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            Acute Respiratory Distress Syndrome (ARDS) - The exchange of oxygen for carbon dioxide in the lungs is inadequate for oxygen consumption and carbon dioxide production within the body's cells Characteristics of ARDS - Hypoxemia that persists even when 100% oxygen is given; decreased pulmonary compliance; dyspnea; non-cardiac associated bilateral pulmonary edema; dense pulmonary infiltrates on X-ray ARDS - No abnormal breath sounds are present in this disorder on auscultation because the edema occurs first in the interstitial spaces and not the airways. ARDS - Unexpected, catastrophic pulmonary complication occurring in a person with no pervious pulmonary problems. ARDS - Common laboratory finding is a lowered pO2; not responsive to high concentrations of oxygen and often need intubation and mechanical ventilation with PEEP PEEP Positive end-expiratory pressure - The instillation and maintenance of small amounts of air into the alveolar sacs to prevent then from collapsing each time the client exhales; amount of pressure can be set and is usually around 5-10cm of water Nursing Assessment of ARDS - Dyspnea, hyperpnea; intercostals retractions; cyanosis, pallor; hypoxemia; diffuse pulmonary infiltrates seen on chest radiograph as "white-out" appearance; verbalized anxiety, restlessness 
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Acute Respiratory Distress Syndrome (ARDS) - The exchange of oxygen for carbon dioxide in the lungs is inadequate for oxygen consumption and carbon dioxide production within the body's cells
 Characteristics of ARDS - Hypoxemia that persists even when 100% oxygen is given; decreased pulmonary compliance; dyspnea; non-cardiac associated bilateral pulmonary edema; dense pulmonary infiltrates on X-ray
 ARDS - No abnormal breath sounds are present in this disorder on auscultation because the edema occurs first in the interstitial spaces and not the airways.
 ARDS - Unexpected, catastrophic pulmonary complication occurring in a person with no pervious pulmonary problems.
 ARDS - Common laboratory finding is a lowered pO2; not responsive to high concentrations of oxygen and often need intubation and mechanical ventilation with PEEP
 PEEP Positive end-expiratory pressure - The instillation and maintenance of small amounts of air into the alveolar sacs to prevent then from collapsing each time the client exhales; amount of pressure can be set and is usually around 5-10cm of water
 Nursing Assessment of ARDS - Dyspnea, hyperpnea; intercostals retractions; cyanosis, pallor; hypoxemia; diffuse pulmonary infiltrates seen on chest radiograph as "white-out" appearance; verbalized anxiety, restlessness
 Hypoxemia - PO2 < 50mmHg with FiO2 >60%
 Common causes of respiratory failure - COPD; pneumonia; tuberculosis; contusion; aspiration; inhaled toxins' emboli; drug OD; fluid overload; DIC; shock
 Suction - When providing care to a patient with ARDS, only do this when secretions are present
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7.35-7.45 - PH normal value
 35-45 mmH - PCO2 normal value
 22-26 mEq - HCO3 normal value
 80-100mm - PO2 normal value
 95-100% - O2 normal value
 Allen Test - Perform this test before drawing an ABG from the radial artery
 Common cause of respiratory failure in children - Congenital heart disease; respiratory distress syndrome; infection, sepsis; neuromuscular diseases; trauma and burns; aspiration; fluid overload and dehydration; anesthesia and narcotic OD
 Nursing assessment of child in respiratory failure - Kid just "looks bad;" very slow or very rapid RR, dyspnea, apnea, gasping; tachycardia; cyanosis, pallor, or mottled color; irritability and lethargy; retractions, nasal flaring, poor air movement; hypoxemia, hypercapnia, respiratory acidosis
 Respiratory Failure - PCO2 > 45 or PO2 < 60 on 50% O2; a child in severe distress should be on 100% O2
 Shock - Widespread, serious reduction of tissue perfusion which, if prolonged, leads to generalized impairment of cellular functioning
 System Hypotension - Marked reduction in either cardiac output or peripheral vasomotor tone, without a compensatory elevation in the other results in this
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Early signs of shock - Agitation and restlessness that results from cerebral hypoxia
 Hypovolemic Shock - Related to external or internal blood or fluid loss
 Cardiogenic Shock - Related to ischemia or impairment in tissue perfusion resulting from MI, serious arrhythmia, or HF; all cause decrease CO
 Vasogenic Shock - Related to allergens, spinal cord injury, or peripheral neuropathies, all resulting in venous pooling and decreased blood return to the heart, which decreases cardiac output over time
 Septic Shock - Related to endotoxins released by bacteria, which cause vascular pooling, diminished venous return, and reduced CO
 High fowler position with legs down - Position to reduce venous return in order to decrease further venous return to the left ventricle
 Medical treatment for shock - Rapid infusion of volume-expanding fluids such as whole blood, plasma, plasma substitutes; isotonic, electrolyte IV solutions; CVP artery catheters; CVP measurements, urine output, HR, clinical and mental state; immediate attendtion to improvement of perfusion; administration of drugs is withheld until circulating volume has been restores; O2 administration
 Pulmonary edema - If shock is cardiogenic in nature, the infusion of volume-expanding fluids may result in this
 Cardiac Function - When treating a patient with shock, the restoration of what should take priority
 Increase Cardiac Contractility - Administration of cardiotonic drugs such as digitalis does what?
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Dopamine and digitalis - Increases the contractility
 Dopamine (Dopram) and norepinephrine (Levophed) - Vaso-constricting agents that may be used in cardiogenic shock
 Nursing Assessment of patient in shock - Tachycardia, tachypnea, decrease in BP (systolic <80mmHg) ; mental status changes; cool, clammy skin; diaphoresis, paleness; urine output decreases; CVP <4cm of H2O; urine SG >1.020
 Hypovolemia - Urine SG >1.020 indicates?
 Early shock mental status changes - Restless, hyper-alert
 Late shock mental status changes - Decreased alertness, lethargy, coma
 Patient in shock - Maintain a urine output of at least 30ml/hr and notify health care provider if it drops below this
 CVP - Administer prescribed fluids until designated ?? is reached in patients with shock
 CVP - When a patient is in shock, this number is usually elevated to 16-19 cm of H2O as compensation for decreased cardiac output
 Patient in shock - Place this patient in Trendelenburg position (feet up 45 degrees, head flat
 IM or Subcutaneous route - Do not administer medications via these routes to a patient in shock until perfusion improves to the muscles and subcutaneous tissues
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Vasopressors or adrenergic stimulants - When administering these medications to a patient in shock, they must be administered via a volume-controlled pump; monitor BP q 5-15 min; watch IV site carefully for extravasation and tissue damage; ask about the target mean systolic BP
 Vasopressors or adrenergic stimulants used in shock patients - Epinephrine (Bronkaid). Dopamine (Dopram), Dobutamine (Dobutrex), norepinephrine (Levophed), isoproterenol (Isuprel)
 Vasodilators used in shock patients - Hydralazine (Apresoline), nitroprusside (Nipride), labetalol hydrochloride (Normodyne, Trandate)
 Vasopressor and vasodilator drugs - Potent drugs used in shock patients; dangerous and require that the client be weaned onto and off them. Don't change both infusions rates simultaneously.
 Vasodilator; Vasopressor - If drop in BP occurs, decrease ?? infusion rate first, then increase ?? rate
 Vasopressor; Vasodilator - If BP increases, decrease ?? rate first, then increase the rate of the ??
