; incorporating physical
activity into one’s daily life; using support people or groups; and paying
attention to maintaining lifestyle modifications. Multifactorial programs
that include behavioral interventions and counseling are more successful
than education alone. This care plan focuses on individuals who are ready
to begin a weight management program. Note that basic information about
healthy food choices can be found in the care plan Readiness for Enhanced
Nutrition. Obese individuals with more complex weight issues may benefit
from information found in the Bariatric Surgery care plan.
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Basic Nursing Concepts Care Plans

This chapter has several clinical conditions or situations that may be present
in the patient with other medical conditions. These conditions include mood
disorders, substance abuse, and death and dying. In addition, this chapter
includes several therapeutic interventions that may be used as part of the
management of many clinical conditions. These interventions include blood
component therapy, central venous access devices, enteral nutrition, and
total parenteral nutrition. These care plans were in previous editions of the
book in the various body systems chapters. A new care plan has been added
to this edition that focuses on the care of the patient experiencing surgery.
These care plans have been placed together in this chapter for ease in
accessing the information. The care plans follow the same format used for
care plans for medical disorders.



Surgical Experience: Preoperative and
Postoperative Care

 = Independent  = Collaborative
 For additional care plans and an Online Care Plan

Constructor, go to http://evolve.elsevier.com/Gulanick/.
Major; Minor; Elective; Urgent; Emergency; General Surgery;

Ambulatory Surgery; Same-Day Surgery; Outpatient Surgery; Minimally-
Invasive (Fiberoptic) Surgery

Patients undergo surgery for a variety of purposes. These purposes
include exploration and diagnosis, excision and removal of diseased body
parts, palliation of disease symptoms, restoration or reconstruction of body
parts or functions, and cosmetic improvement in physical appearance. Most
surgeries are planned and considered elective. Advances in surgical and
anesthesia techniques have led to shortened lengths of stay. Many surgical
procedures that in the past required several days of inpatient care now are
performed in the outpatient or ambulatory setting. The patient is discharged
within a few hours after recovery from the effects of anesthesia. Surgical
procedures that previously required open incisions are now performed using
minimally invasive techniques.

The primary focus of nursing care during the preoperative phase of the
surgical experience is teaching the patient and family members.
Preoperative teaching includes three types of information: sensory,
procedural, and process. Because the time for patient and family teaching
has decreased, a team approach is usually most effective. Teaching begins
in the outpatient setting and is reinforced when the patient arrives at the
hospital or surgery center on the day of surgery.

Nursing care during the postoperative phase focuses on pain
management, prevention of complications, and preparation for
convalescence at home. Patient and family teaching that began
preoperatively continues during the postoperative phase and prepares the
patient and family to continue care after discharge to home. Because of
shorter lengths of stay, patients are discharged with more complex care
requirements.

Preoperative Phase
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 Deficient Knowledge







 Anxiety





Postoperative Phase
 Acute Pain



 Ineffective Breathing Pattern





 Risk for Deficient Fluid Volume



 Risk for Infection







 Risk for Impaired Abdominal Wound Healing





 Risk for Deep Vein Thrombosis



 Deficient Knowledge





 

Related Care Plans
Ineffective airway clearance, p. 12

Constipation, p. 50
Imbalanced nutrition: Less than body requirements, p.

135



Blood Component Therapy
Whole Blood; Packed Red Blood Cells (RBCs); Random Donor; Platelet
Pheresis Packs; Platelets; Fresh Frozen Plasma; Albumin; Coagulation
Factors; Autotransfusion

Blood component therapy is used in the management of a variety of
clinical disorders. IV administration of blood and blood products is used to
restore circulating volume and to replace the cellular components of the
blood. Advances in medical technology have significantly improved the
safety of blood transfusion therapy. Blood is commonly typed by the ABO
system, the Rh system, and human leukocyte antigen found on tissue cells,
blood leukocytes, and platelets. Today, specific blood component therapy
has essentially replaced the practice of whole blood transfusions. Specific
components may consist of RBCs, fresh frozen plasma, platelets,
granulocytes (WBCs), specific coagulation factors (e.g., cryoprecipitate,
factors VIII and IX), and volume expanders such as albumin and plasma
protein fraction. This use of blood components has expanded the
availability of replacement therapy to more patients with reduced risk for
side effects. Blood components can be modified in several ways to treat
high-risk patients, such as stem cell transplant patients and severely
immunocompromised chemotherapy patients. Modifications may include
irradiating RBCs, volume-reducing platelets, leukocyte reduction, washing
RBCs and platelets for patients with severe plasma allergies, and providing
cytomegalovirus-seronegative cellular components.

Several types of transfusion options exist for blood component therapy.
Homologous transfusions use blood products collected from random
donors. Autologous transfusions use blood products donated by the patient
for his or her own use. The blood is collected either by planned
preprocedure donations that store blood until needed or by blood salvage,
which collects, filters, and then returns the patient’s blood that is lost during
a surgical procedure or an acute trauma by use of an automatic “cell saver
device.” Directed transfusions use blood donations by one person that are
directed to a specific recipient. Blood component therapy can be safely
administered by qualified nurses in the hospital, ambulatory care, and home
setting.



 Deficient Knowledge



 Risk for Injury: Blood Transfusion Reaction









Central Venous Access Devices
Implantable Ports; Peripherally Inserted Central Catheter; Tunneled and
Nontunneled Catheters

Central venous access devices are indwelling catheters placed in large
vessels using a variety of approaches. These catheters or devices are
indicated for multiple blood draws; total parenteral nutrition; blood
administration; intermittent or continuous medication administration,
especially with vesicant agents or chemotherapy; parenteral fluids; and
long-term venous access. Central venous access devices are beneficial for
patients who receive IV therapies that require the hemodilution of large
central veins. Patients with limited peripheral venous access also benefit
from placement of a central venous access device for IV therapy and blood
draws. Catheters can be implanted for as long as 1 to 2 years.

Types of devices include the following: nontunneled (or percutaneous)
central catheter suitable for short-term (fewer than 6 weeks) use, inserted
via the subclavian vein; peripherally inserted central catheters (PICC lines)
used for intermediate-length therapy (3 to 12 months) that are inserted via
the cephalic or basilic vein into the superior vena cava; tunneled catheters
that can remain in place for 10 years or more, surgically implanted with an
external access on the upper chest; and an implanted infusion port, also
used for long-term management, that has a catheter attached to a reservoir
surgically implanted in a subcutaneous pocket, thereby avoiding an external
catheter.

Each catheter has specific requirements for flushing, heparinization, and
dressing changes. Common complications include phlebitis, infection, and
catheter occlusion. These types of access devices are encountered not only
in the hospital but also in the ambulatory care and home setting.

 Risk for Injury: Impaired Catheter Function





 Risk for Infection



 Acute Pain



 Deficient Knowledge





Total Parenteral Nutrition
Intravenous (IV) Hyperalimentation

Total parenteral nutrition (TPN) is the administration of nutrients via a
central vein. TPN therapy is necessary when the gastrointestinal (GI) tract
cannot be used or when oral intake is not sufficient to meet the patient’s
nutritional needs. TPN solutions are hypertonic and may contain 20% to
60% glucose and 3.5% to 10% protein (in the form of amino acids), 10% to
30% fat emulsion, electrolytes, vitamins, minerals, and trace elements.
These solutions can be modified, depending on the presence of organ
system impairment or the specific nutritional needs of the patient. Fluid and
electrolyte status require frequent monitoring while receiving TPN. TPN is
often used in hospital, long-term, and subacute care, but it is also used in
the home care setting. This care plan addresses nursing care needs that may
occur in any of these settings.

 Imbalanced Nutrition: Less Than Body Requirements



 Risk for Deficient Fluid Volume





 Risk for Excess Fluid Volume



 Risk for Altered Body Composition





 

Related Care Plan
Risk for infection, p. 106



Enteral Tube Feeding (Enteral
Nutrition)
Enteral Hyperalimentation; G-Tube; Jejunostomy; Duodenostomy; PEG
Tube; Dobhoff Tube

Enteral tube feedings provide nutrition using a nasogastric tube, a
gastrostomy tube, or a tube placed in the duodenum or jejunum. Tubes may
be inserted through the external nares or may be placed through a small
incision into the stomach or small intestine. Enteral tube feedings are
indicated for patients who have a functional gastrointestinal system but are
unable to maintain adequate nutritional intake orally. Clinical conditions
that may limit the patient’s ability to maintain adequate oral intake include
cancer, facial fractures, burn injury, and psychiatric problems such as
dementia. Research indicates that critically ill patients receiving enteral tube
feedings tend to have better outcomes and fewer complications. The
problems associated with the administration of enteral tube feedings include
pulmonary aspiration of feeding formula, diarrhea, and fluid and electrolyte
imbalances. Feedings may be continuous or intermittent (bolus). Enteral
tube feedings can be more cost effective than TPN. Enteral feeding may
occur in the hospital, in long-term care, or in home care. The focus of this
care plan is the prevention and management of problems commonly
associated with enteral feeding.

 Imbalanced Nutrition: Less Than Body Requirements



 Risk for Aspiration







 Risk for Diarrhea



 Deficient Knowledge



 

Related Care Plans
Risk for aspiration, p. 19

Diarrhea, p. 58
Deficient fluid volume, p. 76
Impaired oral mucous membrane, p. 141



Substance Abuse and Dependence
Substance abuse is a maladaptive pattern of substance use. The Diagnostic
and Statistical Manual of Mental Disorders, 4th edition (DSM-IV) criteria
for this pattern includes a single behavior or constellation of behaviors
within a 12-month period: failure to fulfill major role obligations (e.g., at
work or within family), substance use in dangerous situations (e.g., while
driving or operating heavy equipment), substance use that results in legal
problems (e.g., arrest for driving under the influence), and social and
interpersonal problems (e.g., arguments, domestic violence). Substances
that may be abused include alcohol, prescription drugs, and illegal drugs.

Substance dependence is a pattern of substance use that results in
biochemical, psychological, and behavioral changes. The DSM-IV criteria
for this pattern includes at least three of the following maladaptive
behaviors within a 12-month period: (1) tolerance (the need for increased
amounts of the substance to achieve the desired effect or a diminished effect
from use of the same amount of the substance); (2) withdrawal (symptoms
occur when the substance is withheld or the substance must be used in
specific amounts to prevent withdrawal symptoms); (3) need for greater
amounts of the substance over longer periods than was originally intended;
(4) failure of efforts to stop substance use; (5) increased time spent in
activities that support obtaining, using, and recovering from the substance
(drug-seeking behavior); (6) abandonment of activities that were once
important (e.g., sports, school) because of substance use; (7) continued
substance use despite realization that problems are made worse by the
substance use.

The problem of substance abuse and dependence crosses all gender, age,
racial, social, and economic boundaries. The patterns of substance abuse
and dependence begin with a voluntary choice to use the substance. With
continued use of the substance the person loses the ability to choose not to
use it. The person’s behavior becomes marked by a compulsive need to find
and consume the drug or alcohol. This change in behavior is related to
prolonged exposure to the substance and its effect on brain function.
Substance abuse and dependence is a multidimensional problem. Effective
treatment programs address these complex dimensions and their
consequences. Substance disorders may be part of a dual diagnosis in which
substance disorder is the primary or secondary problem with another mental



health disorder. Both problems require treatment. A patient may be
hospitalized during the initial withdrawal phase of treatment, but treatment
must continue on an outpatient basis. Because substance disorders are
relapsing disorders, remission and recovery require continuous treatments.

 Deficient Knowledge







 Noncompliance With Treatment Program



 

Related Care Plans
Caregiver role strain, p. 40

Common mood disorders, 
Ineffective coping, p. 53
Imbalanced nutrition: Less than body requirements, p.

135
Ineffective health maintenance, p. 92
Impaired home maintenance, p. 95
Interrupted family processes, p. 68
Powerlessness, p. 155



Death and Dying: End-of-Life Issues
Dying is part of living. It is an active process, but it is rare when we are able
to mark the beginning or the middle of an individual’s dying. The end, of
course, is death. There are individuals who report having come back from
death and who have shared their memories of their experiences, but no one
has been able to report on the state of actual death. Because death remains
an unknown, it is a source of great mystery and endless speculation.
Assisting patients and their families with making quality-of-life and end-of-
life decisions to achieve a peaceful death is a daunting task for the health
care professional in the context of the twenty-first century.

Still, much is known about dying. The process has been observed from
time immemorial. Each person dies in his or her own way. This process is
influenced by cultural norms, family traditions, and the people and setting
among which a person’s death takes place. The patient at the end of life
may experience both actual and anticipatory losses. Pain, diminished
abilities, fear, discomfort, massive dysfunction of organ systems (with or
without the application of ever more complicated measures to prolong life),
and the resounding implications his or her death will have on others require
the patient to integrate enormous amounts of information and undergo
extraordinarily complicated emotions.

Health professionals who understand the inevitability of a patient’s death
may seek to provide patients with an opportunity for a “good death,” or a
positive dying experience. Although the characteristics of a good death will
vary, most providers agree that patients should be allowed to die with
dignity, surrounded by loved ones and free of pain, with everything having
been done that could have been done. Caring for patients and their families
or significant others at the end of life is the essence of nursing. Nurses
experience a rich opportunity to observe the grace and goodness of the
human spirit within those final hours. This care plan addresses the
emotional aspects of death and dying in accordance with the Hospice and
Palliative Nurses Association’s Statement on the Scope and Standards of
Hospice and Palliative Nursing Practice.

 Fear







 Grieving







 Powerlessness





 Spiritual Distress



 

Related Care Plans
Acute pain, p. 144

Caregiver role strain, p. 40
Chronic pain, p. 148
Impaired physical mobility, p. 126
Ineffective coping, p. 53



Common Mood Disorders: Depression
and Bipolar Disorder
Depression is characterized by feelings of unworthiness, profound sadness,
anxiety, apathy, and hopelessness. A loss of interest and pleasure in usual
activities is common. Behavioral characteristics may include slowing of
physical activity or agitation, unintentional weight loss, decreased ability to
concentrate or problem-solve, and alterations in sleeping, eating, and libido.
Depression is diagnosed more often in women than in men, but this is
generally because women are more likely to seek health care, including
treatment for depression. The incidence of depression in men is probably
underreported. More men express symptoms with behaviors not generally
associated with depression, such as substance abuse and gambling.
Depression is a common disorder in the elderly. The manifestations of
depression may be misinterpreted as symptoms of other disorders
associated with aging. Every effort is made to stabilize and treat the
depressed patient in an outpatient setting, but a strong indicator for
hospitalization would be attempted suicide, active suicide intent, or
impulsive suicidal behaviors. Bipolar disorder, also called manic-depressive
illness, is a mood disorder that is characterized by shifts in the person’s
mood, thinking, energy, and functional ability. The mood swings in bipolar
disorder can range from severe depression to severe mania. Some patients
with bipolar disorder may have a mixed bipolar state with symptoms of
both mania and depression. Effective treatment can limit the frequency and
intensity of mood swings. The common mood disorders have an impact not
only on the patient but also on the patient’s family.

 Deficient Knowledge







 Impaired Social Interaction





 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Hopelessness, p. 97

Imbalanced nutrition: Less than body requirements, p.
135

Insomnia, p. 109
Self-care deficit, p. 163
Spiritual distress, p. 183
Risk for suicide, p. 185

 = Independent  = Collaborative
 For additional care plans and an Online Care Plan

Constructor, go to http://evolve.elsevier.com/Gulanick/.
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Cardiac and Vascular Care Plans



Acute Coronary
Syndromes/Myocardial Infarction

 = Independent  = Collaborative
 For additional care plans and an Online Care Plan

Constructor, go to http://evolve.elsevier.com/Gulanick/.
Unstable Angina; ST-Segment Elevation Myocardial Infarction; Non–ST-

Segment Elevation Myocardial Infarction; Non–Q-Wave Myocardial
Infarction; Q-Wave Myocardial Infarction

Acute coronary syndromes (ACSs) represent a spectrum of clinical
conditions associated with acute myocardial ischemia. Most patients who
experience ACS have atherosclerotic changes in the coronary arteries.
Chronic inflammatory processes play a key role in the pathogenesis of
atherosclerosis. The presence of atherosclerotic plaques narrows the lumen
of the arteries, and disruption or rupture of those plaques exposes a
thrombogenic surface on which platelets aggregate, contributing to
thrombus formation that diminishes blood flow to the myocardium. The
resulting imbalance between myocardial oxygen demand and supply is the
primary cause of the clinical manifestation in ACS. Other causes of ACS
include coronary artery spasm and arterial inflammation related to infection.
Noncardiac conditions that increase myocardial oxygen demand can
precipitate ACS in patients with preexisting coronary artery disease (CAD).
These conditions include fever, tachycardia, and hyperthyroidism.
Decreased myocardial oxygen supply can occur in noncardiac conditions
such as hypotensive states, hypoxemia, and anemia.

Clinical conditions included in ACS are unstable angina, variant angina,
non–ST-segment elevation myocardial infarction (NSTEMI), and ST-
segment elevation myocardial infarction (STEMI). Evaluation of chest pain
related to these disorders is a major cause of emergency department visits
and hospitalizations in the United States. The term ACS is used
prospectively to diagnose patients with chest pain or other clinical
manifestations indicating the need to be triaged for treatment of unstable
angina or acute MI. Although their pathogenesis and clinical presentation
are similar, they differ primarily by whether ischemia is severe enough to
cause sufficient myocardial damage to release detectable quantities of
cardiac biomarkers (e.g., troponin, creatine kinase–myocardial bound [CK-

http://evolve.elsevier.com/Gulanick/


MB], myoglobin) denoting acute MI. Early identification of ACS and
intervention to improve myocardial perfusion reduces the risk for sudden
cardiac death and acute MI in these patients.

Unstable angina is characterized by: (1) angina that occurs when the
patient is at rest, (2) angina that significantly limits the patient’s activity, or
(3) previously diagnosed angina that becomes more frequent, lasts longer,
and increasingly limits the patient’s activity. Patients typically do not have
ST-segment elevation and do not release cardiac biomarkers indicating
myocardial necrosis. NSTEMI is distinguished from unstable angina by the
presence of cardiac biomarkers, indicating myocardial necrosis. Most
patients do not develop new Q waves on the electrocardiogram (ECG) and
are diagnosed with non–Q-wave MI. STEMI is characterized by release of
cardiac biomarkers and the presence of new Q waves on the ECG.

This care plan focuses on the assessment of and interventions for patients
with all of these conditions. The American Heart Association and the
American College of Cardiology have developed treatment guidelines for
patients with unstable angina and NSTEMI, as well as for STEMI. Each
guideline addresses initial and ongoing drug therapy, indications for
fibrinolytic and percutaneous coronary interventions, and discharge
considerations. For patients with MI, the therapeutic goals are to establish
reperfusion, to minimize the infarct size, to prevent and treat complications,
and to provide emotional support and education. The Centers for Medicare
and Medicaid Services (CMS) and The Joint Commission (TJC) have
developed core performance measures/quality indicators for acute MI
treatment. This care plan focuses on acute management of ACS. The
cardiac rehabilitation care plan presented later in this chapter addresses
specific learning needs.
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 Fear



 Risk for Decreased Cardiac Output





 Risk for Decreased Cardiac Output: Dysrhythmias





 Deficient Knowledge



 



Related Care Plans
Activity intolerance, p. 8

Cardiac rehabilitation, p. 305
Shock, cardiogenic, p. 380
Dysrhythmias, 
Health-seeking behaviors, p. 202
Ineffective sexuality pattern, p. 176
Powerlessness, p. 155



Angina Pectoris, Stable
Chest Pain

Stable angina pectoris is a clinical syndrome characterized by the abrupt
or gradual onset of substernal discomfort (often with radiation to the neck,
jaw, shoulder, back, or arm) caused by insufficient coronary blood flow and
inadequate oxygen supply to the myocardial muscle. The patient with stable
angina will have episodes of chest pain that are usually predictable. Chest
pain will occur in response to hypoxia, or is aggravated by physical exertion
or emotional stressors. Situations that increase myocardial oxygen demand
or decrease oxygen supply include both cardiac and noncardiac causes.
Stable angina usually persists for only a few minutes and subsides with
cessation of the precipitating factor, rest, or use of nitroglycerin (NTG).
Patients may present in ambulatory settings or during hospitalization for
other medical problems. Stable angina usually can be controlled with
medications on an outpatient basis. Stable angina can significantly affect
one’s quality of life. A person may limit activities based on fear of
precipitating episodes of chest pain.

 Acute Pain





 Deficient Knowledge







 Activity Intolerance



 

Related Care Plans
Cardiac rehabilitation, p. 305

Health-seeking behaviors, p. 202
Ineffective coping, p. 53



Atrial Fibrillation
Atrial fibrillation is the most common sustained heart rhythm disturbance in
the United States, affecting more than 2 million people. It is an abnormal
heart rhythm characterized by an irregular or often rapid heart beat causing
reduced cardiac output. In this dysrhythmia, the upper chambers of the heart
(atria) fibrillate (quiver) rapidly and erratically, resulting in pooling of
blood in the atrium and an irregular ventricular HR and pulse. Although
atrial fibrillation itself is not life-threatening, if not adequately treated, it
can cause significant side effects resulting in a decreased quality of life and
can increase the risk for stroke and heart failure. Because the incidence of
atrial fibrillation increases with age, this medical condition is projected to
be a huge medical problem as the United States and world population ages.
Atrial fibrillation is classified by how it terminates: paroxysmal atrial
fibrillation, referring to occasional occurrences that start and stop on their
own; persistent atrial fibrillation, a condition in which the abnormal rhythm
continues for more than a week, does not self-terminate, but can be treated
to a return to normal rhythm; and permanent atrial fibrillation, a condition
in which the abnormal rhythm is chronic and unresponsive to treatment.

The most common causes and risk factors for atrial fibrillation include
age older than 60 years, heart disease including valve disease, hypertension,
heart failure, prior open heart surgery, thyroid disease, chronic lung disease,
exposure to stimulants or excessive alcohol, viral infections, and sleep
apnea. Some people develop atrial fibrillation for no apparent reason
(termed “lone afib”).

Symptoms vary with each person depending on age, cause, and how
much the atrial fibrillation affects the contractility of the heart. Symptoms
can range from pulse rate that is faster than normal or changing between
fast and slow with mild fatigue to shortness of breath, heart palpitations or
fluttering, decreased BP, chest tightness or discomfort, dizziness,
lightheadedness. Atrial fibrillation is diagnosed by an electrocardiogram
(ECG) while the abnormal rhythm is occurring, but if the rhythm is
intermittent, a portable Holter ECG monitor or an event recorder is used to
document the dysrhythmia.

Management of atrial fibrillation can vary depending on the type, how
long the person has had it, and factors such as age, underlying heart
condition, stroke risk, and the severity of associated symptoms. A variety of



treatments are available focused on the goals of resetting the rhythm to
normal (for first time and more acute episodes) or controlling the
ventricular rate (for more persistent and chronic conditions) and preventing
blood clots from forming in the fibrillating atria through anticoagulation.
Thus treatments may include antiarrhythmic medications, electrical
cardioversion, catheter ablation, and a surgical maze procedure. Because
atrial fibrillation increases the risk of development of blood clots in the
atria, long-term anticoagulation is required for patients at increased risk for
stroke.

 Deficient Knowledge





 Risk for Ineffective Coping





 

Related Care Plans
Dysrhythmias, 

Activity intolerance, p. 8
Decreased cardiac output, p. 37



Cardiac Rehabilitation
Post–Myocardial Infarction; Post–Cardiac Surgery; Post–Percutaneous
Transluminal Coronary Angioplasty; Chronic Heart Failure; Stable Angina;
Activity Progression; Cardiac Education

Cardiac rehabilitation is the process of actively assisting patients with
known heart disease to achieve and maintain optimal physical and
emotional health and wellness. It has undergone significant evolution,
redesigning itself from a primarily exercise-focused intervention into a
comprehensive disease management program. Core components of these
programs include baseline and follow-up patient assessments; aggressive
strategies for reducing modifiable risk factors for cardiovascular disease
(CVD; e.g., dyslipidemia, hypertension, diabetes, obesity); counseling on
heart-healthy nutrition, smoking cessation, and stress management;
assistance in adhering to prescribed medications; promotion of lifestyle
physical activity; exercise training; and psychosocial and vocational
counseling. These integrated services are best provided by a
multidisciplinary team composed of physicians, nurses, health educators,
exercise physiologists, dietitians, and behavioral medicine specialists. More
recently, the nurse has changed from team member to case manager.
Cardiac rehabilitation programs typically begin in the hospital setting and
progress to supervised (and often electrocardiogram [ECG]-monitored)
outpatient programs. However, with shorter hospital stays, little time may
be available for adequate instruction regarding lifestyle management and
activity progression. Key to providing cost-effective care is an
interdisciplinary team and the provision of interventions based on each
patient’s unique needs, interests, and skills.
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 Risk for Ineffective Coping





 

Related Care Plans
Disturbed body image, p. 29

Health-seeking behaviors, p. 202
Ineffective sexuality pattern, p. 176



Coronary Bypass/Valve Surgery:
Postoperative Care
Coronary Artery Bypass Graft (CABG); Valve Replacement; Minimally
Invasive Surgery; Off-Pump CABG (OPCAB)

Coronary Bypass Surgery
The surgical approach to myocardial revascularization for coronary artery
disease is bypass grafting. An artery from the chest wall (internal
mammary) or a vein from the leg (saphenous) is used to supply blood distal
to the area of stenosis. Internal mammary arteries have a higher patency
rate. Today’s coronary artery bypass graft (CABG) patients are older (even
octogenarians unresponsive to medical therapy or with failed coronary
angioplasties or stents), have poorer left ventricular function, and may have
undergone prior sternotomies. Older patients are at higher risk for
complications and have a higher mortality rate. Women tend to have CABG
surgery performed later in life. They have more complicated recovery
courses than men because of the smaller diameter of women’s vessels and
their associated comorbidity. Women have also been noted to have less
favorable outcomes, with more recurrent angina and less return to work.
Newer techniques for revascularization are available, such as
transmyocardial revascularization with laser and video-assisted
thoracoscopy. These techniques use limited incision and reduce the need for
cardiopulmonary bypass and related perioperative complications. Surgical
procedures for CABG without cardiopulmonary bypass or cardioplegia (off-
pump) hold promise for reductions in postoperative morbidity.

Valve Replacement Surgery
Rheumatic fever, infection, calcification, or degeneration can cause the
valve to become stenotic (incomplete opening) or regurgitant (incomplete
closure), leading to valvular heart surgery. Whenever possible, the native
valve is repaired. If the valve is beyond repair, it is replaced. Replacement
valves can be tissue or mechanical. Tissue valves have a short life span;
mechanical valves can last a lifetime but require long-term anticoagulation.
Valve surgery involves intracardiac suture lines; therefore these patients are
at high risk for conduction defects and postoperative bleeding. This care



plan focuses only on acute care. See Cardiac Rehabilitation care plan
presented earlier in this chapter for patient education information.
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Related Care Plans
Cardiac rehabilitation, p. 305

Surgical experience: Preoperative and postoperative care,
p. 235

Dysrhythmias, 
Mechanical ventilation, p. 461



Heart Failure, Chronic
Congestive Heart Failure; Cardiomyopathy; Left-Sided Failure; Right-Sided
Failure; Pump Failure; Systolic Dysfunction; Diastolic Dysfunction

Heart failure is described as a common clinical syndrome resulting in the
inability of the heart to meet the hemodynamic and metabolic demands of
the body, producing a variety of biochemical and neurohormonal changes
and manifesting in a variety of ways. With more than 5 million people in
the United States having heart failure, it is a major health problem
associated with high mortality rates, major morbidity, and rehospitalization.
There is an increased prevalence with age, especially with women, making
this a key geriatric concern. Heart failure remains one of the most disabling
conditions, carrying a high economic burden related to the frequency of
hospital readmissions.

Heart failure is the final syndrome of a wide spectrum of endothelial and
myocardial injuries that produce ventricular systolic dysfunction (poor
pumping function) and/or diastolic dysfunction (poor relaxation and filling
function). Hypertension and coronary artery disease are the most common
contributing factors to heart failure, though the list of causative factors is
quite extensive. These causes are often described as resulting from
myocardial ischemia and chamber enlargement from a variety of causes,
volume-related factors, pressure-loading conditions, and restrictive causes.
Because of the health consequences of heart failure, attention is being
directed to identifying and treating earlier those at risk for heart failure. A
lettered classification system has been developed with characteristics
defined for stages A, B, C, and D, with A being high risk but without
structural problems or heart failure symptoms to D being refractory heart
failure requiring specialized interventions. This somewhat parallels the
classic New York Heart Association functional classification system based
on severity of symptoms. Class I patients have no symptoms or physical
limitations. Class II patients have slight limitations in their physical activity,
whereby ordinary physical activities can cause symptoms such as fatigue,
palpitations, dyspnea, or angina. Class III patients have marked physical
limitations, with less than ordinary level of activities causing symptoms.
Class IV patients experience dyspnea even at rest; activity is severely
restricted.



The goals of treatment are to prevent progression of heart failure, reduce
exacerbations, recognize early signs of decompensation, control symptoms,
assist patient in co-managing the disease, and improve quality of life. The
basis of medical therapy is neurohormonal inhibition. Angiotensin-
converting enzyme inhibitors, angiotensin II receptor blockers, beta-
blockers (e.g., carvedilol), and aldosterone antagonists vasodilate, prevent
decompensation, and reduce mortality. These drugs are used in combination
with diuretics that reduce fluid overload. Digoxin is sometimes used in
appropriate patients but does not reduce mortality. As patients deteriorate
and experience acute decompensation, additional therapies of IV
vasodilators and inotropes are indicated. Additional device therapies are
available for patients with more complicated conditions. These include
ultrafiltration to remove excess fluids and sodium, cardiac
resynchronization therapy pacemakers to optimize cardiac output,
implantable defibrillators to reduce risk for sudden cardiac death, and
ventricular assist devices to extend life.

Innovative programs such as cardiac case-managed home care,
community-based heart failure case management, telemanagement, and
heart failure cardiac rehabilitation programs are being developed to reduce
the need for acute care or hospital services for this growing population.
Because the goal of therapy is to manage patients outside the hospital, this
care plan focuses on treatment in an ambulatory setting for patients with
heart failure symptoms (Stage C, Functional Class II-III). Note: Several
national organizations have performance outcome goals related to heart
failure: the American Heart Association’s Get With the Guidelines—Heart
Failure initiative and The Joint Commission’s National Patient Safety Goals
and National Quality Improvement Goals.
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Related Care Plans
Cardiac rehabilitation, p. 305

Impaired gas exchange, p. 82
Ineffective therapeutic regimen management, p. 191
Obstructive sleep apnea, p. 471
Powerlessness, p. 155
Risk for electrolyte imbalance, p. 61



Hypertension
High Blood Pressure; Isolated Systolic Hypertension

High BP is classified according to the level of severity. The following
table is from the Report of the Joint National Committee on Prevention,
Detection, Evaluation, and Treatment of High Blood Pressure (JNC).

Classification of Blood Pressure for Adults 18
Years of Age and Older

Epidemiological studies report that 1 in 3 U.S. adults have hypertension,
with 65 million people in the United States having BPs 140/90 mm Hg or
higher or taking antihypertensive medications. Age, gender, and ethnic
differences are evident. African Americans in the United States develop
hypertension earlier, have more significantly elevated BP, and have more
target organ disease than Caucasians. Likewise, African American women
have a higher incidence of hypertension than white women.

Although hypertension can be initiated in childhood, it is most evident in
middle life. As the population ages, the prevalence of hypertension will
increase unless effective prevention measures are implemented. The
category of prehypertension identifies a significant segment of the
population who are at twice the risk for developing hypertension than
people in the normal category. Preventive efforts in this population are
aimed at reducing risk factors through therapeutic lifestyle changes, which
are detailed in the JNC guidelines.

Blood pressure self-management is key to successful treatment.
Ambulatory BP monitoring may be indicated to document changes in BP
throughout the day (circadian pattern) and provide information for treating
drug-resistant patients and those experiencing hypotension secondary to
medication. Several classes of drugs are available for treatment. Usually



two or more antihypertensive medications are needed to achieve optimal BP
control. This care plan focuses on patients with hypertension in an
ambulatory care setting.

 Deficient Knowledge







 Risk for Ineffective Therapeutic Regimen
Management





Percutaneous Coronary Intervention:
Percutaneous Transluminal Coronary
Angioplasty, Atherectomy, Stents
Intracoronary Stenting; Drug-Eluting Stents; Directional Atherectomy
(DCA); Intracoronary Radiation; Brachytherapy

These interventions provide a means to nonsurgically improve coronary
blood flow and revascularize the myocardium. A variety of procedures have
been developed, although percutaneous transluminal coronary angioplasty
(PTCA) remains the mainstay. Unfortunately, restenosis remains a critical
problem with all techniques. Interventional procedures may be performed in
combination with the diagnostic coronary angiogram, electively after
diagnostic evaluation, or urgently if there is suspicion of coronary artery
blockage in the setting of unstable angina or acute myocardial infarction
(MI).

PTCA: This procedure uses a balloon-tipped catheter that is positioned at
the site of the lesion. Multiple balloon inflations are performed until the
artery is satisfactorily dilated to restore blood flow. The number of PTCA
procedures performed annually continues to rise, especially among the older
population, particularly older women, because of the risks associated with
coronary artery bypass graft surgery for these patients.

Coronary Atherectomy: This term refers to removal of plaque material
by excision. It may be performed in conjunction with PTCA or stenting and
continues to be applied to a wider patient domain that includes patients with
multivessel disease and complex coronary anatomy. Atherectomy may be
more effective than PTCA for more calcified lesions. Two types of devices
have been developed:
1. Directional: Has a rotating cutter blade that shaves the plaque. The tissue
obtained is collected in a cone for removal. It is indicated for lesions with
calcification or thrombus and for those at the ostium of a vessel.
2. Rotational: Uses a burr at the tip of the catheter, which rotates at high
speeds to grind up hard plaque. The removed pulverized microparticles are
released into the distal circulation rather than collected as in directional
atherectomy.

Intracoronary Stents: These metallic coils are inserted after balloon
dilation or atherectomy, or they are used alone, to provide structural support



(“internal scaffolding”) to the vessel. The stent remains in place as the
catheter is removed. Because of the thrombogenic nature of the stent,
anticoagulation and antiplatelet therapy are indicated for an indefinite
period. These stents have reduced restenosis rates significantly. The newest
models are “drug-eluding” stents that have an imbedded amount of
medication, sometimes in a thin polymer for timed release, that inhibits new
cell and tissue growth and prevents neointimal hyperplasia and restenosis.
They have reduced typical restenosis rates to single digits. Additional
antiplatelet therapy is needed for a year or more.

Brachytherapy: This technique uses intracoronary radiation to treat in-
stent stenosis. It uses either gamma or beta radiation isotopes. The use of
drug-eluting stents has reduced the need for this therapy.

Coronary Laser Angioplasty: This technique uses laser energy to treat
in-stent stenosis.

 Deficient Knowledge
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 Risk for Bleeding





 Risk for Ineffective Peripheral Tissue Perfusion





 

Related Care Plans
Anxiety, p. 16

Deficient fluid volume, p. 76
Impaired physical mobility, p. 126



Peripheral Arterial Revascularization
Femoral Popliteal Bypass; Percutaneous Transluminal Angioplasty (PTA)

Chronic peripheral arterial occlusive disease (PAD) is most commonly
caused by atherosclerosis resulting in reduced arterial blood flow to
peripheral tissues. Complications associated with arterial insufficiency
include pain in the leg(s), ulcers or wounds that do not heal, and progressive
amputation of the affected extremity. Revascularization is indicated when
medical management is ineffective. Revascularization procedures are
available to treat PAD of the femoral arteries with the goals of improving
tissue perfusion, preventing tissue necrosis, reducing pain, and limb
salvage. This care plan focuses on preoperative teaching and postprocedure
care.

Femoral Popliteal Bypass Surgery: This procedure involves a surgical
opening of the upper leg to directly visualize the femoral artery. It is
performed to bypass the occluded arterial segment in the femoral artery
using another blood vessel such as the saphenous vein or a synthetic
material such as Dacron or Gore-Tex that is attached to the popliteal artery
either above or below the knee. This allows rerouting the blood flow around
the obstruction to optimize peripheral circulation. The distal vessel must be
at least 50% patent for the grafts to remain patent. Additional locations
along the arterial system can be bypassed. An aortoiliac endarterectomy can
also be performed whereby the atheromatous plaque is removed and the
vessel is sutured to restore circulation.

Percutaneous transluminal angioplasty (PTA): This minimally
invasive endovascular procedure uses balloon-tipped catheters that are
positioned at the site of the lesion or blockage. Multiple balloon inflations
are performed until the atherosclerotic plaque is compressed and the artery
is satisfactorily dilated. A stent (tiny, expandable metal coil) may be
inserted into the newly opened area to provide structural support to the
vessel. The stent remains in place as the deflated balloon catheter is
removed. These stents can reduce restenosis rates.

 Deficient Knowledge







 Risk for Ineffective Peripheral Tissue Perfusion



 Acute Pain



 

Related Care Plans
Peripheral arterial occlusive disease, chronic, p. 355

Risk for impaired skin integrity, p. 178
Risk for infection, p. 106
Surgical experience: Preoperative and postoperative care,

p. 235



Peripheral Arterial Occlusive Disease,
Chronic
Intermittent Claudication; Arterial Insufficiency; Arteriosclerosis
Obliterans; Percutaneous Transluminal Angioplasty (PTA)

Chronic peripheral arterial occlusive disease is most commonly caused
by atherosclerosis resulting in reduced arterial blood flow to peripheral
tissues, causing decreased nutrition and oxygenation at the cellular level. It
can be characterized by four stages: asymptomatic, claudication, rest pain,
and necrosis. Management is directed at removing vasoconstricting factors,
improving peripheral blood flow, and reducing metabolic demands on the
body. Because atherosclerosis is a progressive disease, older patients
experience an increased incidence of this disease. Diabetes mellitus and
tobacco use are significant risk factors in the development of chronic
arterial insufficiency. Complications associated with arterial insufficiency
include necrotic skin ulcers and progressive amputation of the affected
extremity. Peripheral arterial disease is a major cause of disability,
significantly affecting quality of life. It is also a significant predictor of
future cardiac and cerebrovascular events and is considered a
cardiovascular disease risk equivalent.

 Ineffective Peripheral Tissue Perfusion
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 Impaired Skin Integrity



 

Related Care Plans
Peripheral arterial revascularization, p. 350

Pressure ulcers (impaired skin integrity), p. 948



Pulmonary Edema, Acute
Pulmonary Congestion; Cardiogenic Pulmonary Edema; Acute Heart
Failure

Pulmonary edema is a pathological state in which there is an abnormal
and/or excessive, diffuse accumulation of fluid in the alveoli and interstitial
spaces of the lung. This fluid causes impaired gas exchange by interfering
with diffusion between the pulmonary capillaries and the alveoli. It is
commonly caused by left ventricular failure, altered capillary permeability
of the lungs, acute respiratory distress syndrome, neoplasms, overhydration,
and hypoalbuminemia. Acute pulmonary edema is considered a medical
emergency.