 Stage 1 of hypovolemic shock - Initial stage; blood loss of less than 10%; compensatory mechanisms triggered; apprehension and restlessness; increased HR; cool, pale skin; fatigue; arteriolar constriction; increased production of ADH; arterial pressure maintained; CO normal; reduction in blood flow to the skin and muscle beds
 Stage 2 of Hypovolemic Shock - Compensatory stage; blood volume reduced by 15%-25%; decompensation begins; flattened neck veins and delayed venous filling time; increased HR&RR; pallor, diaphoresis and cool skin; decreased UP; sunken soft eyeballs; confusion; marked reduced in CO; arterial pressure decline; massive adrenergic compensatory response; decrease cerebral perfusion
 massive adrenergic compensatory response - Tachycardia, tachypnea, cutaneous vasoconstriction and oliguria
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Stage 3 of Hypovolemic shock - Progressive stage; edema; increased blood viscosity; excessively low BP; dysrhythmia, ischemia, and MI; weak, thread, or absent peripheral pulses; rapid circulatory deterioration; decreased CO; decreased tissue perfusion; reduced blood volume
 Stage 4 of Hypovolemic shock - Irreversible stage; profound hypotension that is unresponsive to vasopressor drugs; severe hypoxemia that is unresponsive to O2; anuria, renal shut down; HR slows, BP falls with consequent cardiac and respiratory arrest; cell destruction so severe that death is inevitable; multiple organ system failure
 Severe shock - Leads to widespread cellular injury and impairs the integrity of the capillary membranes
 Fluid and osmotic proteins - Seep into the extravascular spaces, further reducing CO
 Mean arterial pressure - Normal value in adults 100mmHg
 Mean arterial pressure - Level of pressure in the central arterial bed measured indirectly by BP; measured directly through arterial catheter insertion
 MAP calculation - CO x total peripheral resistance = systolic BP + 2/3
 Cardiac Output - Volume of blood ejected by the left ventricle per unit of time
 Cardiac output - Normal value is 4-6L/min
 CO calculation - Stroke volume (amount of blood ejected per beat) x HR
 Peripheral resistance - Resistance to blood flow offered by the vessels in the peripheral vascular bed.
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Central venous pressure - Pressure within the right atrium
 Central venous pressure - Normal values are between 4-10cm H2O
 Packed RBC - Less danger of fluid overload; used for acute blood loss
 Frozen RBCs - Prepared from RBCs using glycerol for protection and then frozen
 Frozen RBCs - Must be used within 24 hours of being thawed; used as an auto transfusion; infrequently used because filters remove most of the WBCS
 Platelets - pooled 300mL; one unit contains single donor (200mL)
 Platelets - Bad should be agitated periodically; used for bleeding caused by thrombocytopenia
 Fresh frozen plasma - Liquid portion of whole blood is separated from cells and frozen
 Fresh frozen plasma - The use of this is being replaced by albumin plasma expanders; used for bleeding caused by deficiency in clotting factors
 Albumin - Prepared from plasma and is available in 5% and 20% solutions
 Albumin - 25g/100mL is osmotically equal to 500mL of plasma; used for hypovolemic shock and hypoalbuminemia
 Cryoprepcipitates and commercial concentrates - Prepared from fresh frozen plasma with 10-20mL/bag
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Cryoprepcipitates and commercial concentrates - Used in treated hemophilia; replacement of clotting factors, especially factor VII and fibrinogen
 Acute hemolytic - Chills, fever, low back pain, flushing, tachycardia, hypotension pressing to acute renal failure, shock and cardiac arrest
 Nursing interventions for acute hemolytic Reaction - STOP TRANSFUSION; change tubing, then continue saline IV; treat for shock; draw blood samples for serologic testing; monitor UOP hourly; give diuretics
 Febrile nonhemolytic reaction - Most common blood transfusion reaction; sudden chills and fever, headaches, flushing, anxiety, and muscle pain
 Febrile nonhemolytic reaction nursing interventions - Give antipyretics
 Mild allergic reaction - Flushing, itching, hives (urticaria)
 Mild allergic reaction nursing interventions - Give antihistamine
 Anaphylactic and severe allergic reaction - Anxiety, uricaria, wheezing progressive cyanosis leading to shock and possible cardiac arrest
 Anaphylactic and severe allergic reaction nursing interventions - Initiate CPR
 Magnesium sulfate - CNS depressant administered to a preeclamptic client to prevent seizures, may be used as a tocolytic to stop preterm labor contractions; adverse reactions: CNS depression: depressed RR, depressed DTRs, decreased urine output, pulmonary edema; hold if RR <12 or urine output <100ml/4hr; DTRs absent; monitor levels; therapeutic range 5-8mg/dl; remind client of warm, flushed feeling with IV administration; keep calcium gluconate antidote
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Magnesium toxicity - RR<12, urine output <100ml/4hr, absent DTRs, levels >8mg/dl
 Tachycardia - Major side effect of terbulatine (brethine) and ritodrine (yutopar); used to stop preterm labor; withhold if pulse >120-140
 Fentanyl citrate (Sublimaze) - Used as an adjunct to anesthesia; adverse reactions: respiratory depression, apnea, bradycardia, hypotension; have resuscitation equipment readily available; don't mix with IB barbiturates
 Morphine sulfate - Often first choice for severe pain; adverse reactions: NV, constipation, respiratory depression, depression of cough reflexes, hypotension; chest RR and BP before administration; have narcan available just incase
 Ampicillin (ampicin, ampilean) - Broad-spectrum antibiotic used to treat postpartum endometritis, mastitis; adverse reactions: rash, dermatitis, NV, GI irritation; don't administer to clients with penicillin; does appear in breast milk but may not cause neonate discomfort
 Gentamicin sulfate (garamycin) - Indication: aminoglycoside antibiotic used for serious puerperal infections; adverse reactions: GI irritation, nephrotoxicty, ototoxicity, neurotoxicity, possible hypersensitivity; don't mix with any other drug; observe fro ototoxicity, ataxia, tinnitus, headache, nephrotoxicitym elevated BUN and creatinine, neurotoxicity, parenthesia, muscle weakness, I&O closely
 Sodium bicarbonate - Indicated for correction of severe metabolic acidosis in asphyxiated infants after adequate ventilation begun; adverse reaction: fluid overload, hypernatremia, intracranial hemorrhage; don't mix with calcium solutions; pediatric concentration; infuse slowly and monitor I&O; newborn resiscitation
 Epinephrine - Indicated for asystole or severe bradycardia; adverse reactions: tachyarrhythmias; make sure ventilation of newborn is adequate, do not inject directly into artery; monitor apical pulse or connect to ECG before use
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Circulatory overload - Cough, dyspnea, pulmonary congestion, headache, hypertension
 Circulatory overload nursing interventions - Place client in upright position with feet in dependent position and administer diuretics, O2 and morphine
 Sepsis - Rapid onset of chills, high fever, vomiting, marked hypotension, or shock
 Sepsis nursing interventions - Ensure patent airway, obtain blood for culture, administer prescribed antibiotics, take VS q 5 min
 Nursing skills for blood transfusion - Use central venous catheter or 19 gauge needle; only use blood administration tubing; run blood products with saline only; check and double check product before infusing - correct product, correct blood type and RH factor
 What to do if patient in shock arrives at the hospital - Maintain patent airway; keep client warm and free of constricting clothing; keep clients legs elevated
 Epinephrine - 1:1000, 0.2-0.5mL SUBCU for mild shock cases
 Epinephrine - 1:10,000; 5mL IV for severe cases of shock
 Volume expanding drugs - Usually given to patients in shock
 Drugs of choice for shock - Digitalis and vasoconstrictors preparations
 Digitalis preparations - Increase contractility of the heart muscle
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Levophed, Dompamine (vasoconstrictors) - Provides more blood to the heart to help maintain cardiac output
 Disseminated intravascular clotting (DIC) - A coagulation disorder with paradoxic thrombosis and hemorrhage
 DIC - Acute complication of conditions such as hypotention and septicemia; suspected when there is bloody oozing from two or more unexpected sites.