 Impaired Gas Exchange





 Decreased Cardiac Output







 Anxiety



 

Related Care Plans
Insomnia, p. 109

Dysrhythmias, 
Excess fluid volume, p. 79
Ineffective breathing pattern, p. 34
Mechanical ventilation, p. 461



Pulmonary Arterial Hypertension
Right Ventricular Dilation, Right Atrial Dilation; Right-Sided Failure

The World Health Organization classified pulmonary hypertension into
five categories as discussed below. Distinguishing the group is important,
because treatment is different for each.

Group 1 pulmonary arterial hypertension (PAH) is the inability of the
right ventricle to pump adequate blood into the lungs for oxygenation. PAH
is characterized by progressive elevation of the pulmonary artery pressure
and vascular resistance. Injury to the vascular bed impairs the function in
the endothelium, vascular smooth muscle, and potassium channel, causing
vasoconstriction. As the disease progresses, plexiform lesions, in situ
thrombosis, and cell proliferation result in irreversible disease. Patients are
limited by shortness of breath, dyspnea on exertion, presyncope and/or
syncope, chest pain, edema, and ascites. PAH often leads to right ventricular
failure and death. The cause is broken down into two categories: idiopathic
(primary) pulmonary hypertension, either sporadic or familial, and
secondary PAH, which is related to collagen-vascular disease, congenital
systemic-to-pulmonary shunts, portal hypertension, human
immunodeficiency virus (HIV) infection, appetite supressants, and
persistent pulmonary hypertension of the newborn. Diagnosis is made by an
echocardiogram, electrocardiogram (ECG), physical examination, and heart
catheterization. The right heart pressures during heart catheterization will
show a mean pulmonary artery pressure of greater than 25 mm Hg at rest
and greater than 35 mm Hg with exercise, with a normal wedge pressure.
The echocardiogram will show a dilated right ventricle and right atrium
with a normal left ventricular function and size; the left ventricle will,
however, be underfilled. Right axis deviation and right ventricular
hypertrophy will be documented on ECG. On physical examination, jugular
venous distention, reduced carotid volume, right ventricular heave, right-
sided fourth heart sound, loud pulmonic valve closure (P2), and tricuspid
regurgitation murmur will be present. Peripheral edema and/or ascites may
be present. Treatment goals are to increase cardiac output, dilate the
pulmonary artery, decrease complications, manage symptoms, recognize
early signs of right ventricular failure, reduce hospitalizations through
teaching, increase life expectancy, and improve quality of life. The basis of
current treatment is to affect one or more of the three molecular vascular



pathways (prostacyclin–cyclic adenosine monophosphate [cAMP] pathway,
the nitric oxide–cyclic guanosine monophosphate [cGMP] pathway, or the
endothelin pathway) by medications that reduce vessel tone and inhibit
proliferation of cells. Additional medications are prescribed in conjunction
with the PAH medications to decrease symptoms, reduce side effects, and
improve quality of life. In a very select few patients with advanced PAH,
atrial septostomy may result in significant improvement in symptoms. The
shunt created in this procedure may decompress the heart and alleviate right
ventricular failure. Long-term survival after atrial septostomy has not been
determined. Some pulmonary hypertension centers may use it as a bridge to
lung transplant. Lung transplantation is considered based on the patient’s
stage of PAH, comorbidities, and underlying disease. To qualify, there must
be symptomatic progression of disease despite optimal treatment with a
prostacyclin, cardiac index less than 2 L/min/m2, right atrial pressure greater
than 15 mm Hg, and a mean pulmonary pressure greater than 55 mm Hg.
The lung allocation score is calculated using the waiting-list urgency
measure and post-transplant survival measure. Survival for patients with
PAH at 1, 3, and 5 years is reported as 75%, 60%, and 48%, respectively.
Right ventricular function and size has been shown to return to normal by 3
months after lung transplantation.

Group 2 pulmonary venous hypertension is the result of left ventricular
diastolic dysfunction. The left ventricle cannot relax, causing a rise in
pressures on the right side. Treatment is focused on the underlying cause
(e.g., obesity, hypertension, diabetes, diet [salt intake]). Treating with PAH
medications may cause pulmonary edema and a worsening of patients’
symptoms.

Group 3 pulmonary hypertension is associated with disorders of the
respiratory system and/or hypoxemia. Patients may respond to
phosphodiesterase (PDE)-5 inhibitors (e.g., sildenafil [Revatio]) or an
endothelin antagonist (bosentan, ambrisentan); however, a ventilation-
perfusion ( ) mismatch may occur, causing a worsening of patients’
hypoxemia.

Group 4 pulmonary hypertension caused by chronic thrombotic and/or
embolic disease (chronic thromboembolic pulmonary hypertension) may
respond to PDE-5 inhibitors or low-dose prostacyclins.  scans and
computed tomography (CT) scans of the chest are required to determine if



the patient is a surgical candidate for pulmonary endarterectomy. A
successful surgery can improve hemodynamics, functional class, quality of
life, and survival.

Group 5 pulmonary hypertension caused by disorders directly affecting
the pulmonary vasculature (e.g., pulmonary venoocclusive disease) rarely
responds to any treatment. Lung transplant may be the only treatment
choice.

 Decreased Cardiac Output
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 Activity Intolerance
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Related Care Plans
Powerlessness, p. 155

Shock, cardiogenic, p. 380
Disturbed body image, p. 29
Risk for infection, p. 106
Death and dying: End-of-life issues, p. 276
Caregiver role strain, p. 40



Shock, Anaphylactic
Allergic Reaction; Distributive Shock; Vasogenic Shock

Anaphylactic shock is a potentially life-threatening situation
characterized by massive vasodilation and increased capillary permeability
triggered by a release of histamine. It is the most severe systemic form of
hypersensitivity (antigen-antibody interaction); it occurs within seconds to
minutes after contact with an antigenic substance and progresses rapidly to
respiratory distress, vascular collapse, systemic shock, and possibly death if
emergency treatment is not initiated. Causative agents include severe
reactions to a sensitive substance such as a drug, vaccine, food (e.g., eggs,
peanuts, shellfish), insect venom, dyes or contrast media, or transfused
blood or blood products.

 Ineffective Breathing Pattern





 Decreased Cardiac Output





 Deficient Knowledge





Shock, Cardiogenic
Pump Failure; Acute Pulmonary Edema

Cardiogenic shock is an acute state of sustained decreased tissue
perfusion caused by the impaired contractility of the heart. It is usually
associated with myocardial infarction (MI), cardiomyopathies,
dysrhythmias, valvular stenosis, massive pulmonary embolism, cardiac
surgery, or cardiac tamponade. It is a self-perpetuating condition because
coronary blood flow to the myocardium is compromised, causing further
ischemia and ventricular dysfunction. Patients with massive MIs involving
40% or more of the left ventricular (LV) muscle mass are at highest risk for
developing cardiogenic shock. The mortality rate for cardiogenic shock
often exceeds 80%. This care plan focuses on the care of an unstable patient
in a shock state.

 Decreased Cardiac Output







 Impaired Gas Exchange



 Anxiety



 

Related Care Plans
Imbalanced nutrition: Less than body requirements, p. 135

Ineffective coping, p. 53
Spiritual distress, p. 183
Mechanical ventilation, p. 461



Shock, Hypovolemic
Hypovolemic shock is an emergency situation that occurs from decreased
intravascular fluid volume, resulting from either internal fluid shifts or
external fluid loss. This fluid can be whole blood, plasma, or water and
electrolytes. Losing about one fifth of total blood volume can produce this
condition, resulting in circulatory dysfunction and inadequate tissue
perfusion. Common causes include hemorrhage (external or internal),
severe burns, vomiting, and diarrhea. Hemorrhagic shock often occurs after
trauma, gastrointestinal bleeding, or rupture of organs or aneurysms.
Internal fluid losses occur in clinical conditions associated with increased
capillary permeability and resulting shifts in fluid from the vascular
compartment to interstitial spaces or other closed fluid compartments (e.g.,
peritoneal cavity). This third-spacing of fluids in the body is seen in patients
with extensive burns or with ascites and leads to hypovolemic shock.

Hypovolemic shock can be classified according to the percentage of fluid
loss. Mild shock (stage 1) is up to 15% blood volume loss, moderate shock
(stage 2) is 15% to 30% blood volume loss, stage 3 is 30% to 40% blood
volume loss, and severe shock is a greater than 40% loss. Older patients
may exhibit signs of shock with smaller losses of fluid volume because of
their compromised ability to compensate for fluid changes. Treatment
focuses on prompt fluid and/or blood replacement, identification of
causative factors and/or bleeding sites, control of bleeding, and prevention
of complications. If aggressive treatment is not prompt, further collapse can
cause irreversible brain and kidney damage and eventual cardiac arrest and
death.

 Deficient Fluid Volume









 Decreased Cardiac Output







 Anxiety

 



Related Care Plans
Acute respiratory distress syndrome (ARDS), p. 408

Burns, p. 935
Gastrointestinal bleeding, p. 616
Imbalanced nutrition: Less than body requirements, p.

135
Impaired gas exchange, p. 82
Shock, cardiogenic, p. 380



Shock, Septic
Distributive Shock; Sepsis; Bacteremia; Endotoxic Shock; Disseminated
Intravascular Coagulation (DIC); Multiple Organ Failure

Septic shock is associated with severe infection and occurs after
bacteremia of gram-negative bacilli (most common) or gram-positive cocci.
Septic shock is mediated by a complex interaction of hormonal and
chemical substances through an immune system response to bacterial
endotoxins. In the early stages of sepsis, the body responds to infection by
the normal inflammatory response. As the infection progresses, sepsis
becomes more severe and leads to decreased tissue perfusion and oxygen
delivery and multiple-organ dysfunction. Septic shock occurs as an
exaggerated inflammatory response that leads to hypotension even with
adequate fluid resuscitation. The primary effects of septic shock are massive
vasodilation, maldistribution of blood volume, and myocardial depression.
The maldistribution of circulatory volume results in some tissues receiving
more than adequate blood flow and other tissues receiving less than
adequate blood flow. As shock progresses, disseminated intravascular
coagulation may occur, resulting in a serious imbalance between clotting
and bleeding.

Older patients are at increased risk for septic shock because of factors
such as impaired immune response, impaired organ function, chronic
debilitating illnesses, impaired mobility that can lead to pneumonia,
decubitus ulcers, and loss of bladder control requiring indwelling catheters.
The mortality rate from septic shock is high (from 30% to approximately
50%), especially in older patients. Immunocompromised patients and those
with chronic diseases are also at increased risk. Patients are usually treated
in an intensive care unit. Treatment is focused on providing fluid volume
resuscitation and antibiotic therapy based on causative bacteria and/or cocci
and supporting major organ dysfunction.

 Infection
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Related Care Plans
Acute renal failure, p. 792

Acute respiratory distress syndrome (ARDS), p. 408
Disseminated intravascular coagulation, p. 707
Fear, p. 73
Shock, hypovolemic, p. 385
Imbalanced nutrition: Less than body requirements, p.

135
Ineffective peripheral tissue perfusion, p. 197



Thrombosis, Deep Vein
Venous Thromboembolic Disease; Phlebitis; Phlebothrombosis

Thrombophlebitis is the inflammation of the wall of a vein, usually
resulting in the formation of a blood clot (thrombosis) that may partially or
completely block the flow of blood through the vessel. Venous
thrombophlebitis usually occurs in the lower extremities. It may occur in
superficial veins, which, although painful, is not life threatening and does
not require hospitalization, or it may occur in a deep vein, which can be life
threatening because clots may break free (embolize) and cause a pulmonary
embolism. Three factors contribute to the development of deep vein
thrombosis (DVT): venous stasis, hypercoagulability, and endothelial
damage to the vein. Prolonged immobility is the primary cause of venous
stasis. Hypercoagulability is seen in patients with deficient fluid volume,
oral contraceptive use, smoking, and certain malignancies. Venous wall
damage may occur secondary to IV infusions, certain medications,
fractures, and contrast x-ray studies. DVT most commonly occurs in lower
extremities, where it is often asymptomatic and resolves in a few days.
More proximal DVTs are associated with greater symptomatology and carry
a higher risk for dislodgment and migration. Treatment is supportive,
usually with anticoagulant therapy. Goals are to reduce risk for
complications and prevent reoccurrence.

 Ineffective Peripheral Tissue Perfusion
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Related Care Plan



Pulmonary embolism, p. 483



Venous Insufficiency, Chronic
Postphlebitic Syndrome; Peripheral Venous Hypertension; Venous Stasis
Ulcer

Chronic venous insufficiency occurs from a disruption in the venous
system that results in the pressure from the venous blood column no longer
being supported toward the heart. This pressure is directed as backflow to
the ankle area. The most common causes are congenital venous valve
insufficiency, acquired valve incompetence from venous valve prolapse
(often from history of deep vein thrombosis [DVT] or varicose veins),
venous obstruction from tumor or fibrosis, or calf muscle pump malfunction
from sedentary lifestyle or muscle wasting disease. The increased backflow
and pressure cause dilation of the venules of the skin, primarily in the ankle
area, with resulting movement of fluid from the vascular bed to the tissue
bed. Because the endothelium of the venules is subjected to higher than
normal pressures, red blood cells move across the vessel wall into the
interstitial spaces. When these red blood cells break down, they deposit
hemosiderin in the tissues. The presence of hemosiderin in the tissues
produces the characteristic skin color changes in venous insufficiency. The
clinical manifestations of chronic venous insufficiency include dull aching,
tenderness, pain in leg; leg pain getting worse when standing or when legs
are raised; edema; skin color changes; dermatitis; and venous stasis ulcers.
Once skin ulceration occurs, it is difficult to heal. Ulcers may recur with
minimal skin trauma.

 Risk for Ineffective Peripheral Tissue Perfusion



 Impaired Skin Integrity







Aortic Aneurysm
Dissecting Aneurysm; Thoracic Aneurysm; Abdominal Aneurysm

An aneurysm is a localized, circumscribed, blood-filled abnormal dilation
of an artery caused by disease or weakening of the vessel wall. True
aneurysms involve dilation of all layers of the vessel wall. The two types of
true aneurysms are: (1) saccular, which is characterized by a bulbous out-
pouching of one side of the artery resulting in localized stretching of the
artery wall, and (2) fusiform, which is characterized by a uniformly shaped
dilation of the entire circumference of the artery. True aneurysms are
asymptomatic and are typically diagnosed by physical examination or a
diagnostic ultrasound or computed tomography scan. The natural history of
an aneurysm is enlargement; as a rule, the larger it is, the greater the chance
of rupture. Aneurysms are most commonly seen in the abdominal aorta.
Abdominal aortic aneurysms (AAAs) account for about 75% and thoracic
aneurysms for about 25% of all cases. They occur more often in men than
in women. Risk factors include smoking and having a family history of
aneurysms. When an aneurysm becomes large enough for risk for rupture, it
can be repaired by open surgical repair or a less-invasive endograft-covered
stent repair.

Dissecting aneurysms occur when the inner layer of the blood vessel wall
tears and splits, creating a false channel and cavity of blood between the
intimal and adventitial layers. They are typically classified according to the
location. According to the Stanford Classification, type A involves the
ascending aorta and its transverse arch and type B involves the descending
aorta. A dissecting AAA is the most common catastrophe involving the
aorta, and it has a high mortality rate if not detected early and treated with
surgery. More than 90% of patients present with sudden onset of severe
pain, which is usually described as sharp, tearing, or stabbing in nature.
Symptoms depend on the size and location of the dissection or rupture. Risk
factors for dissection include hypertension, pregnancy, trauma, and Marfan
syndrome.
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Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute pain, p. 144

Deficient fluid volume, p. 76
Ineffective peripheral tissue perfusion, p. 197
Surgical experience: Preoperative and postoperative care,

p. 235



Dysrhythmias
Tachycardia; Bradycardia; Atrial Flutter; Atrial Fibrillation; Paroxysmal
Supraventricular Tachycardia (PSVT); Heart Block; Pacemakers

Dysrhythmias involve any disturbance in the rhythm, rate, or conduction
in the cardiac electrical system. They can occur for a variety of reasons.
Dysrhythmias can develop as a result of myocardial ischemia, electrolyte
imbalances, acid-base imbalances, and adverse reactions to drugs. Even the
aging process causes changes in the electrical properties of myocardial
cells. Changes in electrical events in the heart have a direct effect on
contraction and relaxation of the myocardium. The end result is
hemodynamic alterations that may lead to decreased cardiac output. The
clinical significance of dysrhythmias can range from benign occurrences
not requiring treatment to life-threatening situations. For some patients,
syncope or even sudden cardiac death is the first occurrence of the
dysrhythmia. Evaluation of the causative factors for and the clinical
significance of the dysrhythmia guide the therapeutic management.
Treatment usually consists of drug therapy but may also include pacemaker
support, electrical cardioversion, radiofrequency catheter ablation, an
implantable defibrillator, or cardiopulmonary resuscitation. The American
Heart Association (AHA) Guidelines for Advanced Cardiac Life Support
provide treatment protocols for the management of patients experiencing
dysrhythmias. This care plan focuses on acute management in a medical
setting.

 Risk for Decreased Cardiac Output











 Deficient Knowledge: Cause and Treatment of
Dysrhythmia



 Risk for Ineffective Coping







Mitral Valve Prolapse
Barlow’s Disease; Floppy Valve, Click-Murmur Syndrome

Mitral valve prolapse (MVP) is the most common abnormality of the
heart valves. The mitral valve lies between the left atrium and ventricle.
Prolapse of this valve refers to the upward movement of the mitral leaflets
back into the left atrium during systole. MVP usually results from
abnormality in the connective tissue of the leaflets, annulus, or chordae
tendineae and occurs in about 2% to 3% of the general population, usually
in people ages 20 to 40 years. It is seen in both men and women. MVP can
be inherited, especially if associated with connective tissue disorders such
as Marfan’s syndrome. Most people with MVP are asymptomatic and do
not require treatment, except reassurance that this is a benign condition.
Others may experience symptoms associated with mitral regurgitation,
atypical chest pain related to tension the prolapsed valve exerts on the
papillary muscle, harmless palpitations as the result of an autonomic
nervous system imbalance, and fatigue. Diagnostic findings include
midsystolic click, late systolic murmur, echocardiogram abnormalities, and
angiographic findings.

 Deficient Knowledge





 Risk for Disturbed Body Image



 Risk for Chest Pain



 

Related Care Plan
Disturbed body image, p. 29



Pacemaker/Cardioverter-Defibrillator
Implantable (Permanent); External Pacemaker (Temporary); Cardioverter-
Defibrillator (ICD)

Cardiac rhythm management (CRM) devices is a new term to encompass
the spectrum of pacemaker and defibrillation systems now available to treat
symptomatic bradydysrhythmias and tachydysrhythmias, terminate lethal
dysrhythmias, and improve conduction system abnormalities. The types of
pacemakers currently available are as follows:

Bradycardia pacemaker: Its mode of response is inhibited, triggered, or
asynchronous. It is indicated for chronic symptomatic bradydysrhythmias or
for second- or third-degree atrioventricular (AV) block. A dual-chamber
pacemaker is indicated for bradycardia with competent sinus node to
provide AV synchrony and rate variability.

Rate-modulated pacemaker: This is indicated for patients who can
benefit from an increase in pacing rate, either atrial or ventricular, in
response to their body’s metabolic (physiological) needs or to activity
(nonphysiological) for increased cardiac output.

Antitachycardia pacemaker: This is indicated for pace-terminable
conditions: recurrent supraventricular tachycardia (e.g., AV reciprocating
tachydysrhythmias [as in Wolff-Parkinson-White], atrial flutter, and other
AV tachydysrhythmias).

Cardiac resynchronization pacemaker: This biventricular pacing system
is indicated for severe heart failure and patients with cardiomyopathy with
intraventricular conduction delays who can benefit from synchronized
septal wall motion and improved left ventricular (LV) contraction.

Seveal options exist for placement of pacemaker leads and generators,
depending on whether they are to be used on a permanent or temporary
basis. An implantable, permanent pacemaker delivers an electrical stimulus
to the heart muscle when needed. Epicardial pacing stimulates the
myocardium through one or two pacing electrodes sutured loosely through
the epicardial surface of the heart. It is most commonly used after open
heart surgery for temporary relief of bradyarrhythmias or for overdrive
pacing for tachyarrhythmias. An external pacemaker delivers an electrical
stimulus to the heart for the acute management of bradydysrhythmias and
certain types of tachydysrhythmias and for use in provocative diagnostic
cardiac procedures. One example is the transvenous endocardial pacemaker



that directly stimulates the myocardial tissue with electrical current pulses
through an electrode catheter inserted through a vein into the right atrium or
right ventricle; the pacemaker generator is external to the body. Another
example is transcutaneous cardiac pacing (noninvasive) that delivers an
electrical current from an external power source through large electrodes
applied to the patient’s chest. It is an alternative method to transvenous
pacing for the initial management of bradysystolic arrest situations until
definitive treatment can be instituted or to overdrive tachydysrhythmias in
emergency situations. Cardiac resynchronization pacemakers use
transvenous pacing electrodes positioned in the right ventricle and in the
coronary sinus (to pace the left ventricle).

An implanted cardioverter-defibrillator (ICD) delivers one or more
countershocks (depending on device model) directly to the heart after it
recognizes a dysrhythmia through rate-detection criteria. It is a life-
prolonging therapy for patients with serious ventricular dysrhythmias.
Ongoing randomized controlled trials continue to identify patients most
likely to benefit from ICDs. Some of the national recommendations for
implantation include: (1) secondary prevention for those who have survived
sudden cardiac death caused by the tachydysrhythmias not due to transient
or reversible cause and (2) primary prevention in patients with and without
ischemic heart disease or cardiomyopathy with an ejection fraction of less
than 30%, with New York Heart Association Functional Class II or III
symptoms while undergoing optimal medical therapy. After a preset sensing
period in which the system detects a lethal dysrhythmia, the defibrillator
mechanism delivers a shock (usually 25 J) to the heart muscle. If needed,
repeat shocks are delivered. The shock delivered is often described as a
hard thump or as a kick to the chest. Most ICDs also contain antitachycardia
(overdrive) and antibradycardia (backup pacing) pacemakers.
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Interventions, and Outcomes, 8th
edition.)
Disturbed body image, p. 29



Percutaneous Balloon Valvuloplasty
Percutaneous balloon valvuloplasty is a procedure that uses a balloon-
tipped catheter to dilate the opening of a narrowed valve and split the valve
leaflets apart. Valves become stenotic from either congenital defects or
acquired diseases. Balloon valvuloplasty is most commonly used to repair
mitral and aortic valves in adults. It is indicated for symptomatic patients
who no longer respond to medical therapy and for those who are not
candidates for valve replacement surgery. It is often used for older patients
when surgery poses too great a risk. Successful balloon valvuloplasty may
improve the patient’s hemodynamic state sufficiently to reduce the risks
associated with valve replacement surgery. This procedure can be
performed in a catheterization laboratory under fluoroscopy and without the
use of general anesthesia. A percutaneous retrograde approach through the
femoral artery is most commonly used for aortic valves. The femoral vein is
used in the antegrade approach across the atrial septum to the left atrium for
the mitral valve.
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to Nursing Care Plans: Diagnoses,
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C H A P T E R  6



Pulmonary Care Plans



Acute Respiratory Distress Syndrome
(ARDS)

 = Independent  = Collaborative
 For additional care plans and an Online Care Plan

Constructor, go to http://evolve.elsevier.com/Gulanick/.
Noncardiogenic Pulmonary Edema; Stiff Lung; Shock Lung; Wet Lung
Acute respiratory distress syndrome (ARDS) is a form of respiratory

failure characterized by noncardiogenic pulmonary edema and a refractory
hypoxemia. The pathology results from damage to the alveolar-capillary
membrane. This damage is caused by cytokines released by primed
neutrophils during a massive immune response (systemic inflammatory
response syndrome). These cytokines increase vascular permeability to such
an extent that a massive noncardiac pulmonary edema develops. This
edema not only interferes with gas exchange but also damages the
pulmonary cells that secrete surfactant. Loss of surfactant allows alveoli to
collapse and results in very stiff, noncompliant lungs. Fibrin and cell debris
build up, forming a membrane (hyaline) and further decreasing gas
exchange. The combined edema, loss of surfactant, alveoli collapse, and
hyaline membrane formation lead to a progressive refractory hypoxemia
and eventually death.

Anyone with a recent history of severe cell damage or sepsis is at risk for
developing ARDS. Examples include individuals who have aspirated or
who have suffered trauma, burns, multiple fractures, severe head injury,
pulmonary contusions, near drowning (salt water aspiration seems to be
slightly higher risk than fresh water aspiration), smoke inhalation, carbon
monoxide exposure, drug overdose, oxygen toxicity, shock, and so on.

Even with outstanding care, the mortality rate for ARDS is 40% to 60%,
and even those who survive may have permanent lung damage. With such a
high mortality rate, it is clear that early detection and prevention are critical
as is treatment of any causal factors. Thus careful assessment of all at-risk
individuals for early warning signs of developing respiratory distress is a
nursing responsibility. Unfortunately, the only early warning sign may be
labored breathing and tachypnea. Once ARDS develops, nursing care
focuses on maintenance of pulmonary functions. Despite evidence that
ARDS is the result of an inflammatory response, anti-inflammatory therapy

http://evolve.elsevier.com/Gulanick/


is not effective, and with time, respiratory failure with severe respiratory
distress usually results. Research is focused on identifying new
pharmacological treatments to halt the progressive downward cycle of
ARDS, including human recombinant interleukin-1 receptor antagonist
surfactant replacement therapy, corticosteroids, and the like.

This care plan focuses on acute care in the critical care setting where the
patient’s condition is typically managed with intubation and mechanical
ventilation.

 Ineffective Breathing Pattern





 Impaired Gas Exchange







 Risk for Decreased Cardiac Output





 Risk for Ineffective Protection





 Anxiety



 

Related Care Plans



Respiratory failure, acute, p. 490
Decreased cardiac output, p. 37
Imbalanced nutrition: Less than body requirements, p.

135
Impaired physical mobility, p. 126
Impaired verbal communication, p. 43
Mechanical ventilation, p. 461
Powerlessness, p. 155
Risk for impaired skin integrity, p. 178
Tracheostomy, 



Asthma
Bronchial Asthma; Status Asthmaticus

Asthma is a chronic inflammatory disorder that is characterized by
airflow obstruction. This inflammatory response causes
bronchoconstriction, increased mucus production, and hyperresponsiveness
of the airways to a variety of stimuli. Although the stimuli for this
exaggerated bronchoconstrictive response are individually defined,
respiratory infection, cold weather, physical exertion, some medications,
and allergens are common triggers. When a hypersensitive individual is
exposed to a trigger, a rapid inflammatory response with subsequent
bronchospasm occurs. Proinflammatory cells, primarily mast cells, signaled
by immunoglobulin E (IgE), release inflammatory mediators that produce
swelling and spasm of the bronchial tubes. This causes adventitious sounds
(wheezing), coughing, increased mucus production, and feelings of “not
being able to breathe” (dyspnea). Eosinophils and neutrophils rush to the
area, and additional cytokines are released, some of which are long acting
and result in epithelial damage, late-phase airway edema, continued mucus
hypersecretion, and additional hyperresponsiveness of the bronchial smooth
muscle. Reversal of the airflow obstruction usually occurs spontaneously or
with treatment. Status asthmaticus occurs when the asthma attack is
refractory to the usual treatment, with clinical manifestations that are more
severe, prolonged, and life threatening. With repeated attacks, remodeling
of the airway occurs through hypertrophy and hyperplasia of normal tissues.

Although this care plan focuses on acute care in the hospital setting,
current thinking is to prevent the hypersensitivity reaction and thus keep
airway remodeling at a minimum. For this reason, an asthma plan
individualized for each patient and for optimal outpatient management is
emphasized.

 Ineffective Breathing Pattern







 Ineffective Airway Clearance







 Anxiety



 Deficient Knowledge









Chest Trauma
Pneumothorax; Tension Pneumothorax; Flail Chest; Fractured Ribs;
Pulmonary Contusion; Hemothorax; Myocardial Contusion; Cardiac
Tamponade

Chest trauma is a blunt or penetrating injury of the thoracic cavity that
can result in a potentially life-threatening situation secondary to
hemothorax, pneumothorax, tension pneumothorax, flail chest, pulmonary
contusion, myocardial contusion, and/or cardiac tamponade. This care plan
focuses on acute care in the hospital setting.

 Ineffective Breathing Pattern





 Deficient Fluid Volume







 Decreased Cardiac Output







 Acute Pain





 Anxiety



 

Related Care Plans
Respiratory failure, acute, p. 490

Impaired gas exchange, p. 82
Risk for infection, p. 106
Thoracotomy, p. 496



Chronic Obstructive Pulmonary
Disease
Chronic Bronchitis; Emphysema

Chronic obstructive pulmonary disease (COPD) refers to a group of
diseases, including chronic bronchitis and emphysema, that cause a
reduction in expiratory outflow. It is usually a slow, progressive, debilitating
disease, affecting those with a history of heavy tobacco abuse and
prolonged exposure to respiratory system irritants such as air pollution,
noxious gases, and repeated upper respiratory tract infections. It is also
regarded as the most common cause of alveolar hypoventilation with
associated hypoxemia, chronic hypercapnia, and compensated acidosis.
This care plan focuses on exacerbation of COPD in the acute care setting
and chronic care in the ambulatory setting or chronic care facility.

 Ineffective Airway Clearance





 Impaired Gas Exchange







 Imbalanced Nutrition: Less Than Body Requirements





 Risk for Infection



 Deficient Knowledge







 

Related Care Plans
Activity intolerance, p. 8

Insomnia, p. 109
Ineffective therapeutic regimen management, p. 191
Self-care deficit, p. 163



Head and Neck Cancer: Surgical
Approaches
Radical Neck Surgery; Laryngectomy

Head and neck cancer accounts for approximately 3% of new cancers in
the United States annually but is much more prevalent in developing
nations. Ninety percent of head and neck cancers are squamous cell
carcinomas, with the remaining 10% divided among lymphomas and minor
salivary gland tumors. The primary risk factors for head and neck cancer
are tobacco and alcohol. Although alcohol does not appear to be risk factor
in and of itself, it has proven to have a synergistic effect with tobacco. New
research is strongly linking human papillomavirus (HPV) infection to the
development of head and neck cancer, specifically in the oral cavity and
tonsil. This will be an area of continuing study over the next few years to
evaluate the potential use of HPV vaccines. Head and neck cancer is often
diagnosed at later stages when a patient presents with a mass in the neck,
hoarseness, or respiratory distress. A computed tomography (CT) scan of
the head and neck, along with a fine-needle biopsy, are the most common
diagnostic tools. Treatment consists of combined modalities, such as
surgery, radiation, and/or chemotherapy, in hopes of achieving the best
outcome possible. The focus of this care plan is the surgical management of
patients with head and neck cancer.

 Ineffective Airway Clearance





 Impaired Verbal Communication





 Risk for Ineffective Tissue Perfusion



 Imbalanced Nutrition: Less Than Body Requirements





 Disturbed Body Image



 Deficient Knowledge: Preoperative and
Postoperative





 

Related Care Plans
Grieving, p. 86



Anxiety, p. 16
Impaired verbal communication, p. 43
Ineffective coping, p. 53
Risk for aspiration, p. 19
Risk for impaired skin integrity, p. 178
Surgical experience: Preoperative and postoperative care,

p. 235

Lung Cancer
Squamous Cell; Small Cell; Non–Small Cell; Adenocarcinoma; Large Cell
Tumors

Lung cancer is the second most commonly occurring cancer among men
and women, and despite all available therapies, lung cancer remains the
leading cancer-related cause of death for men and women. It is one of the
most preventable cancers. The American Cancer Society estimates that
more than 90% of all lung cancers are related to cigarette smoking.

Lung cancer is divided into two major cell types: non–small cell lung
cancer (NSCLC) and small cell lung cancer (SCLC). NSCLC accounts for
more than 80% of cases, with adenocarcinomas being most common
(approximately 40%), then squamous cell carcinoma, large cell carcinoma,
and mixed cell tumors. SCLC is biologically and clinically distinct from the
other histological types and accounts for approximately 15% of cases. The
diagnosis and stage of lung cancer subtype are critical to the determination
of appropriate treatment. NSCLC can be surgically resected in the early
stages and treated with chemotherapy and/or radiation therapy based on
stage. SCLC cannot be surgically resected and is always treated with
chemotherapy and radiation therapy.

Prevention is essential. Providing smoke-free environments, testing for
radon, and providing educational programs remain the most powerful
interventions. Smoking cessation interventions are a part of all care plans
for patients who smoke. Although there are currently no effective screening
tests for lung cancer, it is hoped that genetic markers will soon be available
to help identify people at high risk for developing cancer. Other promising



research focuses on making the immune system and chemical messengers
more effective in responding to early cellular changes of lung cancer.
Currently work is being completed in the development of chemical
messengers that control and stop abnormal cell growth (antioncogene
therapy), the use of monoclonal antibodies that recognize and destroy only
abnormal lung cells, and stimulation of the immune system by learning to
control cytokines such as interleukin-2 and the interferons. In the future,
systemic treatment (chemotherapy and targeted therapy) may be selected
based on patients’ cellular mutation status.

This care plan focuses on the educational aspects of lung cancer.

 Deficient Knowledge







 Cancer-Related Fatigue





 Risk for Ineffective Protection





 Acute Pain



 

Related Care Plans
Acute pain, p. 144



Grieving, p. 86
Anxiety, p. 16
Cancer chemotherapy, p. 691
Cancer radiation therapy, p. 702
Chronic pain, p. 148
Death and dying: End-of-life issues, p. 276
Fatigue, p. 70
Imbalanced nutrition: Less than body requirements, p.

135
Surgical experience: Preoperative and postoperative care,

p. 235
Thoracotomy, p. 496



Mechanical Ventilation
Ventilator; Respirator; Endotracheal Tube; Intubation; Ventilator-Associated
Pneumonia

Mechanical ventilation can be a temporary or chronic lifesaving therapy.
Its purpose is to maintain adequate ventilation by delivering preset
concentrations of oxygen at an adequate tidal volume while reducing the
work of breathing. The patient who requires mechanical ventilation must
have an artificial airway (endotracheal tube) or tracheostomy. It is used
most often in patients with hypoxemia and alveolar hypoventilation.
Although the mechanical ventilator will facilitate movement of gases into
and out of the pulmonary system (ventilation), it cannot ensure gas
exchange at the pulmonary and tissues levels (respiration). It provides either
partial or total ventilatory support for patients with respiratory failure.
Mechanical ventilation may be used short-term in the acute care setting
(e.g., after surgery; during general anesthesia) or long-term in the subacute,
rehabilitation, or home care setting. Ventilator-associated pneumonia (VAP)
is a significant nosocomial infection that is associated with endotracheal
intubation and mechanical ventilation. Prevention of VAP is a primary focus
of the 100,000 Lives Campaign to promote quality care and patient safety.
This care plan focuses on patient care in a hospital setting.

 Impaired Spontaneous Ventilation









 Risk for Ineffective Protection







 Ineffective Airway Clearance



 Risk for Decreased Cardiac Output





 Anxiety



 Deficient Knowledge



 

Related Care Plans
Insomnia, p. 109

Dysfunctional ventilatory weaning response, 
Imbalanced nutrition: Less than body requirements, p.

135
Impaired gas exchange, p. 82
Impaired physical mobility, p. 126
Impaired verbal communication, p. 43
Powerlessness, p. 155
Tracheostomy, 



Obstructive Sleep Apnea
Sleep Disordered Breathing

Sleep-disordered breathing (SDB) affects at least 20 million people in the
United States and is defined as a cessation of breathing during sleep that is
caused by repetitive partial or complete obstruction of the airway and
pharyngeal structures. There are two types: the most common form,
obstructive sleep apnea (OSA), and central sleep apnea. The prevalence in
the general population is 2% to 4%. The manifestations of OSA include
episodes of loud snoring, decreased oxygen saturation, brief periods of
apnea, and arousal from sleep. These episodes may occur several times
during sleep. OSA is strongly linked to cardiovascular diseases—especially
hypertension and coronary artery disease, which eventually leads to heart
failure—so the prevalence in patients with heart failure rises to
approximately 50%. Consequences of OSA include altered alertness,
daytime somnolence, cognitive impairment, and increased morbidity and
mortality. Common screening methods include pulse oximetry, blood gas
analysis, and/or ambulatory airflow measurements, but the diagnosis of
OSA is confirmed by overnight sleep laboratory studies.

Treatment for mild OSA includes conservative measures such as weight
loss, abstaining from the use of alcohol and sedatives, avoiding the supine
position during sleep, and sometimes oropharyngeal appliances or surgery.
However, continuous positive airway pressure (CPAP) is the most
consistently effective treatment for clinically significant OSA and appears
to substantially improve the condition. Unfortunately, some patients
complain that the CPAP mask is uncomfortable, so compliance with the
treatment is often low. As technology advances, the treatment of OSA will
become more comfortable and less cumbersome. Patients must be
encouraged to try different equipment to adapt to their own facial structure,
because patients who use CPAP report less fatigue, better BP control, and
improved quality of life.

 Ineffective Breathing Pattern







 Sleep Deprivation



 

Related Care Plans
Ineffective therapeutic regimen management, p. 191



Imbalanced nutrition: More than body requirements, p.
138

Fatigue, p. 70



Pneumonia
Pneumonitis; Community-Acquired Pneumonia (CAP); Hospital-Acquired
Pneumonia (HAP); Aspiration Pneumonia

Pneumonia is caused by a bacterial or viral infection that results in an
inflammatory process in the lungs. It is an infectious process that is spread
by droplets or by contact and is one of the most common causes of death in
older adults. Risk factors include upper respiratory tract infection, excessive
alcohol ingestion, central nervous system depression, cardiac failure, any
debilitating illness, chronic obstructive pulmonary disease (COPD),
endotracheal (ET) intubation, and postoperative effects of general
anesthesia. Pneumonia is a particular concern in persons older than 65 years
or anyone who is bedridden, immunosuppressed, malnourished, or
hospitalized, and patients exposed to methicillin-resistant Staphylococcus
aneurysm (MRSA), as well as the very young and very old. Pneumonia may
be nosocomial or community-acquired (CAP).

Types of pneumonia include the following:
• Gram-positive pneumonias: pneumococcal pneumonia, staphylococcal
pneumonia, streptococcal pneumonia (these account for most community-
acquired pneumonias)
• Gram-negative pneumonias: Klebsiella pneumonia, Pseudomonas
pneumonia, influenzal pneumonia, Legionnaire disease (these account for
most hospital-acquired pneumonias)
• Anaerobic bacterial pneumonias (usually caused by aspiration)
• Mycoplasma pneumonia (atypical bacterial pneumonia common in young
adults—“walking pneumonia”)
• Viral pneumonias (most common in infants and children; influenza A is
the primary causative viral agent in adults)
• Parasitic pneumonia (opportunistic infection)

The Joint Commission (TJC) has identified National Quality
Improvement Goals as standardized performance measures that hospitals
can use to measure the overall quality of care provided to pneumonia
patients. In healthy people with responsive immune systems, treatment can
be administered in the outpatient setting. This care plan focuses on acute
care treatment of pneumonia.



 Infection





 Ineffective Airway Clearance





 Impaired Gas Exchange





 Acute Pain



 Deficient Knowledge



 

Related Care Plans
Activity intolerance, p. 8

Anxiety, p. 16
Impaired gas exchange, p. 82
Imbalanced nutrition: Less than body requirements, p.

135
Mechanical ventilation, p. 461



Pulmonary Embolism
Thromboembolism; Deep Vein Thrombosis

Pulmonary embolism (PE) occurs when a thrombus (blood clot)
originating in the venous system or the right side of the heart obstructs
blood flow in the pulmonary artery or one of its branches. The clinical
picture varies according to the size and location of the embolus, making
diagnosis challenging. Careful analysis of risk factors aids in diagnosis;
these include prolonged immobility, deep vein thrombosis, recent surgery,
postpartum state, trauma to vessel walls, hypercoagulable states, and certain
disease states such as heart failure and trauma. Treatment approaches vary
depending on the degree of cardiopulmonary compromise associated with
the PE. They can range from thrombolytic therapy in acute situations to
anticoagulant therapy and general care measures to optimize respiratory and
vascular status (e.g., oxygen, compression stockings). PE is a frequent
hospital-acquired condition, and one of the most common causes of death in
hospitalized patients. Prevention of thrombus formation is a critical nursing
role. This care plan focuses on acute care treatment for PE.

 Ineffective Breathing Pattern



 Impaired Gas Exchange





 Risk for Bleeding





 Deficient Knowledge



 



Related Care Plans
Decreased cardiac output, p. 37

Anxiety, p. 16



Respiratory Failure, Acute
Ventilatory Failure; Oxygenation Failure

Acute respiratory failure is a life-threatening inability to maintain
adequate pulmonary gas exchange. Persons with acute respiratory failure
cannot carry out the two major functions of gas exchange: delivery of
adequate amounts of oxygen into the arterial blood (oxygenation failure) or
removal of a corresponding amount of carbon dioxide from the mixed
venous blood (ventilatory failure). Respiratory failure can result from
obstructive disease (e.g., emphysema, chronic bronchitis, asthma),
restrictive disease (e.g., atelectasis, acute respiratory distress syndrome
[ARDS], pneumonia, multiple rib fractures, postoperative abdominal or
thoracic surgery, central nervous system depression), or ventilation-
perfusion abnormalities (e.g., pulmonary embolism). This care plan focuses
on acute care management of respiratory failure.

 Impaired Spontaneous Ventilation



 Risk for Ineffective Airway Clearance





 Risk for Infection



 Anxiety



 Deficient Knowledge



 

Related Care Plans
Acute respiratory distress syndrome (ARDS), p. 408

Asthma, p. 417
Chest trauma, p. 425
Chronic obstructive pulmonary disease, p. 434
Mechanical ventilation, p. 461
Pneumonia, p. 476
Pulmonary embolism, p. 483



Thoracotomy
Chest Surgery; Thoracic Surgery; Lobectomy; Segmental Resection; Wedge
Resection; Thoracostomy; Pneumonectomy

Thoracotomy is a surgical opening into the thorax for biopsy, excision,
drainage, and/or correction of defects. The surgical procedures done by
thoracotomy correction may include the following:
• Lobectomy: Removal of one lobe of the lung; lobectomy is indicated for
lung cancer, bronchiectasis, tuberculosis (TB), emphysematous bullae,
benign lung tumors, or fungal infections.
• Segmental resection: Removal of one or more lung segments; segmental
resection is indicated for bronchiectasis or TB.
• Wedge resection: Removal of a small, localized lesion that occupies only
part of a segment; wedge resection is indicated for excision of nodules or
lung biopsy.
• Thoracostomy: Insertion of an endoscope through a small incision in the
chest wall, useful for open lung biopsy to determine diagnosis, for lymph
node biopsy, to introduce medications directly into the lungs, or to treat
accumulated fluid, empyema, or blood in the space around the lungs.
• Pneumonectomy: Removal of entire lung; indicated for lung cancer,
extensive TB, bronchiectasis, or lung abscess.

This care plan focuses on postoperative care of the patient having a
thoracotomy.

 Ineffective Breathing Pattern







 Ineffective Airway Clearance



 Acute Pain





 Deficient Knowledge



 

Related Care Plans
Anxiety, p. 16

Impaired physical mobility, p. 126
Lung cancer, p. 452
Pneumothorax with chest tube, 
Risk for infection, p. 106



Tuberculosis
TB; Mycobacterium Tuberculosis

Patients infected with Mycobacterium tuberculosis (MTB) develop either
latent tuberculosis (TB) infections or TB disease. Among adults, TB disease
is usually confined to the respiratory tract. Everyone with TB disease needs
antimicrobial therapy, as do people with latent TB infections who are at
high risk for progressing to TB disease. Pulmonary TB disease is
contagious, spread by airborne droplet nuclei that are produced when an
infected person coughs or sneezes. Those at higher risk for development of
clinical disease include the immunosuppressed (patients receiving cancer
chemotherapy, patients infected with human immunodeficiency virus
[HIV], patients with diabetes mellitus, adolescents, and patients younger
than 2 years of age). Patients with latent TB infections may progress to TB
disease. A reactivation can occur later in patients with decreased resistance,
concomitant diseases, and immunosuppression. People are more likely to
become infected with TB if they have consistent close contact with a person
who has active disease. Crowded living arrangements contribute to disease
transmission. Immigrants from countries where TB is common may have
undiagnosed TB when they enter the United States. Other variables that
increase the risk for infection with TB include older age, poverty,
homelessness, and drug and alcohol abuse. There has been a recent
resurgence of TB with the emergence of multidrug-resistant TB (MDR-TB)
and extremely drug-resistant (XDR-TB) strains of the bacillus. These drug-
resistant strains of the disease are more common among people with HIV
disease or inadequately treated TB or people who live in areas where these
strains are endemic.

 Infection







 Ineffective Breathing Pattern



 Ineffective Therapeutic Regimen Management







 

Related Care Plans
Activity intolerance, p. 8

Imbalanced nutrition: Less than body requirements, p.
135



Cystic Fibrosis
Cystic fibrosis (CF) is an autosomal recessive, profoundly life-shortening
genetic disease. It occurs most commonly in whites of northern European
descent but has been identified in most ethnicities. Genetic abnormalities in
the seventh chromosome result in impaired function of CF transmembrane
conductance regulator (CFTR) protein present in the mucus-secreting cells
of the body, primarily affecting the respiratory and gastrointestinal tracts.
The hallmark characteristics of CF are chronic, progressive lung disease,
resulting from secretion of dehydrated mucus with airway obstruction, and
malnutrition from pancreatic insufficiency. However, there is a wide range
of disease severity. Respiratory symptoms can range from nearly
asymptomatic disease with undetectable changes in lung function to severe
obstructive disease early in childhood, whereas gastrointestinal symptoms
may range from mild constipation, normal liver function, and intermittent
pancreatitis to severe loss of pancreatic function, malabsorption with
subsequent malnutrition, CF-related diabetes and end-stage liver disease.
Nonetheless, with improved understanding and treatment, the majority of
affected individuals now live well into adulthood. The sweat glands and
reproductive glands are also affected; almost all males with CF are sterile
because of absence or impairment of the vas deferens, whereas females
have reduced fertility. The impact on the sweat gland gives rise to
abnormally high chloride secretion; a simple analysis of sweat chloride
content continues to be the gold standard for CF diagnosis.

Lung disease accounts for most disease morbidity and remains the
primary cause of death in CF. The cycle of lung disease in CF is caused by
inflammation, infection, and impaired airway clearance. Daily lifelong
airway clearance, attention to infection prevention, and early, aggressive
treatment of pulmonary exacerbations are the mainstays of therapy aimed at
slowing decline and preserving lung function. In addition, supporting
normal growth and nutrition over the life span is associated with improved
respiratory health, longevity, and quality of life in the adult patient. Lung
transplant may be a treatment option for some patients. This care plan
focuses on acute care treatment of pulmonary exacerbation.

 Infection





 Ineffective Airway Clearance





 Impaired Gas Exchange



 Imbalanced Nutrition: Less Than Body Requirements





 Deficient Knowledge



 



Related Care Plans (Please refer
to Nursing Care Plans
Diagnoses, Interventions, and Outcomes, 8th
edition.)
Ineffective coping, p. 53

Ineffective therapeutic regimen management, p. 191



Near-Drowning
Drowning

Near-drowning refers to survival at least 24 hours after submersion in a
fluid medium. Aspiration of liquid causes plasma to be drawn into the
lungs, resulting in hypoxemia, acidosis, and hypovolemia. Hypoxemia
results from the decrease in pulmonary surfactant caused by the absorbed
water that leads to damage of the pulmonary capillary membrane. Severe
hypoxia can also result from asphyxia related to submersion without
aspiration of fluid. Freshwater drownings are far more common than
saltwater drownings. Although most drownings are accidental, patients may
have an underlying seizure disorder or cardiac dysrhythmia. It is difficult to
predict the neurological outcome of near-drowning within the first few
days. Some patients require long-term rehabilitation or custodial care. This
care plan addresses the physical needs of a patient in an acute care setting.

 Impaired Gas Exchange



 Ineffective Cerebral Tissue Perfusion





 Excess/Deficient Fluid Volume



 Risk for Decreased Cardiac Output





 Risk for Infection

 



Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute respiratory distress syndrome, p. 408

Mechanical ventilation, p. 461
Seizure activity, p. 553



Pneumothorax With Chest Tube
Collapsed Lung; Tension Pneumothorax

Presence of air in the intrapleural space can cause partial or complete
collapse of the lung. The air causes disruption of the normal negative
pressure that exists in the pleural space. Pneumothorax can be iatrogenic,
spontaneous, or the result of injury. Several methods are available for
treating pneumothorax, ranging from observation for collapses of less than
20% or needle or chest tube insertion for larger collapses. This care plan
describes a traditional chest tube drainage system used to reestablish
negative pressure in the intrapleural space to facilitate lung reexpansion.
Newer systems are designed as an all-in-one plastic device that is waterless
and disposable. Even newer systems are smaller and more ambulatory, so
the patient can be sent home for drainage if indicated.

 Ineffective Breathing Pattern





 Deficient Knowledge



 

Related Care Plan (Please refer to
Nursing Care Plans
Diagnoses, Interventions, and Outcomes, 8th
edition.)
Impaired gas exchange, p. 82



Tracheostomy
Artificial Airway; Tracheotomy; Stoma

Tracheostomy is a surgical opening into the trachea that is used to
prevent or relieve airway obstruction and/or to serve as an access for
suctioning and for mechanical ventilation and other modes of oxygen
delivery (tracheostomy collar, T-piece). A tracheostomy can facilitate
weaning from mechanical ventilation by reducing dead space and lowering
airway resistance. It also improves patient comfort by removing the
endotracheal (ET) tube from the mouth or nose. The tracheostomy is
preferred over an ET when an artificial airway is needed for more than a
few days. Methods can be instituted for the patient to eat and speak, as well.
This care plan focuses on tracheostomy in the acute care setting, as well as
the patient in a chronic care facility or with home care.

 Ineffective Airway Clearance



 Risk for Impaired Gas Exchange





 Risk for Infection



 Impaired Verbal Communication





 Deficient Knowledge



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)



Disturbed body image, p. 29
Imbalanced nutrition: Less than body requirements, p.

135
Impaired verbal communication, p. 43
Pneumothorax with chest tube, 
Risk for aspiration, p. 19



C H A P T E R  7



Neurological Care Plans



Alzheimer’s Disease/Dementia
 For additional care plans, go to

http://evolve.elsevier.com/Gulanick/.
Multi-infarct Dementia (MID); Dementia of the Alzheimer Type (DAT)
Dementia is characterized by a progressive impairment of cognitive

function, personality, and behavior. The person with dementia experiences
loss of memory, disorientation, impaired language skills, decreased
concentration, and impaired judgment. In advanced stages, the person
experiences behavior and personality changes such as aggressiveness, mood
swings, wandering, and confusion. These changes interfere with the
person’s ability to carry out role responsibilities and activities of daily
living. The causes of dementia are numerous and include degenerative
disorders of the nervous system, vascular disorders, autoimmune disorders,
and traumatic brain injury such as concussions. Multi-infarct dementia
develops in people who have sustained brain injury from multiple strokes.
This type of irreversible dementia occurs more often in men than women.
People in the later stages of acquired immunodeficiency syndrome (AIDS)
may develop dementia. Alcoholism and Parkinson’s disease are known to
contribute to dementia.

Alzheimer’s disease (AD) is an irreversible disease of the central nervous
system that manifests as a cognitive disorder. Onset is usually between 50
and 60 years and is characterized by progressive deterioration of memory
and cognitive function. Disease progression begins with memory
impairment, speech and motor difficulties, disorientation of time and place,
impaired judgment, memory loss, forgetfulness, and inappropriate affect,
followed by loss of independence, complete disorientation, wandering,
hoarding, communication difficulties, complete memory loss, and the final
stage with blank expression, irritability, seizures, emaciation, and absolute
dependence until death.

Although the cause is unknown, research has found specific genetic loci
associated with the development of AD. Chronic inflammation, stroke, and
cellular damage from free radicals have been identified as risk factors for
AD. Drug therapy for AD includes cholinesterase inhibitors and n-methyl-d-
aspartate (NMDA) antagonists. These drugs have been shown to delay the
progression of cognitive impairment. Some patients may experience
improved memory function with these drugs.

http://evolve.elsevier.com/Gulanick/


This care plan addresses needs for patients with a wide variety of
dementia, of which Alzheimer’s is a type. Focus is on the home care setting.

 Risk for Violence: Self-Directed or Other-Directed







 Self-Care Deficit: Bathing, Dressing, Feeding



 Impaired Social Interaction





 Impaired Home Maintenance



 Caregiver Role Strain





 

Related Care Plans
Chronic confusion, p. 47

Insomnia, p. 109
Impaired memory, p. 122
Ineffective coping, p. 53



Amyotrophic Lateral Sclerosis
Lou Gehrig’s Disease; Motor Neuron Disease; Progressive Bulbar Palsy;
Progressive Muscular Atrophy

Amyotrophic lateral sclerosis (ALS), commonly called Lou Gehrig’s
disease, is a rare progressive disease that attacks motor neurons, which
control the movement of muscles through the anterior horns of the spinal
cord and the motor nuclei of the lower brainstem. Onset is usually between
40 and 70 years of age, with men affected twice as often as women. Signs
and symptoms of the disease begin with atrophic weakness of the hands and
forearms in the early phase of the disease. As loss of motor neuron function
progresses, the patient will develop mild lower extremity spasticity and
diffuse hyperreflexia. Impaired respiratory function is present in the later
phases of the disease, often requiring mechanical ventilatory support.
Sensation and sphincter control are usually maintained. When the bulbar
muscles are affected, dysarthria and dysphagia are seen with fasciculations
in the tongue. The challenge for the patient with ALS is that awareness and
cognitive function remain intact throughout the progression of the disease.
There is usually progressive paralysis, with death occurring within 2 to 6
years. This care plan focuses on home care, where the patient usually
remains until care needs are no longer manageable.

 Anxiety





 Ineffective Airway Clearance



 Impaired Physical Mobility





 Imbalanced Nutrition: Less Than Body Requirements



 Impaired Verbal Communication



 Deficient Knowledge



 



Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Caregiver role strain, p. 40

Hopelessness, p. 97
Impaired gas exchange, p. 82
Ineffective coping, p. 53
Powerlessness, p. 155
Risk for aspiration, p. 19
Risk for impaired skin integrity, p. 178

 = Independent  = Collaborative



Carpal Tunnel Syndrome
Repetitive Stress Injury; Median Nerve Compression

Carpal tunnel syndrome develops when the median nerve is compressed
as it passes through the wrist to the hand. The carpal tunnel is an anatomical
canal that is located between the bones of the hand and a band of fibrous
tissue. This tissue protects the tendons of the wrist during movement of the
joint. Inflammation of the synovium of the joint causes swelling, pain, and
paresthesia. The swelling contributes to narrowing of the tunnel and
compression of the median nerve. The pain and paresthesia occurs most
often in the thumb, index finger, middle finger, and radial aspect of the ring
finger. Chronic median nerve compression may lead to progressive
weakness and loss of fine motor control in the hand. Muscle atrophy may
develop over time. This disorder has a high prevalence among people in
occupations that involve repeated and prolonged flexion of the wrist. Carpal
tunnel syndrome is becoming a common occupational repetitive stress
injury. Other situations that are known to contribute to carpal tunnel
syndrome include burn injuries of the hand, wrist fractures, rheumatoid
arthritis, and diabetes mellitus. Women are more likely to develop carpal
tunnel syndrome than men. This gender difference is thought to be related
to the smaller size of the carpal tunnel in women. Medical management of
carpal tunnel syndrome includes splinting of the joint, drug therapy to
reduce inflammation and pain, and modification of activities to restrict
harmful movement. Surgery is done when prolonged nerve compression is
severe and associated with muscle atrophy and progressive loss of motor
and sensory function.

 Acute Pain





 Deficient Knowledge



 = Independent  = Collaborative



Craniotomy
Craniectomy; Burr Hole; Cranioplasty; Cranial Surgery

Craniotomy is the surgical opening of the cranium to gain access to
disease or injury affecting the brain, ventricles, or intracranial blood vessels.
Craniectomy involves removal of part of the cranium to treat compound
fractures, infection, or decompression. Burr holes are drilled in the cranium
and used for clot evacuation and decompression of fluid beneath the dura or
in preparation for craniotomy. Cranioplasty is the application of artificial
material to repair the skull to improve integrity and shape. Cranial surgery
is either supratentorial (above the tentorium, involving the cerebrum) or
infratentorial (below the tentorium, involving the brainstem or cerebellum).

 Decreased Intracranial Adaptive Capacity





 Risk for Deficient Fluid Volume



 Risk for Excess Fluid Volume



 Risk for Seizures



 Deficient Knowledge



 

Related Care Plans
Diabetes insipidus, 

Syndrome of inappropriate antidiuretic hormone
(SIADH), 



Head Trauma
Traumatic Brain Injury; Closed Trauma; Skull Fracture; Subdural
Hematoma; Concussion

Head injury (craniocerebral trauma) is a leading cause of death in the
United States for people 1 to 42 years of age. An estimated 3 million people
suffer head injuries every year. About half of all severe head injuries result
from accidents involving automobiles, motorcycles, bicycles, and
pedestrians. People who do not use appropriate safety equipment (e.g., seat
belts, helmets) have a significant increase in head injury with accidents.
Approximately 20% of head injuries are associated with violence, such as
blunt force trauma and firearms. Recent evidence identifies traumatic brain
injury from concussions sustained by athletes playing contact sports and
military personnel during combat. The severity of the head injury is defined
by the traumatic coma data bank on the basis of the Glasgow Coma Scale
(GCS): Severe head injury = GCS of 8 or less; moderate head injury = GCS
of 9 to 12. Most head injuries are blunt (closed) trauma to the brain.
Damage to the scalp, skull, meninges, and brain runs the gamut of skull
fracture with loss of consciousness, concussion, and/or extracerebral or
intracerebral pathological conditions. Patients with moderate to severe head
trauma are usually observed in a critical care unit where immediate
intervention can be achieved. Most deaths occur in the first few hours after
head trauma as a result of internal bleeding or worsening cerebral edema.
Patients with minor head trauma (scalp laceration or concussion) are most
often treated and released to be observed at home with instructions to call or
return if symptoms worsen. Older people are most often affected with
postconcussion syndrome, characterized by decreased neurological function
2 weeks to 2 months after the initial injury and often caused by a slow
subdural bleed. This care plan focuses on moderate-to-severe head trauma
in the acute care setting.

 Decreased Intracranial Adaptive Capacity







 Risk for Deficient Fluid Volume



 Risk for Excess Fluid Volume



 Risk for Seizures



 Risk for Imbalanced Nutrition: Less Than Body
Requirements



 Deficient Knowledge





 

Related Care Plans
Decreased intracranial adaptive capacity, p. 112

Ineffective airway clearance, p. 12
Impaired physical mobility, p. 126
Self-care deficit, p. 163





Headache: Migraine, Cluster, Tension
Headache is defined as pain in the head or face, classified as either
“primary” or “secondary” in origin. Migraine, cluster, and tension
headaches are classified as primary because the pain occurs without a
known pathological cause. Secondary headaches are a result of a known
pathology, such as cranial tumor or aneurysm. Migraine headache, a
recurring unilateral or bilateral headache, is the most common type of
vascular headache. Multiple theories have been proposed to explain the
cause of migraine headache. Evidence suggests that muscle tension,
changes in cerebrovascular tone, and biochemical factors are involved in
producing the pain of a migraine headache. Women are affected three times
more often than men. Migraines may begin in early childhood and
adolescence, and 65% of patients with migraine headaches have a family
history of migraine headache. Migraines may occur with an aura or without.
The aura is a collection of neurological symptoms that precede the onset of
pain by 10 to 30 minutes. These symptoms include changes in level of
consciousness, vision, behavior, and motor or sensory function. Many
patients develop a migraine headache without a precipitating event. For
other patients a variety of precipitating events trigger migraine headaches,
including stress, foods high in tyramine, hunger, sleep disturbances, and for
women, alterations in reproductive hormone levels. Manifestations are
associated with autonomic nervous system dysfunction.

Tension headaches are the most common form of headache, occurring in
women more often than men. The usual age of onset is 20 to 25 years old.
The pain is usually mild to moderate and described as a tightening or
sensation of pressure around the head. This type of headache is believed to
be related to muscle tension in the jaw and neck with hypersensitivity of
pain fibers in the trigeminal nerve. The exact mechanisms for the pain are
unknown. Many patients may experience both migraine and tension
headaches.

Cluster headaches are defined as pain episodes that occur for several days
or weeks at a time followed by long periods of remission. The person may
experience several short headaches in one day. Men are affected more often
than women, with the age of occurrence between 20 and 50 years old. The
pain is described as severe, with tearing, burning, and reddening of the eye
on one side of the face. The mechanisms of cluster headaches are thought to



be similar to those causing migraine headaches. The exact mechanisms
remain unknown but may include vascular and neurogenic alterations of the
hypothalamus associated with changes in serotonin transmission.

This care plan focuses on the classic migraine, which is believed to be a
dysfunction of the hypothalamic and upper brainstem areas. Diagnosis,
treatment, and follow-up care are usually accomplished in an outpatient
setting.

 Deficient Knowledge



 Acute Pain





 

Related Care Plan
Ineffective coping, p. 53



Intracranial Infection
Meningitis; Encephalitis; Brain Abscess,

Intracranial infection may be the result of meningitis, encephalitis, or
brain abscess. The clinical manifestations of these intracranial infections are
similar. Meningitis is an inflammation or infection of the membranes of the
brain or spinal cord caused by bacteria, viruses, or other organisms.
Bacterial meningitis is the most common form of the disorder. The infecting
bacteria are often found in the nasopharynx and can be transmitted by
sneezing or coughing. Pneumococcal meningitis is often secondary to
pneumonia, sinusitis, alcoholism, and trauma (e.g., a basal skull fracture).
The causative bacteria is Streptococcus pneumoniae. Meningococcal
meningitis is caused by Neisseria meningitides. This form of meningitis is
more common in children and young adults. Factors contributing to
infection with meningitis include poor hygiene, high-density living
arrangements, and inadequate nutrition. Meningitis may occur as a
complication of infection with Haemophilis influenzae. Epidemics are seen
in winter and spring months. Immunizations are available for both forms of
meningitis. Antibiotic therapy is required. Viral illnesses are treated
symptomatically. Viral meningitis is more likely to occur in summer
months. Hydrocephalus often occurs secondary to viral meningitis.

Encephalitis is an inflammation or infection of the brain and meninges.
The highest mortality rate is caused by herpes simplex virus (HSV), which
is the most common form. An abscess is a localized purulent collection in
the brain. Direct causes are a result of extension of infections from the ear,
tooth, mastoid, or sinus. Indirect causes include bacterial endocarditis, skull
fracture, or nonsterile procedures. Hospitalization is usually required for
differential diagnosis, neurological monitoring, and treatment. When the
infection does not respond to antibiotic therapy, the abscess may need
surgical drainage.

 Infection





 Risk for Injury: Seizures



 Acute Pain



 Deficient Knowledge



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute pain, p. 144

Decreased intracranial adaptive capacity, p. 112
Deficient fluid volume, p. 76
Imbalanced nutrition: Less than body requirements, p.

135



 = Independent  = Collaborative



Low Back Pain/Herniated
Intervertebral Disk
Slipped Disk; Ruptured Disk; Sciatica; Laminectomy

Herniated lumbar intervertebral disks are a common cause of severe back
pain. Age of onset is typically between 30 and 50 years of age, with men
affected more often than women. Etiological factors include trauma,
degenerative diseases (e.g., osteoarthritis and ankylosing spondylitis), and
congenital defects (e.g., scoliosis). Weak back and abdominal muscles
combined with strenuous activity and heavy lifting is a common scenario
for disk herniation in the lumbar spine. In many cases the disk is
spontaneously reduced or reabsorbed without treatment, but more often the
problem becomes chronic with pain and disability depending on the
location and severity of the herniation. The amount of disk pulposus
herniated into the spinal canal affects the narrowing of the space and the
degree of compression on the lumbar or sacral spinal roots. A variety of
surgical procedures may be done to reduce nerve compression and relieve
lower back pain. Conservative management (rest, heat or ice, and
nonsteroidal anti-inflammatory drugs [NSAIDs]) is usually accomplished in
the ambulatory setting and is the focus of this care plan. Duration of
treatment depends on location of herniation and symptoms. Hospitalization
is necessary only if pain and sensorimotor deficits are incapacitating.

 Acute Pain





 Deficient Knowledge





 

Related Care Plans



Chronic pain, p. 148
Disturbed body image, p. 29
Impaired physical mobility, p. 126
Ineffective coping, p. 53



Lyme Disease
Lyme disease (LD) is primarily a vector-borne infection. In the United
States, the majority of reported cases of LD are localized to states in the
northeast, mid-Atlantic, upper north central regions, and several counties in
northwest California. The peak incidence for the disease is in the summer
months. The causative agent is Borrelia burgdorferi, a bacterium
transmitted to humans by the bite of an infected deer tick. LD is the most
common tick-borne infection in Canada and the United States. Diagnosis of
LD is based primarily on clinical findings and is often treated based on
early objective signs and a known exposure. Testing for LD via enzyme-
linked immunosorbent assay (ELISA) should be performed to confirm
diagnosis. Stage 1 of the infection often presents with a characteristic
“bull’s-eye” rash (erythema migrans) in 60% to 80% of cases. It is often
accompanied by nonspecific symptoms such as fever, malaise, fatigue,
headache, muscle aches (myalgia), and joint pain (arthralgia). The period
from infection to onset of symptoms is usually 7 to 14 days. Some
individuals are asymptomatic or only manifest nonspecific symptoms such
as fever, headache, or myalgia. These individuals may delay treatment until
the disease becomes disseminated throughout the body. These later stages
of LD may take weeks or months after the initial infection to produce
clinical symptoms. The patient may experience cardiac dysrhythmias,
severe muscle weakness, or even paralysis. Nearly all patients can be
successfully treated with antibiotics. Oral amoxicillin or doxycycline is the
preferred antibiotic for treatment. LD treated in the early, localized stage is
generally curable. Patients whose diagnosis is made in the late stage of LD
usually require longer therapy with oral or IV antibiotics. In these cases, the
severity of LD symptoms may be reduced, but the disease remains
indefinitely.

 Deficient Knowledge





 Infection





 = Independent  = Collaborative



Multiple Sclerosis
Disseminated Sclerosis; Demyelinating Disease

Multiple sclerosis (MS) is a chronic progressive and degenerative
nervous system disease characterized by scattered patches of demyelination
and glial tissue overgrowth in the white matter of the brain and spinal cord.
These structural changes in nerve tissue lead to decreased nerve conduction.
As the inflammation or edema diminishes, some remyelination may occur
and nerve conduction returns. Over time the growth of glial tissue in the
areas of repeated inflammation and demyelination leads to scarring (plaque)
of the white matter and loss of nerve conduction. Among the clinical
symptoms associated with MS are extremity weakness, visual disturbances,
ataxia, tremor, incoordination, sphincter impairment, and impaired position
sense. The clinical manifestations occur randomly with no predictable
pattern of progression. Remissions and exacerbations are associated with
the disease. Although the specific cause is unknown, etiological hypotheses
include environmental, viral, and genetic factors. Infection with the Epstein-
Barr virus in genetically susceptible individuals is thought to trigger an
immune response that begins the inflammatory process causing
demyelination. Loss of myelin disrupts nerve conduction. MS lesions are
found in the cerebral white matter, optic nerves, brainstem, cerebellum, and
cervical spinal cord. MS is considered the disease of young adults. Onset is
typically between 15 and 50 years of age. Women are affected more often
than men. This care plan focuses on maintenance care in the ambulatory
care setting.

 Deficient Knowledge







 Impaired Physical Mobility



Risk for Disturbed Sensory Perception: Visual



 Risk for Urinary Retention/Incontinence



 Risk for Impaired Skin Integrity



 

Related Care Plans
Grieving, p. 86

Constipation, p. 50
Disturbed body image, p. 29
Ineffective sexuality pattern, p. 176
Powerlessness, p. 155
Self-care deficit, p. 163



Myasthenia Gravis
Myasthenic Crisis; Cholinergic Crisis

Myasthenia gravis (MG) is a chronic autoimmune disease of the
neuromuscular junction. The exact mechanism that initiates the
autoimmune process is unknown. The primary defect in MG is a decrease in
the number of acetylcholine receptors in the post-synaptic neuromuscular
junction. Antibodies attach to acetylcholine receptors, leading to their
destruction. Nerve impulses are not transmitted to the skeletal muscles at
the end plate of the neuromuscular junction. MG is characterized by motor
muscle weakness that is aggravated by repetitive activity and is improved
with rest and administration of acetylcholinesterase inhibitor agents. The
muscles most often affected are the oculomotor (affecting eye movements
and lid elevation), facial, pharyngeal and laryngeal, and muscles of the
neck, shoulders, and limbs. Although symptoms may vary in severity from
person to person, disruptions can occur in vision, facial appearance,
walking, talking, and swallowing. Hospitalization and monitoring are
required for the patient in crisis, because of risk for respiratory failure.
Myasthenic crisis may be the result of progression of the disease.
Cholinergic crisis is associated with excess acetylcholinesterase inhibitor
medication. MG is more common in women of childbearing age and in men
after the age of 50. The goal of treatment is to induce remission if possible
and to control the muscle weakness with acetylcholinesterase inhibitor
agents. Thymectomy may be performed early in the disease to eliminate the
possibility that antiacetylcholine antibodies will be produced in the thymus
gland. Approximately 80% of individuals with the disease have thymic
hyperplasia; many have thymic tumors. Chemical immunosuppression
(prednisone, azathioprine [Imuran], cyclophosphamide) to decrease
antibody binding to acetylcholine receptor sites at the muscular end plate is
also used.

 Deficient Knowledge







 Risk for Aspiration





 Risk for Imbalanced Nutrition: Less Than Body
Requirements



 Ineffective Therapeutic Regimen Management





 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Activity intolerance, p. 8

Disturbed body image, p. 29
Disturbed sensory perception: Visual, p. 173
Enteral tube feeding (enteral nutrition), p. 266
Impaired gas exchange, p. 82



Impaired physical mobility, p. 126
Ineffective airway clearance, p. 12
Ineffective coping, p. 53
Self-care deficit, p. 163

 = Independent  = Collaborative



Parkinson’s Disease
Parkinsonism

Parkinson’s disease (PD) is a movement disorder associated with
dopamine deficiency in the brain. As a result, the patient develops a
neurotransmitter imbalance between dopamine and acetylcholine. This
imbalance affects the extrapyramidal system of the brain responsible for
control and regulation of movement. There is no specific diagnostic test. A
diagnosis of PD is based on thorough evaluation of presenting clinical
manifestations. The four characteristic signs are tremor at rest, rigidity,
postural instability, and slowness of movement. Other clinical
manifestations include shuffling gait, masklike facial expressions, and
muscle weakness affecting writing, speaking, eating, chewing, and
swallowing. Onset is usually around 60 years of age; however, a significant
number of young adults have PD. Etiological hypotheses include exposure
to environmental toxins and age-related degeneration of brain neurons.
Some theories suggest gene mutation may play a role in the development of
PD. Free radical formation has also been considered as a contributing
factor. Secondary Parkinsonism is associated with traumatic brain injury
and side effects of the phenothiazine drug group. There is no cure for PD.
Treatment is focused on slowing disease progression and symptom
management. Drug therapy is the primary treatment for PD. As the disease
progresses and tremors become more severe, surgical therapy may be used.
Patient care is usually managed in the outpatient setting.

 Impaired Physical Mobility





 Imbalanced Nutrition: Less Than Body Requirements



 Impaired Verbal Communication



 Chronic Low Self-Esteem





 Deficient Knowledge





 



Related Care Plans
Activity intolerance, p. 8

Caregiver role strain, p. 40
Constipation, p. 50
Diarrhea, p. 58
Risk for aspiration, p. 19
Self-care deficit, p. 163



Seizure Activity
Convulsion; Epilepsy; Seizure Disorder

A seizure is an occasional, excessive disorderly discharge of neuronal
activity from the cerebral cortex causing behavioral and physical
disturbances. Recurrent seizures (epilepsy) may be classified as partial,
generalized, or partial complex. Onset is usually before 20 years of age, and
there seems to be a genetic predisposition to idiopathic epilepsy. Patients
with new onset of seizure activity after age 20 may have a history of brain
injury or disease such as closed head trauma, brain tumor, or stroke. Fever,
low blood glucose level, drug and alcohol abuse, acid-base imbalances,
electrolyte imbalances, and medication side effects may also contribute to
the onset of seizures. Seizure activity has three distinct phases. The preictal
phase is that time before the actual seizure. The patient may experience
symptoms that warn of an impending seizure. This is called an aura. During
the ictal phase, the patient experiences a progression of neuromuscular
changes as a result of the disorganized neuron activity. The postictal phase
is the period immediately following seizure activity. This phase represents
brain recovery and return to baseline status. A patient with new onset of
seizures may require hospitalization for diagnosis and initiation of
treatment. Follow-up care is in the outpatient setting. This care plan focuses
on self-care in the ambulatory setting.

 Deficient Knowledge







 Risk for Chronic Low Self-Esteem



 

Related Care Plans



Impaired home maintenance, p. 95
Risk for aspiration, p. 19



Spinal Cord Injury
Quadriplegia; Tetraplegia; Paraplegia; Neurogenic Shock; Spinal Shock

Spinal cord injury (SCI) is damage to the spinal cord at any level from
C1 to L1 or L2, where the spinal cord ends. Primary causes of SCI are
motor vehicle accidents, followed by sporting accidents, falls, and
penetrating injuries (gunshot or knife wounds). Motor vehicle accidents are
the leading cause among people younger than age 65. Among people older
than 65 years, falls is the leading cause of SCI. Approximately 50% of
people who sustain SCI are men between 15 and 29 years of age. Injury
may result in a complete cord lesion with no preservation of motor and
sensory function below the level of injury. An incomplete lesion results in
residual and mixed motor and sensory function below level of injury and
some potential for improvement in function. Complete cord injury above
C7 results in tetraplegia (formerly called quadriplegia); injury from C7 to
L1 causes paraplegia.

Neurogenic (or spinal) shock often follows cervical and high thoracic
SCI. Spinal shock can last from 7 to 10 days to weeks or months after
injury. It temporarily results in: (1) total loss of all motor and sensory
function below the injury; (2) sympathetic disruption, resulting in loss of
vasoconstriction and leaving parasympathetics unopposed, leading to
bradycardia and hypotension; (3) loss of all reflexes below the injury; (4)
inability to control body temperature, secondary to the inability to sweat,
shiver, or vasoconstrict below the level of injury; (5) ileus; and (6) urinary
retention. When neurogenic shock resolves, it is followed by a stage of
spasticity.

This care plan focuses on the acute care of a patient with SCI.

 Risk for Ineffective Breathing Pattern





 Risk for Decreased Cardiac Output



 Impaired Physical Mobility





 Risk for Impaired Skin Integrity



 Disturbed Body Image



 Deficient Knowledge



 



Related Care Plans
Anxiety, p. 16

Bowel incontinence, p. 31
Caregiver role strain, p. 40
Hopelessness, p. 97
Ineffective coping, p. 53
Ineffective sexuality pattern, p. 176
Risk for infection, p. 106
Risk for impaired skin integrity, p. 178
Self-care deficit, p. 163
Urinary retention, p. 199



Stroke
Brain Attack; Cerebrovascular Accident (CVA); Thrombotic Stroke;
Embolic Stroke; Hemorrhagic Stroke; Ischemic Stroke

Stroke is a disease that affects the arteries leading to and within the brain.
Strokes are classified as either ischemic (as a result of a cerebral thrombus
or an embolus) or hemorrhagic (as a result of a rupture of a cerebral blood
vessel). Stroke is the leading cause of serious, long-term disability in the
United States and Canada. It is the third leading cause of death in the
United States. A significant majority of those affected by strokes are older
than 65 years of age. African Americans have a higher incidence of stroke
than Caucasians or Hispanics. Risk factors for stroke include poorly
controlled hypertension, diabetes mellitus, high cholesterol levels, smoking,
cocaine use, alcohol abuse, obesity, high-dose estrogen drug therapy, and
cerebral aneurysm. Acute ischemic stroke is a medical emergency requiring
prompt treatment with thrombolytic therapy within 3 hours after symptom
recognition (“time is brain”). Hemorrhagic stroke needs to be ruled out
before treatment with thrombolytics. Stroke severity is determined using the
National Institutes of Health Stroke Scale (NIHSS). Much attention is
directed to providing safe, efficient and quality care to patients with stroke.
National guidelines by the American Stroke Association and the Brain
Attack Coalition provide direction for stroke care provided by hospitals.
The Get With the Guidelines—Stroke continuous quality improvement
program provides a mechanism for physicians and hospital staff to monitor
their performance. The Joint Commission provides certification for Primary
Stroke Centers.