 DIC - First phase involves abnormal clotting in the microcirculation, which uses up clotting factions and results in the inability to form clots, so hemorrhage occurs
 DIC diagnosis - Prothrombin time (PT): prolonged; partial thromboplastim time (PTT): prolonged; fibrinogen: decreased; platelet count: decreased; fibrin degradation products: increased
 DIC nursing assessment - Petechiae, purpura, hematomas; oozing from IV sites, drains, gums and wounds; GI and GU bleeding; hemoptysis; mental status changes; hypotension, tachycardia; pain
 DIC nursing intervention - Administer heparin IV during first phase to inhibit coagulation
 Heparin - Blocks the formation of thrombin
 Care of a patient with DIC - hemorrhage stage - Administration of clotting factors, palliative treatment of the symptoms
 Cardiopulmonary arrest - Necrosis of the heart muscle aused by inadequate blood supply to the heart; usually caused by MI; MI's usually occur at rest or with moderate activity
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Symptoms immediately preceding MI - Chest pain or discomfort at rest or with ordinary activity; change in previous angina pain; increase in frequency in CP or severity or rest angina; chest pain in a client with known coronary heart disease that is unrelieved by rest of nitroglycerin
 Cardiopulmonary arrest - O2 is necessary for survival
 Chest pain - Described as crushing, pressing, constricting, oppressive or heavy; increase in intensity for a few minutes; substernal or more diffused; may radiate to one or both shoulders and arms or to neck, jaw or back
 When to seek emergency medical services - The symptoms of anterior myocardial infarction characteristically last more than 15 minutes and are more intense than angina; if chest discomfort worsens or is unimproved 5 minutes after taking one tablet of spray of nitro.
 Management of cardiac arrest unwitnessed; out of hospital - Position person supine, tap and call out are you okay?; no response = call for help, ask someone to call 911, obtain AED; extend neck with head-tilt, chin-lift; assess breathing sounds by look-listen-feel method; no breathing is noted = ventilate with 2 mouth-mouth breaths, assess circulation by palpating carotid pulse; no pulse = compressions at 100/min
 CPR - Performed at a 30:2 ratio of compression to ventilations; after 5 phases, reassess for breathing and pulse
 20 weeks pregnant and beyond CPR - Shift the gravid uterus to the left by placing the woman in a 15-30 degree angled, left lateral position or by using a wedge under her right side to tilt her to her left
 In hospital cardiac arrest - No response, call a code; position on cardiac board; ventilate with O2 mask; initiate chest compressions; apply cardiac monitor "quick look" paddles to determine whether defibrillation is necessary; resume CPR after defibrillation
 Defibrillation - Indicated in ventricular fibrillation or pulseless ventricular tachycardia
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Bicarbonate - Not to be used unless hyperkalemia, tricyclic antidepressant overdose, or preexisting metabolic acidosis is documented
 Neonatal resuscitation - Ventilations are done over the mouth and nose; palpate brachial pulse in infant <1 years; HR under 60 = compressions are done with thumbs side by side over the lower third of the sternum; compression to ventilation ratio of 3:1 (90 compressions; 30 breaths)
 Child 1-8 resuscitation - Ventilations are mouth to mouth; chest compressure 1 inch with one palm at a rate of 100/min; 2 ventilations to 30 compressions; most common rhythm is asystole and bradycardia; give epinephrine at 0.01mg/kg body weight using a 1:10,000 solution
 Pulseless arrest algorithm (PALS) - Search for treatment of possible contributing factors checking for Hypovolemia, hypoxia, hydrogen ion acidosis, hypo/hyper kalemia, tamponade, tension pneumothorax, thrombosis, trauma
 Homeostasis - The process of maintaining a relative state of equilibrium; occurs in relation to maintenance of the composition of fluids
 Osmolarity - Changes in this cause shifts in fluids
 Extracellular fluid - The osmolarity of this is almost entirely due to sodium
 Intracellular fluid - The osmolarity of this is almost entirely due to potassium
 ECF & ICF - Pressures of these are almost identical
 Lower; higher - Shift from the area of __ concentration to __ concentration
 Dextrose 10% - A hypertonic solution and should be administered IV
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Normal saline - An isotonic solution and is used for irrigations, such as bladder irrigations or IV flush lines with intermittent IV medications
 Kidneys - Selectively maintain and excrete body fluids; retain needed substances and excrete unneeded substances; regulate pH by excreting or maintaining hydrogen ions and bicarbonate; excrete metabolic wastes and toxic substances
 Lungs - Rid the body of 300mL of fluid/day; play a role in acid-base balance; regulate CO2 concentrations
 Adrenal glands - Secrete aldosterone
 Aldosterone - Causes sodium retention and potassium excretion
 Parathyroid glands - Regulate calcium and phosphorus balance
 Pituitary gland - Secretes ADH
 ADH - Causes the body to retain water
 Potassium - Imbalances that are potentially life-threatening
 Low Magnesium - Often accompanies a low K+
 Fluid volume deficit - Occurs when the body loses water and electrolytes isotonically; serum electrolyte levels remain normal; dehydration
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Dehydration - State in which the body loses water and serum sodium levels increase
 Fluid volume deficit signs and symptoms - Weight loss, decreased skin turgor, oliguria, dry/sticky mucous membranes, postural hypotension or weak, rapid pulse
 Fluid volume deficit causes - Vomiting, diarrhea, GI suctioning, inadequate fluid intake, massive edema, ascites, forgetting to drink
 Fluid volume deficit lab findings - Elevated BUN and creatinine; increased serum osmolarity; elevated HBG and HCT; urine osmolality and SG increases
 Fluid volume deficit treatment - Strict I&O; replacement of fluids isotonically; water is hypotonic
 Elevated BUN - Measures the amount of urea nitrogen in the blood; urea is formed in the liver as the end product of protein metabolism; directly related to the metabolic function of the liver and excretory function of the kidneys
 Creatinine - Directly proportional to renal excretory function; affected very little by dehydration, malnutrition, or hepatic function
 Serum osmolality - Measures the concentration of particles in a solution
 Fluid volume excess - Occurs when the body retains water and electrolytes isotonically
 Fluid volume excess causes - HR, renal failure, cirrhosis, liver failure, excessive ingestion of table salt, over hydration with sodium containing fluid, poorly controlled IV therapy
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Fluid volume excess symptoms - Peripheral edema, increased bounding pulse, elevated BP, distended neck and hand veins, dyspnea; moist crackles head when lungs are auscultated, attention loss, confusion, aphasia, altered LOC
 Fluid volume excess lab findings - Decreased BUN, decreased HBG&HCT, decreased serum osmolality, decreased urine osmolality and SG
 Fluid volume excess treatment - Diuretics, fluid restriction, strict I&O, sodium restricted diet, weighed daily, K+ serum monitored
 Normal sodium levels - 135-145
 Hyponatremia - Caused by diuretic, GI fluid loss, hypotonic tube feedings, D5W or hypotonic IV fluids, diaphoresis; S&S: anorexia, NV, weakness, lethargy, confusion, muscle cramps, twitching, seizures; level below 135Meq/L; restrict fluids, administer IV solutions SLOW
 Hypernatremia - Caused by water deprivation, hypertonic tube feedings, diabetes insipidus, heat stroke, hyperventilation, watery diarrhea, renal failure, cushing syndrome; S&S: thirst, hyperpyrexia, stick mucous membranes, dry mouth, hallucinations, lethargy, irritability, seizures; level above 145meq/L; restrict sodium in diet, increase water intake
 Normal potassium levels - 3.5-5.0
 Hypokalemia - Caused by diuretics, diarrhea, vomiting, gastric suction, steroid administration, hyperaldosteronism, amphotericin B, bulimia, cushing syndrome; S&S: fatigue, anorexia, NV, muscle weakness, decreased GI motility, dysrhythmias, paresthesia, flat T waves on ECG; levels less than 3.5; administer this supplement (never give IV bolus), assess renal status, encourage foods high in this
 Hyperkalemia - Caused by hemolyzed serum sample produces pseudohyperkalemia, oliguria, acidosis, renal failure, Addison disease, multiple blood transfusions; S&S: muscle weakness, bradycardia, dysrhythmias, flaccid paralysis, intestinal colic, tall T waves, levels above 5.0meq/L; eliminate this from
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IC infusions and meds; administer 50% glucose with regular insulin; administer kayexalate; monitor ECG; administer calcium gluconate to protect the heart, IV loop diuretics, renal dialysis
 Normal calcium levels - 8.5-10.5
 Hypocalcemia - Caused by renal failure, hypoparathyroidism, malabsorption, pancreatitis, alkalosis; S&S: diarrhea, numbness, tingling of extremeties, convulsions, positive trousseau sign; levels below 8.5meq/L; at risk for tetanty; administer these supplements 30 min before meals; increase intake; administer IV slowly
 Hypercalcemia - Caused by: hyperparathyroidism, malignant bone disease, prolonged immobilization, excess supplementation; S&S: muscle weakness, constipation, anorexia, NV, polyuria, polydipsia, neurosis, dysrhythmias; level above 10.5meq/L; administer calcitonin; renal dialysis, avoid calcium based antacids.