The clinical manifestations of stroke and outcomes for the patient vary,
depending on the area of the brain affected. The area of the brain supplied
by the middle cerebral artery is the most common site for stroke. A stroke
in the nondominant hemisphere often causes spatial-perceptual deficits,
changes in judgment and behavior, and unilateral neglect. A stroke in the
dominant right hemisphere typically causes dysphasia, dysarthria, left-sided
sensory loss and homonymous hemianopsia, a decreased awareness of the
left side of the body, left-sided paralysis and/or paresis, apraxia, impaired
judgment, increased emotional lability, and deficits in handling new spatial
information. A stroke in the dominant left hemisphere can cause repetitive
or expressive dysphasia, dysarthria, right-sided sensory loss and



homonymous hemianopsia, right-sided paralysis and/or paresis, increased
emotional lability, and a deficit in handling new language information. In
this type of stroke there is typically intact judgment, infrequent apraxia, and
usually a normal awareness of both sides of the body. This care plan focuses
on acute care management of ischemic stroke in the hospital.

 Impaired Cerebral Tissue Perfusion





 Risk for Ineffective Airway Clearance



 Impaired Physical Mobility







 Risk for Impaired Verbal Communication



 Risk for Disturbed Sensory Perception (Tactile)



 Risk for Unilateral Neglect





 Deficient Knowledge



 



Related Care Plans
Anxiety, p. 16

Constipation, p. 50
Decreased intracranial adaptive capacity, p. 112
Imbalanced nutrition: Less than body requirements, p.

135
Ineffective coping, p. 53
Ineffective sexuality pattern, p. 176
Risk for aspiration, p. 19
Risk for impaired skin integrity, p. 178
Self-care deficit, p. 163
Situational low self-esteem, p. 168



Transient Ischemic Attack
Transient Ischemic Attack (TIA); Carotid Endarterectomy; Carotid Artery
Stent

A transient ischemic attack (TIA) is a cerebrovascular disorder that
produces temporary neurological deficits. Atherosclerosis in the cerebral
vessels is the primary cause of TIA. Emboli that originate in blood vessels
outside the cerebral circulation also contribute to the occurrence of TIAs. A
TIA is considered an early warning of the risk for an impending stroke. The
patient who experiences a TIA is nine times more likely to have a stroke
than a patient without a TIA. Clinical manifestations of a TIA depend on
the location of the ischemia in the brain. Symptoms usually last no longer
than 5 to 20 minutes and resolve within 24 hours of onset. The patient will
not have any residual neurological deficits. Treatment of TIA includes
measures to promote cerebral blood flow and manage risk factors for stroke.
Long-term drug therapy to control coagulation is an important part of the
treatment. Surgical interventions are used to improve carotid artery blood
flow in patients at high risk for stroke. A carotid endarterectomy (CEA) is
done to remove atherosclerotic plaques in the carotid arteries and improve
blood flow to the brain. Carotid artery stenting (CAS) is a newer and less
invasive procedure that is done to improve blood flow. A stent is threaded
into the carotid artery. Once in place the stent is expanded to widen the area
of blockage and capture any dislodged plaque. Clinical trials comparing
CEA to CAS found that both procedures are safe and offer equal benefits
for a diverse population of patients. This care plan focuses on the patient
undergoing pharmacological and surgical interventions for stroke
prevention.

 Deficient Knowledge





 Risk for Ineffective Cerebral Tissue Perfusion



 Ineffective Breathing Pattern



 = Independent  = Collaborative



West Nile Virus
West Nile virus (WNV) is an infection that is spread to humans through
infected mosquitoes and birds. The causative agent in WNV infection is a
single-stranded RNA virus from the group flavivirus. Wild birds are the
reservoir, and the mosquito is the vector. Other arthropods, such as sand
flies and ticks, may serve as vectors. Transmission of the virus occurs when
a mosquito bites an infected bird and then bites a human. Before 1999,
WNV existed only in the Eastern hemisphere, with wide distribution in
Africa, Asia, the Middle East, and Europe. Human infection was rare in the
United States. Since 1999, cases of WNV, including WNV encephalitis,
have been identified in 45 states in the United States. WNV is now
recognized as seasonal infectious epidemic in the summer and fall months
in North America. Most states have a system for testing dead birds for the
presence of the virus.

WNV is a potentially serious illness that affects the central nervous
system. Diagnosis relies on the identification of viral antibodies in the
serum or cerebrospinal fluid. Symptoms vary, with the majority of infected
persons exhibiting no symptoms, and about 20% exhibiting mild flulike
symptoms. Symptoms can last 3 to 6 days and are treated with supportive
therapy for pain and fever. Less than 1% of cases result in severe
neurological disease presenting as meningitis or encephalitis. Older adults
have the highest risk for developing severe neurological disease from WNV
infection. Although there is no specific treatment for WNV infection,
persons with the more severe disease require hospitalization and supportive
care with IV fluids, airway management, ventilatory support, and
prevention of secondary infection.

 Deficient Knowledge





 Infection



 = Independent  = Collaborative



C H A P T E R  8



Gastrointestinal and Digestive Care
Plans



Bariatric Surgery
 = Independent  = Collaborative

 For additional care plans, go to
http://evolve.elsevier.com/Gulanick/.

Overweight; Obesity; Gastric Banding; Gastric Bypass
Overweight and obesity are major health problems in the United States,

and their prevalence is growing globally. Bariatric surgical procedures are
usually used for those patients considered morbidly obese with a body mass
index (BMI) greater than 40. Patients with a BMI between 35 and 40 may
be candidates for this type of surgery if they have other chronic health
problems related to their obesity, such as diabetes mellitus, sleep apnea,
hypertension, or heart failure. Evidence indicates that these surgical
approaches to weight management provide the patient with more long-
lasting weight loss compared to nonsurgical approaches such as diet and
exercise. In addition, patients usually experience significant improvement in
their obesity-related health problems. Gastric banding or stapling surgical
techniques restrict the volume of the stomach and therefore decrease the
amount of food the patient consumes. Gastric bypass procedures reroute the
passage of food through the small intestine to reduce the absorption of food
intake. Most bariatric surgery programs include a long-term postoperative
program of lifestyle modifications such as eating habits, physical activity,
and psychological support.

 Deficient Knowledge

http://evolve.elsevier.com/Gulanick/






 Risk for Imbalanced Nutrition: Less Than Body
Requirements (Postoperative)



 Risk for Disturbed Body Image



 Risk for Deficient Fluid Volume





 Risk for Ineffective Therapeutic Regimen
Management





 

Related Care Plans
Acute pain, p. 144

Diarrhea, p. 58
Noncompliance, p. 132
Surgical experience: Preoperative and postoperative care,

p. 235



Bowel Diversion Surgery: Colostomy,
Ileostomy
Fecal Diversion; Stoma

Bowel diversion surgery creates an opening into the small or large
intestine that is brought to the external surface of the abdominal wall
(stoma). These surgeries are done for the purpose of diverting the fecal
stream past an area of obstruction or disease, protecting a distal surgical
anastomosis, or providing an outlet for stool in the absence of a functioning
intact rectum. The procedures may be performed to promote wound healing
of an intestinal injury such as a gunshot wound. Diverted fecal material is
directed away from the wound to promote wound healing. Depending on
the purpose of the surgery and the integrity and function of anatomical
structures, stomas may be temporary or permanent. Peristomal irritation,
body image, self-care, and knowledge deficit are important nursing
concerns. This care plan focuses primarily on the person with a new stoma
who is being cared for in the hospital environment.

 Deficient Knowledge: Surgical Procedure



 Risk for Toileting Self-Care Deficit



 Risk for Ineffective Stoma Tissue Perfusion





 Impaired Skin Integrity



 Risk for Disturbed Body Image



 Deficient Knowledge: Stoma Care





 

Related Care Plans
Risk for infection, p. 106

Ineffective sexuality pattern, p. 176



Surgical experience: Preoperative and postoperative care,
p. 235



Cholecystectomy:
Laparoscopic/Open, Postoperative
Care
Cholecystitis is an inflammation of the gallbladder. Most patients who
develop cholecystitis have cholelithiasis or gallstones. The most common
manifestation of acute cholecystitis is right upper quadrant pain that occurs
after eating a high-fat meal. Although eating a fat-free diet will decrease the
patient’s symptoms temporarily, surgical removal of the gallbladder and
gallstones (cholecystectomy) is usually recommended. The preferred
method for cholecystectomy is laparoscopic surgery using small abdominal
incisions in combination with telescopic visualization of the abdominal
cavity. The abdominal cavity is inflated with carbon dioxide to facilitate
visualization of the abdominal organs generally and the gallbladder
specifically. Once the gallbladder is dissected away from surrounding
tissue, it is removed through one of the puncture wounds. The carbon
dioxide is evacuated, and the multiple puncture wounds are closed. If the
surgeon is not able to successfully remove the gallbladder using a
laparoscopic approach, a larger open incision is made in the right upper
quadrant for direct visualization and removal of the gallbladder.

 Risk for Infection



 Risk for Ineffective Breathing Pattern



 Deficient Knowledge





 

Related Care Plans
Acute pain, p. 144

Surgical experience: Preoperative and postoperative care,
p. 235



Cirrhosis
Laënnec’s Cirrhosis; Hepatic Encephalopathy; Ascites; Liver Failure

Cirrhosis is a chronic and progressive inflammatory disease of the liver.
The inflammatory process results in irreversible fibrosis and scarring of
hepatic tissue. The scarring produces changes not only in the size and shape
of the liver but also in its function and blood flow. Worldwide the most
common cause of cirrhosis is viral infection such as hepatitis B and C.
Alcohol abuse is the primary cause of Laënnec’s cirrhosis. Other causes
include biliary obstruction, prolonged right-sided heart failure, and
metabolic defects such as alpha-1 antitrypsin deficiency. The incidence of
cirrhosis is highest in men between 40 and 60 years old. The development
of cirrhosis occurs over many years before the person presents with
characteristic symptoms. Malnutrition contributes to the development of
cirrhosis in people who abuse alcohol. The disruption of hepatic function in
cirrhosis can lead to the development of end-stage liver disease with ascites,
portal hypertension, hepatic encephalopathy, and liver failure.

 Imbalanced Nutrition: Less Than Body Requirements



 Excess Fluid Volume, Extravascular (Ascites)





 Risk for Deficient Fluid Volume



 Risk for Disturbed Sensory Perception





 Risk for Impaired Skin Integrity (Itching)



 

Related Care Plans
Disturbed body image, p. 29

Ineffective coping, p. 53
Ineffective health maintenance, p. 92
Risk for bleeding, p. 23



Colorectal Cancer
Large Bowel Cancer; Rectal Cancer; Bowel Resection; Hemicolectomy;
Colectomy

Colorectal cancer is the second most common cancer death in the United
States. Colon cancer occurs more often than rectal cancer. Risk factors for
colorectal cancer include familial polyposis, family history of colorectal
cancer, and a personal history of colorectal cancer, colorectal polyps, or
chronic bowel inflammatory disease. Other risk factors include physical
inactivity, obesity, and a diet that is high in fat and low in fiber, smoking,
and alcohol consumption. Overall, men and women are affected about
equally. Early colorectal cancer often has no symptoms, which is why
screening is so important. Most colorectal cancers begin as a polyp, a small
growth in the wall of the colon. However, over time some polyps grow and
become malignant. Signs of colorectal cancer include bleeding from the
rectum, blood in the stool or in the toilet after having a bowel movement, a
change in the shape of the stool, cramping pain in the lower stomach, and a
feeling of discomfort or an urge to have a bowel movement when there is
no need to have one. The tumor, node, metastasis (TNM) staging system
indicates tumor depth, node involvement, and presence of tumor metastasis,
which have been shown to be the most significant variables in determining
the prognosis of colon cancer. Colorectal cancer may metastasize through
direct extension to adjacent tissues or by hematological-lymphatic spread.
Surgical removal is the preferred treatment for colorectal cancer, although
irradiation may be used preoperatively. Postoperative chemotherapy has
proven beneficial in treatment of colon cancer. Irradiation and
immunotherapy are used, but with limited success. This care plan addresses
the preoperative stage, care of the patient who has undergone colon
resection, and self-care teaching.

 Deficient Knowledge: Preoperative









 Altered Bowel Elimination: Postoperative Ileus

 Risk for Infection



 Deficient Knowledge: Postoperative







 

Related Care Plans
Acute pain, p. 144

Grieving, p. 86
Ineffective coping, p. 53
Bowel diversion surgery: Colostomy, ileostomy, p. 587
Surgical experience: Preoperative and postoperative care,

p. 235



Gastroenteritis
Food Poisoning; Stomach Flu; Traveler’s Diarrhea

Gastroenteritis is the inflammation of the stomach and small intestine.
The most common cause of this disorder is infection acquired from
consuming contaminated food or water. A wide variety of viruses, bacteria,
and parasites are associated with gastroenteritis. Viral gastroenteritis is
often called stomach flu but it is not caused by the influenza virus. This
form of gastroenteritis is very contagious. Food-borne gastroenteritis, often
called food-poisoning, is associated with specific strains of bacteria such as
Escherichia coli (e.g., O157:H7), salmonella, campylobacter, and
clostridium (e.g., perfringens and botulinum), in addition to viruses and
parasites. The ingestion of foods contaminated with chemicals such as
mercury or the ingestion of plant toxins such as those found in certain types
of mushrooms have been known to cause gastroenteritis. The clinical
manifestations that occur in the patient with gastroenteritis include nausea,
vomiting, diarrhea, fever, and abdominal pain. The disorder is usually self-
limiting, with the resolution of symptoms in a week to 10 days. Symptom
management and the prevention of recurrence is the focus of treatment for
patients with gastroenteritis. Hospitalization may be required for patients
who develop fluid volume deficit as a result of the vomiting and diarrhea.
This care plan focuses on the initial treatment in a nonacute care setting.

 Deficient Knowledge





 Diarrhea



 Risk for Fluid Volume Deficit



 



Related Care Plans
Acute pain, p. 144

Risk for electrolyte imbalance, p. 61



Gastrointestinal Bleeding
Lower Gastrointestinal Bleed; Upper Gastrointestinal Bleed; Esophageal
Varices; Ulcers

Loss of blood from the gastrointestinal (GI) tract is most often the result
of erosion or ulceration of the mucosa, but it may also be the result of
arteriovenous (AV) malformation or malignancies, increased pressure in the
portal venous bed, or direct trauma to the GI tract. Alcohol abuse is a major
etiological factor in GI bleeding. Varices, usually located in the distal third
of the submucosal tissue of the esophagus or the fundus of the stomach, can
also cause life-threatening GI hemorrhage. Upper GI bleeding may manifest
as blood tinged, bright red, or coffee grounds emesis. The patient with
upper GI bleeding may also experience dark, tarry stools. Lower GI
bleeding may occur as bright red blood from the rectum. This type of
bleeding is often associated with the presence of hemorrhoids. Tumors of
the colon may cause bleeding detected as occult blood in the feces rather
than visible bleeding. Inflammatory bowel disease may cause lower GI
bleeding characterized as bloody diarrhea. Factors that alter coagulation or
cause generalized inflammation of the intestinal mucosa can contribute to
bleeding anywhere in the GI tract. Treatment may be medical or surgical or
may involve mechanical tamponade. Acute GI bleeding may be life
threatening without prompt treatment. In patients with GI bleeding,
stabilization of BP and restoration of intravascular volume is the highest
priority. The focus of this care plan is the acute hospital management phase
of a patient with active GI bleeding.

 Deficient Fluid Volume







 Deficient Knowledge



 

Related Care Plans
Diarrhea, p. 58

Fear, p. 73
Ineffective therapeutic regimen management, p. 191
Risk for bleeding, p. 23
Risk for impaired skin integrity, p. 178



Hepatitis
Serum Hepatitis; Infectious Hepatitis; Viral Hepatitis

Hepatitis is inflammation of the liver, usually caused by a virus. Hepatitis
may also result from adverse drug reactions or ingestion of other chemicals.
Hepatitis may develop in response to viral infections with rubella, varicella,
Epstein-Barr, cytomegalovirus, and herpes simplex virus. Viral hepatitis
types A and E are transmitted via the fecal-oral route or through poor
sanitation; person-to-person contact; or consumption of contaminated food,
water, or shellfish. Hepatitis E infections are associated with contaminated
water and occur most commonly in developing countries. Cases of hepatitis
E in the United States are seen in patients who have traveled to areas in
which the virus is endemic. There is no specific treatment for this form of
hepatitis, and immune globulin is not useful in prophylaxis after exposure.
Types B and C (formerly called non-A, non-B) are transmitted by blood,
semen, and vaginal secretions. These types of hepatitis are often classified
as sexually transmitted infections. They also can be transmitted via
contaminated needles and renal dialysis (parenterally) or through intimate
contact with carriers. Hepatitis B and C may progress to a chronic active
form of the disease. As a result, the patient is at risk for liver failure that
may require liver transplantation. Hepatitis D occurs only in the presence of
hepatitis B. Hepatitis D develops as a co-infection or superimposed
infection with hepatitis B. A co-infection with hepatitis D tends to increase
the severity of the hepatitis B infection. Hepatitis G is not common but may
exist in patients with other viral infections such as hepatitis B or C and
human immunodeficiency virus (HIV). Vaccine for the prevention of
hepatitis B is widely available. The Occupational Safety and Health
Administration requires that employers offer the hepatitis B vaccine to
health care workers, who are at risk for all types of hepatitis. A vaccine is
also available for hepatitis A, although its use is not as widespread as
hepatitis B vaccine. Some cases of hepatitis remain subclinical, and most
are managed in the home. Fulminant hepatitis can result in massive
destruction of liver tissue and can be fatal. This care plan addresses nursing
concerns that may be managed in the hospital or at home.

 Deficient Knowledge





 Activity Intolerance



 Risk for Imbalanced Nutrition: Less Than Body
Requirements



 



Related Care Plans
Nausea, p. 129

Fatigue, p. 70
Ineffective health maintenance, p. 92
Readiness for enhanced immunization status, p. 209



Inflammatory Bowel Disease
Crohn’s Disease; Ulcerative Colitis; Diverticulitis

Inflammatory bowel disease (IBD) refers to a cluster of specific bowel
abnormalities whose symptoms are often so similar as to make diagnosis
difficult and treatment empirical. Crohn’s disease is associated with
involvement of all four layers of the bowel and may occur anywhere in the
gastrointestinal (GI) tract, although it is most common in the small bowel at
the terminal ileum. Ulcerative colitis occurs only in the colon and involves
the mucosal and submucosal layers. Cause is unknown for both diseases,
but a familial history of IBD is found in patients who develop Crohn’s
disease and ulcerative colitis. Specific genetic mutations have been
identified in people with Crohn’s disease. The incidence of Crohn’s disease
is higher in people of Ashkenazi Jewish heritage than other ethnic groups.
Incidence is usually in the 15- to 30-year-old age-group. Both Crohn’s
disease and ulcerative colitis are associated with the development of
diarrhea and nutritional deficiencies. Systemic manifestations can involve
the liver, joints, skin, and eyes. Diverticulitis is inflammation of a
diverticulum in the colon. The diverticulum is a herniation of the mucosal
layer of the colon through the muscle layer. Obstruction of the diverticulum
with hardened fecal material or undigested food particles causes the
inflammation. Diverticular disease often occurs in people older than 40
years of age; it seems to be etiologically related to high-fat, low-fiber diets
and occurs almost exclusively in the colon. IBD is treated medically. Bowel
diversion surgery may be indicated if medical management fails or if the
patient develops complications. This care plan focuses on chronic,
ambulatory care.

 Acute Pain: Abdominal, Joint





 Imbalanced Nutrition: Less Than Body Requirements



 Risk for Deficient Fluid Volume



 Deficient Knowledge



 

Related Care Plans
Bowel diversion surgery Colostomy, ileostomy, p. 587

Deficient fluid volume, p. 76
Diarrhea, p. 58
Ineffective therapeutic regimen management, p. 191
Risk for impaired skin integrity, p. 178
Total parenteral nutrition, p. 261



Peptic Ulcer Disease
Duodenal Ulcers; Gastric Ulcers; Stress-Induced Ulcers

Peptic ulcer disease (PUD) is characterized by mucosal erosions or ulcers
that develop from a weakening in the lining of the mucosa that surrounds
the upper gastrointestinal (GI) tract. These ulcerations may develop in the
lower esophagus, stomach, or duodenum. PUD can be caused by
hyperacidity, pepsin, bile salts, ischemia, aspirin, and nonsteroidal anti-
inflammatory drugs (NSAIDs). NSAIDs cause a weakening in the lining of
the GI tract by decreasing the protective function of the mucosal layer. This
decrease in the protective layer is attributed to the inhibition of
cycloxygenase-1 (COX-1) by the NSAIDs. Prostaglandins stimulate the
secretion of mucus and bicarbonate, which helps in making the mucosa
more resistant to acid penetration. Prostaglandins also increase mucosal
blood flow and play a role in healing. Helicobacter pylori is a common
cause of duodenal ulcers, although the mechanism is not fully understood.
Current evidence suggests that the bacteria produce enzymes that cause
direct injury to the mucosal lining. Indirectly, the bacteria stimulate release
of hydrogen ions that increase acidity and further contribute to mucosal
erosion. Gastric ulcers develop when the protective mucosal layer becomes
more permeable to hydrogen ions. This type of ulcer is associated with bile
reflux and use of NSAIDs. Other factors that contribute to the development
of PUD include altered gastric emptying (delayed or too rapid), bile reflux
through an incompetent pyloric sphincter, or increased stress associated
with critical illness, surgery, or acute trauma. Stress-induced ulcers are
thought to be caused by the effects of elevated cortisol levels as part of the
normal stress response. Increased serum cortisol impairs the rate of mucosal
cell replacement. Ulcerative or erosive diseases in the upper GI tract can
cause GI bleeding, abdominal pain, anorexia, nausea and vomiting, or
diarrhea.

 Imbalanced Nutrition: Less Than Body Requirements



 Acute Pain



 Risk for Deficient Fluid Volume



 Deficient Knowledge



 

Related Care Plans



Gastrointestinal bleeding, p. 616
Acute pain, p. 144
Ineffective therapeutic regimen management, p. 191



Hemorrhoids/Hemorrhoidectomy
Rectal Polyps; Piles

Hemorrhoids are varicosities of veins in the rectal mucosa usually caused
by the combined effects of shearing force and increased intra-abdominal
pressure. Straining with defecation produces the shearing force that
weakens muscles that support the rectal tissues. Prolonged or repeated
increased pressure results in permanent dilation of the veins in the perianal
area. Factors contributing to the development of hemorrhoids include
chronic constipation, obesity, pregnancy, prolonged sitting or standing, and
portal hypertension. Internal hemorrhoids develop in veins above the
internal rectal sphincter. External hemorrhoids develop below the anal
sphincter and are visible around the anus. Symptoms of hemorrhoids
include local protrusion and swelling, discomfort related to protruding or
swollen masses, and bleeding that may be significant enough to cause
anemia. All patients with rectal bleeding should have a sigmoidoscopy for
complete evaluation. Internal hemorrhoids are more likely to bleed than
external hemorrhoids. Initial treatment for hemorrhoids should be
conservative, including stool bulking (adequate intake of fiber and water)
and topical treatment with ointment and suppositories. Nonsurgical removal
of internal hemorrhoids may include band ligation or laser therapy.
Hemorrhoidectomy is indicated for surgical removal of large internal
hemorrhoids. This procedure may be done when internal hemorrhoids cause
excessive bleeding or prolapse.

 Deficient Knowledge





 Acute Pain





Pancreatitis, Acute
Pancreatitis is an inflammatory disorder of the pancreas that results in the
self-destruction of the pancreas by its own enzymes, causing varying
degrees of edema, necrosis, and hemorrhage. Activation of these proteases
and lipases before they are excreted into the intestine causes inflammation
and damage to the pancreatic tissue. The mechanism responsible for
causing this abnormal enzyme activity in the pancreas is unknown. The
patient may develop jaundice from obstruction of the common bile duct by
an edematous pancreas. Damage to insulin-secreting cells of the pancreas
produces episodes of hyperglycemia. The two most common causes are
alcohol abuse and biliary obstruction by gallstones. The disease is equally
common in middle-aged men and women. The highest incidence occurs in
African Americans compared to those of other ethnic or racial backgrounds.
In severe cases, pancreatitis can be life-threatening, as a result of
hypovolemic shock, septic shock, or acute respiratory distress syndrome.
Repeated episodes of acute pancreatitis can lead to the development of
chronic pancreatitis and diabetes mellitus. The focus of this care plan is the
care of the acutely ill person with pancreatitis.

 Acute Pain



 Risk for Deficient Fluid Volume



 Deficient Knowledge
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Amputation, Lower Extremity
Generally there are about 11 lower limb amputations for every upper limb
amputation performed. The level of the amputation depends on the amount
of affected tissue, the ability of the blood supply to promote healing, and the
prognosis for fitting a functional prosthesis. The leading cause of
amputation is vascular disease, with an equal prevalence rate in men and
women, who are usually in the 61- to 70-year-old age range. Clinical
conditions that predispose the patient to amputation include peripheral
arterial disease, diabetes mellitus, and Buerger’s disease. The second
leading cause of amputation is trauma, in which the accident itself may
sever the limb or in which the limb is so damaged that it must be removed
after the accident. Primary bone tumors account for less than 5% of all
amputations, with about one third of these occurring in the 16- to 20-year-
old age range. The surgical procedure for an uncomplicated amputation
rarely requires hospitalization for more than 5 days, but often the clinical
situations surrounding amputation make these patients medically unstable
and requiring longer lengths of stay. The portion of the limb that remains
intact after the surgery is referred to as the residual limb or stump and may
be fitted with an artificial device called a prosthesis that takes the place of
the severed limb. The vast majority of recovery takes place out of the
hospital, either in a rehabilitation center or on an outpatient basis. This care
plan primarily covers information about patient care before and
immediately after lower extremity amputation. Because nurses will
encounter patients in various stages of recovery and rehabilitation,
references are made about posthospitalization rehabilitation.

 Anxiety, Preoperative





 Impaired Skin Integrity





 Impaired Physical Mobility





 Disturbed Body Image





 Acute Pain and Chronic Pain





 Deficient Knowledge



 

Related Care Plans
Ineffective coping, p. 53

Risks for falls, p. 64
Risk for infection, p. 106
Ineffective peripheral tissue perfusion, p. 197
Surgical experience: Preoperative and postoperative care,

p. 235



Arthritis, Rheumatoid
Rheumatoid arthritis (RA) is a chronic, systemic, inflammatory disease. RA
is classified as an autoimmune disorder that develops as a result of
interactions between autoantibodies and immunoglobulins. Rheumatoid
factor (RF) is the primary autoantibody that acts against immunoglobulin G
(IgG). The disorder usually presents as symmetrical synovitis primarily of
the small joints of the body. The diagnosis of RA is based on the presence
of criteria established by the American Rheumatism Association. These
criteria include morning joint stiffness lasting at least 1 hour, soft-tissue
swelling of three or more joint areas, simultaneous symmetrical joint
swelling, subcutaneous rheumatoid nodules, presence of RF in the serum,
and radiographic evidence of joint erosion or periarticular osteopenia.
Synovial fluid analysis may be done to confirm the diagnosis of RA. Extra-
articular manifestations may include rheumatoid nodules, pericarditis,
scleritis, and arteritis. RA is characterized by periods of remission and
prolonged exacerbation of the disease, during which the joints can become
damaged. In the initial phase of RA, the synovial membrane becomes
inflamed and thickens, associated with an increased production of synovial
fluid. As this tissue develops, it causes erosion and destruction of the joint
capsule and subchondral bone. These processes result in decreased joint
motion, deformity, and finally ankylosis, or joint immobilization. Anyone
can develop RA, including children and older adults, but it usually strikes
people in the young to middle years. RA strikes women at a 3 : 1 ratio
compared with men and occurs in all ethnic groups worldwide. The specific
cause of RA is unknown, but the tendency to develop it may be inherited.
The gene that seems to control RA is one of the genes that control the
immune system, but not everyone who has this gene goes on to develop
RA. The disease behaves differently in each person who contracts it. In
some people the joint inflammation that marks RA will be mild, with long
periods of remission between “exacerbations,” or increased periods of
disease activity. For others the activity of the disease may seem continuous
and worsening as time passes. The goals of treatment are to relieve pain and
inflammation and reduce joint damage. The long-term goal of treatment is
to maintain or restore use in the joints damaged by RA. This care plan
focuses on the outpatient management of patients who are affected by RA.



 Deficient Knowledge







 Joint Pain



 Joint Stiffness



 Impaired Physical Mobility





 

Related Care Plans
Chronic pain, p. 148

Fatigue, p. 70
Self-care deficit, p. 163
Risk for infection, p. 106



Arthroscopy
Arthroscopy is the direct visualization of a joint interior using a rigid
fiberoptic endoscope. The procedure can be done for diagnostic evaluation
or surgical repair of a joint. Arthroscopy is used when joint problems cannot
be identified by noninvasive techniques such as x-ray examination. The
procedure has wide application in the diagnosis and management of joint
problems associated with sports injuries, degenerative disorders, and acute
or chronic inflammatory disorders. Most arthroscopic procedures are done
to evaluate and correct injuries to the knee. Problems related to the
meniscus, cartilage, and ligaments of the knee can be repaired with
arthroscopy. There is increasing use of the technique with other joints in the
body such as rotator cuff injuries of the shoulder. Joint arthroscopy may be
used in patients with rheumatoid arthritis (RA) to remove joint debris and
thereby reduce joint pain. Advantages of this procedure for the patient
include decreased surgical risks and fewer complications because it can be
done using smaller incisions and usually with local or regional anesthesia.
Complications of arthroscopy are not common but include infection,
neurovascular damage, hemarthrosis (bleeding into the joint), and joint
injury. The majority of arthroscopic procedures are done on an outpatient
basis.

 Deficient Knowledge





 Acute Pain



 Impaired Physical Mobility



Fibromyalgia
Fibromyalgia Syndrome; Fibromyositis; Fibrositis

Fibromyalgia is a common, complex pain syndrome that affects an
estimated 10 million Americans. The syndrome can be extremely
debilitating for patients with severe symptoms, interfering with
performance of basic ADLs. It is characterized by chronic, widespread pain
and abnormal pain processing; multiple tender points; sleep disturbances
and fatigue; and frequent psychological distress. The pain frequently has
been described as stabbing or shooting, or as a deep muscle ache or twitch.
Sensations of numbness, tingling, and burning often add to the patient’s
discomfort. The fatigue of fibromyalgia is marked by profound exhaustion
and poor stamina. Sleep problems include documented abnormalities in
stage 4 deep sleep that prevent patients from getting adequate rest.
Additional symptoms may include irritable bowel and bladder, migraine
type headaches, restless legs syndrome, impaired memory and
concentration, Raynaud’s syndrome, anxiety, and depression. Fibromyalgia
has no known cause, but most researchers agree it results from a disorder of
central processing with neuroendocrine and/or neurotransmitter
dysregulation. Research suggests a genetic component because the
syndrome often is seen in families, among siblings, or in mothers and their
children. No laboratory tests or radiological studies are available for
diagnosing fibromyalgia. The health care provider instead relies on patient
history, a physical examination, and accurate manual tender point
examination; multiple tender points at characteristic locations are typical in
fibromyalgia. Because laboratory tests often are negative and symptoms
overlap with other disorders, accurate diagnosis of fibromyalgia can take an
average of 5 years. This delay in diagnosis of fibromyalgia adds to the
anxiety and frustration experienced by the patient. Diagnosis usually is
made in persons between the ages of 20 and 50 years old, but incidence
rises with age. Fibromyalgia occurs more often in women, although it also
affects men and children. It occurs in all ethnic groups. No cure exists for
the syndrome, but clinical advances have allowed patients to reduce their
symptoms with a variety of treatments. Because one of the most important
factors in improving the symptoms of fibromyalgia is lifestyle adaptation,
this care plan focuses on patient education regarding self-care needs.



 Deficient Knowledge





 Chronic Pain



 Fatigue



 

Related Care Plans
Activity intolerance, p. 8

Hopelessness, p. 97



Ineffective coping, p. 53
Ineffective therapeutic regimen management, p. 191
Insomnia, p. 109



Fractures: Extremity and Pelvic
Closed Reduction; Open Reduction; Internal Fixation; External Fixation

A fracture is a break or disruption in the continuity of a bone. Fractures
occur when a bone is subjected to more stress than it can absorb. Fractures
are treated by one or a combination of the following: closed reduction—
alignment of bone fragments by manual manipulation without surgery; open
reduction—alignment of bone fragments by surgery; internal fixation—
immobilization of fracture site during surgery with rods, pins, plates,
screws, wires, or other hardware or immobilization through use of casts,
splints, traction, or posterior molds; external fixation—immobilization of
bone fragments with the use of rods and pins that extend from the incision
externally and are fixed. This care plan covers the management of patients
with fractures and cast immobilization and contains occasional references to
more complicated fractures.

 Acute Pain





 Impaired Physical Mobility



 Risk for Ineffective Peripheral Tissue Perfusion







 Deficient Knowledge





 Risk for Impaired Urinary Elimination



 Risk for Injury



 



Related Care Plans
Deficient fluid volume, p. 76

Disturbed body image, p. 29
Risk for impaired skin integrity, p. 178



Joint Arthroplasty/Replacement: Total
Hip, Knee, Shoulder
Total hip arthroplasty/replacement is a total joint replacement by surgical
removal of the diseased hip joint, including the femoral neck and head, as
well as the acetabulum. The femoral canal is reamed to accept a metal
component placed into the femoral shaft, which replaces the femoral head
and neck. A polyethylene cup replaces the reamed acetabulum. The
prosthesis is either cemented into place or a porous coated prosthesis is
used, which allows bio-ingrowth, resulting in retention and stability of the
joint. Some arthroplasty procedures are done using a minimally invasive
approach. These techniques use multiple small incisions compared to the
more traditional approach that uses a single, long incision. A less invasive
surgical technique for joint arthroplasty is associated with earlier
ambulation, decreased incidence of joint dislocation, and shorter length of
stay postoperatively.

Knee hemiarthroplasty is replacement of deteriorated femoral, tibial, and
patellar articular surfaces with prosthetic metal and plastic components. The
prosthetic devices are held in place through the use of cement or the device
is porous, allowing for bio-ingrowth, which eventually secures the
replacement. Total knee replacement is the preferred treatment for the older
patient with advanced osteoarthritis and for the young and elderly with
rheumatoid arthritis (RA). Although knee implants are thought to be
durable over time and result in a degree of predictable pain relief, which
makes them desirable for all patients, younger patients will almost certainly
require revision at some point after the device becomes worn. The
hospitalization for total knee replacement rarely exceeds 5 days, with
rehabilitation and recovery expected to take from 6 weeks to 3 months.
Elderly patients may require additional care in a rehabilitation setting.

Shoulder hemiarthroplasty is the surgical removal of the head of the
humerus with replacement by a prosthesis. Total shoulder arthroplasty is the
surgical removal of the head of the humerus and the glenoid cavity of the
scapula, with replacement by an articulating prosthesis. A metallic humerus
is inserted into the shaft, and a high-density polyethylene cup is cemented
into place. Patients most likely to undergo this procedure (many of whom
are older) have experienced joint damage and functional limitations



secondary to osteoarthritis or rheumatoid arthritis. Full recovery takes 3 to 6
months for optimal movement.

 Acute Pain



 Impaired Physical Mobility





 Risk for Ineffective Peripheral Tissue Perfusion







 Deficient Knowledge



 

Related Care Plans
Risk for falls, p. 64

Surgical experience: Preoperative and postoperative care,
p. 235



Osteoarthritis
Osteoarthritis (OA) is the most common kind of arthritis associated with
progressive degeneration of articular cartilage in synovial joints. Weight-
bearing joints and the spine are affected most often. This disorder was
formerly known as degenerative joint disease (DJD). Although the disease
occurs more often in older adults, OA is not part of the normal aging
process. Idiopathic (primary) OA is more likely to affect women older than
age 65. People with this type of OA usually have a family history of the
disorder but no direct history of joint disease or injury. Secondary OA
occurs more often in men. People with this type of OA are likely to have a
history of joint trauma or repetitive joint injury related to the person’s
occupation or sports activity. OA is characterized by a progressive
degeneration of the cartilage in a joint. The changes in articular cartilage
represent an imbalance between lysosomal enzyme destruction of and
chrondrocyte production of cartilage matrix. This imbalance leads to an
inability of the cartilage to withstand the normal weight-bearing stress in
the joint. Cartilage becomes thin, rough, and uneven, with areas that soften,
eventually allowing bone ends to come closer together. Microfragments of
the cartilage may float about freely within the joint space, initiating an
inflammatory process. True to the progressive nature of the disease, the
cartilage continues to degenerate, and bone spurs called osteophytes
develop at the joint margins and at the attachment sites of the tendons and
ligaments. Over time these changes have an effect on the mobility and size
of the joint. As joint cartilage becomes fissured, synovial fluid leaks out of
the subchondral bone and cysts develop on the bone. Treatment is aimed at
relieving pain, maintaining optimal joint function, and preventing
progressive disability. This care plan focuses on the outpatient nursing
management for this group of patients.

 Acute Pain/Chronic Pain





 Impaired Physical Mobility





 

Related Care Plans
Chronic pain, p. 148

Disturbed body image, p. 29
Self-care deficit, p. 163



Osteomyelitis
Bone Infection

Osteomyelitis is an infection of the bone that occurs as a result of direct
or indirect invasion of an infective agent. Direct entry of the infective agent
occurs after fracture or surgical intervention. Indirect entry (also called
hematogeneous infection) occurs as a result of a bloodborne infection with
seeding of the infective organism, usually in the metaphysis of the bone.
The most common site for the infection is in the long bones of the leg,
although any bone can be affected. Patients with a history of a debilitating
disease such as diabetes, sickle cell disease, peripheral vascular disease, or
trauma to the specific bone are at greatest risk for developing osteomyelitis
via the indirect route. Staphylococcus aureus accounts for more than 90%
of osteomyelitis infections; other organisms identified include group B
streptococci and gram-negative bacteria. Osteomyelitis may be acute (less
than 1 month duration) or chronic (greater than 1 month duration or
unresponsive to one course of adequate antibiotic treatment). Intravenous
(IV) antibiotics are the primary method of treatment for osteomyelitis.
Surgical debridement may be performed to infective areas on the bone.
Patients are often discharged with IV access devices that allow them to
continue aggressive antibiotic therapy at home, and home care nurses
monitor patient progress and coordinate the activities of other agencies,
including social services and physical therapy. Complications of this disease
include pathological fracture and the development of a systemic infection,
which can be fatal.