 Magnesium normal levels - 1.5-2.5
 Hypomagnesemia - Caused by: alcoholism, malabsorption, DKA, prolonged gastric suction, diuretics; S&S: anorexia, distention, neuromuscular irritability, depression, disorientation; levels below 1.5meq/L; administer MgSO4 IV; encourage foods high in this
 Hypermagnesemia - Caused by: renal failure, adrenal insufficiency, excess replacement; S&S: flushing, hypotension, drowsiness, lethargy, hypoactive reflexes, depressed respirations, bradycardia; levels above 2.5meq/l; avoid magnesium based antacids and laxatives; restrict dietary intake of foods high in this
 Normal levels of phosphate - 2.0-4.5
 Hyperphosphatemia - Caused by renal failure or excess intake; S&S: tetany symptoms, phosphorus precipitation in nonosseus sites; level above 4.5; administer aluminum hydroxide with meals to bind; dialysis
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Hypophosphatemia - Caused by refeeding after starvation, alcohol withdrawal, DKA, respiratory alkalosis; S&S: paresthesias, muscle weakness, muscle pain, mental changes, cardiomyopathy, respiratory failure; level below 2.0meq/L; correct underlying cause and administer oral replacements with vitamin D
 Isotonic IV solutions - Have an osmolality close to the ECF; don't cause RBCs to swell or shrink; normal saline (0.9%), lactated ringer (LR), 5% dextrose in water; used to treat intravascular dehydration; dehydration caused by running, labor, fever, etc.
 Hypotonic IV solutions - Have an osmolality lower than ECF; cause fluid to move from ECF to ICF; indicated for cellular dehydration; 0.5% normal saline (HNS or 0.45%NS), 2.5% dextrose in 0.45% saline; not a common occurrence; dehydration caused by prolonged dehydration (TPN for prolonged periods of time)
 Hypertonic IV solutions - Have osmolality higher than ECF; indicated for intravascular dehydration with interstitial or cellular overhydration; used with extreme caution; high concentrations of dextrose are given; used only when serum osmolality is dangerously low; 5% dextrose in LR, 5% dextrose in 0.45% NS, 5% dextrose in 0.9% NS; dehydration resulting from surgery because blood loss causes intravascular dehydration but the tissue cuts inflame and pull fluid into the area, causes interstitial overhydration; may also see in ascites and third spacing
 Infection/phlebitis - Assess:: site for redness, drainage, edema, or tenderness; vital signs; lab findings
 Infection/phlebitis interventions - Aseptic technique when starting IV lines; inspect all fluids and containers before use to be sure they have not been opened or contaminated; change administration sets according to policy; use a catheter that is smaller than the vein
 Dislodgement/migration/incorrect placement - Assess:: Length of catheter; edema, drainage, and coiling of catheter, neck distension or distended neck veins, change in patency of catheter, chest radiograph, cardiac dysrhythmias, hypotension
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Dislodgement/migration/incorrect placement interventions - Provide enough tubing length for client movement; anchor the catheter well; measure and record length of catheter
 Skin erosion/hematomas/scar tissue formation over port/infiltration/extravasation - Assess:: loss of tissue or separation at exit site; drainage at exit site; erythema and edema at exit site; spongy feeling at exit site; labored breathing; complaints of pain
 Skin erosion/hematomas/scar tissue formation over port/infiltration/extravasation interventions - Dilute medications; administer vesicant drugs; change IV within the timeframe outlined; provide gentle skin care; avoid selecting site over joint; anchor the catheter well
 Pneumothorax/hemothorax/air emboli/ hydrothorax - Assess:: SUBCU emphysema, chest pain,dyspnea and hypoxia, tachycardia, hypotension, nausea, confusion
 Pneumothorax/hemothorax/air emboli/ hydrothorax interventions - Use clot filters when infusing blood and blood products; avoid using veins in the lower extremities; prevent fluid containers from becoming empty
 Acid-base balance - Must be maintained in the body because alterations can result in alkalosis or acidosis
 Maintaining acid-base balance - Involves three systems: a chemical buffer system, kidneys, lungs
 Acid-base balance - Determined by hydrogen ion concentration in body fluids
 Normal pH range - 7.35-7.45
 Normal PCO2 range - 35-45

Page 20
                        

Normal HCO3 range - 22-26
 Lungs - Control CO2 through respirations; release excess CO2 by increasing RR; retain CO2 by decreasing RR
 Chemical buffers - Act quickly to prevent major changes in body fluid pH by removing or releasing hydrogen ions
 Bicarbonate-carbonic acid - Main chemical buffer; 20:1 ratio; when the ratio is altered, the pH changes
 Kidneys - Regulate bicarbonate levels by retaining and reabsorbing bicarbonate as needed; very slow compensatory mechanisms; cannot help with compensation when metabolic acidosis is created by renal failure
 pH - Measures H+ concentrations
 PCO2 - Partial pressure of CO2 in arteries; respiratory component of acid-base regulation
 Hypercapnia - Respiratory acidosis
 Hyperventilation - Respiratory alkalosis
 HCO3 - Measures serum bicarbonate; reflect primary metabolism disorder or compensatory mechanism to respiratory acidosis
 Respiratory acidosis - Hypoventilation; caused by COPD, primary disease, drugs, obesity, mechanical asphyxia, sleep apnea
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Respiratory alkalosis - Hyperventilation; caused by overventilation on a ventilator, response to acidosis, bacteremia, thyrotoxicosis, fever, hepatic failure, response to hypoxia, hysteria
 Metabolic acidosis - Addition of large amounts of fixed acids to body fluids; caused by lactic acidosis (circulatory failure), ketoacidosis (diabetes, starvation), phosphates and sulfates (renal disease), acid ingestions, secondary to respiratory alkalosis, adrenal insufficiency
 Metabolic alkalosis - Retention of base or removal of acid from body fluids; caused by excessive gastric drainage, vomiting, potassium depletion, burns, excessive NaHCO3 administration
 Holter monitor - Portable continuous monitor that can be placed o the client to provide a magnetic tape recording of the heart; keep a diary concerning activity, medications, chest pains
 30 large squares - How many large squares on an ECG strip equals 6-seconds
 Count the number of R-R intervals in the 30 lg. squares and multiply by 10 - How to Determine the heart rate for one minute
 P wave - Atrial systole; represents depolarization of the artial muscle
 QRS complex - Ventricular systole; represents depolarization of the ventricular muscle; normally follows a P wave; normal length is <0.11 seconds
 T wave - Ventricular diastole; represents repolarization of the ventricular muscle; critical time in heartbeat; resting and regrouping stage so that the next beat can occur
 T wave - If defibrillation occurs during this phase, the heart can be thrust into a life-threatening dysrhythmia
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ST segment - Represents early ventricular repolarization; measured by the end of the S wave to the beginning of the T wave
 PR interval - Represents the time required for the impulse to travel from the atria (SA node), through the A-V node, to the purkinje fibers in the ventricles; represents A-V nodal function; normal is 0.12-0.20 seconds
 U wave - Not always present; most prominent in the presence of hypokalemia
 QT interval - Represents the time required to completely depolarize and repolarize the ventricles
 R-R interval - Reflects the regularity of the heart rhythm
 Preparation phase - Education about postoperative care, including NPO, assistance with meeting family needs
 Operative phase - Assessment, management of the operative suite; PACU phase: pain management