 Infection





 Acute Pain



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,



Interventions, and Outcomes, 8th
edition.)
Ineffective coping, p. 53

Self-care deficit, p. 163



Osteoporosis
Brittle Bone

Osteoporosis is a metabolic bone disease characterized by a decrease in
bone mass, resulting in porosity and brittleness. Bone resorption occurs at a
rate that is faster than the process of bone deposition. Primary causes are a
decrease in dietary intake of calcium or a decrease in calcium absorption
and estrogen deficiency. Secondary causes may include steroid use, tobacco
and alcohol use, and endocrine and liver diseases. Osteoporosis occurs most
commonly in women who are menopausal, although it may also be present
in women who exercise to such an extent that menstruation and resultant
estrogen production are suppressed. Estrogen has been demonstrated to
have a protective effect against the development and progression of bone
changes that result in osteoporosis. Men and African-American women
have denser bones than Caucasian women. Men develop osteoporosis much
later in life than women. These factors together with a decrease in physical
activity and weight-bearing activities result in bones that are brittle and
fragile. Even normal physical activity can result in fracture. Common
fractures include compression fractures of the vertebrae and fractures of the
femur, hip, and forearm. Vertebral compression fractures result in a
progressive decrease in height and development of kyphosis. Osteoporosis
combined with an increased incidence of falls in the elderly puts the older
adult at higher risk for fractures. Adequate calcium and vitamin D intake
are fundamental to all prevention and treatment programs for osteoporosis.
Bisphosphonates (Fosamax, Actonel), salmon calcitonin, and raloxifene are
medications used to prevent and treat osteoporosis. They act by reducing
bone resorption. A program of moderate exercise has been demonstrated to
arrest the progression of osteoporosis and reverse some of the effects of the
disease. This care plan focuses on early identification and prevention of the
disease.

 Deficient Knowledge







 Risk for Falls



 Disturbed Body Image





Traction
Skeletal Traction; Skin Traction

Traction is the application of a pulling force to an area of the body or to
an extremity. Skeletal traction is applied directly through the bone via pins
or wires. It is commonly used to reduce fractures of the cervical spine,
femur, tibia, and humerus. Skin traction may be intermittent or continuous
and is often used to relieve muscle spasms and pain. Buck’s traction is the
most common type of skin traction. It is used frequently to maintain
alignment and relieve muscle spasm pain in the patient with a hip fracture
before surgical reduction. The effectiveness of skin or skeletal traction is
influenced by body alignment, positioning, and application of a
countertraction force. Certain types of traction can be performed at home or
in a rehabilitation facility or physical therapy department; others require
inpatient hospitalization. This care plan addresses some of the general care
principles governing nursing management of patients in traction.

 Deficient Knowledge



 Acute Pain







 Impaired Physical Mobility



 Risk for Ineffective Peripheral Tissue Perfusion



 Risk for Infection: Pin Sites



 



Related Care Plans (Please refer
to Nursing Care Plans: Nursing
Diagnoses, Interventions, and
Outcomes, 8th edition.)
Constipation, p. 50

Ineffective breathing pattern, p. 34
Ineffective coping, p. 53
Risk for impaired skin integrity, p. 178
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Anemia
Iron Deficiency; Cobalamin (B12) Deficiency; Pernicious Anemia; Aplastic
Anemia

Anemia is a general diagnostic term referring to a decrease in number or
derangement in function of erythrocytes (red blood cells [RBCs]), and is the
most common hematological disorder. Classification of the type of anemia
begins with the complete blood count, with subsequent stepwise testing
providing the actual diagnosis that guides treatment and prognosis. Three
anemia classification strategies exist: cytometric, which measures the RBC
mass and hemoglobin concentration; erythrokinetic, which measures RBC
destruction and production; and biochemical, which looks at DNA.
Cytometric measurements are easily measured and begin with evaluation of
the mean corpuscular hemoglobin concentration (MCHC) and mean
corpuscular volume (MCV). MCHC may be normocytic or hypochromic.
MCV may be normocytic, macrocytic, or microcytic. The pattern of
combination of these indexes classifies the anemia, directing the next
sequence of blood work to assist in diagnosis and etiology of the anemia.

Iron deficiency anemia is a hypochromic, microcytic anemia usually
occurring over time, resulting from dietary deficiencies, poor absorption,
chronic blood loss as seen in younger women with heavy menses or older
persons with gastrointestinal (GI) loss from ulcer, use of nonsteroidal
medications, or GI malignancy. Cobalamin, or B12, deficiency and
pernicious anemia are both caused by deficiency of B12. Pernicious anemia
impedes B12 absorption by lack of intrinsic factor in the stomach. Poor diet
intake, certain medications, alcoholism, and some bowel disorders can
cause cobalamin deficiency, resulting in this macrocytic anemia.



Aplastic anemia is a disease of diverse causes characterized by a decrease
in precursor cells in the bone marrow and replacement of the marrow with
fat. Aplastic anemia is characterized by pancytopenia, depression of all
blood elements: white blood cells (leukopenia), RBCs (anemia), and
platelets (thrombocytopenia). The underlying cause of aplastic anemia
remains unknown. Possible pathophysiological mechanisms include certain
infections, toxic dosages of chemicals and drugs, radiation damage, and
impairment of cellular interactions necessary to sustain hematopoiesis.
Advances in bone marrow transplantation and immunosuppressive therapy
have significantly improved outcomes. This care plan focuses on ongoing
care in the ambulatory care setting.

 Deficient Knowledge





 Fatigue



 Risk for Bleeding



 Risk for Infection



 

Related Care Plan
Hematopoietic stem cell transplantation, p. 711



Cancer Chemotherapy
Cancer chemotherapy is the administration of cytotoxic drugs by various
routes for the purpose of destroying malignant cells. Chemotherapeutic
drugs are commonly classified according to their antineoplastic action:
alkylating agents, antitumor antibiotics, antimetabolites, vinca alkaloids,
and hormonal agents. Another way of classifying cancer chemotherapeutic
agents is based on where in the cancer cell’s life cycle the drug has its
effect. Cell cycle–specific drugs exert their cytotoxic effect at a specific
point in the cell cycle. Drugs that affect the cancer cell at any point in its
cycle are called cell cycle–nonspecific drugs. These drugs are dose
dependent in their therapeutic effect. Typically a combination of
chemotherapeutic agents is administered to destroy the greatest number of
tumor cells at different stages of cell replication. Cancer chemotherapy may
be administered in the hospital, ambulatory care, or even home setting. It is
recommended by the Oncology Nursing Society that chemotherapy,
biotherapy, and targeted therapies be administered by a qualified
chemotherapy-competent nurse. Depending on the specific cancer, cell type,
cellular mutations, and stage of disease, newer targeted therapies or
biotherapies may be administered along with chemotherapy. The goal of
systemic treatment is cure, control, or symptom relief. It is often used as an
adjunct to surgery and radiation. Because chemotherapy drugs are highly
toxic and are given systemically, they affect normal cells as well as cancer
cells. Most of the side effects of cancer chemotherapy are the result of the
drugs’ effects on rapidly dividing normal cells in the hair follicles, the
gastrointestinal tract, and the bone marrow. The Oncology Nursing Society
has developed evidence-based resources for patients experiencing
chemotherapy-related side effects.

 Deficient Knowledge





 Nausea



Ongoing Assessment





 Cancer-Related Fatigue



 Risk for Bleeding





 Risk for Injury





 Disturbed Body Image





 Risk for Injury



 

Related Care Plans
Anxiety, p. 16

Deficient fluid volume, p. 76
Diarrhea, p. 58
Fatigue, p. 70
Fear, p. 73
Hematopoietic stem cell collection, 
Imbalanced nutrition: Less than body requirements, p.

135
Neutropenia, p. 756
Risk for infection, p. 106



Cancer Radiation Therapy
External Beam; Brachytherapy; Teletherapy

Radiation therapy is the use of ionizing radiation delivered in prescribed
doses to a malignancy. Ionizing radiation interacts with the atoms and
molecules of malignant cells, interfering with mitotic activity, thereby
causing DNA damage. This damage interferes with the malignant cell’s
ability to reproduce. Adjacent healthy cells experience the same detrimental
effects, however, resulting in untoward side effects from radiation therapy.
Radiation therapy may be curative of some cancers, or it may be used as a
palliative treatment to reduce the pain and pressure from large tumors.
Radiation may be used alone or in combination with other treatment
modalities such as surgery, chemotherapy, and/or biotherapy.

Radiation therapy can be divided into two broad categories: external
radiation, also known as teletherapy, and internal radiation, commonly
known as brachytherapy. Teletherapy administers a prescribed dosage of
radiation at a distance from the patient using a machine, such as a linear
accelerator. Brachytherapy is the implantation of either sealed (solid) or
unsealed (fluid) radioactive sources. The sealed radioactive implant may be
contained within an applicator, needle, or seed, and is placed in or near the
malignancy. The unsealed radioactive isotope can be administered through
the intravenous or oral route or by instillation into a specific body cavity.

The radiation oncologist prescribes the treatment modality and amount of
treatment necessary. This treatment plan is based on the location, size, and
biological characteristics of the malignancy. The patient’s health history,
current health status, and previous cancer treatments are taken into
consideration in treatment planning. All health care providers need to
implement principles of radiation safety when caring for patients
undergoing radiation therapy.

 Deficient Knowledge





 Risk for Impaired Skin Integrity



 Risk for Injury (Radiation Exposure)





 

Related Care Plan
Fatigue, p. 70



Disseminated Intravascular
Coagulation
Coagulopathy; Defibrination Syndrome; DIC

Disseminated intravascular coagulation (DIC) is a coagulation disorder
that prompts overstimulation of the normal clotting cascade and results in
simultaneous thrombosis and hemorrhage. The formation of microclots
affects tissue perfusion in the major organs, causing hypoxia, ischemia, and
tissue damage. Coagulation occurs in two different pathways: intrinsic and
extrinsic. These pathways are responsible for formation of fibrin clots and
blood clotting, which maintains hemostasis. In the intrinsic pathway,
endothelial cell damage commonly occurs because of sepsis or infection.
The extrinsic pathway is initiated by tissue injury such as from malignancy,
trauma, or obstetrical complications. DIC may present as an acute or
chronic condition. The medical management of DIC is primarily aimed at:
(1) treating the underlying cause, (2) managing complications from both
primary and secondary causes, (3) supporting organ function, and (4)
stopping abnormal coagulation and controlling bleeding. Morbidity and
mortality depend on underlying cause and severity of the coagulopathy.

 Risk for Bleeding





 Impaired Gas Exchange





 Deficient Knowledge



 

Related Care Plans
Acute pain, p. 144

Anxiety, p. 16
Deficient fluid volume, p. 76
Mechanical ventilation, p. 461
Acute respiratory distress syndrome (ARDS), p. 408
Ineffective peripheral tissue perfusion, p. 197



Hematopoietic Stem Cell
Transplantation
Bone Marrow Transplant; Peripheral Blood Stem Cell Transplant

Bone marrow transplantation (BMT) and peripheral blood stem cell
transplantation (PBSCT) are terms that now more commonly fall under the
umbrella term of hematopoietic stem cell transplantation (HSCT). The
indications for HSCT are expanding; it is used as both a curative and
investigational treatment for both malignant and nonmalignant conditions.
HSCT should not be confused with the controversial field of embryonic
stem cells. Embryonic stem cells, derived from fertilized embryos, are
undifferentiated cells that have the ability to form any adult cell.
Hematopoietic stem cells are the “mother” cells that differentiate only into
the cells of the blood system (e.g., white blood cells [WBCs], red blood
cells [RBCs], platelets).

HSCT is used to replace diseased bone marrow, as a hematopoietic
rescue after high-dose therapy (radiation or chemotherapy), as a form of
immunotherapy, and as a vehicle for gene therapy.

There are three major types of transplants:
• Autologous: Self
• Syngeneic: Donor from an identical twin
• Allogeneic: Can be related (from a matched sibling) or unrelated (from a
volunteer in the Be The Match Registry). This is also referred to as a
matched unrelated donor (MUD) transplant.

There are three sources of hematopoietic stem cells:
• Peripheral blood: The stem cells that normally reside in the bone marrow
can be moved or mobilized into the bloodstream (peripheral circulation) and
collected in an outpatient procedure via a cell separator or apheresis
machine. This procedure does not require anesthesia. The majority of all
transplants performed today use peripheral blood stem cells rather than
bone marrow stem cells.
• Bone marrow: These cells are collected from the pelvic bones through a
series of aspirations. Bone marrow harvesting is a surgical procedure done
under general anesthesia.
• Umbilical cord, placental: This is a rich source of stem cells that are
collected at the time of delivery from tissue that is normally discarded.



There is one other classification of transplant based on the amount and
type of pretransplant therapy that is administered. Standard transplants use
strong treatment (chemotherapy and/or radiation therapy) administered
before transplantation to destroy the host’s diseased cells and suppress the
host’s immune system. This therapy is referred to as ablative therapy,
because it eliminates all host blood and immune cells. Reduced-intensity
transplants—also called nonmyeloablative transplants or minitransplants—
are transplants that use less intense treatment to prepare for transplantation
than a standard transplant does. Thus the doses of chemotherapy given
before transplantation are much lower and do not necessarily eliminate all
diseased cells. This type of transplant is only used in the allogeneic setting,
because this method relies on the donor’s immune cells to fight disease.
This care plan focuses on inpatient care. Emotional issues related to HSCT
are not addressed here.

 Deficient Knowledge





 Risk for Infection





 Ineffective Protection











 Diarrhea





 Risk for Imbalanced Nutrition: Less Than Body
Requirements





 

Related Care Plans
Central venous access devices, p. 256

Leukemia, p. 729
Neutropenia, p. 756



Human Immunodeficiency Virus
Acquired Immunodeficiency Syndrome (AIDS)

Human immunodeficiency virus (HIV) causes acquired
immunodeficiency syndrome (AIDS). Transmission of HIV occurs in
situations that allow contact with body fluids that are infected with the
virus. The primary body fluids associated with transmission are blood,
vaginal secretions, semen, and breast milk. Transmission of HIV can occur
during sexual intercourse with an infected partner. Transmission through
blood and blood product administration occurred early in the history of HIV
in the United States. With current methods for screening blood donors and
testing donated blood before transfusion, this is no longer considered a
route of infection transmission. However, contact with infected blood
through shared IV equipment and accidental needle sticks is still possible.
Perinatal transmission of the virus from mother to baby is thought to occur
during pregnancy, during delivery, or through breast-feeding. Most of the
early victims of the syndrome were homosexual men; however, in many
cities today, infected IV drug users, their sexual partners, and their children
outnumber infected homosexual men. Despite efforts to increase routine,
voluntary testing and counseling for HIV, many patients first learn that they
are infected after their disease is advanced.

The first signs of HIV infection occur when the body produces HIV
antibodies. Flulike signs and symptoms that may last 1 to 2 weeks
characterize this stage of the infection. After this stage, the patient may be
asymptomatic for acute infection, depending on his or her general state of
health. This asymptomatic stage can last 10 years or longer. When the
immune system begins to fail, the patient exhibits signs of immune system
incompetence. The patient begins to develop clinical conditions such as
cancers and opportunistic infections. When the patient’s CD4 lymphocyte
count falls below 200, AIDS is diagnosed. Patients present at various stages
of the disease. Treatment regimens are changing rapidly. Patients are treated
in hospital, ambulatory care, and home care settings. People may receive
prophylactic antiretroviral therapy following high-risk, unprotected sex or
injection drug exposures. The nursing diagnosis list of problems for various
stages of HIV infection and AIDS is extensive. Some are highlighted here.



 Deficient Knowledge: Disease and Transmission





 Infection





 Imbalanced Nutrition: Less Than Body Requirements





 

Related Care Plans
Diabetes mellitus, p. 912

Diarrhea, p. 58
Disturbed body image, p. 29
Fatigue, p. 70
Hepatitis, p. 620
Ineffective coping, p. 53
Ineffective therapeutic regimen management, p. 191
Pancreatitis, acute, 
Renal failure, chronic/end-stage renal disease, p. 817
Spiritual distress, p. 183



Leukemia
Acute Lymphocytic Leukemia; Acute Myelocytic Leukemia; Chronic
Lymphocytic Leukemia; Lymphocytic Leukemia; Chronic Myelocytic
Leukemia; Nonlymphocytic Leukemia; Myelogenous Leukemia;
Granulocytic Leukemia

Leukemia is a malignant disorder of the blood-forming system, including
the bone marrow and spleen. The proliferation of immature white blood
cells (WBCs) interferes with the production and function of the red blood
cells (RBCs) and platelets. Leukemia can be characterized by identification
of the type of leukocyte involved: myelogenous or lymphocytic. In acute
lymphocytic leukemia there is a proliferation of lymphoblasts (most
commonly seen in children); in acute myelocytic leukemia (most common
after 60 years of age), there is a proliferation of myeloblasts. In chronic
lymphocytic leukemia, there are increased lymphocytes (more common in
men, especially after 50 years of age); in chronic myelocytic leukemia,
granulocytes are increased (common in middle age).

Depending on the type of leukemia, therapeutic management may consist
of combined chemotherapeutic agents, radiation therapy, and/or stem cell
transplantation. Chemotherapeutic treatment consists of several stages:
induction therapy, intensification, consolidation therapy, and maintenance
therapy. The goals of nursing care are to prevent complications and provide
educational and emotional support. This care plan addresses ongoing care
of a patient in an ambulatory setting receiving maintenance therapy.

 Deficient Knowledge







 Risk for Ineffective Coping



 Risk for Infection





 Risk for Bleeding





 Cancer-Related Fatigue





 Nausea







 

Related Care Plans
Cancer chemotherapy, p. 691

Cancer radiation therapy, p. 702
Caregiver role strain, p. 40
Deficient fluid volume, p. 76
Disturbed body image, p. 29
Fear, p. 73
Hematopoietic stem cell transplantation, p. 711



Lymphoma: Hodgkin Lymphoma;
Non-Hodgkin Lymphoma
Lymphoma is a malignant disorder of the lymph nodes, spleen, and other
lymphoid tissue. Lymphomas include related diseases with a variety of
symptoms, treatment options, and outcomes depending on the lymphocyte
type and stage of disease. Lymphomas are classified as either Hodgkin
lymphoma or non-Hodgkin lymphoma. A specific cause has not been
identified, although associations with viral disease such as Epstein-Barr and
mononucleosis and environmental exposure to toxins have been noted. The
Centers for Disease Control and Prevention has included lymphoma in the
list of clinical conditions that are part of the case definition for AIDS.

Hodgkin lymphoma is a disorder of the lymph nodes, usually presenting
with node enlargement. It is seen more frequently in men than women, first
between the ages of 20 and 40, and then again after 55 years of age. Non-
Hodgkin lymphoma is a disorder of the lymphocytes that involves many
different histological variations. It is seen more frequently in middle-age
men.

Depending on the type of lymphoma, therapeutic management may
consist of combination chemotherapy, radiation therapy, and/or stem cell
transplantation. The prognosis is usually poorer for non-Hodgkin
lymphoma because of its later stage at diagnosis.

The goals of nursing care are to provide educational and emotional
support and to prevent complications. This care plan addresses ongoing care
of a patient in an ambulatory setting receiving maintenance therapy.

 Deficient Knowledge
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Related Care Plans
Cancer chemotherapy, p. 691

Cancer radiation therapy, p. 702
Caregiver role strain, p. 40
Deficient fluid volume, p. 76
Disturbed body image, p. 29
Fear, p. 73
Hematopoietic stem cell transplantation, p. 711



Multiple Myeloma
Myelomatosis; Plasma Cell Myeloma; Kahler Disease

Multiple myeloma is the second most common hematological
malignancy. It is a plasma B-cell malignancy that is characterized by the
overproduction of immunoglobulins. This pathophysiology results in
disruption of normal red blood cells, leukocytes, and platelets, resulting in
anemia, infection, and bleeding problems. The cause of multiple myeloma
is unknown, with no clear risk factors identified beyond age. There are no
specific symptoms with multiple myeloma. Clinically, it may present itself
as destruction of bone, infiltration of bone marrow, the presence of
immunoglobulins in the urine or serum, recurrent infections, pain, fatigue,
or symptoms of renal failure. This disease affects older adults, with a
median age at diagnosis of 62 years. It is more common in African
Americans than in Caucasian and in men than in women.

 Deficient Knowledge



 Acute Pain





 Impaired Physical Mobility



 Risk for Impaired Urinary Elimination



 Ineffective Protection





 

Related Care Plans
Grieving, p. 86

Cancer chemotherapy, p. 691
Ineffective coping, p. 53
Neutropenia, p. 756
Risk for falls, p. 64



Neutropenia
Granulocytopenia

Neutropenia is a deficiency in granulocytes, a type of white blood cell
(WBC). There are three types of granulocytes: basophils, eosinophils, and
neutrophils. Neutropenia and its complications center around the
neutrophilic granulocyte. Neutropenia is a below-normal number of
circulating neutrophils that may result in overwhelming, potentially life-
threatening infection. Neutrophils constitute 45% to 75% of all WBCs.
Their primary function is phagocytosis, the digestion and subsequent
destruction of microorganisms; as such, they are one of the body’s most
powerful first lines of defense against infection. The chance of developing a
serious infection is related not only to the absolute level of circulating
neutrophils but also to the length of time the patient is neutropenic.
Prolonged duration predisposes the patient to a higher risk for infection.
Neutropenia not only predisposes one to infection but also causes it to be
more severe when an infection occurs. Neutropenia is usually associated
with another medical condition being treated. It can be acute or chronic.
Primary diagnosis is by complete blood cell count and bone marrow
aspiration. Treatment depends on cause and severity. This care plan focuses
on outpatient management.

 Risk for Infection





 Deficient Knowledge





 

Related Care Plan
Impaired oral mucous membrane, p. 141



Organ Transplantation, Solid
Heart Transplantation; Lung Transplantation; Liver Transplantation; Kidney
Transplantation; Living Kidney Donors

Solid organ transplantation is a treatment option for patients with end
organ damage that has not responded to optimal medical therapy or
alternative surgical strategies. Because of a limited supply of suitable
organs for transplantation, candidates are carefully screened to ensure they
meet selection criteria established by each transplant program. Comorbid
conditions such as diabetes, vascular diseases, and malignancies are
carefully evaluated to determine the added risk potential to an individual.
Social support, psychosocial issues, and financial means are also carefully
evaluated to maximize outcomes for patients and families. This care plan
will present the nursing diagnoses, interventions, and outcomes across four
types of solid organ transplantation: heart, lung, liver, and kidney. The
organ-specific problems and interventions are presented first, followed at
the end by presentation of three problems that relate to all types of
transplantation.

Heart Transplantation
Candidate selection for heart transplantation is based on the consensus from
the International Society for Heart and Lung Transplantation (ISHLT). The
most common diagnoses of patients referred for heart transplantation
include ischemic cardiomyopathy and idiopathic dilated cardiomyopathy.
Patients with New York Heart Association class 3 or 4 heart failure are
often at risk for rhythm disturbances as well as for the development of
biventricular failure. Many may have pacemakers or automatic internal
cardiac defibrillators implanted to protect them from sudden death. Because
of the shortage of suitable donor hearts, patients must be carefully screened
to ensure that heart transplantation is the best and only option. Patients who
have failed optimal medical therapy to control their heart failure are often
candidates to be evaluated for transplantation. Mechanical circulatory assist
devices can be used as a bridge to transplantation or as destination therapy
in select cases.

In the United States there are approximately 2000 deceased donor heart
transplants performed each year. Nursing care of patients during the



immediate post-transplant period requires intravascular pressure
monitoring, excellent clinical assessment skills, and a plan of care that
addresses prevention of rejection, infection, and bleeding complications.
Patient and family education is important in preparing recipients for self-
care and for optimizing long-term outcomes.

 Decreased Cardiac Output



 Risk for Decreased Cardiac Output: Right Ventricular
Failure





 Risk for Bleeding/Hemorrhage



 Ineffective Protection (After Heart Transplantation)





Lung Transplantation
The first successful human single lung transplant was performed in 1983,
followed by a successful double lung transplant in 1986. Fewer than 1500
lung transplants are performed annually in the United States, with the
majority of lungs being procured from deceased donors. Living lung
transplants were performed for children with cystic fibrosis in the late
1990s and early 2000s. However, because of the risk to living donors, there
were only three living donor lung transplants performed in 2007 and none
in 2008. Lung transplantation is often complicated by infection.

The major diagnoses of patients requiring lung transplantation include
emphysema, alpha-1-antitrypsin deficiency, interstitial pulmonary fibrosis,
cystic fibrosis, and primary pulmonary hypertension. Because of the
shortage of potential lungs for transplantation, patients are selected
according to criteria described by the International Society of Heart and
Lung Transplantation. Testing to determine candidacy for lung
transplantation includes chest x-ray film, ventilation-perfusion ( ) scan,
6-minute walk, pulmonary function tests, arterial blood gases,
echocardiogram, and cardiac catheterization for patients over the age of 40.

Lung transplant recipients usually require intensive nursing care for the
first 4 to 7 days immediately postoperatively. In this period, complications
include reperfusion injury, hemothorax, pneumothorax, pleural effusion,
rejection, and infection.



 Ineffective Airway Clearance





 Ineffective Protection (After Lung Transplantation)



Liver Transplantation
Liver transplantation is a treatment option for persons with end-stage liver
disease for whom all possible modes of surgical and medical treatment have
been exhausted.

The indications for liver transplantation can be either acute (fulminant)
liver failure or chronic liver disease. The most common causes of chronic
liver disease and cirrhosis are hepatitis C, alcohol, nonalcoholic
steatohepatitis, primary biliary cirrhosis, and primary sclerosing cholangitis.
Less-common causes are hepatitis B and metabolic diseases such as
hemochromatosis and Wilson’s disease. Patients with hepatocellular
carcinoma must meet certain criteria, called the Milan criteria, to be
considered for liver transplant. Milan criteria state that there must be one
single tumor less than 5 cm or no greater than three tumors each measuring
less than 3 cm.

The absolute contraindications for liver transplant are active alcohol or
substance abuse, severe cardiopulmonary or other comorbid conditions that
would preclude meaningful recovery after transplant, active extrahepatic
malignancy, hepatic malignancy with macrovascular or diffuse tumor
invasion, active and uncontrolled infection, technical or anatomical barriers,
psychological factors that would likely preclude recovery after liver
transplantation, and brain death. Relative contraindications for liver
transplant include advanced age, cholangiocarcinoma (can be considered
under strict protocols), chronic or refractory infections, HIV, previous



malignancy within 5 years, portal vein thrombosis, active psychiatric
illness, and poor social support.

A liver transplant evaluation is performed by a comprehensive team that
reviews each individual’s need and examines data from several imaging
studies and a battery of laboratory tests. Patients are listed on the waiting
list according to their blood type and Model of End-Stage Liver Disease
(MELD) score, which is calculated by using the patient’s international
normalized ratio, creatinine, and total bilirubin. This score ranges from as
low as 6 to as high as 40. The surgical procedure entails the excision of both
donor and recipient livers and transplantation of the donor liver into the
recipient (orthotopically transplanted). Live donor liver transplantation
involves removing a portion of the liver from a healthy donor who
underwent extensive workup for suitability before the surgery.

Because of the chronic systemic problems resulting from end-stage liver
disease and the technical complexity of the transplant procedure,
postoperative recovery can be complicated. However, with ongoing
compliance with medical therapy and adherence to lifestyle changes, the
transplant patient can live an active and productive life.

 Risk for Bleeding/Hemorrhage



 Ineffective Protection (After Liver Transplantation)



Kidney Transplantation
Kidney Transplant Recipient
Kidney transplant is viewed as the superior treatment for end-stage renal
disease (ESRD). Receiving a kidney transplant entails an anterior surgical



incision that may or may not remove the patient’s own kidney, depending
on the disease process that contributed to the development of ESRD. Most
individuals will keep their native organ, and the new kidney will be placed
in the abdomen with the donor ureter connected to the recipient’s bladder.
In the case of abscessed polycystic kidney disease, the affected native
kidney will be removed to minimize the risk for abscess and infection
development in the recipient.

 Risk for Ineffective Renal Perfusion



 Ineffective Protection (Transplanted Kidney)





Living Kidney Donors
The most frequently performed transplant procedure, kidney
transplantation, also accounts for the largest majority of living donors and is
associated with the highest patient and graft survival rates. Education and
information are key to maximizing outcomes, and they minimize stress for
living kidney donors. Living kidney donors experience a thorough
evaluation by a special living-donor advocacy team, including: assessment
of physical well-being; review of family history; review of past medical
history of diabetes, hypertension, heart disease, and weight control; and a
psychiatric evaluation by a designated psychiatrist who has a specialty in
living organ donation. The living-donor team is composed of a separate
group of health care professionals from the recipient transplant team and
includes a social worker, living donor transplant coordinator, living donor
advocate, psychiatrist, nephrologist, and surgeon.

Living kidney donors are healthy patients who experience a major
abdominal surgery that will be painful, with a recovery expected to last 6 to
8 weeks. Care providers must be ready to manage the juxtaposition of this
situation. Most hospitalized patients undergoing major surgery are very
uncomfortable before a procedure with hope of improving their condition;
in contrast, living organ donors are healthy people who will potentially feel
much worse after their health care experience. This can be difficult to cope
with for family and donors alike.



 Deficient Knowledge



Problems Common To Solid Organ
Transplant Recipients: Risk For Infection,
Ineffective Coping, And Knowledge Deficit

 Risk for Infection



 Risk for Ineffective Coping





 Deficient Knowledge



 

Related Care Plans
Activity intolerance, p. 8

Acute pain, p. 144
Anxiety, p. 16
Deficient fluid volume, p. 76
Disturbed body image, p. 29



Impaired physical mobility, p. 126
Powerlessness, p. 155



Sickle Cell Disease
Vasoocclusive Crisis; Sickle Cell Pain Crisis

Sickle cell disease is a severe genetic hemolytic anemia caused by
mutations in the HBB gene resulting in a defective hemoglobin molecule
(HbS). This disease is found in Africans, African Americans, and people
from Mediterranean countries. The formation of sickle cells is increased by
low oxygen partial pressure. Factors associated with sickling include
hypoxia, dehydration, infection, acidosis, cold exposure, and exertion. This
chronic disease can cause impaired renal, pulmonary, nervous system, and
spleen function; increased susceptibility to infection; and ultimately
decreased life span. Sickle cell pain crisis is defined as pain of sufficient
severity to require medical attention and hospitalization. The severe pain,
usually in the extremities, is caused by the occlusion of small blood vessels
by sickle-shaped red blood cells. Research continues in identifying effective
antisickling agents and possible gene therapy to correct this defect.
Hematopoetic stem cell transplantation can cure sickle cell disease. These
are difficult procedures currently reserved for children with minimal organ
damage from the disease. This care plan focuses on the physical and
emotional aspects of sickle cell disease.

 Risk for Ineffective Therapeutic Regimen
Management



 Acute Pain





 Risk for Ineffective Coping





 

Related Care Plans
Activity intolerance, p. 8

Risk for impaired skin integrity, p. 178
Risk for infection, p. 106



Systemic Lupus Erythematosus
SLE; Lupus

Systemic lupus erythematosus (SLE) is a chronic, autoimmune disease
that causes a systemic inflammatory response in various parts of the body.
The cause of SLE is unknown, but genetics and hormonal and
environmental factors are involved. Under normal circumstances the body’s
immune system produces antibodies against invading disease antigens to
protect itself. In individuals with SLE the body loses its ability to
discriminate between antigens and its own cells and tissues. It produces
antibodies against itself, called autoantibodies, and these antibodies react
with the antigens and result in the development of immune complexes.
Immune complexes proliferate in the tissues of the patient with SLE and
result in inflammation, tissue damage, and pain. Mild disease can affect
joints and skin. More severe disease can affect kidneys, heart, lung, blood
vessels, central nervous system, joints, and skin.

There are three type of lupus. The discoid type is limited to the skin and
only rarely involves other organs. Systemic lupus is more common and
usually more severe than discoid; it can affect any organ system in the body.
With systemic lupus there may be periods of remission and flares. The third
type of lupus is drug induced. The drugs most commonly implicated in
precipitating this condition are hydralazine, procainamide, isoniazid, d-
penicillamine, and some antiseizure drugs. Symptoms usually do not
present until after months or years of continued administration. The
symptoms are usually abolished when the drugs are discontinued.

Women are affected by SLE nine times more often than men, most
commonly between 10 and 50 years of age. It is also more common among
African Americans and in Asians. That the symptoms occur more
frequently in women, especially before menstrual periods and during
pregnancy, may indicate that hormonal factors influence development and
progression of the disease. For some individuals, the disease remains mild
and affects only a few organ systems; for others, the disease can cause life-
threatening complications that can result in death. This care plan addresses
the nursing management of patients with systemic lupus in an ambulatory
setting.



 Deficient Knowledge





 Impaired Skin Integrity





 Joint Pain/Stiffness





 Fatigue



 

Related Care Plans
Acute pain, p. 144

Chronic pain, p. 148
Disturbed body image, p. 29
Grieving, p. 86



Insomnia, p. 109
Ineffective coping, p. 53
Self-care deficit, p. 163



Hematopoietic Stem Cell Collection
Bone Marrow Transplantation; Bone Marrow Donor; Apheresis; Peripheral
Blood Stem Cell Donor; Autologous; Allogenic; Syngeneic

Hematopoietic stem cells (HSCs) normally reside in the bone marrow
and can be collected from this compartment via multiple needle aspirations
from the posterior iliac crest. When collected from the bone marrow, all
blood components are collected (e.g., red blood cells [RBCs], platelets,
plasma), not just the stem cell component. HSCs can be moved or
mobilized out of the bone marrow into the bloodstream or peripheral
circulation. The mobilization of HSCs into the bloodstream occurs after the
administration of certain types of chemotherapy and/or colony-stimulating
factors (CSFs) such as granulocyte colony-stimulating factor (G-CSF)
(Neupogen) or granulocyte-macrophage colony-stimulating factor (GM-
CSF) (Leukine). Mozobil is a new CXCR4 chemokine receptor antagonist
that is available to use in combination with G-CSF in patients identified as
poor mobilizers. HSCs can then be collected via a procedure known as
apheresis. During apheresis, needles are inserted into the arm veins (or a
central venous catheter), and blood is passed through an apheresis machine,
which separates the blood components. Only the HSCs are removed and the
rest of the blood components and volume are returned to the patient. This
procedure occurs in the outpatient setting (usually in a blood bank or
apheresis center), takes from 2 to 4 hours, and may be repeated for several
days until the desired number of HSCs is collected. Most transplants
performed today rely almost exclusively on peripheral blood stem cells
(PBSCs) rather than bone marrow because PBSCs are easier to collect and
are associated with more rapid hematopoietic recovery, which results in
shortened hospitalizations and decreased costs.

 Deficient Knowledge







 Fear



 Risk for Infection



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute pain, p. 144

Deficient fluid volume, p. 76
Impaired physical mobility, p. 126



Hemophilia
Clotting Abnormality; Factor VIII Deficiency; Factor IX Deficiency;
Hemophilia A; Hemophilia B

Hemophilia is an inherited disorder of the clotting mechanism caused by
diminished or absent factors necessary to the formation of prothrombin
activator (the catalyst to clot formation). Hemophilia is a sex-linked
recessive disorder transmitted by females and occurring almost exclusively
in males. Classic hemophilia (type A) is caused by the lack of factor VIII; it
is the most common and usually most severe type of hemophilia. Type B
(Christmas disease) is caused by the lack of factor IX. Symptom severity is
directly proportional to the plasma levels of available clotting factors;
depending on these levels, the disease is classified as mild (5% to 30% of
normal clotting factor), moderate (1% to 5% of normal clotting factor), or
severe (<1% of normal clotting factor). Patients with close to normal factor
levels may experience only frequent bruising and slightly prolonged
bleeding times. Bleeding can be acute, delayed, or prolonged oozing over
time. Common sites of bleeding include the head, which can be life
threatening; joints, resulting in hemarthroses, arthroses, and destruction; or
muscle tissue, causing ecchymosis, hematoma, or compartment syndrome.
Bleeding in the abdomen can present with blood in the stool, or the patient
may have excruciating pain from hematomas in the abdominal or bowel
wall. This care plan addresses the more moderate symptoms of hemophilia.
Most patients can lead normal lives if they manage their disorder
appropriately. Comprehensive care is best provided through designated
treatment centers.

 Risk for Bleeding





 Acute Pain



 Risk for Impaired Physical Mobility



 Deficient Knowledge



 



Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Blood component therapy, p. 251
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Renal and Urinary Tract Care Plans



Acute Renal Failure
 = Independent  = Collaborative

 For additional care plans, go to
http://evolve.elsevier.com/Gulanick/.

Acute Tubular Necrosis (ATN); Renal Insufficiency; Acute Kidney Injury
In acute renal failure (ARF), the kidneys are incapable of clearing the

blood of the waste products of metabolism. ARF may occur as a single
event, with return of normal renal function, or may progress to chronic
kidney disease or kidney failure. The causes of acute renal failure can be
divided into three major types: prerenal, resulting from a decrease in renal
perfusion; intrarenal, caused by a direct injury to the nephrons from
ischemia or renal toxins; and postrenal, as a result of urinary tract
obstruction that leads to the backflow of urine into the kidney. Hospital-
acquired renal failure is most likely a result of acute tubular necrosis (ATN),
which results from the administration of nephrotoxins or an acute ischemic
episode. Because of declines in renal function as part of the normal aging
process, older patients are more at risk when receiving nephrotoxic agents
such as IV contrast media or certain medications. During the period of loss
of renal function, hemodialysis, peritoneal dialysis, or continuous renal
replacement therapy may be required to clear the accumulated toxins from
the blood. This care plan focuses on the patient with ARF during
hospitalization.

 Impaired Renal Function

http://evolve.elsevier.com/Gulanick/






 Excess Fluid Volume





 Risk for Decreased Cardiac Output





 Imbalanced Nutrition: Less Than Body Requirements





 Risk for Infection



 Deficient Knowledge



 

Related Care Plans
Anxiety, p. 16

Hemodialysis, p. 800
Ineffective coping, p. 53
Renal failure, chronic/end-stage renal disease, p. 817



Hemodialysis
Internal Arteriovenous Fistula; Graft; Central Venous Catheter; Renal
Replacement Therapy

Hemodialysis is one of the renal replacement therapies that is necessary
to sustain life in people with no or very little kidney function. In general,
dialysis is the diffusion of solute molecules and fluids across a
semipermeable membrane. Dialysis may be a short-term therapy in
situations such as acute renal failure (ARF) or long-term therapy for the
patient with chronic renal failure. Hemodialysis may be used to remove
drugs from the circulatory system as part of the treatment for drug
overdoses. The purpose of dialysis is to remove excess fluids, toxins, and
metabolic wastes from the blood. The primary mechanisms of dialysis are
diffusion, osmosis, and ultrafiltration. The composition of the dialysis
solution establishes a concentration and/or osmotic gradient to promote
diffusion and osmosis of urea, creatinine, and electrolytes from the blood to
the dialysate. Ultrafiltration is used to remove excess fluid by adjusting
pressures in the blood compartment and the dialysate compartment. Rapid
changes in vascular volume and electrolyte concentrations during
hemodialysis can result in complications such as hypotension, muscle
cramping, and cerebral edema. Hemodialysis increases the patient’s risk for
infection. The most common source for infection is through vascular access
sites. The incidence of blood borne infections such as human
immunodeficiency virus (HIV) infection and hepatitis B and C has
decreased with improved screening of patients and use of dedicated
equipment for patients with these infections.