 Postoperative phase - Prevention of complications, assessment for pain management teaching about dietary restrictions and activity levels
 S&S of shock and hemorrhage - Hypotension, narrow pulse pressure, rapid weak pulse, cold moist skin, increased CAP-REFILL time
 Common postoperative complications - Urinary retention; pulmonary problems: atelectasis, pneumonia, embolus; wound healing problems; URI; thrombophebitis; decreased GI peristalsis: constipation or paralytic ileus
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Urinary retention - Occurs 8-12 hours post-op; monitor hydration status and encourage oral intake; offer bedpan or assist with commode
 Pulmonary problems: atelectasis, pneumonia, embolus - Occurs 1-2 days post-op; assist client to TCDB q2h; keep hydrated; enable early ambulation; early IS
 Wound dehiscense - Separation of the wound edges; more likely to occur with vertical incisions
 Evisceration - Protrusion of intestinal contents and is more likely to occur in clients who are older, diabetic, obese or malnourished and have prolonged paralytic ileus
 UTI - Occurs 5-8 days post-op; oral fluid intake, emptying of bladder q4h-q6h, monitor I&O, avoid catheterization if possible
 Thrombophlebitis - Occurs 6-14 days post-op; leg exercises q8h while in bed, early ambulation, TED or SCDs, low dose heparin prophylactically
 Decreased GI peristalsis: constipation, paralytic ileus - Occurs 2-4 days post-op; NG tubing to decompress GI tract, limit use of narcotic analgesics, early ambulation
 HIV infection - Infection with human immunodeficiency virus; caused by a retrovirus, which is attracted to CD4 T cells, lymphocytes, macrophages, and cells of the CNS; destruction of the CD4 T cells causes depletion in the number of CD4 T cells and a loss of the body's ability to fight infection
 Initial S&S of HIV infection - Acute infection that is quite similar to mononucleosis; occur within 3 weeks of first exposure to HIV then the person becomes asymptomatic
 AIDS - Persons with specific, serious, opportunistic infections such as PCP, disseminated cytomegalovirus, or Kaposi sarcoma
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Laboratory testing for HIV - Positive enzyme-linked immunosorbent assay; confirmation by the western blot test
 Polymerase chain reaction test (PCR) - Used to differentiate between HIV infection in the neonate and antibodies the neonate receives from the mother
 Seroconversion - Positive on these tests occurs usually within 6 weeks to 3 months but may take as long as 12 months
 P24 antigen - Prior to antibody-positive status this antigen assay will be positive (detects antigen of the virus)
 S&S of HIV - Extreme fatigue, loss of appetite, unexplained weight loss of more than 10 pounds in 2 months, swollen glands, leg weakness or pain, unexplained fever for more than a week, night sweats, unexplained diarrhea, dry cough, white sports in mouth and throat, painful blisters, painless purple-blue lesions on the skin, confusion, disorientation, recurrent vaginal infections that are resistant to treatment
 HIV clients with TB - Require respiratory isolation. Only real risk to non-pregnant caregivers that is not related to a break in standard precautions
 Primary infection - Acute HIV infection or acute HIV syndrome; CD4 T cell counts at least 800 cells/mm3; flu-like symptoms, fever, malaise; mononucleosis-like illness, lymphadenopathy, fever, malaise, rash
 HIV asymptomatic (CDC category A) - CD4 T cell counts more than 500 cells/mm3; no clinical problems, characterized by continuous viral replication; can last for many years (10+ years)
 HIV symptomatic (CDC category B) - CD4 T cell counts between 200-499 cells/mm3; persistent generalized lymphadenopathy, persistent fever, weight loss, diarrhea, peripheral neuropathy, herpes zoster, candidiasis, cervical dysplasia, hairy leukoplakia, oral
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AIDS (CDC category C) - CD4 T-cell counts less than 200 cells/mm3; occurs when a variety of bacteria, parasites, or viruses overwhelm the body's immune system; once classified as category, the patient remains classified as that category
 Pneumocystis Carinii Pneumonia - Fever, dry cough, dyspnea at rest, chills; opportunistic infection of HIV
 Kaposi's Sarcoma - Purple-blue lesions on skin, often arms and legs; invasion of GI tract, lymphatic system, lungs and brain; opportunistic infection of HIV
 Cryptosporidiosis - Severe watery diarrhea (30-40 stools/day), abdominal cramps, nausea, electrolyte imbalance, malaise; opportunistic infection of HIV
 Candidiasis of Cavity and Esophagus - Thick white exudates in the mouth, unusual taste of food, retrosternal burning, oral ulcers; opportunistic infection of HIV
 Cryptococcal meningitis - Headache, changes in LOC, NV, stiff neck, blurred vision; opportunistic infection of HIV
 Cytomegalovirus (CMV) Retinitis - Most common CMV infection in persons with AIDS, impaired vision in one or both eyes, can lead to blindness; opportunistic infection of HIV
 CMV colitis - Diarrhea, malabsorption of nutrients, weight loss; opportunistic infection of HIV
 Disseminated CMV - Malaise, fever, pancytopenia, weight loss, positive cultures from blood, urine or throat; opportunistic infection of HIV
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Perirectal mucocutaneous herpes simplex virus - Severe pain, bleeding, rectal discharge, ulceration in the rectal area; opportunistic infection of HIV
 Lymphomas of CNS - Change in mental status, apathy, psychomotor slowing, seizures; opportunistic infection of HIV
 Tuberculosis - Pulmonary and extrapulmonary, lymphatic and hematogenous TB are common, negative skin test doesn't rule this out; opportunistic infection of HIV
 HIV encephalopathy - Memory loss, impaired concentration, apathy, depression, psychomotor slowing, incontinence, CT findings show diffuse atrophy and ventricular enlargement; opportunistic infection of HIV
 NRT inhibitors - Didanosine (Videx), Lamivudine (Epivir), Abacavir (Ziagen), Zalcitabine (Hivid), Zidovudine (Retrovier); Indications are HIV infection; classification used in various combinations to reduce viral load and slow development of resistance; adverse reactions: peripheral neuropathies, pancreatitis, increase in triglycerides, fever, rash, NV, cramps; monitor for neuropathies; monitor amylase, lipase, triglycerides; give on empty stomach
 Protease inhibitors - Indinavir (Crixivan), Amprenavir (Agenerase), Saquinavir (Invirase), Ritonavir (Norvir, Kaletra), Nelfinavir (Viracept); Indications are HIV infection; classification used in various combinations to reduce viral load and slow development of resistance; adverse reactions: depression, ketoacidosis, seizures, angioedema, steven-johnson syndrome; high-fat, high-protein foods reduce absorption; give with food; reduces contraceptive effects
 Non-NRT inhibitors - Efavirenz (sustiva), Delavirdine (Rescriptor), Nevirapine (Viramune), Amprenavir (Agenerse); Indications are HIV infection; classification used in various combinations to reduce viral load and slow development of resistance; adverse reactions: CNS changes, nausea, rash, increase in triglycerides, hepatotoxicity; monitor liver function tests; reduce contraceptive effects
 Combination products - Lamivudine + Zidovudine (Combivir), Zidovudine + lamivudine + abacavir (Trizivir); Indications are HIV infection; classification used in various combinations to reduce viral load
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and slow development of resistance; adverse reactions & monitoring : monitor for side effects/what to monitor that occur with the individual drugs
 Antiinfectives - Atovaquone (Mepron), Trimethoprim/sulfamethoxazole (Bactrim)
 Atovaquone (Mepron) - Used for PCP in those unable to tolerate Trimethoprim/sulfamethoxazole (Bactrim)