Hemodialysis requires a vascular access. This can be accomplished by
surgically creating an arteriovenous (AV) fistula or graft (synthetic material
used to connect an artery and a vein); or by insertion of an external catheter
into a large central vein. The internal AV fistula is made by surgically
creating an anastomosis between an artery and a vein, thus allowing arterial
blood to flow through the vein, causing engorgement and enlargement.
Placement may be in either forearm, using the radial artery and cephalic
vein or brachial artery and cephalic vein. The internal AV fistula is the
preferred access for long-term hemodialysis and must heal and mature
before it may be used for access in hemodialysis. The central venous
catheter may be either single or double lumen. A single-lumen catheter



serves as the arterial source, and the venous return is made through a
peripheral vein or by the use of an alternating flow device. A double-lumen
catheter is used for both the arterial source and the venous return. Because
of their location and low durability, femoral catheters are usually used only
with inpatients on a short-term basis. Central venous catheters are
considered a temporary access device but may be used for weeks or even
months on an outpatient basis. The settings for hemodialysis include
inpatient dialysis units in hospitals, outpatient dialysis centers, and the
patient’s home.

 Risk for Decreased Cardiac Output



 Risk for Infection





 Risk for Ineffective Peripheral Tissue Perfusion





 Deficient Knowledge



 

Related Care Plans
Anxiety, p. 16



Risk for bleeding, p. 23
Disturbed body image, p. 29
Central venous access devices, p. 256
Ineffective coping, p. 53



Peritoneal Dialysis
Intermittent Peritoneal Dialysis; Continuous Ambulatory Peritoneal
Dialysis; Continuous Cyclic Peritoneal Dialysis; Renal Replacement
Therapy

Peritoneal dialysis is indicated for patients with kidney failure who have
vascular access problems, who cannot tolerate the hemodynamic alterations
of hemodialysis, or who prefer the independence of managing their own
therapy in their home environment. A peritoneal catheter is placed through
the anterior abdominal wall to achieve access into the peritoneum. During
peritoneal dialysis, the peritoneum functions as the semi-permeable
membrane by which molecules flow from the side of higher concentration
to the side of lower concentration. This procedure removes excess fluid and
waste products from the body. Peritoneal dialysis may be performed as
intermittent peritoneal dialysis, continuous ambulatory peritoneal dialysis,
or continuous cyclic peritoneal dialysis. Peritoneal dialysis provides more
gradual physiological changes than hemodialysis and is appropriate for the
older adult patient with diabetes and cardiovascular disease. It is
contraindicated in patients with peritonitis, recent abdominal surgery, or
respiratory insufficiency because the fluid in the peritoneum decreases lung
volume. This care plan focuses on peritoneal dialysis in the acute care
setting with teaching for the ambulatory and home care setting.

 Excess Fluid Volume





 Risk for Infection





 Acute Pain



 Deficient Knowledge



 

Related Care Plans
Disturbed body image, p. 29



Ineffective therapeutic regimen management, p. 191



Renal Calculi
Kidney Stones; Urolithiasis; Nephrolithiasis; Staghorn Calculi

Renal stones are a common problem, affecting men more frequently than
women, and Caucasians more commonly than African Americans. People
in warmer climates are more commonly affected, probably indicating that
dehydration is a factor. Stones may form anywhere in the urinary tract but
most often form in the kidney; they commonly move to other parts of the
urinary tract, causing pain, infection, and obstruction. Approximately 90%
of stones pass spontaneously. Stones may be treated medically,
mechanically (by nephroscopic technique or by lithotripsy [use of shock
waves to crush the stones]), or surgically (by pyelolithotomy or
nephrolithotomy). Renal stones may be made up of calcium phosphate,
calcium oxalate, uric acid, cystine, magnesium ammonium phosphate (so-
called struvite stones), or combinations of these substances. Calculi develop
in situations associated with decreased urine flow, urinary tract injury, and
metabolic disorders that alter calcium balance. Changes in urine pH and
side effects of some drugs also may contribute to stone formation. Staghorn
calculi are large stones that fill and obstruct the renal pelvis. The process of
stone formation begins with supersaturation of the urine by one or more
salts. As the concentration of salts in the urine increases, the salts
precipitate into a solid state. These solid-state salts form crystals that grow
into a stone. This growth process is influenced by the pH of the urine, the
patient’s hydration status, the presence of other crystals and biological
material in the kidney, structural changes in the urinary tract, and crystal
growth–inhibiting substances. This care plan addresses management of the
patient hospitalized with kidney stones; it also addresses postoperative and
postlithotripsy care.

 Deficient Knowledge







 Acute Pain



 Risk for Infection





Renal Failure, Chronic/End-Stage
Renal Disease
Uremia, Chronic Kidney Disease (CKD)

End-stage renal disease (ESRD) is defined as irreversible kidney disease,
causing chronic abnormalities in the body’s homeostasis and necessitating
treatment with dialysis or renal transplantation for survival. The patient
with chronic renal failure may lose up to 80% of nephron function and
exhibit few signs of renal failure other than increasing blood urea nitrogen
and serum creatinine levels. In ESRD, also called stage 5 chronic kidney
disease, the glomerular filtration rate (GFR) has decreased to less than
15 mL/min/1.73 m2. African Americans have a higher incidence of ESRD
than Caucasian. Diabetes and hypertension are the most common causes.
Uremia, or uremic syndrome, consists of the signs, symptoms, and
physiological changes that occur in renal failure. These changes involve all
body systems and are related to fluid and electrolyte abnormalities,
accumulation of uremic toxins that cause physiological changes and altered
function of various organs, and regulatory function disorders (e.g.,
hypertension, renal osteodystrophy, anemia, and metastatic calcifications).
Patients with ESRD may be limited in their ability to carry out normal
activities. This care plan may be used for the patient with ESRD in
inpatient, outpatient, or at-home settings.

 Excess Fluid Volume





 Risk for Decreased Cardiac Output





 Risk for Injury: Hypocalcemia



 Ineffective Protection: Anemia/Thrombocytopenia





 Risk for Situational Low Self-Esteem





 Risk for Impaired Skin Integrity



 Risk for Ineffective Therapeutic Regimen
Management





 Ineffective Sexuality Pattern



 Deficient Knowledge



 

Related Care Plans
Activity intolerance, p. 8

Disturbed body image, p. 29
Powerlessness, p. 155
Risk for infection, p. 106



Urinary Diversion
Bladder Cancer; Ileal Conduit; Koch Pouch; Nephrostomy;
Sigmoidostomy; Ureterostomy; Vesicostomy

Urinary diversion is the surgical diversion of urinary flow from its usual
path through the urinary tract. Urinary diversion procedures may be
performed as a result of obstruction of the urinary tract; destruction of
normal urinary structures by trauma; neurogenic bladder caused by disease
or injury; and cancer, usually of the bladder. Urinary diversion may be
temporary or permanent depending on the underlying problem. Bladder
cancer occurs more often in older men than in women. When the tumors are
superficial in the bladder wall, a variety of surgical procedures can be
performed to remove the tumor and maintain normal urinary tract function.
These procedures include transurethral resection, laser photocoagulation,
and segmental cystectomy. If the bladder tumor is invasive and involves the
trigone area, the preferred treatment is total cystectomy with a urinary
diversion to maintain outflow of urine. Some procedures result in
incontinence and necessitate the wearing of a collection system or pouch.
Other procedures reroute the urinary flow to another structure (e.g., a
surgically created internal reservoir, colon) from which the urine is
eventually excreted (often called continent procedures). Nephrostomy may
be performed under fluoroscopic control as an outpatient procedure. Other
diversions require open abdominal surgery, and the patient is typically
hospitalized for 4 to 7 days. This care plan addresses nursing care for new
postoperative patients, as well as for individuals who have undergone
urinary diversion at some point in the past.

 Deficient Knowledge: Preoperative







 Risk for Toileting Self-Care Deficit



 Risk for Disturbed Body Image



 Risk for Ineffective Tissue Perfusion: Stoma



 Risk for Infection





 Deficient Knowledge: Stoma Care





 

Related Care Plans
Ineffective coping, p. 53

Self-care deficit, p. 163
Surgical experience: Preoperative and postoperative care,

p. 235



Urinary Tract Infection
UTI; Pyelonephritis; Cystitis; Urethritis; Nephritis

Urinary tract infection (UTI) is an invasion of all or part of the urinary
tract (kidneys, bladder, urethra) by pathogens. UTIs are usually caused by
bacteria, most typically Escherichia coli, although viral and fungal
organisms also may cause UTI. UTIs may begin as pathogens from the
perineum and ascend through the urethra to the urinary bladder. UTIs are
common nosocomial infections and often result following instrumentation
(e.g., catheterization or diagnostic procedures of the genitourinary tract).
The Centers for Disease Control and Prevention (CDC) has prepared
guidelines for prevention of catheter-associated urinary tract infection
(CAUTI). These guidelines include recommendations for appropriate use of
urinary catheters in hospital and long-term care settings, and alternatives to
indwelling urinary catheters for management of patient problems with
urination. UTIs are more common in women than men, particularly in
sexually active, younger women. UTIs, which can be chronic and recurring,
can lead to systemic infection such as urosepsis, which can be life-
threatening. In older patients, diagnosis and treatment of UTIs may be
delayed because patients are often asymptomatic or demonstrate only subtle
cognitive changes and urinary incontinence rather than the typical
complaints of urgency, frequency, burning, and pain on urination. If
infections of the urinary tract are not treated effectively, renal damage and
loss of renal function can occur. The focus of this care plan is care of any
individual with a UTI in any setting.

 Infection





 Acute Pain



 Deficient Knowledge



 

Related Care Plans
Acute pain, p. 144

Risk for infection, p. 106



Glomerulonephritis
Acute Poststreptococcal Glomerulonephritis; Acute Glomerulonephritis;
Rapidly Progressive Glomerulonephritis; Chronic Glomerulonephritis

Glomerulonephritis is caused by an immune response that produces
inflammation in the glomerulus and related renal tissues. The stimulus for
this immune response may include bacterial or viral infection, drugs or
other nephrotoxic chemicals, and diseases such as systemic lupus
erythematosus and scleroderma. Antigen–antibody complexes accumulate
in the glomerulus. An inflammatory response occurs, resulting in decreased
glomerular filtration and increased membrane permeability to red blood
cells and large protein molecules. The inflammatory process may include
tubular, interstitial, and vascular tissues. An acute form of
glomerulonephrites occurs in the patient after recovery from a streptococcal
infection. This form of the disease is more common in children and young
adults. Rapidly progressive glomerulonephritis (RPGN) is another form of
the disease precipitated by a variety of causes such as infection and
nephrotoxic drugs. Acute glomerulonephritis and RPGN may progress to
chronic glomerulonephritis. The patient with chronic glomerulonephritis is
often asymptomatic, and the disease goes undetected. All forms of
glomerulonephritis may cause acute or chronic renal failure. The treatment
of glomerulonephritis depends on the underlying cause and the extent of
impaired glomerular filtration. Symptom management is the primary focus
of care. In severe forms of the disease, the patient may require renal
replacement therapy such as dialysis or kidney transplantation.

 Excess Fluid Volume





 Deficient Knowledge



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute renal failure, p. 792

Fatigue, p. 70
Imbalanced nutrition: Less than body requirements, p.

135
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Men’s Health Care Plans



Benign Prostatic Hyperplasia
Benign prostatic hyperplasia (BPH) is a common urological disorder in
men, and its incidence is age related. The prevalence rises from
approximately 20% in men 41 to 50 years of age to 50% in men 51 to 60
years of age, then to more than 90% in men 80 years of age and older. BPH
is an overgrowth of muscle and connective tissue (hyperplasia) of the
prostate gland. As the glandular tissue enlarges, it causes obstruction of the
urethra. Severity of symptoms may be ranked according to the American
Urological Symptom Index. Early diagnosis and staging have improved
with the availability of prostate ultrasound technology. Treatment options
include medications that cause either regression of overgrown tissue or
relaxation of the urethral muscle tissue; nonsurgical treatment, including
direct heat application, dilation, laser, and placement of stents to allow
drainage; and surgical treatment to remove prostate tissue. The focus of this
care plan is the patient with newly diagnosed BPH.

 Urinary Retention





TABLE 12-1
The American Urological Association’s Symptom Score for
Benign Prostatic Hyperplasia

Score key:
Mild = 0 to 7 points; moderate = 8 to 19 points; severe = 20 to 35 points.
From American Urological Association. (2010). American Urological Association guideline:
Management of benign prostatic hyperplasia (BPH). Revised, 2010. American Urological
Association Education and Research, Inc. Available http://www.auanet.org/content/clinical-
practice-guidelines/clinical-guidelines.cfm?sub=bph. Accessed on October 2012.

http://www.auanet.org/content/clinical-practice-guidelines/clinical-guidelines.cfm?sub=bph


 Deficient Knowledge







 Risk for Deficient Fluid Volume



 

Related Care Plans
Ineffective sexuality pattern, p. 176

Insomnia, p. 109
Urinary retention, p. 199
Risk for infection, p. 106



Prostate Cancer
Radical Prostatectomy; Localized Prostate Cancer

Prostate cancer is the most common nonskin cancer among males in the
United States. There has been a significant increase in prostate cancer
findings since the introduction of the recommended blood screening of
prostate-specific antigen (PSA). Annual health screenings including digital
rectal examination (DRE) and PSA test are recommended for all men older
than 50 years and younger high-risk men. More than 70% of prostate
cancers are diagnosed in men older than 65 years of age. African Americans
have a higher risk for this cancer. With prostate cancer, the patient is
generally asymptomatic until obstructive symptoms of the urinary tract
appear. Transrectal ultrasound is used to detect nonpalpable tumors and
stage localized cancers. Biopsy is needed to confirm diagnosis. Medical and
surgical options depend on the stage of the cancer, symptoms, and response
to other therapies. Treatment may include the traditional radical
prostatectomy, newer laparoscopic nerve-sparing procedures for more
localized cancers, radiation (external beam or seed implant), hormonal
therapy, and chemotherapy. There are two approaches for a radical
prostatectomy for cancer: retropubic and perineal. The approach depends on
several factors, such as coexisting bladder abnormalities, size of the
prostate, and the degree of risk of the surgical candidate. Each procedure
has its advantages and disadvantages. Patients presenting with early-stage
cancer in which only a small amount of cancer is noted on biopsy may be
considered for active surveillance (watchful waiting) as an alternative to
more aggressive therapies. In addition, many clinical trials are available for
patients needing additional treatments. The focus of this care plan is on the
patient undergoing a radical prostatectomy.

 Fear





 Risk for Sexual Dysfunction



 Deficient Knowledge: Postoperative





 

Related Care Plans
Erectile dysfunction, 

Ineffective coping, p. 53
Acute pain, p. 144
Risk for infection, p. 106
Stress urinary incontinence, p. 103



Sexually Transmitted Infections
Sexually transmitted infections (STIs) occur as a result of sexual contact
with an infected person. Although most cases of STI are associated with
oral or genital sexual activity, some can be transmitted through contact with
infected blood, such as hepatitis B. The incidence of specific STIs has
changed over time. Some infections have reached epidemic proportions
among specific cohorts of populations, and variance occurs among regions
and countries. This content will address the United States. Many factors
have contributed to the rise in types of STIs and number of people infected
in the United States. These include ease of travel; increased population
mobility; changes in cultural and social norms regarding sexual activity,
marriage, and women’s roles; more explicit sexual content in popular
media; and decreased use of barrier methods of contraception, such as
condoms. Research indicates a strong correlation between the incidence of
STI and drug abuse. Many drug abusers, especially women, trade sex for
drugs. Many times, STIs coexist with other STIs. That is, when a patient is
diagnosed with one STI, there is a higher risk that he or she will have others
and should be screened for them. This care plan describes the most common
STIs: chlamydia, gonorrhea, syphilis, genital herpes, genital warts,
trichomoniasis, and chancroid.

See also Human Immunodeficiency Virus (HIV), p. 723.

 Deficient Knowledge





 Infection







 Disturbed Body Image



 

Related Care Plans
Anxiety, p. 16

Ineffective therapeutic regimen management, p. 191



Testicular Cancer
Malignant tumors of the testes are rare, accounting for only 1% of all the
cancers in men reported in the United States each year. It is one of the most
curable solid tumor cancers. Although the cause of testicular cancer is
unknown, both congenital and acquired factors are associated with tumor
development. The most common risk factors for testicular cancer are
undescended testicles, family history of this cancer, and previous cancer of
one testicle.

Classification by histological types of tumors as well as clinical staging
determines the treatment. Classification by histology is divided into two
major divisions: (1) seminoma and (2) nonseminomatous germ tumors,
which include embryonal, teratoma, choriocarcinoma, and mixed tumors.

The most common clinical staging system categorizes testicular cancer as
stage I, a lesion confined to the testes; stage II, involving regional lymph
node spread in the abdomen; and stage III, spread beyond the
retroperitoneal lymph nodes. Reflecting the improvement and refinement of
combination chemotherapy, survival in testicular cancer has dramatically
improved, with a cure rate of more than 95% according to the American
Cancer Society.

 Health-Seeking Behaviors: Technique for Monthly
Testicular Self-Examination



 Deficient Knowledge





 Ineffective Sexuality Pattern





 Disturbed Body Image



 

Related Care Plans
Cancer chemotherapy, p. 691

Cancer radiation therapy, p. 702

 = Independent  = Collaborative
 For additional care plans, go to

http://evolve.elsevier.com/Gulanick/.

http://evolve.elsevier.com/Gulanick/


Erectile Dysfunction
Impotence

Male erectile dysfunction (ED) replaces the term impotence. The problem
involves the inability to achieve or maintain an erection suitable to
complete sexual intercourse. As a result of innovative laboratory testing and
research in the hemodynamics, neurophysiology, and pharmacology of
penile erection, there is a better understanding of ED. Erection involves
neurological, hormonal, arterial, cavernosal, and psychological factors. A
disruption in any one of these factors can cause the dysfunction.

In the past, the cause of ED has primarily been viewed as psychological
in its origin. Now, science has recognized the organic cause of ED as
prolonged vascular insult from hypercholesterolemia, hypertension,
diabetes, smoking, and other factors routinely affecting the vascular system,
as well as neurogenic, psychogenic, and drug side effects. Clinical
presentation often lends clues to the main source of the ED, although it
frequently is multifactorial in its root. Psychological issues may be
causative in the younger male with abrupt ED onset, those experiencing a
significant emotional event or life stressors, or men who have normal
function in some settings and dysfunction in others. Men who have anxiety
or depression have higher rates of ED. Neurological causes of ED may be
present in men with neurological disease, such as multiple sclerosis; stroke;
or spinal cord, pelvic, or postsurgical trauma. Men who have low
testosterone levels often will have a diminished interest in sex and may
have smaller atrophic testis on examination. The largest percentage of ED is
vascular in origin. Presentation is gradual in the older male who still has
interest in sex. In contrast to ED of psychological origin, vascular ED has
dysfunction in all areas, including nocturnal erections. History will reveal
multiple comorbidities such as hypertension, arterial insufficiency, and
prescription drug use. Almost all antihypertensive drugs have been
implicated in ED. Other drugs that affect erection include antidepressants,
marijuana, alcohol, and opioids.

Improved diagnostic tests can differentiate causes of ED. In diagnosing
and treating ED, it is necessary to obtain a detailed medical and sexual
history and a thorough physical examination. Including the patient’s partner
assists in obtaining a history, planning treatment, and obtaining a successful
outcome. A routine workup for ED may include basic laboratory tests such



as complete blood count, urinalysis, fasting blood glucose, serum
creatinine, serum testosterone, thyroid-stimulating hormone, and prolactin.
Further testing is conducted according to the patient’s health, motivation,
and desired treatment. Once the cause of ED is determined, treatment
options may include 5-phosphodiesterase (5-PDE) inhibitors such as
sildenafil (Viagra), tadalafil (Cialis), or vardenafil (Levitra) or hormonal
therapy. Transurethral vacuum constriction devices, transurethral or
intracavernosal penile injections of vasodilators, or penile implants are in
the realm of specialty medicine, and patients should be referred for these
evaluations.

This care plan addresses the care of a patient diagnosed with ED as well
as treatment modalities with medications and hormones. Other treatment
modalities, including vacuum devices, intraurethral alprostadil, and
intracorporeal injections are usually under the care of specialty medicine.

 Sexual Dysfunction







 Situational Low Self-Esteem/Disturbed Body Image
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Women’s Health Care Plans



Breast Cancer/Surgical Management
with Breast Reconstruction Option

 For additional care plans, go to
http://evolve.elsevier.com/Gulanick/.

Breast cancer is the most commonly occurring cancer in American
women (except skin cancer). It is the second leading cause of cancer death
in women; lung cancer remains the most fatal of all cancers for both men
and women. A woman has a 1-in-8 lifetime risk for developing this highly
treatable disease. Despite its common occurrence, most women with breast
cancer will not succumb to the disease; the 10-year survival rate is
approximately 90%, with about 2.5 million breast cancer survivors in the
United States. Complete sequencing of the human genome has led to the
identification of two genes associated with the development of breast cancer
and ovarian cancer. Women who carry a mutation in the BRCA1 or BRCA2
gene are known to be at increased risk for the development of breast cancer,
and these cancers often develop at a much younger age than usual (age 45
or younger). The lifetime breast cancer risk for women with hereditary
cancer (defined as having an inherited mutation in the BRCA1 or BRCA2
gene) is 56% to 85%. Hereditary breast cancer, however, accounts for only
5% to 10% of all breast cancer cases. The remainder of all breast cancers do
not have an identified hereditary component. In other words, most women
who get breast cancer have a noninherited form. In these women the
incidence of the disease increases with age, with most occurring in women
over 50 years of age.

Two other risk factors are associated with an increased risk for breast
cancer: exposure to radiation (e.g., women who have received chest
irradiation as prior treatment for other malignancies such as Hodgkin
lymphoma) and the period of time that the body makes estrogen. The earlier
a woman begins to menstruate and the later she has her first pregnancy, or
after prolonged hormone replacement therapy, the higher is her risk for
breast cancer. The later menopause occurs in a woman, the higher her
postmenopausal risk for breast cancer. Another significant risk factor is
cigarette smoking. Research suggests that some women have a slow-acting
form of a liver enzyme that normally detoxifies carcinogens, permitting the
carcinogens present in tobacco to remain in the body longer.

http://evolve.elsevier.com/Gulanick/


With the use of breast self-examination and screening mammography,
most breast cancer is successfully diagnosed at an early stage. Treatment
recommendations are made according to the disease stage and may include
surgery, radiation, chemotherapy, or a combination of these. Prognosis is
related to the stage and type of tumor. Adjuvant chemohormonal therapy
has decreased recurrence and has improved survival rates in most subgroups
of patients. Even though the treatment modalities have lengthened the
survival time for metastatic breast cancer, stage IV or metastatic disease is
not curable.

Surgical management of breast cancer includes two major approaches:
(1) breast conservation therapy, often referred to as a lumpectomy, and (2)
removal of the entire breast, which is called a modified radical or radical
mastectomy. Both of these surgical approaches may include examination of
the axillary lymph nodes for evidence of micrometastatic disease, usually
through sentinel lymph node biopsy. The presence or absence of disease in
the lymph nodes determines prognosis (and subsequent treatment) and is
referred to as nodal status. Women with node-negative disease generally
have a better prognosis than women with node-positive disease. Women
undergoing mastectomy have several options for breast reconstruction,
including immediate or delayed reconstruction. The timing depends on
several factors, including cancer treatment protocol, other medical
problems, and the woman’s preference. Breast-conserving therapy
(lumpectomy) with adjuvant chemotherapy, radiation therapy, or both is
considered a treatment that is medically equivalent to mastectomy.

Specialized breast cancer treatment centers are available, providing a
multidisciplinary treatment approach (e.g., medical and surgical
oncologists, gynecologists, radiation oncologists, clinical nurse specialists,
nurses, and social workers). This care plan addresses the surgical
management of breast cancer. Follow-up care and adjunct treatment would
be performed in the ambulatory care setting.

 Deficient Knowledge: Preoperative
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Related Care Plans
Cancer chemotherapy, p. 691

Cancer radiation therapy, p. 702
Ineffective peripheral tissue perfusion, p. 197
Ineffective sexuality pattern, p. 176



Cervical Cancer
Cancer of the cervix is one of the most common cancers affecting women’s
reproductive organs, occurring between 35 and 55 years of age. It is more
commonly seen in the African-American and Hispanic American
populations. Although the number of cases and deaths have significantly
declined during the past 20 years, it remains a serious health risk. Several
factors increase one’s risk for cervical cancer, including human
papillomavirus (HPV) infection, lack of regular Papanicolaou (Pap) smear
screening, many sexual partners, early sexual activity, history of sexually
transmitted infections, long-term use of birth control pills, having many
children, weakened immune systems, and smoking habit. At least 95% of
the cases are reported to be related to sexual exposure to HPV. A vaccine
approved by the U.S. Food and Drug Administration (FDA) for HPV is
recommended for girls as young as 9 to 12 years of age and for women 13
to 26 years of age.

The death rate from cervical cancer has significantly dropped as a result
of Pap tests. When diagnosed at an early, preinvasive stage, the survival rate
is nearly 100%. According to the American Cancer Society, invasive cancer
that is diagnosed while still confined to the cervix has a 5-year survival rate
of around 91%. Treatment options depend on the tumor stage at diagnosis.
Treatment may consist of conization, loop electrosurgical excision
procedure, cryosurgery, cauterization, laser surgery, hysterectomy, radiation,
chemotherapy, or biological therapy.

 Deficient Knowledge







 Risk for Ineffective Coping



 

Related Care Plans
Acute pain, p. 144

Cancer chemotherapy, p. 691



Cancer radiation therapy, p. 702
Disturbed body image, p. 29
Hysterectomy, p. 876
Ineffective sexuality pattern, p. 176



Hysterectomy
Salpingectomy; Oophorectomy; Total Abdominal Hysterectomy; Cervical
Cancer

Hysterectomy is a surgical procedure that involves the removal of the
uterus with or without removal of the cervix. The surgery may also include
removal of the ovaries (oophorectomy) and the fallopian tubes
(salpingectomy). Indications for the surgery include endometriosis, uterine
fibroids, cancer, uterine prolapse or bleeding, and ectopic pregnancy.
Although other, less-invasive treatments can be considered for most of these
problems, hysterectomy might be the only option for cancer. Hysterectomy
is the second most common surgical procedure in women, with
approximately 600,000 hysterectomies performed each year in the United
States. Hysterectomy with oophorectomy results in surgically induced
menopause. The woman may experience symptoms of menopause more
severely than normal menopause because of the sudden loss of hormones.

Every attempt is usually undertaken to retain the reproductive function of
women who are still of childbearing age; however, certain clinical
situations, such as aggressive forms of cancer, may require aggressive
surgery. A hysterectomy can be performed using an abdominal, vaginal, or
laparoscopic approach. The surgical approach used depends on the surgeon
and patient, as well as on the amount of visualization and area of
manipulation required. The bulk of recovery takes place at home, with
patients gaining full function within 2 weeks if the vaginal approach was
used for the procedure and 4 to 6 weeks if the abdominal approach was
used.

 Deficient Knowledge: Surgical Treatment
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Related Care Plans
Constipation, p. 50

Fatigue, p. 70
Urinary retention, p. 199
Ineffective coping, p. 53
Menopause, p. 883



Menopause
Perimenopause; Hormone Therapy

Menopause is the point in a woman’s life when menstruation stops, as
does the ability to reproduce. It is usually confirmed when a woman does
not have a menstrual period for 12 consecutive months, in the absence of
any biological or physiological causes. It occurs naturally as a part of the
aging process. The mean or median age of natural menopause ranges from
48 to 52 years of age. Cancer chemotherapy, cigarette smoking, and surgical
trauma to the ovarian blood supply may contribute to the onset of
menopause. There may also be a link between heredity and age at
menopause.

The 2 to 8 years preceding menopause and 1 year after the final menses is
often referred to as the perimenopause. Perimenopause begins with the
onset of endocrinological, biological, and clinical changes often associated
with menopause. Subtle hormonal changes often begin in a woman’s 30s.
During perimenopause, a woman’s oocytes undergo accelerated depletion,
which results in cessation of ovulation and changes in serum and hormone
levels. The pituitary gland increases the secretion of follicle-stimulating
hormone (FSH) to increase ovarian secretion of estrogen, a hormone that
decreases during the perimenopause. FSH levels can fluctuate during
perimenopause and may require stopping the use of oral contraceptives
before a diagnosis of menopause can be made. Estradiol levels decrease,
resulting in insufficient levels to maintain the endometrial lining. Menstrual
cycles may become irregular, and the intervals between menses may
become shorter. This irregularity may result in an unplanned pregnancy
until amenorrhea has been present more than 1 year. Abnormal uterine
bleeding may result from anovulation, uterine fibroids, abnormalities in the
uterine lining, cancer, and blood clotting problems. Pathological conditions
must be ruled out before a diagnosis of menopause can be made.

Symptoms during the perimenopause include vasomotor symptoms (e.g.,
hot flashes or flushes, palpitations, anxiety, and sleep disturbances) and
genitourinary effects (e.g., vulvovaginal atrophy and urinary tract
conditions). The role of hormone therapy (HT), which encompasses both
estrogen therapy (ET) and combined estrogen-progestogen therapy (EPT) in
treating these symptoms, is well accepted. Evidence from the Women’s
Health Initiative, the largest randomized, controlled trial, reports that HT



should not be taken for the primary prevention of coronary heart disease,
stroke, or dementia. In fact, starting HT may be associated with an
increased risk for cardiovascular events for some women. If EPT is taken
for more than 5 years, there is also an increased risk for breast cancer.
Finally, although HT can reduce the risk for osteoporosis fracture, other
therapies should be considered given its associated risks.

 Deficient Knowledge
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Related Care Plans
Hysterectomy, p. 876

Osteoporosis, p. 680



Ovarian Cancer
The cause of ovarian cancer remains unknown. It has been linked to the
presence of mutations in the BRCA1 and BRCA2 genes. If mutations are
present, a woman’s risk for ovarian cancer is 40% greater than for a woman
without the genes. Approximately 90% of ovarian cancers develop in the
epithelial layer covering the ovaries, most commonly in postmenopausal
women and more commonly in white women. Eighty percent of ovarian
cancers are first diagnosed in stage III or IV because the early stages are
often asymptomatic; this explains the high mortality rate. Increased
awareness of early, nonspecific symptoms (abdominal swelling and
digestive and bladder problems) can lead to earlier detection and treatment.
Later signs of ovarian cancer include increased abdominal girth caused by
the tumor size or ascites; abdominal, pelvic, or low back pain; urinary
urgency and frequency; and constipation. Treatment depends on the stage at
diagnosis. Early stages are treated with surgical removal of the uterus,
ovaries, and fallopian tubes, together with the tumor. Later stages are
treated with radiation therapy and chemotherapy. A late diagnosis is
associated with a poor prognosis. This care plan does not address surgical
management.

 Deficient Knowledge
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 Risk for Ineffective Breathing Pattern



 Risk for Imbalanced Nutrition: Less Than Body
Requirements



 



Related Care Plans
Cancer chemotherapy, p. 691

Constipation, p. 50
Grieving, p. 86
Hysterectomy, p. 876
Ineffective coping, p. 53



Pelvic Inflammatory Disease
Sexually Transmitted Infection (STI); Salpingitis; Oophoritis

Pelvic inflammatory disease (PID) is an infective process involving the
uterus, fallopian tubes, and ovaries, as well as the peritoneum, pelvic veins,
and connective tissue. Untreated PID can become a chronic condition;
tissue destruction and scarring can cause the formation of abdominal and
reproductive adhesions, resulting in infertility or ectopic pregnancy.
Treatment includes cultures, diagnosis of infectious agent, and parenteral or
IV antibiotics, usually on an outpatient basis. Both the patient and her
sexual partner or partners must be treated. Treatment of this problem is
complicated by the increasing prevalence of major pathogens such as
Chlamydia and Neisseria gonorrhoeae, plus syphilis, human papillomavirus
(HPV), and HIV. Sexually transmitted infections (STIs) have reached
epidemic levels, with some pathogens developing antibiotic-resistant
strains. There is a positive correlation between the number of sexual
partners and the risk for developing PID. Women who use an intrauterine
device (IUD) for birth control may be at increased risk for infection because
pathogens may ascend via the locator string into the uterine cavity. Women
who have recently given birth or had an abortion have an entry portal for
infectious agents at the placental site. When other STIs are present, PID
must be ruled out. Condoms may be helpful in reducing the incidence of
STIs, although research indicates that the microscopic openings in condoms
may be larger than some of the infectious organisms. Vaginal spermicides
used alone can reduce the risk for cervical gonorrhea and chlamydia. The
most effective way to prevent the transmission of STIs is to avoid sexual
intercourse with an infected partner. The Centers for Disease Control and
Prevention (CPC) recommends yearly Chlamydia testing of all sexually
active women age 25 years or younger, pregnant women, and older women
with multiple sex partners.

 Deficient Knowledge





 Infection







 Acute Pain



 

Related Care Plans
Disturbed body image, p. 29

Ineffective coping, p. 53
Ineffective sexuality pattern, p. 176



Pelvic Relaxation Disorder
Pelvic Floor Disorders; Uterine Prolapse; Enterocele; Cystocele; Rectocele

Pelvic relaxation disorder is the symptomatic expression of involuntary
urinary incontinence, pelvic fullness, and or fecal incontinence. It is a
quality-of-life issue that affects patients in personal, social, and relationship
areas. Symptoms may be mild to severe but are a result of the relaxation of
the pelvic floor and the surrounding structures. This is a common symptom
of aging adults; thus the condition will become of greater concern to health
care providers. However, it is rarely discussed by patients because of
personal embarrassment. Testing must initially rule out pelvic masses.
Initial treatment may be conservative, such as pelvic floor exercises (Kegel
exercises), medications, or a pessary. Those with more severe symptoms
may require laparoscopic or abdominal/pelvic surgery.

 Deficient Knowledge







 Stress Urinary Incontinence



 Disturbed Body Image





 = Independent  = Collaborative



Premenstrual Syndrome
Premenstrual Dysphoric Disorder (PMDD)

Premenstrual syndrome (PMS) is a group of physical, psychological, and
behavioral symptoms preceding menses on a regular basis and complicating
a woman’s life to cause her to seek treatment. For a diagnosis of PMS, the
symptoms must recur for 3 consecutive months and must not be present at
other times during the month. PMS can occur at any time during a woman’s
reproductive years but usually manifests between ages 20 and 30 years.
Although the severity of PMS may vary from month to month, regular
tracking of symptoms reveals a pattern that begins to manifest during the
luteal phase of the menstrual cycle when a mature follicle has been released
from the ovary. Symptoms continue until the onset of the menses and are
absent following menstruation and during the first part of the menstrual
cycle. PMS is treated on an outpatient basis over a period of a few months
to several years. Premenstrual dysphoric disorder (PMDD) is a severe form
of PMS that can be disabling. According to the American Psychiatric
Association, PMDD is classified as having at least five typical symptoms of
PMS, which must occur during 2 weeks before menstruation and are no
longer present when menstruation begins. Antidepressant therapy of
selective serotonin reuptake inhibitors helps many women with this
disorder.

 Deficient Knowledge







 

Related Care Plan (Please refer to
Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Ineffective coping, p. 53
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Endocrine and Metabolic Care Plans

 For additional care plans, go to
http://evolve.elsevier.com/Gulanick/.

http://evolve.elsevier.com/Gulanick/


Cushing’s Disease
Hypercortisolism; Cushing’s Syndrome; Adrenocortical Hyperfunction

Cushing’s disease reflects an excess of cortisol. Depending on the cause
of the disease, mineralocorticoids and androgens also may be secreted in
increased amounts. The disorder may be primary (an intrinsic
adrenocortical disorder [e.g., neoplasm]), secondary (from pituitary or
hypothalamic dysfunction with increased adrenocorticotrophic hormone
secretion resulting in glucocorticoid excess), or iatrogenic (from prolonged
or excessive administration of corticosteroids). The disease results in fluid
and electrolyte disturbances, suppressed immune response, altered fat
distribution, and disturbances in protein metabolism. Changes in physical
appearance that occur with Cushing’s disease can have significant influence
on the patient’s body image and emotional well-being. The focus of this
care plan is on the ambulatory patient with Cushing’s disease.

 Deficient Knowledge





 Disturbed Body Image





 Risk for Injury



 Risk for Excess Fluid Volume



 

Related Care Plans
Activity intolerance, p. 8

Diabetes mellitus, p. 912
Ineffective coping, p. 53
Risk for impaired skin integrity, p. 178



Diabetes Mellitus
Type 1; Type 2

Diabetes mellitus is a disorder of metabolism in which carbohydrates,
fats, and proteins cannot be used for energy. Insulin, a hormone secreted by
islet cells of the pancreas, is required to facilitate movement of glucose
across cell membranes. Once inside the cell, glucose is the primary
metabolic fuel. Type 1 diabetes occurs when the pancreas is no longer able
to secrete insulin. This condition occurs as a result of an autoimmune
process with destruction of pancreatic beta cells and has its onset between
ages 1 and 24 years. The autoimmune process is triggered by a combination
of genetic predisposition and environmental stimuli such as a virus. The
result of the insulin deficiency is hyperglycemia. It represents 5% to 10% of
the cases of diabetes. Type 2 diabetes results because of resistance of
peripheral tissue receptors to the effects of insulin. This type of diabetes
also has a genetic predisposition for insulin resistance in skeletal muscles,
fat cells, and liver cells. Type 2 diabetes is characterized by
hyperinsulinemia and hyperglycemia. Over time the beta cells of the
pancreas fail to produce sufficient insulin. Its onset is slow and gradual,
with many individuals having had the disease 10 years before diagnosis. It
represents 90% to 95% of the cases of diabetes. This is usually a condition
of middle-aged to older individuals, although a recent increase in the
incidence of type 2 diabetes has occurred in children. Obesity is a major
factor in the development of type 2 diabetes in both children and adults.
Current studies relate waist circumference of 40 inches for men and 35
inches for women to increased risk for this form of diabetes.

Diabetes is a major public health problem; more than 16 million
individuals, or 6.5% of the population, have the disease. Diabetes causes
significant morbidity and mortality. Seventy percent of diabetes-related
deaths are from cardiovascular disease. The severity of dyslipidemia and
hypertension is higher in the person with type 2 diabetes. Diabetes is the
most common single cause of end-stage renal disease in the United States.
Diabetic retinopathy is the most frequent cause of new cases of blindness
among adults 20 to 74 years of age. Diabetes is the leading cause of
nontraumatic lower extremity amputations in the United States. This care
plan concentrates on the care of individuals with type 2 diabetes.
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 Risk for Ineffective Therapeutic Regimen
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Related Care Plans
Chronic pain, p. 148

Deficient knowledge, p. 115
Diabetic ketoacidosis and hyperglycemic hyperosmolar

nonketotic syndrome, 
Ineffective sexuality pattern, p. 176
Risk for infection, p. 106
Risk for impaired skin integrity, p. 178



Hyperthyroidism
Graves’ Disease

Hyperthyroidism occurs as a result of increased circulating levels of
thyroid hormones. Women are affected more often than men. The peak age
for diagnosis of the disorder is 20 to 40 years. The most common cause is
Graves’ disease. This form of hyperthyroidism is an autoimmune disorder
that contributes to a failure of the normal regulation of thyroid hormone
secretion. Other causes of hyperthyroidism include toxic multinodular
goiter, thyroid gland tumors, and pituitary gland tumors. The clinical
manifestations of hyperthyroidism develop as a result of the hypermetabolic
effects of increased thyroid hormones on all body systems. These
manifestations include heat intolerance, irritability, restlessness, goiter,
tachycardia, palpitations, increased blood pressure, diaphoresis, weight loss,
increased appetite, diarrhea, visual changes, menstrual irregularities, and
changes in libido. Thyrotoxic crisis or thyroid storm is a rare but severe
form of hyperthyroidism that develops suddenly in response to excessive
stress or poorly controlled hormone levels. The management of
hyperthyroidism includes drug therapy, radioactive iodine therapy, and
surgical removal of all or part of the thyroid gland.

 Deficient Knowledge







 Imbalanced Nutrition: Less Than Body Requirements



 Disturbed Body Image



 Risk for Hyperthermia



 

Related Care Plans
Anxiety, p. 16

Diarrhea, p. 58
Fatigue, p. 70
Insomnia, p. 109



Thyroidectomy, p. 930



Hypothyroidism
Myxedema; Goiter

Hypothyroidism occurs because of a deficiency in thyroid hormone.
Almost every system in the body is affected through a general slowing of
metabolic processes. The disorder is common, especially among women
older than 30 years of age. In the older adult, hypothyroidism may be
overlooked because many of the manifestations are similar to changes
associated with the normal aging process (constipation, intolerance to cold,
decreased activity tolerance, weight gain, lethargy, decreased short-term
memory, depression). The most common cause of hypothyroidism is an
autoimmune inflammation (Hashimoto’s thyroiditis) of the thyroid gland
with resulting atrophy of glandular tissue. Hypothyroidism may also
develop after a thyroidectomy. Myxedema occurs in hypothyroidism as a
result of hyaluronic acid accumulation in tissues. Fluid binds to the
hyaluronic acid, producing skin puffiness most noticeable around and below
the eyes. Myxedema also causes enlargement of the tongue, which
contributes to the impaired speech patterns of the patient with
hypothyroidism. When hypothyroidism goes undiagnosed or undertreated,
the patient may develop myocardial hypotonic function and ventricular
dilation. The patient is at risk for developing decreased cardiac output and
systemic tissue and organ hypoxia. This situation is a rare occurrence called
myxedema coma and is considered life threatening. Goiter, enlargement of
the thyroid gland, may occur when hypothyroidism is the result of
decreased hormone synthesis. When hormone production is reduced,
thyroid-secreting hormone (TSH) secretion increases owing to lack of
negative feedback. The size of the thyroid gland increases as a result of
TSH stimulation.

 Imbalanced Nutrition: More Than Body Requirements





 Fatigue

 Deficient Knowledge



 



Related Care Plans
Constipation, p. 50

Disturbed body image, p. 29
Hypothermia, 



Thyroidectomy
Hyperthyroidism; Thyrotoxicosis; Thyroid Storm

Thyroidectomy is the surgical removal of the thyroid gland performed for
benign or malignant tumor, hyperthyroidism, thyrotoxicosis, or thyroiditis
in patients with very large goiters, or for patients unable to be treated with
radioiodine or thioamides. The surgical procedure may be a total
thyroidectomy or subtotal, which is partial removal of the thyroid gland.
This care plan focuses on the postoperative management of a patient
undergoing a thyroidectomy.

 Risk for Ineffective Breathing Pattern



 Risk for Injury: Hypocalcemia





 Risk for Injury: Thyroid Storm, Hyperthyroidism



 Deficient Knowledge



 

Related Care Plans
Acute pain, p. 144

Ineffective airway clearance, p. 12
Risk for infection, p. 106
Surgical experience: Preoperative and postoperative care,

p. 235
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Adrenal Insufficiency (Addison’s
Disease)
Addisonian Crisis

Adrenal insufficiency, or Addison’s disease, is an abnormality of the
adrenal glands associated with the destruction of the adrenal cortex and
impairment of glucocorticoid and mineralocorticoid production. Causes of
this disorder include autoimmune mechanisms, tuberculosis, fungal
infection, acquired immunodeficiency syndrome (AIDS), metastatic cancer,
hemorrhage, infarction of the adrenal cortex, or surgical removal of the
adrenal glands. A secondary form of the disorder may occur from anterior
pituitary suppression, causing decreased levels of adrenocorticotrophic
hormone, with aldosterone secretion remaining normal. Patients using long-
term glucocorticoid therapy may also manifest adrenocortical insufficiency
if there is abrupt cessation of the drug. Because of widespread steroid use
for multiple diseases, secondary adrenocortical insufficiency occurs more
often than the primary form. Addisonian crisis is the most dangerous
component of adrenal insufficiency. It is a life-threatening emergency with
severe hypotension that may occur during stress, sudden withdrawal of
replacement therapy, adrenal surgery, or sudden pituitary gland destruction.
This care plan addresses chronic care in an outpatient setting, as well as
acute care of Addisonian crisis.

 Risk for Ineffective Therapeutic Regimen
Management





 Risk for Imbalanced Nutrition: Less Than Body
Requirements



 Risk for Deficient Fluid Volume





 Risk for Decreased Cardiac Output





 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Ineffective coping, p. 53

Risk for electrolyte imbalance, p. 61
Deficient knowledge, p. 115
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Diabetes Insipidus
Diabetes insipidus (DI) is a disturbance of water metabolism caused by a
failure of antidiuretic hormone (ADH) synthesis or release from the
posterior pituitary gland. The decrease in ADH secretion leads to excretion
of a large amount of dilute urine. DI may have a nephrogenic or neurogenic
cause. It may be a permanent disease state or a transient syndrome
associated with other illness or trauma. Central (neurogenic) DI is caused
by a change that disrupts production or release of ADH. Common causes
include head trauma, cerebral edema, and tumors of the hypothalamus or
pituitary. Renal (nephrogenic) DI is usually less severe than central DI.
Causes include renal failure, some medications, and inherited familial
defects in the renal tubules and collecting ducts causing an abnormal
response to ADH. Patients taking lithium carbonate are at risk for
developing DI. Lithium blocks renal response to ADH. Idiopathic DI has no
identifiable cause but develops in people with a genetic predisposition for
DI. This care plan focuses on the acute care management of DI and home
care teaching instructions.

 Deficient Fluid Volume





 Deficient Knowledge



 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Constipation, p. 50

Insomnia, p. 109
Fear, p. 73
Risk for electrolyte imbalance, p. 61
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Diabetic Ketoacidosis and
Hyperglycemic Hyperosmolar
Nonketotic Syndrome
Insulin deficiency causes two conditions of hyperglycemia. Both diabetic
ketoacidosis (DKA) and hyperglycemic hyperosmolar nonketotic syndrome
(HHNS) are emergency situations and require hospitalization. In DKA,
catecholamines, cortisol, and growth hormone are released to meet the
cellular demand for glucose. These hormones trigger glycogenolysis and
gluconeogenesis from protein catabolism. The insulin deficiency also
stimulates breakdown of fats into fatty acids and ketones. The
hyperglycemia causes an osmotic diuresis that results in fluid volume
deficit. The patient develops hyponatremia, hypocalcemia, hypokalemia,
and decreased levels of magnesium and phosphate. In type 1 diabetes, the
onset of DKA can be abrupt and frequently occurs as the result of an
infection. DKA occurs less often in type 2 diabetes when an acute illness or
injury increases the demand for insulin. Careful assessment is required to
determine the cause of DKA. Nondiabetic ketoacidosis can occur in alcohol
intoxication, severe starvation ketosis, and with the use of drugs such as
cocaine.

HHNS is characterized by the presence of severe hyperglycemia,
dehydration, and hyperosmolarity. It is usually seen in elderly individuals
who develop an infection and are unable to maintain oral intake sufficient to
prevent dehydration. They produce enough insulin to minimize ketosis but
not to control hyperglycemia. Diagnosis is sometimes made difficult by the
limited symptoms that are present in the early stages. The patient may have
extremely elevated blood glucose before clinical manifestations are evident.
The patient with HHNS may present with neurological symptoms of stroke
such as hemiparesis, seizures, and coma. These symptoms are related to
cerebral dehydration. The major nursing diagnosis for both conditions
involves fluid volume deficits. Specific nursing actions are dictated by the
degree of fluid volume deficit and resultant fluid and electrolyte disorders.

 Risk for Deficient Fluid Volume
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Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Risk for unstable blood glucose level, p. 26

Decreased cardiac output, p. 37
Risk for electrolyte imbalance, p. 61



Syndrome of Inappropriate
Antidiuretic Hormone (SIADH)
Dilutional Hyponatremia

This syndrome develops as a result of the continued synthesis and release
of antidiuretic hormone (ADH) unrelated to plasma osmolarity. The excess
ADH causes increased permeability in the distal tubule and collecting duct
of the nephron. As a result the patient will have water retention and
dilutional hyponatremia. The patient will have decreased volume of highly
concentrated urine. Potential causes of SIADH include head trauma, brain
tumor, and subarachnoid hemorrhage. Systemic cancers (leukemias,
lymphomas, pancreatic cancer) and bronchogenic cancer (particularly small
cell carcinoma of the lung) are also potential causes. It is thought that
normal pulmonary tissue can produce and secrete ADH but does not
normally do so unless it is damaged, as in the case of cancer. Other causes
of pulmonary-induced ADH production include bacterial and viral
pneumonias, tuberculosis, fungal pneumonias, pulmonary contusion, and
barotrauma. SIADH is an adverse reaction of many drugs, including
thiazide diuretics, selective serotonin reuptake inhibitor antidepressants, and
antineoplastic agents. This care plan focuses on the acute and chronic care
management of SIADH.

 Excess Fluid Volume





 Deficient Knowledge
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Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Risk for electrolyte imbalance, p. 61

Impaired oral mucous membrane, p. 141



C H A P T E R  1 5



Integumentary Care Plans



Burns
Partial Thickness Skin Loss; Full Thickness Skin Loss

Although the incidence of burn injury is on the decline, more than
500,000 burns still occur in the United States annually. Half of these require
hospitalization in one of the specialized burn centers across the country.
Thirty-five percent of all burn injuries occur in children. Mortality has
improved over the years because of Advanced Burn Life Support, regional
burn care, and early excision; overall mortality is approximately 6%. The
most common mechanism of injury is thermal, which can be from a flame,
scald, or direct contact, but injuries also present because of chemical,
electrical, and radiation sources. The pediatric and geriatric populations are
most vulnerable because of integumentary and immunological risks. Burn
care ranges from major to minor, and care ranges from the emergent
through the rehabilitative phase of injury.

 Impaired Skin Integrity







 Risk for Infection





 Risk for Deficient Fluid Volume



 Risk for Ineffective Breathing Pattern



 Acute Pain





 Risk for Ineffective Peripheral Tissue Perfusion



 Risk for Poisoning: Carbon Monoxide



 Risk for Imbalanced Nutrition: Less Than Body
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 Disturbed Body Image



 

Related Care Plans
Deficient fluid volume, p. 76

Gastrointestinal bleeding, p. 616
Ineffective coping, p. 53



Pressure Ulcers (Impaired Skin
Integrity)
Pressure Sores; Decubitus Ulcers; Bedsores

Pressure ulcers are a major health problem. Nurses play a key role in
prevention and successful treatment. The National Pressure Ulcer Advisory
Panel defines pressure ulcer as “a localized injury to the skin and/or
underlying tissue usually over a bony prominence, as a result of pressure or
pressure in combination with shear and/or friction.” Prolonged pressure
occurs when tissue is between a bony prominence and a hard surface such
as a mattress. The pressure compresses small blood vessels and leads to
ineffective tissue perfusion. Loss of perfusion causes tissue hypoxia and
eventually cellular death. In addition to prolonged pressure, friction and
shearing force contribute to the development of pressure ulcers. These
forces are present when a patient slides down in bed and is pulled up against
the surface of the mattress. Pressure ulcers are usually staged to classify the
degree of tissue damage observed.* Pressure ulcers stage I through III can
heal with aggressive local wound treatment and proper nutritional support;
stage IV pressure ulcers often require surgical intervention (e.g., flap
closure, plastic surgery). Pressure ulcers affect persons, regardless of age,
who are immobile, are malnourished, or have contributing conditions (e.g.,
incontinence, decreased level of consciousness). Wound care remains a
challenge for nurses and the health care team. More research in wound
healing is needed. This care plan is based on recommendations from the
National Pressure Ulcer Advisory Panel, the National Guideline
Clearinghouse, and the Agency for Healthcare Research and Quality
Pressure Ulcer Prevention Guidelines. This care plan addresses care issues
in hospital, long-term care, or home settings.

 Impaired Skin Integrity
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Caregiver role strain, p. 40
Enteral tube feeding (enteral nutrition), p. 266
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135
Plastic surgery for wound closure, 



Psoriasis
Psoriasis is a noninfectious common inflammatory skin disorder that results
in an overproduction of epidermal cells that are evident as red, dry, itchy
patches of thickened skin that may be associated with silvery scales.
Symptoms vary from person to person. Patches are usually found on the
arms, legs, trunk, or scalp but can occur anywhere, most commonly on the
knees or elbows and usually in a symmetrical, bilateral pattern. Although
the specific cause is not known, it seems to be related to an immunological
process in which T cells malfunction, causing increased production of both
normal skin cells and T cells that compete for space. The newly formed
cells are shunted to the outer layer of skin while the older cells have yet to
be removed. These combinations result in accumulation of thick patches on
the skin’s surface. Specific triggers have been identified, including
infections, stress, injury to the skin, smoking, and cold weather.

Psoriasis is a chronic disease for which most people experience recurrent
periods of flare-ups and remissions. There is no cure, but for most
individuals the symptoms are more of an inconvenience; however, the more
severe cases can be disabling when associated with psoriatic arthritis.
Treatment is geared to disrupting the overproduction of cells and removing
the dry scales to smoothen the skin. Therapy consists of combinations of
topical medications, light therapy, and a variety of oral medications. This
care plan focuses on nursing care in the outpatient setting.
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Related Care Plans
Chronic pain, p. 148

Shingles, p. 961



Shingles
Herpes Zoster

After chickenpox infection, the varicella zoster virus (VZV) lies dormant
in the ganglia of the spinal nerve tracts. Shingles is an infectious viral
condition caused by a reactivation of this latent VZV. Reactivation usually
occurs in individuals with impaired immunity; it is common among older
adults. Approximately 20% of people who have had chickenpox will
develop herpes zoster. VZV produces painful vesicular eruptions along the
peripheral distribution of nerves from posterior ganglia and is usually
unilateral and characteristically occurs in a linear distribution, abruptly
stopping at the midline both posteriorly and anteriorly. Although VZV
typically affects the trunk of the body, the virus may also be noted on the
buttocks or face. With facial involvement there is concern about
involvement of the eye and cornea, potentially resulting in permanent loss
of vision. Secondary infection resulting from scratching the lesions is
common. An individual with an outbreak of VZV is infectious for the first 2
to 3 days after eruption. The incubation period ranges from 7 to 21 days.
The total course of the disease is 10 days to 5 weeks from onset to full
recovery. Some individuals may experience painful postherpetic neuralgia
long after the lesions heal. Shingles is characterized by burning, pain, and
neuralgia. VZV infection can lead to central nervous system (CNS)
involvement; pneumonia develops in about 15% of cases. This disease is
routinely treated on an outpatient basis unless CNS involvement or
pneumonia occurs. A herpes zoster vaccination is now available for older
adults.

 Risk for Infection
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Skin Cancer
Basal Cell Carcinoma; Squamous Cell Carcinoma; Malignant Melanoma

Tumors of the skin may be benign, premalignant, or malignant.
Malignant tumors are categorized as either nonmelanoma cancers (basal
cell carcinoma and squamous cell carcinoma) or melanoma. Prolonged
exposure to sunlight is the primary cause of all forms of skin cancer. It has
been estimated that more than 1 million cases of skin cancer are diagnosed
each year. Basal cell carcinoma is the most common form of skin cancer,
followed by squamous cell cancer. Both of these forms of skin cancer can
be cured with early detection and intervention. They rarely metastasize to
other parts of the body. Malignant melanoma is the most serious form of
skin cancer and is ranked as the seventh most common cancer in the United
States. It is estimated that 1 in 50 people will develop melanoma in their
lifetime. The risk for melanoma has quadrupled in the last 25 years. The 5-
year localized survival rate is 98%, and the overall 5-year survival rate is
91%. Melanomas can metastasize to regional lymph nodes or to visceral
organs if not diagnosed in the early stages. Premalignant skin conditions
include actinic keratosis, solar keratosis, and actinic cheilitis. Most
premalignant lesions later develop into squamous cell carcinoma. Actinic
keratosis occurs most often in older adults. The skin lesions are usually
rough, scaly raised growths that range in color from brown to red. The
lesions of actinic cheilitis occur on the lower lip, causing dryness, and
scaling.

 Impaired Skin Integrity
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 For additional care plans, go to

http://evolve.elsevier.com/Gulanick/.
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Dermatitis
Contact Dermatitis; Atopic Dermatitis (Eczema)

Dermatitis is a descriptive term used for a group of diseases characterized
by inflammation of the skin, with pruritus, redness, and various skin
lesions. All dermatitis involves the disruption of the epidermal barrier in the
skin, allowing penetration of the offending trigger with subsequent
activation of the inflammatory response. There are two broad categories of
dermatitis: contact and atopic. Contact dermatitis is a generic term for a
rash that occurs from an acute or chronic localized inflammatory reaction
from substances that come in contact with the skin. Contact dermatitis is
subdivided into irritant or allergic. Irritant contact dermatitis is a localized
reaction to outside agents such as chemicals, cleaning agents, or cold air.
Allergic contact dermatitis is a reaction to an allergen, which elicits an
immunoglobulin (Ig) E–mediated hypersensitivity reaction. Poison ivy is an
example of this type of reaction. In episodes of allergic contact dermatitis,
such as exposure to poison ivy or nickel, several features are key. It is
usually pruritic and carries the configuration of the offending allergen such
as a linear pattern in poison ivy or oak, or a linear pattern around the neck
from a new piece of jewelry containing nickel. The reaction may be delayed
and occur hours after the exposure. Atopic dermatitis, also known as
eczema, has been associated with a personal or family history of atopy such
as atopic dermatitis, asthma, hay fever, or allergic rhinitis. This form of
dermatitis occurs most often in infants and children. Initial adult onset of
atopic dermatitis is rare.
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Related Care Plan (Please refer to
Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Disturbed body image, p. 29
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Plastic Surgery for Wound Closure
Skin Grafts; Flap Closure; Myocutaneous Flap

Wounds that lack an epithelial base for healing often require closure by
plastic surgery. Wounds that may heal over extended periods without
surgical intervention may be electively closed to hasten the rehabilitation
time or to protect the vulnerable patient from infection resulting from a
long-term open wound. Skin, subcutaneous tissue, fascia, and muscle all
may be relocated through a variety of procedures to achieve closure of
wounds. Partial- or full-thickness skin grafts may be used to close
superficial wounds. Flap closures are performed to close deeper wounds
that extend beyond the dermis. Flaps are categorized either by the source of
the blood supply or the area from which they are taken. Myocutaneous flaps
are often performed to achieve pressure ulcer closure. These procedures
typically require a hospital stay. Older adults are at increased risk for flap or
graft failure because of reduced circulation and loss of normal padding and
elasticity of the skin.

 Risk for Ineffective Graft or Flap Tissue Perfusion



 Risk for Infection





 Risk for Ineffective Health Maintenance





 

Related Care Plans (Please refer
to Nursing Care Plans: Diagnoses,
Interventions, and Outcomes, 8th
edition.)
Acute pain, p. 144

Disturbed body image, p. 29
Imbalanced nutrition: Less than body requirements, p.

135
Total parenteral nutrition, p. 261
Enteral tube feeding (enteral nutrition), p. 266
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*Panel for the Treatment of Pressure Ulcers. Treatment of Pressure Ulcers: Clinical Practice
Guideline, No. 15 (AHCPR Pub No. 95-0652). Rockville, MD, 1994, Agency for Health Care Policy
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Abdominal pain
in inflammatory bowel disease, 624-628

in peptic ulcer disease, 629-630
Abdominal wound healing, risk for impaired, 247-248

Abuse, substance, 272-276
Acquired immunodeficiency syndrome (AIDS), 723-728

Activity intolerance, 8-11
in angina pectoris, stable, 300-301

in cardiac rehabilitation, 306-309
in heart failure, chronic, 332-334

in hepatitis, 622-623
in pulmonary arterial hypertension, 372-373

Acute coronary syndromes (ACSs), 285-295
Acute kidney disease, 792-800

Acute lymphocytic leukemia, 729-739
Acute myelocytic leukemia, 729-739

Acute renal failure (ARF), 792-800
Acute respiratory distress syndrome (ARDS), 408-417

Acute tubular necrosis (ATN), 792-800
AD See Alzheimer’s disease (AD)

Adrenocortical hyperfunction, 906-911
Agency for Healthcare Research and Quality (AHRQ), 6

AHRQ See Agency for Healthcare Research and Quality (AHRQ)
AIDS See Acquired immunodeficiency syndrome (AIDS)

Airway clearance, ineffective, 12-15
in acute respiratory failure, 492

in asthma, 420-421



in chronic obstructive pulmonary disease, 435-443
in head and neck cancer surgery, 444-460

in lung transplantation, 766-767
in mechanical ventilation, 466-467

in pneumonia, 478-480
in stroke, 567-568

in thoracotomy, 498-499
Allergic reaction, 375-380

Alzheimer’s disease (AD), 509-517
Amputation, lower extremity, 634-644

Anaphylactic shock, 375-380
Anemia, 685-691

in end-stage renal disease, 822-823
Angina pectoris, stable, 295-301

Angioplasty, percutaneous transluminal, 343-361
Anxiety, 16-19

in acute respiratory distress syndrome, 416-417
in acute respiratory failure, 494

in asthma, 422
in breast cancer/breast reconstruction, 869-870

in chest trauma, 433-434
in lower extremity amputation, 634-644

in mechanical ventilation, 469-470
in pulmonary edema, acute, 366-367

in shock
cardiogenic, 384-385

hypovolemic, 390-391
in surgical experience: preoperative and postoperative care, 239-240

Aplastic anemia, 685-691
ARF See Acute renal failure (ARF)

Arterial insufficiency, 355-361
Arterial occlusive disease, chronic peripheral, 355-361

Arterial revascularization, peripheral, 350-355
Arteriosclerosis obliterans, 355-361
Arteriovenous fistula/graft for hemodialysis, 800-806



Arthritis
osteoarthritis, 676-680

rheumatoid, 644-651
Arthroplasty, joint, 669-675

Arthroscopy, 651-655
Ascites, 598-604

Aspiration, risk for, 19-23
in enteral tube feeding, 268-269

Aspiration pneumonia, 476-483
Assessment, 3-5

Asthma, 417-425
Atherectomy, coronary, 343-350

ATN See Acute tubular necrosis (ATN)
Atrial dilation, right, 367-375

Atrial fibrillation, 301-305
Auditory sensory perception, disturbed, 170-173

Auscultation, 4-5

B
Back pain, 535-539

Bacteremia, 391-398
Banding, gastric, 579-587

Bariatric surgery, 579-587
Basal cell carcinoma, 966-970

Bathing deficit in Alzheimer disease/dementia, 512-513
B12 deficiency, 685-691

Bedsores, 948-956
Behavior, health-seeking, 202-205

testicular self-examination, 858-862
Benign prostatic hyperplasia (BPH), 842-847, 843t

Bladder cancer, 829-837
Bleeding

gastrointestinal, 616-620
risk for, 23-25

in anemia, 689-690



in chemotherapy, 697-698
in deep vein thrombosis, 401-402

in heart transplantation, 763-764
in leukemia, 734-735

in liver transplantation, 769-770
in lymphoma, 746-747

in percutaneous coronary intervention, 347-348
in pulmonary embolism, 487-488

Blood component therapy, 251-255
Blood glucose level, unstable, 26-28

in diabetes mellitus, 912-915
Blood pressure, high See Hypertension

BMT See Bone marrow transplantation (BMT)
Body composition, risk for altered, in total parenteral nutrition, 264-266

Body image, disturbed, 29-31
in bariatric surgery, 582-583

in bowel diversion surgery, 591-592
in breast cancer/breast reconstruction, 868-869

in burns, 947-948
in chemotherapy, 700-701

in Cushing’s disease, 908-909
in head and neck cancer surgery, 449-450

in hyperthyroidism, 924-925
in hysterectomy, 881-882

in lower extremity amputation, 640-642
in osteoporosis, 683-684

in pelvic relaxation disorder, 904-905
in psoriasis, 959-960

in sexually transmitted infections, 857-858
in shingles, 964

in skin cancer, 968-969
in spinal cord injury, 562-563

in testicular cancer, 862
in urinary diversion surgery, 832-833

Bone marrow transplantation (BMT), 711-723



Bowel diversion surgery, 587-594
Bowel elimination, altered, in colorectal cancer surgery, 608

Bowel incontinence, 31-34
Bowel resection, 605-611

BPH See Benign prostatic hyperplasia (BPH)
Brachytherapy

for cancer, 702-706
in percutaneous coronary intervention, 343-350

Brain attack, 564-574
Brain injury, traumatic, 524-531

Breast cancer, 863-871
Breathing pattern, ineffective, 34-37

in acute respiratory distress syndrome, 409-417
in anaphylactic shock, 375-380

in asthma, 418-425
in burns, 941-942

in chest trauma, 425-434
in cholecystectomy, 596

in obstructive sleep apnea, 472-475
in ovarian cancer, 892-893

in pulmonary embolism, 484-489
in septic shock, 397

in spinal cord injury, 557-558
in surgical experience: preoperative and postoperative care, 242-243

in thoracotomy, 496-502
in thyroidectomy, 930-931

in transient ischemic attack, 577-578
in tuberculosis, 505-506

Brittle bone, 680-684
Bronchial asthma, 417-425

Bronchitis, chronic, 434-443
Burns, 935-948

Burr hole, 517-523
Bypass surgery

coronary, 312-325



gastric, 579-587

C
Calculi, renal, 812-817

Cancer
bladder, 829-837

breast, 863-871
care plans for, 685-791

cervical, 872-875
hysterectomy for, 876-882

chemotherapy for, 691-702
colorectal, 605-611

head and neck, 444-460
lung, 452

ovarian, 889-894
prostate, 848-852

radiation therapy for, 702-706
skin, 966-970

testicular, 858-862
Cancer-related fatigue

in chemotherapy, 696-697
in leukemia, 736-737

in lung cancer, 456-457
in lymphoma, 741-742

CAP See Community-acquired pneumonia (CAP)
Carbon monoxide poisoning, 944

Cardiac and vascular care plans, 285-342
Cardiac output, decreased, 37-40

in acute coronary syndromes and myocardial infarction, 290-293
in acute respiratory distress syndrome, 413-414

in cardiac tamponade, 318-320
in chest trauma, 429-431

in coronary bypass/valve replacement surgery patients, 313-315
in dysrhythmias, 317-318
in heart failure, chronic, 326-329



in heart transplantation, 760-763
in hemodialysis, 800-806

in mechanical ventilation, 468-469
in pulmonary arterial hypertension, 368-375

in pulmonary edema, acute, 364-365
in renal failure

acute, 795-797
chronic, 819-820

in shock
anaphylactic, 377-378

cardiogenic, 380-385
hypovolemic, 388-389

septic, 395-396
in spinal cord injury, 558-559

Cardiac rehabilitation, 305-312
Cardiac tamponade, 318-320, 425-434

Cardiogenic pulmonary edema, 361-367
Cardiogenic shock, 380-385

Cardiomyopathy, 325-337
Caregiver role strain, 40-43

in Alzheimer disease/dementia, 516-517
Care maps, 7

Carotid endarterectomy (CEA), 575-578
Catheters

central venous, 256-260
for hemodialysis, 800-806

impaired function of, 256-257
CEA See Carotid endarterectomy (CEA)

Central venous access devices, 256-260
Cerebral tissue perfusion, impaired or ineffective

in stroke, 565-566
in transient ischemic attack, 576-577

Cerebrovascular accident (CVA), 564-574
Cervical cancer, 872-875

hysterectomy for, 876-882



Chancroid, 856t
Chemotherapy, 691-702

Chest pain, 295-301
Chest surgery, 496-502

Chest trauma, 425-434
Chlamydia trachmomatis, 855t

Cholecystectomy, 594-598
Chronic kidney disease (CKD), 817-829

Chronic lymphocytic leukemia, 729-739
Chronic myelocytic leukemia, 729-739

Chronic obstructive pulmonary disease (COPD), 434-443
Cirrhosis, 598-604

CKD See Chronic kidney disease (CKD)
Clinical paths, 7

Closed head trauma, 524-531
Closed reduction of fracture, 660-669

Cluster headache, 531-535
Coagulopathy, 707-711

Cobalamin deficiency, 685-691
Colectomy, 605-611

Colitis, ulcerative, 624-628
Colorectal cancer, 605-611

Colostomy, 587-594
Communication, impaired verbal, 43-47

in head and neck cancer surgery, 446-447
in Parkinson’s disease, 549

in stroke, 570-571
Community-acquired pneumonia (CAP), 476-483

Complicated grieving, 86-89
Concussion, 524-531

Confusion, chronic, 47-50
Congestive heart failure, 325-337

Constipation, 50-53
Continuous ambulatory peritoneal dialysis, 806-812
Continuous cycle peritoneal dialysis, 806-812



Convulsions See Seizures
COPD See Chronic obstructive pulmonary disease (COPD)

Coping, ineffective, 53-55
in atrial fibrillation, 304-305

in cardiac rehabilitation, 311-312
in cervical cancer, 874-875

in leukemia, 731-732
in lymphoma, 743-744

in menopause, 886-887
in sickle cell disease, 783-784

in solid organ transplantation, 777-778
Coronary bypass surgery, 312-325

Coronary intervention, percutaneous, 343-350
Cranial surgery, 517-523

Cranioplasty, 517-523
Craniotomy, 517-523

Critical pathways, 7
Crohn’s disease, 624-628

Cushing’s disease, 906-911
CVA See Cerebrovascular accident (CVA)

Cystitis, 838-841
Cystocele, 900-905

D

DAT See Dementia of the Alzheimer type (DAT)
DCA See Directional atherectomy (DCA)

Death and dying, 276-284
Decubitus ulcers, 948-956

Deep vein thrombosis (DVT), 248-249, 399-403, 483-489
Defibrination syndrome, 707-711

Dementia, 509-517
Dementia of the Alzheimer type (DAT), 509-517

Demyelinating disease, 539-545
Dentition, impaired, 55-58
Diabetes mellitus, 912-921



Diagnosis See Nursing diagnosis
Dialysis

hemodialysis, 800-806
peritoneal, 806-812

Diarrhea, 58-61
in enteral tube feeding, 269-270

in gastroenteritis, 613-614
in hematopoietic stem cell transplantation, 720-721

traveler’s, 612-616
Diastolic dysfunction, 325-337

DIC See Disseminated intravascular coagulation (DIC)
Directional atherectomy (DCA), 343-350

Disseminated intravascular coagulation (DIC), 391-398, 707-711
Disseminated sclerosis, 539-545

Distributive shock, 375-380, 391-398
Diverticulitis, 624-628

Dobhoff tube, 266-271
Dressing deficit in Alzheimer disease/dementia, 512-513

Duodenostomy, 266-271
DVT See Deep vein thrombosis (DVT)

Dying See Death and dying
Dysrhythmias

in acute coronary syndromes and myocardial infarction, 292-293
in coronary bypass/valve replacement surgery patients, 317-318

E

Edema, pulmonary
acute, 361-367, 380-385

noncardiogenic, 408-417
Education of patient, 7

Electrolyte imbalance, risk for, 61-63
in coronary bypass/valve replacement surgery patients, 321

Elimination
bowel, altered, in colorectal cancer surgery, 608
urinary, impaired



in fractures, extremity and pelvic, 667
in multiple myeloma, 753-754

Embolic stroke, 564-574
Embolism, pulmonary, 483-489

Emphysema, 434-443
Encephalopathy, hepatic, 598-604

Endarterectomy, carotid, 575-578
Endocrine care plans, 906-934

End-of-life issues, 276-284
Endotoxic shock, 391-398

Endotracheal tube, 461-471
End-stage renal disease (ESRD), 817-829

Enhanced immunization status, readiness for, 209-212
Enhanced nutrition, readiness for, 212-217

Enhanced sleep, readiness for, 217-220
Enteral tube feeding, 266-271

Enterocele, 900-905
Epilepsy, 553-556

Esophageal varices, 616-620
ESRD See End-stage renal disease (ESRD)

External beam radiation therapy, 702-706
External fixation of fracture, 660-669

Extravascular excess fluid volume in cirrhosis, 600-601
Extremities

amputation of, 634-644
fractures of, 660-669

F

Falls, risk for, 64-68
in osteoporosis, 683

Family processes, interrupted, 68-69
Fatigue, 70-73

cancer-related
in chemotherapy, 696-697
in leukemia, 736-737



in lung cancer, 456-457
in lymphoma, 741-742

in anemia, 688-689
in fibromyalgia, 659-660

in hypothyroidism, 928
in systemic lupus erythematosus, 790-791

Fear, 73-75
in acute coronary syndromes and myocardial infarction, 289-290

in coronary bypass/valve replacement surgery patients, 324-325
in death and dying, 277-279

in prostate cancer, 848-852
Fecal diversion, 587-594

Fecal incontinence, 31-34
Feeding deficit in Alzheimer disease/dementia, 512-513

Femoral popliteal bypass surgery, 350-355
Fibromyalgia, 655-660

Fibromyositis, 655-660
Fibrositis, 655-660

Fistula, arteriovenous, 800-806
Fixation of fracture, 660-669

Flail chest, 425-434
Fluid volume

deficient, 76-79
in bariatric surgery, 583-584

in benign prostatic hyperplasia, 847
in burns, 939-940

in chest trauma, 427-429
in cirrhosis, 601-602

in coronary bypass/valve replacement surgery patients, 316-317
in craniotomy, 520

in gastroenteritis, 615-616
in gastrointestinal bleeding, 617-620

in head trauma, 526-527
in hypovolemic shock, 386-391
in inflammatory bowel disease, 627



in peptic ulcer disease, 631-632
in septic shock, 394-395

in surgical experience: preoperative and postoperative care, 244
in total parenteral nutrition, 262-263

excess, 79-82
in acute renal failure, 794-795

in cirrhosis, 600-601
in craniotomy, 521

in Cushing’s disease, 911
in end-stage renal disease, 818-819

in head trauma, 527-528
in heart failure, chronic, 330-332

in peritoneal dialysis, 807-812
in pulmonary arterial hypertension, 371-372

in total parenteral nutrition, 263-264
Food poisoning, 612-616

Foot injury in diabetes mellitus, 918-921
Fracture

extremity, 660-669
pelvic, 660-669

rib, 425-434
skull, 524-531

Functional urinary incontinence, 100-101

G
Gas exchange, impaired, 82-85

in acute respiratory distress syndrome, 411-412
in cardiogenic shock, 383-384

in chronic obstructive pulmonary disease, 437-438
in coronary bypass/valve replacement surgery patients, 322-323

in disseminated intravascular coagulation, 709-710
in pneumonia, 480-481

in pulmonary edema, acute, 362-367
in pulmonary embolism, 485-486

Gastric banding, 579-587



Gastric bypass, 579-587
Gastroenteritis, 612-616

Gastrointestinal and digestive care plans, 579-633
Gastrointestinal bleeding, 616-620

Genital herpes, 855t
Genital warts, 855t

Glucose level, unstable, 26-28
in diabetes mellitus, 912-915

Goiter, 926-930
Gonorrhea, 855t

Graft, arteriovenous, 800-806
Granulocytic leukemia, 729-739

Granulocytopenia, 756-759
Graves’ disease, 921-926

Grieving, 86-89
complicated, 86-89

in death and dying, 279-281
G-tube, 266-271

H

HAP See Hospital-acquired pneumonia (HAP)
Headache, 531-535

Head and neck cancer, surgical approaches in, 444-460
Head trauma, 524-531

Health maintenance, ineffective, 92-94
in pressure ulcers, 955-956

Health Promotion and Risk Factor Management, 5
care plans for, 202-229

Health-seeking behaviors, 202-205
testicular self-examination, 858-862

Heart failure
acute, 361-367

chronic, 325-337
Heart transplantation, 760-765
Hematolymphatical care plans, 685-791



Hematoma, subdural, 524-531
Hematopoietic stem cell transplantation (HSCT), 711-723

Hemiarthroplasty, knee and shoulder, 669-675
Hemicolectomy, 605-611

Hemodialysis, 800-806
Hemorrhage See Bleeding

Hemorrhagic stroke, 564-574
Hemothorax, 425-434

Hepatic encephalopathy, 598-604
Hepatitis, 620-624

Herniated intervertebral disk, 535-539
Herpes, genital, 854t-857t

Herpes zoster, 961-965
High blood pressure See Hypertension

Hip arthroplasty/replacement, 669-675
HIV See Human immunodeficiency virus (HIV)

Hodgkin lymphoma, 739-750
Home maintenance, impaired, 95-97

in Alzheimer disease/dementia, 515-516
Hopelessness, 97-100

Hormone therapy (HT), 883-889
Hospital-acquired pneumonia (HAP), 476-483

HSCT See Hematopoietic stem cell transplantation (HSCT)
HT See Hormone therapy (HT)