 Antivirals - Acyclovir sodium (Zovirax), Ganciclovir; used for herpes simplex CMV retinitis; adverse reactions: granulocytopenia, thrombocytopenia; monitor liver function tests
 Antifungals - Ampherotericin B (Fungizone); IV: crytococcal meningitis; PO: Oral candidiasis; adverse reactions: nephrotoxicity, hypotension, hypokalemia, febrile reaction, muscle cramps, circulatory problems; vesicant:: monitor IV site closely; premedicate with antipyretic, give slowly; swish as long as possible before swallowing PO form
 Antoprotozoals - Pentamidine isethionate (Pentam 300); prophylaxis & treatment for PCP; adverse reactions: leucopenia, ECG abnormalities; Give IV or aerosol, not orally
 CMV (Cytomegalovirus) - Caregivers who are pregnant may refuse to care for a client with this
 Pediatric HIV infection - Infection with HIV in infants and children; perinatal transmission of children born to HIV-positive mothers will be infected unless the mother is treated with Zidovudine during pregnancy and the neonate is treated after birth ; HIB infected blood products, breast milk, sexual abuse
 Pediatric HIV infection S&S - Failure to thrive, lymphadenopathy, organomegaly, neuropathy, cardiomyopathy, chronic recurrent infections, unexplained fevers
 Pediatric HIV infection interventions - Administer NO live virus vaccines, IGG administration, avoid exposure to persons with infections
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Pediatric HIV Client - Evidenced by lymphoid interstitial pneumonitis, pulmonary lymphoid hyperplasia, and opportunistic infections
 Gate control theory - Pain impulses travel from the periphery to the gray matter in the dorsal horn of the spinal cord along small nerve fibers; substantia gelatinosa either opens or closes off the transmission of pain impulses to the brain; stimulation of large, fast conducting sensory fibers opposes the input from mall pain fibers, this blocking pain transmission
 Endorphin theory - Naturally occurring compounds that have morphine-like qualities; they modulate pain by preventing the conduction of pain impulses in the CNS
 Enkephalins theory - Specific neurotransmitters that bind with opiate receptors in the dorsal horn of the spinal cord; they modulate pain by closing the gate and stopping the pain impulse
 Oral route for analgesic - Preferred method of administration; drug level peak: 1-2 hours
 Intramuscular route for analgesic - Acceptable method of managing acute, short-term pain; onset 30 min; peak effect 1-3 hours; duration of action: 4 hours
 Rectal route for analgesic - Useful for clients with nausea and inability to take anything by mouth; reduced effectiveness with constipation
 IV bolus (IV push) - Provides the most rapid onset (5 minutes) but has shortest duration (1 hour); useful for acute pain
 PCA - Ideal method to control pain; able to prevent pain by administering to self smaller doses of the narcotic as soon as the first sign of discomfort appears; usually IV; predetermined dose and a set lockout interval are prescribed by MD; lock out mechanisms prevent overdose; pump can record number of times the client uses the pump and the cumulative dose delivered
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Continuous subcutaneous narcotic infusion - Useful for clients who are NPO but require prolonged administration of parenteral narcotics; constant level of analgesia by continuous infusion
 Continuous epidural analgesia - Catheter threaded into epidural space with continuous infusion of fentanyl citrate, morphine or other narcotic analgesics; risk for respiratory depression
 Transdermal patches - Applied to the skin; deliver hormonal therapy, nitroglycerin and nicotine; document removal of old patch , site and application date and time of new patch
 NSAIDS - Inhibit prostaglandin and other chemical mediator syntheses and other chemical mediator synthesis involved in pain; antipyretic activity through action on the hypothalamic heat-regulating center to reduce fever
 Narcotic agonists and antagonists - Counteract narcotic effects; withdrawal symptoms if administered after client has been receiving narcotics; produce side effects including drowsiness, nausea, psychomimetic effect, hallucinations, euphoria
 Narcotics - Act as opioids, binding with specific opiate receptors throughout the CNS to reduce pain perception; cause such side effects as nausea and vomiting, constipation, respiratory depression, and CNS depression
 Narcan - For narcotic-induced respiratory depression; 0.1mg to 0/4mg IV every 2-3 minutes as needed until 1mg is achieved
 Codeine - PO - 30-45min onset; IM or SC - 10-30 min onset; do not administer discolored injection solutions; prescribed also as an antitussive or antidiarrheal
 Propoxyphene HCL (Darvon, Eration) - PO - 15-60 min onset; cause false decreased in urinary steroid secretion tests
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Hydromorphone (Dilaudid) - PO - 30 min onset; IM - 15 min onset; IV - 10-15 min onset; fast acting potent narcotic; cause appetite loss than other narcotics
 Meperidine HCL (Demerol) - PO - 15 min onset; IM -10-15 min onset; IV - 1 min onset; use by persons allergic to morphine; extreme caution in clients with impaired renal function because its active metabolite accumulates in renal failure; Signs of toxicity such as hyperirritability; less likely to cause smooth muscle spasm than other narcotics
 Morphine Sulfate - PO - 60-90 min onset; IM - 10-30 min onset; IV - 10 min onset; drug of choice in relieving pain associated with MI; transient decrease in BP; drug of choice in chronic cancer pain
 Fentanyl Citrate (Duragesic) - IM - 7-15 min onset; IV - onset within 5 min; intradermal - within 12 hour onset; intrabuccal - 5 to 15 min onset; intrathecal has an immediate onset; synthetic narcotic, MSO4-like; acts quicker with a less duration
 Narcotic analgesics - Preferred for pain relief because they bind to the various opiate receptor sites in the CNS
 Death - Death is the last developmental task for an individual; completes the life cycle
 Grief - Process an individual goes through to deal with loss
 Denial - Coping style used to protect self/ego; noncompliance, refusal to seek treatment, ignoring symptoms; changing the subject when speaking about the illness; "not me, this must be a mistake"
 Anger - Often directing it at family or health care team members; "why me? Its not fair"
 Bargaining - Making a deal with God to prolong life; usually not sharing this with anyone
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Depression - Results from the losses experienced because of health status and hospitalization; anticipating the loss of life
 Acceptance - Accepting the inevitable; beginning to separate emotionally
 Shock, disbelief, rejection, or denial - Anger, crying, conflicting emotions, anger toward the deceased, guilt, preoccupation with loss
 Resolution - Process taking up to 1+ years, renewed interest in activities
 Complicated grief - Unresolved grief, physical symptoms similar to those of the deceased, clinical depression, social isolation, failure to acknowledge loss
 Pneumonia - Inflammation of the lower respiratory tract; caused by infectious agents that reach the lungs through aspiration, inhalation, hematogenous spread
 High risk groups for pneumonia - Debilitated by accumulated lung secretions; cigarette smokers; immobile; immunosuppressed; experiencing a depressed gag reflex; sedated; experiencing neuromuscular disorders
 Nursing assessment for pneumonia - Tachypnea; abrupt onset of fever with shaking and chills; productive cough with pleuritic pain; rapid, bounding pulse; pain and dullness to percussion over the affected lung area; bronchial breath sounds, crackles; infiltrates with consolidation or pleural effusion; elevated WBC; ABG indication of hypoxemia.