Human immunodeficiency virus (HIV), 723-728
Hyperalimentation

enteral, 266-271
intravenous, 261-266

Hypercortisolism, 906-911
Hyperglycemia, 26-28

Hypertension, 338-342, 338t
peripheral venous, 404-407

pulmonary arterial, 367-375
Hyperthermia in hyperthyroidism, 925-926
Hyperthyroidism, 921-926, 930-934



Hypocalcemia
in end-stage renal disease, 821-822

in thyroidectomy, 931-932
Hypoglycemia, 26-28

Hypothyroidism, 926-930
Hypovolemic shock, 385-391

Hysterectomy, 876-882

I
IBD See Inflammatory bowel disease (IBD)

Ileal conduit, 829-837
Ileostomy, 587-594

Ileus, postoperative, 608
Imbalanced nutrition

less than body requirements, 135-138
in acute renal failure, 797-798

in bariatric surgery, 581-582
in burns, 945-946

in chronic obstructive pulmonary disease, 439-440
in cirrhosis, 598-604

in enteral tube feeding, 266-271
in head and neck cancer surgery, 448-449

in head trauma, 529-530
in hematopoietic stem cell transplantation, 721-723

in hepatitis, 623-624
in HIV infection, 727-728

in hyperthyroidism, 923-924
in inflammatory bowel disease, 626

in ovarian cancer, 893-894
in Parkinson’s disease, 548-549

in peptic ulcer disease, 629-630
in total parenteral nutrition, 261-266

more than body requirements, 138-140
in hypothyroidism, 927-930

Immunization status, readiness for enhanced, 209-212



Immunological care plans, 685-791
Incontinence

bowel, 31-34
urinary See (Urinary incontinence)

Infection
human immunodeficiency virus, 725-727

in pneumonia, 476-483
in septic shock, 392-398

in tuberculosis, 503-508
pelvic inflammatory disease, 897-899

risk for, 106-109
in acute renal failure, 798-799

in acute respiratory failure, 493-494
in anemia, 690-691

in burns, 937-939
in central venous access devices, 257-258

in cholecystectomy, 595-598
in chronic obstructive pulmonary disease, 440-441

in colorectal cancer surgery, 609
in hematopoietic stem cell transplantation, 715-716

in hemodialysis, 802-803
in leukemia, 732-734

in lymphoma, 744-745
in neutropenia, 756-759

in peritoneal dialysis, 808-809
in pressure ulcers, 953-954

in renal calculi, 816-817
in shingles, 962-963

in solid organ transplantation, 776-779
in surgical experience: preoperative and postoperative care, 245-246

in urinary diversion surgery, 834-835
sexually transmitted, 852-858

urinary tract, 838-841
Infectious hepatitis, 620-624
Inflammatory bowel disease (IBD), 624-628



Injury, risk for
in blood transfusion reaction, 253-255

in chemotherapy, 698-702
in Cushing’s disease, 909-910

in diabetes mellitus, 918-921
in end-stage renal disease, 821-822

in fractures, extremity and pelvic, 668-669
in impaired catheter function, 256-257

in radiation therapy, 705-706
in thyroidectomy, 931-933

Insomnia, 109-112
in heart failure, chronic, 334-335

in menopause, 888-889
Inspection, 4-5

Integumentary care plans, 935-970
Intermittent claudication, 355-361

Intermittent peritoneal dialysis, 806-812
Internal fixation of fracture, 660-669

Interventions classification, 2-3
Intervertebral disk, herniated, 535-539

Interviewing, 3-5
Intracoronary stents, 343-350

Intracranial adaptive capacity, decreased, 112-115
in craniotomy, 518-519

in head trauma, 524-531
Intravenous (IV) hyperalimentation, 261-266

Intubation, 461-471
Ionizing radiation for cancer, 702-706

Iron deficiency anemia, 685-691
Ischemic stroke, 564-574

Isolated systolic hypertension See Hypertension
Itching in cirrhosis, 604

IV See Intravenous (IV)

J



Jejunostomy, 266-271
Joint arthroplasty, 669-675

Joint pain
in inflammatory bowel disease, 624-628

in rheumatoid arthritis, 648-649
in systemic lupus erythematosus, 788-789

Joint stiffness
in rheumatoid arthritis, 649-650

in systemic lupus erythematosus, 788-789

K
Kahler disease, 750-756

Kidney disease, acute, 792-800
Kidney stones, 812-817

Kidney transplantation, 771-775
Knee hemiarthroplasty/replacement, 669-675

Knowledge, deficient, 7, 115-119
in acute coronary syndromes and myocardial infarction, 293-295

in acute renal failure, 799-800
in acute respiratory failure, 495

in anaphylactic shock, 379-380
in anemia, 686-688

in angina pectoris, stable, 297-300
in arthroscopy, 652-655

in asthma, 423-425
in atrial fibrillation, 302-305

in bariatric surgery, 579-587
in benign prostatic hyperplasia, 844-846

in blood component therapy, 251-252
in bowel diversion surgery, 587-594

in breast cancer/breast reconstruction, 864-867, 870-871
in burns, 946-947

in cardiac rehabilitation, 309-311
in central venous access devices, 259-260
in cervical cancer, 872-874



in chemotherapy, 692-693
in cholecystectomy, 597-598

in chronic obstructive pulmonary disease, 441-443
in colorectal cancer surgery, 605-611

in craniotomy, 522-523
in Cushing’s disease, 906-908

in deep vein thrombosis, 402-403
in disseminated intravascular coagulation, 710-711

in end-stage renal disease, 828-829
in enteral tube feeding, 271

in fibromylagia, 656-660
in fractures, extremity and pelvic, 665-666

in gastroenteritis, 612-616
in gastrointestinal bleeding, 619-620

in headache, 532-535
in head and neck cancer surgery, 450-452

in head trauma, 530-531
in heart failure, chronic, 336-337

in hematopoietic stem cell transplantation, 712-714
in hemodialysis, 805-806

in hepatitis, 620-624
in HIV/AIDS, 723-725

in hypertension, 338-341
in hyperthyroidism, 921-926

in hypothyroidism, 929-930
in hysterectomy, 876-879

in inflammatory bowel disease, 627
in joint arthroplasty/replacement, 674-675

in kidney transplantation, 774-775
in leukemia, 729-739

in low back pain/herniated intervertebral disk, 537-539
in lower extremity amputation, 643-644

in lung cancer, 453-456
in lymphoma, 740-741
in mechanical ventilation, 470-471



in menopause, 883-886
in multiple myeloma, 750-756

in multiple sclerosis, 540-545
in neutropenia, 758-759

in osteoporosis, 680-684
in ovarian cancer, 889-890

in Parkinson’s disease, 551-552
in pelvic inflammatory disease, 895-896

in pelvic relaxation disorder, 900-902
in peptic ulcer disease, 632-633

in percutaneous coronary intervention, 344-345
in peripheral arterial occlusive disease, 358-360

in peripheral arterial revascularization, 351-352
in peritoneal dialysis, 811-812

in pneumonia, 482-483
in prostate cancer, 851-852

in psoriasis, 957-961
in pulmonary arterial hypertension, 373-375

in pulmonary embolism, 488-489
in radiation therapy, 703-706

in renal calculi, 813-817
in rheumatoid arthritis, 645-651

in seizure activity, 553-556
in septic shock, 398

in sexually transmitted infections, 852-858
in shingles, 965

in skin cancer, 969-970
in solid organ transplantation, 778-779

in spinal cord injury, 563-564
in stoma care, 593-594

in stroke, 573-574
in substance abuse and dependence, 273-275

in surgical experience: preoperative and postoperative care, 236-239, 249-251
in systemic lupus erythematosus, 785-786
in testicular cancer, 859-860



in thoracotomy, 501-502
in thyroidectomy, 933-934

in transient ischemic attack, 575-576
in urinary diversion, 829-831, 835-837

in urinary tract infection, 840-841
Koch pouch, 829-837

L

Laënnec’s cirrhosis, 598-604
Laminectomy, 535-539

Laparoscopic cholecystectomy, 594-598
Large bowel cancer, 605-611

Laryngectomy, 444-460
Laser angioplasty, 343-350

Left-sided failure, 325-337
Leukemia, 729-739

Lifestyle, sedentary, 119-122
Liver failure, 598-604

Liver transplantation, 769-771
Living kidney donors, 774

Lobectomy, 496-502
Low back pain, 535-539

Lower extremity amputation, 634-644
Lower gastrointestinal bleed, 616-620

Low self-esteem
chronic

in Parkinson’s disease, 550-551
in seizure activity, 556

situational, 168-170
in breast cancer/breast reconstruction, 868-869

in end-stage renal disease, 823-824
Lung cancer, 452

Lung transplantation, 765-768
Lupus, 784-791
Lymphocytic leukemia, 729-739



Lymphoma, 739-750

M
Maintenance

impaired home, 95-97
in Alzheimer disease/dementia, 515-516

ineffective health, 92-94
Malignant melanoma, 966-970

Mechanical ventilation, 461-471
Memory, impaired, 122-125

Menopause, 883-889
surgical, 878-879

Men’s health care plans, 842-862
Metabolic care plans, 906-934

Migraine headache, 531-535
Mobility, impaired See Physical mobility, impaired

MS See Multiple sclerosis (MS)
MTB See Mycobacterium tuberculosis (MTB)

Mucous membrane, oral, impaired, 141-144
Multiple myeloma, 750-756

Multiple organ failure, 391-398
Multiple sclerosis (MS), 539-545

Musculoskeletal care plans, 634-684
Mycobacterium tuberculosis (MTB), 502-508

Myelogenous leukemia, 729-739
Myelomatosis, 750-756

Myocardial contusion, 425-434
Myocardial infarction, 285-295

Myocardial tissue perfusion, ineffective in coronary bypass/valve replacement surgery patients,
320-321

Myxedema, 926-930

N

National Patient Safety Goals (NPSGs), 6
Nausea, 129-132

in chemotherapy, 693-694



in leukemia, 737-739
in lymphoma, 747-750

Neglect, unilateral, in stroke, 572-573
Nephritis, 838-841

Nephrolithiasis, 812-817
Nephrostomy, 829-837

Neurogenic shock, 557-564
Neurological care plans, 509-578

Neutropenia, 756-759
NIC See Nursing Interventions Classification (NIC)

NOC See Nursing Outcomes Classification (NOC)
Noncardiogenic pulmonary edema, 408-417

Noncompliance, 132-135
in substance abuse and dependence, 275-276

Non-Hodgkin lymphoma, 739-750
Nonlymphocytic leukemia, 729-739

Non–Q-wave myocardial infarction, 285-295
Non-small cell lung cancer (NSCLC), 452

Non–ST-segment elevation myocardial infarction (NSTEMI), 285-295
NPSGs See National Patient Safety Goals (NPSGs)

NSCLC See Non-small cell lung cancer (NSCLC)
NSTEMI See Non–ST-segment elevation myocardial infarction (NSTEMI)

Nursing care plans, 1-7
assessment in, 3-5

clinical paths in, 7
components of, 1-2, 2f

development of, 3
ensuring quality and safety in, 6

focusing on health, 5
general versus specific, 5

Nursing Interventions Classification in, 2-3
Nursing Outcomes Classification in, 2-3

patient education in, 7
taxonomy of nursing diagnoses in, 2
tools for performance improvement of, 6-7



Nursing concepts care plans, basic, 235-284
Nursing diagnosis, 1

care plans for, 8-201
definitions of, 3

development of, 1-2
taxonomy of, 2

Nursing Interventions Classification (NIC), 2-3
Nursing Outcomes Classification (NOC), 2-3

Nutrition
enteral, 266-271

readiness for enhanced, 212-217
total parenteral, 261-266

Nutrition, imbalanced
less than body requirements, 135-138

in acute renal failure, 797-798
in bariatric surgery, 581-582

in burns, 945-946
in chronic obstructive pulmonary disease, 439-440

in cirrhosis, 598-604
in enteral tube feeding, 266-271

in head and neck cancer surgery, 448-449
in head trauma, 529-530

in hematopoietic stem cell transplantation, 721-723
in hepatitis, 623-624

in HIV infection, 727-728
in hyperthyroidism, 923-924

in inflammatory bowel disease, 626
in ovarian cancer, 893-894

in Parkinson’s disease, 548-549
in peptic ulcer disease, 629-630

in total parenteral nutrition, 261-266
more than body requirements, 138-140

in hypothyroidism, 927-930

O



OA See Osteoarthritis (OA)
Obesity, 579-587

Obstructive sleep apnea (OSA), 471-475
Oncological care plans, 685-791

Oophorectomy, 876-882
Oophoritis, 894-900

Open cholecystectomy, 594-598
Open reduction of fracture, 660-669

Oral mucous membrane, impaired, 141-144
Organ transplantation, solid, 760-779

OSA See Obstructive sleep apnea (OSA)
Osteoarthritis (OA), 676-680

Osteoporosis, 680-684
Other-directed violence in Alzheimer disease/dementia, 510-517

Outcomes classification, 2-3
Ovarian cancer, 889-894

Overweight, 579-587
Oxygenation failure, 490-495

P

PAH See Pulmonary arterial hypertension (PAH)
Pain

abdominal
in inflammatory bowel disease, 624-628

in peptic ulcer disease, 629-630
acute, 144-148

in acute coronary syndromes and myocardial infarction, 286-295
in angina pectoris, stable, 295-296

in arthroscopy, 653-654
in breast cancer/breast reconstruction, 867-868

in burns, 942-943
in central venous access devices, 258-259

in chest trauma, 432-433
in fractures, extremity and pelvic, 660-669
in headache, 533-535



in hysterectomy, 879-881
in inflammatory bowel disease, 624-628

in joint arthroplasty/replacement, 669-675
in low back pain/herniated intervertebral disk, 536-539

in lower extremity amputation, 642-643
in lung cancer, 459-460

in multiple myeloma, 751-752
in osteoarthritis, 676-680

in ovarian cancer, 891-892
in pelvic inflammatory disease, 899-900

in peptic ulcer disease, 629-630
in percutaneous coronary intervention, 346-347

in peripheral arterial revascularization, 354-355
in peritoneal dialysis, 810

in pneumonia, 481-482
in renal calculi, 815-816

in shingles, 963-964
in sickle cell disease, 781-783

in surgical experience: preoperative and postoperative care, 241-242
in thoracotomy, 500

in urinary tract infection, 840
chest, 295-301

chronic, 148-151
in fibromyalgia, 658-659

in lower extremity amputation, 642-643
in osteoarthritis, 676-680

in shingles, 963-964
joint

in inflammatory bowel disease, 624-628
in rheumatoid arthritis, 648-649

in systemic lupus erythematosus, 788-789
low back, 535-539

Palpation, 4-5
Paraplegia, 557-564
Parkinson’s disease (PD), 546-552



Patient
education for, 7

interviewing of, 3-5
PBSCT See Peripheral blood stem cell transplantation (PBSCT)

PD See Parkinson’s disease (PD)
PE See Pulmonary embolism (PE)

PEG tube, 266-271
Pelvic floor disorders, 900-905

Pelvic fracture, 660-669
Pelvic inflammatory disease (PID), 894-900

Pelvic relaxation disorder, 900-905
Peptic ulcer disease (PUD), 629-633

Percussion, 4-5
Percutaneous coronary intervention, 343-350

Percutaneous transluminal angioplasty (PTA), 350-361
Percutaneous transluminal coronary angioplasty (PTCA), 343-350

Performance improvement, tools for, 6-7
Perimenopause, 883-889

Peripheral arterial occlusive disease, chronic, 355-361
Peripheral arterial revascularization, 350-355

Peripheral blood stem cell transplantation (PBSCT), 711-723
Peripheral tissue perfusion, ineffective, 197-199

in burns, 943-944
in chronic venous insufficiency, 404-407

in deep vein thrombosis, 399-403
in fractures, extremity and pelvic, 663-665

in hemodialysis, 804-805
in joint arthroplasty/replacement, 672-674

in percutaneous coronary intervention, 349-350
in peripheral arterial occlusive disease, 356-361

in peripheral arterial revascularization, 353-354
Peripheral venous hypertension, 404-407

Peritoneal dialysis, 806-812
Pernicious anemia, 685-691
Phlebitis, 399-403



Phlebothrombosis, 399-403
Physical activity program, readiness for engaging in a regular, 205-209

Physical assessment, 4-5
Physical mobility, impaired, 126-129

in arthroscopy, 654-655
in fractures, extremity and pelvic, 662-663

in joint arthroplasty/replacement, 671-672
in lower extremity amputation, 638-640

in multiple myeloma, 752-753
in multiple sclerosis, 542-543

in osteoarthritis, 678-680
in Parkinson’s disease, 546-547

in rheumatoid arthritis, 650-651
in spinal cord injury, 559-561

in stroke, 568-569
PID See Pelvic inflammatory disease (PID)

Placental stem cell transplantation, 711
Plasma cell myeloma, 750-756

Pneumonectomy, 496-502
Pneumonia, 476-483

ventilator-associated, 461-471
Pneumonitis, 476-483

Pneumothorax, 425-434
Postoperative care, 235-251

in cholecystectomy, 594-598
in coronary bypass/valve replacement surgery patients, 312

Postphlebitic syndrome, 404-407
Post-trauma syndrome, 152-154

Powerlessness, 155-157
in death and dying, 281-283

Preoperative anxiety in lower extremity amputation, 634-644
Preoperative care See Surgical experience: preoperative and postoperative care

Pressure ulcers, 948-956
Prostate cancer, 848-852
Prostatectomy, radical, 848-852



Prostatic hyperplasia, benign, 842-847, 843t
Prosthesis, lower extremity, 634

Protection, ineffective
after transplantation

heart, 764-765
kidney, 773-774

liver, 770-771
lung, 767-768

in acute respiratory distress syndrome, 414-415
in end-stage renal disease, 822-823

in hematopoietic stem cell transplantation, 716-720
in lung cancer, 457-459

in mechanical ventilation, 464-466
in multiple myeloma, 754-756

Psoriasis, 957-961
PTA See Percutaneous transluminal angioplasty (PTA)

PTCA See Percutaneous transluminal coronary angioplasty (PTCA)
PUD See Peptic ulcer disease (PUD)

Pulmonary arterial hypertension (PAH), 367-375
Pulmonary care plans, 408-508

Pulmonary contusion, 425-434
Pulmonary edema

acute, 361-367, 380-385
noncardiogenic, 408-417

Pulmonary embolism (PE), 483-489
Pump failure, 325-337, 380-385

Pyelonephritis, 838-841

Q
Quadriplegia, 557-564

Quality of care
current challenges in, 1

ensuring of, 6
improvement of, 6-7

Q-wave myocardial infarction, 285-295



R
RA See Rheumatoid arthritis (RA)

Radiation, intracoronary, 343-350
Radiation exposure injury, 705-706

Radiation therapy, 702-706
Radical neck surgery, 444-460

Radical prostatectomy, 848-852
Rape-trauma syndrome, 157-160

Readiness
for engaging in a regular physical activity program, 205-209

for enhanced immunization status, 209-212
for enhanced nutrition, 212-217

for enhanced sleep, 217-220
for managing stress, 220

for smoking cessation, 225-229
for weight management, 229

Rectal cancer, 605-611
Rectocele, 900-905

Reflex urinary incontinence, 101-102
Regular physical activity program, readiness for engaging in, 205-209

Rehabilitation, cardiac, 305-312
Relocation stress syndrome, 161-163

Renal calculi, 812-817
Renal care plans, 792-841

Renal failure
acute, 792-800

chronic, 817-829
Renal function, impaired, in acute renal failure, 792-800

Renal insufficiency, 792-800
Renal perfusion, ineffective, in kidney transplantation, 771-772

Renal replacement therapy
hemodialysis, 800-806

peritoneal dialysis, 806-812
Residual limb or stump, 634
Respirator, 461-471



Respiratory failure, acute, 490-495
Revascularization, peripheral arterial, 350-355

Rheumatoid arthritis (RA), 644-651
Rib fracture, 425-434

Right atrial dilation, 367-375
Right-sided failure, 325-337, 367-375

in heart transplantation, 762-763
Right ventricular dilation, 367-375

Risk Factor Management See Health Promotion and Risk Factor Management
Ruptured disk, 535-539

S

Safety, ensuring, 6
Salpingectomy, 876-882

Salpingitis, 894-900
SCI See Spinal cord injury (SCI)

Sciatica, 535-539
SCLC See Small cell lung cancer (SCLC)

SDB See Sleep-disordered breathing (SDB)
Sedentary lifestyle, 119-122

Segmental lung resection, 496-502
Seizures, 553-556

risk for
in craniotomy, 521-522

in head trauma, 528-529
Self-care deficit, 163-167

in Alzheimer disease/dementia, 512-513
in bowel diversion surgery, 589

in urinary diversion surgery, 831-832
Self-directed violence in Alzheimer disease/dementia, 510-517

Self-esteem, low
chronic

in Parkinson’s disease, 550-551
in seizure activity, 556

situational, 168-170



in breast cancer/breast reconstruction, 868-869
in end-stage renal disease, 823-824

Self-examination, testicular, 858-862
Sensory perception, disturbed

auditory, 170-173
in cirrhosis, 602-603

tactile, in stroke, 571-572
visual, 173-176

in multiple sclerosis, 543-544
Sepsis, 391-398

Septic shock, 391-398
Serum hepatitis, 620-624

Sexual dysfunction in prostate cancer, 849-850
Sexuality pattern, ineffective, 176-178

in end-stage renal disease, 827
in menopause, 887-888

in testicular cancer, 861-862
Sexually transmitted infections (STIs), 852-858

pelvic inflammatory disease as, 894-900
Shingles, 961-965

Shock
anaphylactic, 375-380

cardiogenic, 380-385
distributive, 391-398

hypovolemic, 385-391
neurogenic, 557-564

septic, 391-398
spinal, 557-564

Shock lung, 408-417
Shoulder hemiarthroplasty, 669-675

Sickle cell disease, 780-784
Sickle cell pain crisis, 780-784

Sigmoidostomy, 829-837
Situational low self-esteem, 168-170

in breast cancer/breast reconstruction, 868-869



in end-stage renal disease, 823-824
Skin cancer, 966-970

Skin integrity, impaired, 178-182
in bowel diversion surgery, 590-591

in burns, 935-937
in chronic venous insufficiency, 405-407

in cirrhosis, 604
in end-stage renal disease, 825

in lower extremity amputation, 636-638
in multiple sclerosis, 545

in peripheral arterial occlusive disease, 360-361
in pressure ulcers, 948-956

in psoriasis, 960-961
in radiation therapy, 704-705

in skin cancer, 966-970
in spinal cord injury, 561-562

in systemic lupus erythematosus, 786-788
Skull fracture, 524-531

SLE See Systemic lupus erythematosus (SLE)
Sleep, readiness for enhanced, 217-220

Sleep apnea, obstructive, 471-475
Sleep deprivation in obstructive sleep apnea, 474-475

Sleep-disordered breathing (SDB), 471-475
Slipped disk, 535-539

Small cell lung cancer (SCLC), 452
Smoking cessation, readiness for, 225-229

Social interaction, impaired, in Alzheimer disease/dementia, 513-514
Solid organ transplantation, 760-779

Spinal cord injury (SCI), 557-564
Spinal shock, 557-564

Spiritual distress, 183-185
in death and dying, 283-284

Spontaneous ventilation, impaired
in acute respiratory failure, 490-495
in mechanical ventilation, 461-471



Squamous cell carcinoma, 966-970
Staghorn calculi, 812-817

Status asthmaticus, 417-425
Stem cell transplantation, 711-723

STEMI See ST-segment elevation myocardial infarction (STEMI)
Stents, coronary, 343-350

Stiff lung, 408-417
Stiffness, joint, in rheumatoid arthritis, 649-650

STIs See Sexually transmitted infections (STIs)
Stoma

bowel diversion, 587-594
urinary diversion, 835-837

Stoma tissue perfusion, ineffective or impaired
in bowel diversion surgery, 589-590

in urinary diversion surgery, 833-834
Stomach flu, 612-616

Stress, readiness for managing, 220
Stress syndrome, relocation, 161-163

Stress urinary incontinence, 103-104
in pelvic relaxation disorder, 902-904

Stroke, 564-574
ST-segment elevation myocardial infarction (STEMI), 285-295

Subdural hematoma, 524-531
Substance abuse and dependence, 272-276

Suicide, risk for, 185-188
Surgery

bariatric, 579-587
bowel diversion, 587-594

breast reconstruction, 863-871
chest, 496-502

cholecystectomy, 594-598
coronary bypass, 312-325

cranial, 517-523
hysterectomy, 876-882
joint arthroplasty, 669-675



preoperative and postoperative care, 235-251
radical neck, 444-460

solid organ transplantation, 760-779
thyroidectomy, 930-934

urinary diversion, 829-837
Surgical menopause, 878-879

Swallowing, impaired, 188-191
Syphilis, 855t

Systemic lupus erythematosus (SLE), 784-791
Systolic dysfunction, 325-337

T

Tactile perception, disturbed, in stroke, 571-572
Teletherapy for cancer, 702-706

Tension headache, 531-535
Tension pneumothorax, 425-434

Testicular cancer, 858-862
Testicular self-examination (TSE), 858-862

Tetraplegia, 557-564
The Joint Commission (TJC), on quality and safety, 6

Therapeutic regimen management, ineffective, 191-194
in bariatric surgery, 585-587

in diabetes mellitus, 916-918
in end-stage renal disease, 826-827

in hypertension, 341-342
in sickle cell disease, 780-784

in tuberculosis, 506-508
Thoracic surgery, 496-502

Thoracostomy, 496-502
Thoracotomy, 496-502

Thrombocytopenia in end-stage renal disease, 822-823
Thromboembolism, 483-489

Thrombosis, deep vein, 399-403, 483-489
Thrombotic stroke, 564-574
Thyroidectomy, 930-934



Thyroid storm, 930-934
Thyrotoxicosis, 930-934

TIA See Transient ischemic attack (TIA)
Tissue integrity, impaired, 194-196

Tissue perfusion, ineffective or impaired
cerebral

in stroke, 565-566
in transient ischemic attack, 576-577

in head and neck cancer surgery, 447-448
myocardial, in coronary bypass/valve replacement surgery patients, 320-321

peripheral, 197-199
in burns, 943-944

in chronic venous insufficiency, 404-407
in deep vein thrombosis, 399-403

in fractures, extremity and pelvic, 663-665
in hemodialysis, 804-805

in joint arthroplasty/replacement, 672-674
in percutaneous coronary intervention, 349-350

in peripheral arterial occlusive disease, 356-361
in peripheral arterial revascularization, 353-354

renal, in kidney transplantation, 771-772
stomal

in bowel diversion surgery, 589-590
in urinary diversion surgery, 833-834

TJC See The Joint Commission (TJC)
Toileting deficit

in bowel diversion surgery, 589
in urinary diversion surgery, 831-832

Total abdominal hysterectomy, 876-882
Total hip arthroplasty/replacement, 669-675

Total parenteral nutrition (TPN), 261-266
TPN See Total parenteral nutrition (TPN)

Transient ischemic attack (TIA), 575-578
Transmission of human immunodeficiency virus, 723-728
Transplantation



heart, 760-765
hematopoietic stem cell, 711-723

kidney, 771-775
liver, 769-771

lung, 765-768
solid organ, 760-779

Trauma
chest, 425-434

head, 524-531
post-trauma syndrome, 152-154

rape-trauma syndrome, 157-160
spinal cord injury, 557-564

Traumatic brain injury, 524-531
Traveler’s diarrhea, 612-616

Treatment program, noncompliance with, in substance abuse and dependence, 275-276
Trichomoniasis, 856t

TSE See Testicular self-examination (TSE)
Tube feeding, enteral, 266-271

Tuberculosis (TB), 502-508
Type 1 diabetes, 912-921

Type 2 diabetes, 912-921

U
Ulcerative colitis, 624-628

Ulcers
gastrointestinal, 616-620

in peptic ulcer disease, 629-633
pressure, 948-956

Umbilical cord stem cell transplantation, 711
Unilateral neglect, risk for

in stroke, 572-573
Upper gastrointestinal bleed, 616-620

Uremia, 817-829
Ureterostomy, 829-837
Urethritis, 838-841



Urge urinary incontinence, 104-106
Urinary diversion, 829-837

Urinary elimination, impaired
in fractures, extremity and pelvic, 667

in multiple myeloma, 753-754
Urinary incontinence

functional, 100-101
in multiple sclerosis, 544-545

reflex, 101-102
stress, 103-104

in pelvic relaxation disorder, 902-904
urge, 104-106

Urinary retention, 199-201
in benign prostatic hyperplasia, 842-847

in multiple sclerosis, 544-545
Urinary tract care plans, 792-841

Urinary tract infection (UTI), 838-841
Urolithiasis, 812-817

Uterine prolapse, 900-905
UTI See Urinary tract infection (UTI)

V

Valve replacement surgery, 312-325
VAP See Ventilator-associated pneumonia (VAP)

Varicella-zoster virus (VZV), 961-965
Varices, esophageal, 616-620

Vascular and cardiac care plans, 285-342
Vasogenic shock, 375-380

Vasoocclusive crisis, 780-784
Venous hypertension, peripheral, 404-407

Venous insufficiency, chronic, 404-407
Venous stasis ulcer, 404-407

Venous thromboembolic disease, 399-403
Ventilation, impaired spontaneous

in acute respiratory failure, 490-495



in mechanical ventilation, 461-471
Ventilation, mechanical, 461-471

Ventilator-associated pneumonia (VAP), 461-471
Ventilatory failure, 490-495

Ventricular dilation, right, 367-375
Ventricular failure in heart transplantation, 762-763

Verbal communication, impaired, 43-47
in head and neck cancer surgery, 446-447

in Parkinson’s disease, 549
in stroke, 570-571

Vesicostomy, 829-837
Violence, risk for, in Alzheimer disease/dementia, 510-517

Viral hepatitis, 620-624
Visual sensory perception, disturbed, 173-176

in multiple sclerosis, 543-544
Vitamin B12 deficiency, 685-691

VZV See Varicella-zoster virus (VZV)

W
Warts, genital, 854t-857t

Wedge lung resection, 496-502
Weight management, readiness for, 229

Wet lung, 408-417
Women’s health care plans, 863-905

Wound healing, abdominal, risk for impaired, 247-248


	Title page
	Table of Contents
	Copyright
	Contributors
	Reviewers
	Preface
	Evolve page
	Quick Care Plans Locator
	Chapter 1: Using Nursing Care Plans to Individualize and Improve Care
	Introduction
	Components of These Nursing Care Plans
	Nursing Diagnoses Taxonomy, and Interventions and Outcomes Classifications
	Using Nursing Care Plans: Diagnoses, Interventions, and Outcomes
	Using General Versus Specific Care Plan Guides
	A Focus on Optimizing Health
	Other Common Themes
	Ensuring Quality and Safety
	Tools for Performance Improvement
	Development of Patient Education Materials
	A Basis for Clinical Paths

	Chapter 2: Nursing Diagnosis Care Plans
	Activity Intolerance
	Ineffective Airway Clearance
	Latex Allergy Response
	Anxiety
	Risk for Aspiration
	Risk for Bleeding
	Risk for Unstable Blood Glucose Level
	Disturbed Body Image
	Bowel Incontinence
	Ineffective Breathing Pattern
	Decreased Cardiac Output
	Caregiver Role Strain
	Impaired Verbal Communication
	Chronic Confusion
	Constipation
	Ineffective Coping
	Impaired Dentition
	Diarrhea
	Risk for Electrolyte Imbalance
	Disturbed Energy Field
	Risk for Falls
	Interrupted Family Processes
	Fatigue
	Fear
	Deficient Fluid Volume
	Excess Fluid Volume
	Impaired Gas Exchange
	Grieving
	Complicated Grieving
	Ineffective Health Maintenance
	Impaired Home Maintenance
	Hopelessness
	Hyperthermia
	Hypothermia
	Functional Urinary Incontinence
	Reflex Urinary Incontinence
	Stress Urinary Incontinence
	Urge Urinary Incontinence
	Risk for Infection
	Insomnia
	Decreased Intracranial Adaptive Capacity
	Deficient Knowledge
	Sedentary Lifestyle
	Impaired Memory
	Impaired Physical Mobility
	Nausea
	Noncompliance
	Imbalanced Nutrition: Less Than Body Requirements
	Imbalanced Nutrition: More Than Body Requirements
	Impaired Oral Mucous Membrane
	Acute Pain
	Chronic Pain
	Post-Trauma Syndrome
	Powerlessness
	Rape-Trauma Syndrome
	Relocation Stress Syndrome
	Self-Care Deficit
	Situational Low Self-Esteem
	Disturbed Sensory Perception: Auditory
	Disturbed Sensory Perception: Visual
	Ineffective Sexuality Pattern
	Risk for Impaired Skin Integrity
	Spiritual Distress
	Risk for Suicide
	Impaired Swallowing
	Ineffective Therapeutic Regimen Management
	Impaired Tissue Integrity
	Ineffective Peripheral Tissue Perfusion
	Urinary Retention
	Dysfunctional Ventilatory Weaning Response

	Chapter 3: Health Promotion and Risk Factor Management Care Plans
	Health-Seeking Behaviors
	Readiness for Engaging in a Regular Physical Activity Program
	Readiness for Enhanced Immunization Status
	Readiness for Enhanced Nutrition
	Readiness for Enhanced Sleep
	Readiness for Managing Stress
	Readiness for Smoking Cessation
	Readiness for Weight Management

	Chapter 4: Basic Nursing Concepts Care Plans
	Surgical Experience: Preoperative and Postoperative Care
	Blood Component Therapy
	Central Venous Access Devices
	Total Parenteral Nutrition
	Enteral Tube Feeding (Enteral Nutrition)
	Substance Abuse and Dependence
	Death and Dying: End-of-Life Issues
	Common Mood Disorders: Depression and Bipolar Disorder

	Chapter 5: Cardiac and Vascular Care Plans
	Acute Coronary Syndromes/Myocardial Infarction
	Angina Pectoris, Stable
	Atrial Fibrillation
	Cardiac Rehabilitation
	Coronary Bypass/Valve Surgery: Postoperative Care
	Heart Failure, Chronic
	Hypertension
	Percutaneous Coronary Intervention: Percutaneous Transluminal Coronary Angioplasty, Atherectomy, Stents
	Peripheral Arterial Revascularization
	Peripheral Arterial Occlusive Disease, Chronic
	Pulmonary Edema, Acute
	Pulmonary Arterial Hypertension
	Shock, Anaphylactic
	Shock, Cardiogenic
	Shock, Hypovolemic
	Shock, Septic
	Thrombosis, Deep Vein
	Venous Insufficiency, Chronic
	Aortic Aneurysm
	Dysrhythmias
	Mitral Valve Prolapse
	Pacemaker/Cardioverter-Defibrillator
	Percutaneous Balloon Valvuloplasty

	Chapter 6: Pulmonary Care Plans
	Acute Respiratory Distress Syndrome (ARDS)
	Asthma
	Chest Trauma
	Chronic Obstructive Pulmonary Disease
	Head and Neck Cancer: Surgical Approaches
	Mechanical Ventilation
	Obstructive Sleep Apnea
	Pneumonia
	Pulmonary Embolism
	Respiratory Failure, Acute
	Thoracotomy
	Tuberculosis
	Cystic Fibrosis
	Near-Drowning
	Pneumothorax With Chest Tube
	Tracheostomy

	Chapter 7: Neurological Care Plans
	Alzheimer’s Disease/Dementia
	Amyotrophic Lateral Sclerosis
	Carpal Tunnel Syndrome
	Craniotomy
	Head Trauma
	Headache: Migraine, Cluster, Tension
	Intracranial Infection
	Low Back Pain/Herniated Intervertebral Disk
	Lyme Disease
	Multiple Sclerosis
	Myasthenia Gravis
	Parkinson’s Disease
	Seizure Activity
	Spinal Cord Injury
	Stroke
	Transient Ischemic Attack
	West Nile Virus

	Chapter 8: Gastrointestinal and Digestive Care Plans
	Bariatric Surgery
	Bowel Diversion Surgery: Colostomy, Ileostomy
	Cholecystectomy: Laparoscopic/Open, Postoperative Care
	Cirrhosis
	Colorectal Cancer
	Gastroenteritis
	Gastrointestinal Bleeding
	Hepatitis
	Inflammatory Bowel Disease
	Peptic Ulcer Disease
	Hemorrhoids/Hemorrhoidectomy
	Pancreatitis, Acute

	Chapter 9: Musculoskeletal Care Plans
	Amputation, Lower Extremity
	Arthritis, Rheumatoid
	Arthroscopy
	Fibromyalgia
	Fractures: Extremity and Pelvic
	Joint Arthroplasty/Replacement: Total Hip, Knee, Shoulder
	Osteoarthritis
	Osteomyelitis
	Osteoporosis
	Traction

	Chapter 10: Hematolymphatic, Immunological, and Oncological Care Plans
	Anemia
	Cancer Chemotherapy
	Cancer Radiation Therapy
	Disseminated Intravascular Coagulation
	Hematopoietic Stem Cell Transplantation
	Human Immunodeficiency Virus
	Leukemia
	Lymphoma: Hodgkin Lymphoma; Non-Hodgkin Lymphoma
	Multiple Myeloma
	Neutropenia
	Organ Transplantation, Solid
	Sickle Cell Disease
	Systemic Lupus Erythematosus
	Hematopoietic Stem Cell Collection
	Hemophilia

	Chapter 11: Renal and Urinary Tract Care Plans
	Acute Renal Failure
	Hemodialysis
	Peritoneal Dialysis
	Renal Calculi
	Renal Failure, Chronic/End-Stage Renal Disease
	Urinary Diversion
	Urinary Tract Infection
	Glomerulonephritis

	Chapter 12: Men’s Health Care Plans
	Benign Prostatic Hyperplasia
	Prostate Cancer
	Sexually Transmitted Infections
	Testicular Cancer
	Erectile Dysfunction

	Chapter 13: Women’s Health Care Plans
	Breast Cancer/Surgical Management with Breast Reconstruction Option
	Cervical Cancer
	Hysterectomy
	Menopause
	Ovarian Cancer
	Pelvic Inflammatory Disease
	Pelvic Relaxation Disorder
	Premenstrual Syndrome

	Chapter 14: Endocrine and Metabolic Care Plans
	Cushing’s Disease
	Diabetes Mellitus
	Hyperthyroidism
	Hypothyroidism
	Thyroidectomy
	Adrenal Insufficiency (Addison’s Disease)
	Diabetes Insipidus
	Diabetic Ketoacidosis and Hyperglycemic Hyperosmolar Nonketotic Syndrome
	Syndrome of Inappropriate Antidiuretic Hormone (SIADH)

	Chapter 15: Integumentary Care Plans
	Burns
	Pressure Ulcers (Impaired Skin Integrity)
	Psoriasis
	Shingles
	Skin Cancer
	Dermatitis
	Plastic Surgery for Wound Closure

	Index