 Pneumonia in the elderly - Confusion, lethargy, anorexia, rapid RR
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Fever - Can cause dehydration because of excessive fluid loss due to diaphoresis. Also increases metabolism and the demand for oxygen
 High risk for pneumonia - Altered LOC, depressed or absent gag and cough reflexes, or is susceptible to aspirating oropharyngeal secretions; when feeding, raise the HOB and position the client on his or her side, not on the back
 Pneumonia nursing interventions - Assess sputum for volume, color, consistency, and clarity; TCDB q2h, humidity to loosen secretions, suction airway; 3L/day unless contraindicated to liquefy lung secretions; monitor ABGs (Po2 > 80; PCO2 <44 mmHg); O2 sat > 95%
 Bronchial breath sounds - Heard over areas of density or consolidation. Sound waves are easily transmitted over consolidated tissue
 Hydration - Enables liquefaction of mucous trapped in the bronchioles and alveoli; essential for client experiencing fever; 300-400mL of fluid are lost daily by the lungs through evaporation
 Irritability and restlessness - Early signs of cerebral hypoxia; the client's brain is not receiving enough oxygen
 Penicillin's - Procraine penicillin G (Wycillin), Benzathine penicillin (Bicillin L-A), Penicillin V (Pen-Vee K); antiinfectives, used primarily for gram-positive infections; adverse reactions: allergic reactions, anaphylaxis, phlebitis at IV site, diarrhea, GI distress, superinfection; use in caution with clients allergic to cephalosporins, monitor for allergic reactions, observe all clients for at least 30 minutes, oral penicillin G should be taken on an empty stomach; alters contraceptive effectiveness
 Semisynthetic drugs - Oxacillin sodium, nafcillin sodium, cloxacillin sodium, dicloxacillin sodium; used for antiinfectives, used primarily for gram-positive infections; adverse reactions: allergic reactions, anaphylaxis, superinfections, all penicillin reactions; cannot be used in patients allergic to allergic to penicillin; caution in clients allergic to cephalosporins; monitor for superinfection
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Super infection - Sore mouth, vaginal discharge, diarrhea, cough
 Antipseudomonal penicillin's and combinations - Ampicillin; ticarcillin + clavulanate (timentin); piperacillin + tazobactam (Zosyn); Ampicillin + Sulbactam (Urasyn); used as broad spectrum antibiotics and antiinfectives; adverse reactions are similar to penicillin as well as ampicillin rash; contraindicated in clients allergic to penicillin
 Tetracyclines - Tetracycline HCL, Doxycycline hyclate (Vibramycin); used as antiinfectives; adverse reactions include photosensitivity and hypersensitivity reactions; decreased effectiveness of oral contraceptives; avoid concurrent use of antacids, milk products; inspect IV site, monitor for superinfections; avoid exposure to sunlight; avoid use in pregnant clients and children under 8 years; can cause yellow-brown discoloration of teeth and growth retardation
 Aminoglycocides - Gentamicin sulfate, tobramycin sulfate (Nebcin), Amikacin sulfate, vancomycin hydrochloride, metronidazole (flagyl); used with gram negative bacteria, antiinfectives; adverse reactions include neuromuscular blockade, nephrotoxicity, ototoxicity; monitor renal function, BUN, creatinine, I&O; monitor for ototoxicity; monitor for super infection; monitor serum drug concentrations
 Ototoxicity - Headache, dizziness, hearing loss, tinnitus
 Cephalosporines - First generation: cegazolin (kefzol), cephalexin (kelflex); Second generation: cefaclor (Ceclor), cefamandole (mandole), cefuroxime (ceftin-po, Zinacef-IV); Third Generation: cefotaxime (Claforan), ceftriaxone (Rocephin), ceftazidime (fortaz), cefepime (Maxipime); used as an antiinfective; adverse reactions: allergic reactions, thrombophlebitis, GI distress, Superinfection; use with caution in patients allergic to penicillin and cephalosporines
 Monobactam - Azactam; indicated for pseudomonas aeruginosa and many resistant organisms, most effective against gram-negative organisms; adverse reactions include phlebitis, pseudo-membranous colitis, CNS changes, EEG changes, headache, diplopia, hypotension; monitor for renal and hepatic function, monitor for diarrhea, assess motor sensory function and cardiac rhythm
 Macrolides - Clarithromycyn (Biaxin), Azithromycin (Zithromax), Erythromycin; Indications: Biaxin (PO): URI, including strep, as adjunt treatment for H. pylori Zithromax (IV): gram-negative and gram-positive
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organisms; Adverse reactions: pseudo-membrane colitis, phlebitis, superinfection, dizziness, dyspnea; give biaxin XL with food, space MAO inhibitors 14 days before start and after end of Biaxin; report diarrhea, abdominal cramping; monitor liver/renal labs; PO Zithromax give on empty stomach
 Fluroquinolones - Ciprofloxacin (Cipro), levofloxacin (levaquin), gatifloxacin (tequin); used to treat the most difficult to treat respiratory infections, UTIs, skin, bone and joint infections; has been used as conjunctive treatment for TB and AIDS; adverse reactions include superinfections, CNS disturbances, arroyos and cataracts, Cipro is a vesicant; prompt onset, crosses placenta and in breast milk, can lower seizure threshold, monitor liver/renal and blood counts
 Lincosamides - Clindamyzin (Cleocin); used for PCP in AIDS, severe infections resistant to penicillin and cephalosporins, used in penicillin and erythromycin sensitive clients; adverse reactions include agranulocytosis, pseudo-membrane colitis, superinfections; highly toxic drug; periodic liver/renal/blood counts; report diarrhea immediately
 Streptogramin - Quinupristin/dalfopristin (Synercid); used for life-threatening VRE; adverse reactions: arthralgia, myalgia, severe vesicant, pseudo-membrane colitis, NVD, rash, pruritus; incompatiable with any saline solutions or heparin; monitor total bilirubin
 Oxazolidinone - Zyvox; life-threatening VRE and MRSA; adverse reactions include GI disturbances, headache, pancytopenia, pseudo-membrane colitis, superinfection; monitor renal/liver labs and blood counts; may exacerbate hypertension; report diarrhea immediately
 Chronic airflow limitation - Chronic lung disease includes chronic bronchitis, pulmonary emphysema, and asthmas
 Emphysema and chronic bronchitis - Terms chronic obstructive pulmonary disease; characterized by bronchospasm and dyspnea; damage is not reversible and increases in severity
 Primary cause of COPD - Exposure to tobacco smoke
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Asthma - Intermittent disease that is reversible airflow obstruction and wheezing
 Nursing assessment for chronic airflow limitation - Changes in breathing pattern, use of accessory breathing muscles, cyanosis of lips, mucous membranes, face, nail beds; cough; higher CO2 than average; Low O2; decreased breath sounds; coarse crackles in lung fields that disappear after coughing; dyspnea, orthopnea; poor nutrition; activity intolerance
 Semi-fowler or high fowler position - Productive cough and comfort can be facilitated by these positions because they lessen pressure on the diaphragm by abdominal organs.
 Gastric distension - This is a priority in people with COPD because it elevates the diaphragm and inhibits full lung expansion
 Pink puffer - Barrel chest is indicative of emphysema and is caused by use of accessory muscles to breath; person works harder to breath, but the amount of O2 taken in is adequate to oxygenate the tissues
 Blue bloated - Insufficiency oxygenation occurs with chronic bronchitis and leads to generalized cyanosis and often right-sided heart failure (cor pulmonale)
 Cyanosis and slow Cap.refill - Inadequate arterial oxygenation in the body is manifested by...
 Nursing interventions for chronic airflow limitation - Sit upright and bend slightly forward to promote breathing; teach diaphragmatic and pursed lip breathing; O2 at 1-2L NC; pace activities; adequate dietary intake, adequate fluid intake; prevention of secondary infections
 Oxygen - The stimulus to breathe is hypoxia, not the usual for hypercapnia, in COPD patients - dangerous to give ?? to these patients because they may stop breathing
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Water solution - O2 must go through ?? so it can be humified if given at >4L/min or delivered directly to the trachea. When given at 1-4L/min or by mask/nasal prongs, the oropharynx and nasal pharynx provides adequate humidification
 Cancer of the Larynx - Neoplasm occurring in the larynx, most commonly squamous cell in origin
 Contributing factors to larynx cancer - Vocal straining, chronic laryngitis, family predisposition, prolonged use of alcohol/tobacco, industrial exposure to carcinogens, nutritional deficiencies
 Hoarseness or a change in vocal quality - The first and earliest signs of larynx cancer
 Nursing assessment for cancer of the larynx - MRI, direct laryngoscopy, hoarseness >2weeks, color changes in the mouth or tongue, radiographs of head neck and chest, CT scan of neck and biopsy; assess for dysphagia, dyspnea, cough, hemoptysis, weight loss, neck pain radiating to the eat, enlarged cervical nodes, halitosis
 Chronic Bronchitis Pathophysiology - Chronic sputum with cough production on a daily basis for a minimum of 3 months per year; chronic hypoxemia, cor pulmonale; increase in mucus, cilia production; increase in bronchial wall thickness which obstructs the airflow; reduced responsiveness of respiratory center to hypoxemic stimuli
 Chronic bronchitis precipitating factors - Higher incidence in smokers
 Chronic bronchitis assessment - Generalized cyanosis, blue bloaters, right-sided heart failure, distended neck veins, crackles, expiratory wheezes
 Chronic bronchitis nursing interventions - Lowest FIo2 possible and prevent CO2 retention; monitor for S&S of fluid overload; maintain Po2 between 55-60; baseline ABGs; pursed lip breathing and diaphragmatic breathing, teach tripod position
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Tripod position - When the client is in bed, teach the client to sit with arms resting on overbed table for breathing promotion; when client is in chair, teach to lean forward with elbows resting on knees
 Emphysema pathophysiology - Reduced gas exchange surface area; increased air trapping (increased AP diameter); decreased capillary network; increased work, increased O2 consumption
 Emphysema precipitating factors - Cigarette smoking, environment/occupational exposure, genetics
 Emphysema assessment - Pink puffers, barrel chest, pursed lip breathers, distant quiet breath sounds, wheezes, pulmonary blebs on radiograph
 Emphysema nursing interventions - Lowest FIo2 possible to prevent CO2 retention, monitor for S&S of fluid overload, maintain Po2 between 55-60; pursed lip breathing and diaphragmatic breathing, teach tripod position
 Asthma pathophysiology - Narrowing or closure of the airway due to a variety of stimulants
 Asthma precipitating factors - Mucosal edema, VQ abnormalities, increased work of breathing, beta blockers, respiratory infection, allergic reaction, emotional stress, exercise, environmental/occupational exposure, reflux esophagitis
 Asthma assessment - Dyspnea, wheezing, chest tightness, assess precipitating factors, medication history
 Asthma nursing interventions - Administer bronchodilators, administer fluids and humidification, education, ABGs, ventilator patterns
 Tracheostomy care - Involves cleaning the inner cannula, suctioning, and applying clean dressings
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laryngectomy - Natural humidifying pathway is gone for a client who has this
 Glottal stop - Take a deep breathe, momentarily occlude the tracheostomy tube, cough, and simultaneously remove finger from the tube; done because the glottis is removed in laryngectomy clients
 Tuberculosis - Communicable lung disease caused by an infection by mycobacterium tuberculosis bacteria; airborne transmission bacteria remain dormant until a later time
 Ghon Lesion - Bacteria encapsulate after initial exposure of TB
 Nursing assessment for tuberculosis - Often asymptomatic; symptoms include: fever with night sweats, anorexia, weight loss, malaise, fatigue, cough, hemoptysis, dyspnea, pleurtic chest pain with inspiration, cavitation or calcification, positive sputum culture
 Positive TB skin test - Exhibited by an induration 10mm or greater in diameter 48 hour after;
 BCG vaccine - Anyone who has had this will have a positive skin test and must be evaluated by a chest radiograph
 When three sputum cultures have come back negative - TB patient can return to work when?
 Isoniazid (INH) - Interfers with DNA metabolism of tubercle bacillus; side effects include NH, abdominal pain; rare but possible side effects include neurotoxicity, optic neuritis, and hepatoxicity; metabolism is in liver and excretion by kidneys; pyridoxine as prophylaxis; cross BBB
 Rifampin (Rifadin) - Has broad spectrum effects, inhibits RNA polymerase of tubercule bacillus; side effects: hepatitis, febrile reaction, GI disturbance, peripheral neuropathy, hypersensitivity; used in conjunction with at least one other antitubercular agent; los incidence of side effects; suppression of effect of birth control; possible orange urine.
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Ethambutol (Myambutol) - Inhibits RNA synthesis and its bacteriostatic for the tubercle bacillus; side effects: skin rash, GI disturbance, malaise, peripheral neuritis, optic neuritis; side effects uncommon and reversible with discontinuation of drug; most common use as substitute drug when toxicity occurs with isoniazid or rifampin
 Streptomycin - Inhibits protein synthesis and is bactericidal; side effects: ototoxicity, nephrotoxicity, hypersensitivity; cautious use in older adults, those with renal disease and pregnant women; given parenterally
 Pyrazinamide - Bactericidal effect; side effects: fever, skin rash, hyperuricemia, jaundice; high rate of effectiveness when used with streptomycin or capreomycin
 Ethionamide (Trecator-SC) - Inhibits protein synthesis; side effects: GI disturbance, hepatotoxicity, hypersensitivity; treatment of resistant organisms; contraindicated in pregnant women.
 Capreomycin (Capastat) - Inhibits protein synthesis and is bactericidal; side effects: ototoxicity, nephrotoxicity; cautious use in older adults
 Kanamycin (Kantex) & Amikacin - Interferes with protein synthesis; side effects: ototoxicity, nephrotoxicity; use in selected treatment of resistant strains
 Paraaubisalicylic acid (PAS) - Interferes with metabolism of tubercle bacillus; side effects: GI disturbance (common), hypersensitivity, hepatotoxicity; interferes with absorption of rifampin; uncommonly used
 Cycloserine (Seromycin) - Inhibits cell wall synthesis; side effects: personality changes, psychosis, rash' contraindicated in individuals with histories of psychosis; used in treatment of resistant strains
 Rifampin - Reduces effectiveness of oral contraceptives; gives body fluids orange tinge; stains soft contact lenses
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Isoniazid (INH) - Increased dilantin levels
 Ethambutol - Vision check before starting therapy and monthly thereafter; may have to take for 1-2 years
 Lung cancer - Neoplasm occurring in the lung; cigarette smoking is responsible for 80-90%; poor prognosis
 Lung cancer nursing assessment - Dry, hacking cough early, with cough turning productive as disease progresses; hoarseness; dyspnea; hemoptysis, rust colored or purulent sputum; pain in chest area; diminished breath sounds, wheezing; abnormal chest radiograph; positive sputum for cytology
 Pursed lip breathing - Improves gas exchange
 Thoracotomy - Used in clients who have a resectable tumor - usually detection occurs too late to perform this
 Pneumonectomy - Removal of the entire lung; position client on operative side or back
 Intussusceptions - Telescoping of the gut within itself
 Neurogenic causes of intestinal obstruction - Paralytic ileus and spinal cord lesion
 Vascular causes of intestinal obstruction - Mesenteric artery occlusions which can lead to gut infarct
 Mechanical bowel obstruction - Due to disorders outside the bowel caused by disorders within the bowel or by blockage of the lumen in the intestine
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Nonmechanical bowel obstruction - Due to paralytic ileus, which doesn't involve any actual physical obstruction but results from inability of the bowel itself to function
 Nursing assessment of bowel obstruction - Sudden onset of abdominal pain, tenderness or guarding; history of abdominal surgeries; history of obstruction; distention; increased peristalsis when obstruction first occurs, then peristalsis becoming absent when paralytic ileus occurs; bowel sounds that are high-pitched with early mechanical obstruction and diminished to absent with neurogenic or late mechanical obstruction
 Blood gas analysis: alkalotic state - Will show ?? if the bowel obstruction is high in the small intestine where gastric acid is secreted
 Blood gas analysis: acidic state - Will show ?? if the bowel obstruction is in the lower bowel where base solutions are secreted
 Bowel obstruction nursing plans and interventions - NPO with IV fluid and electrolyte therapy; I&O; implement NG tube; document pain; assess abdomen regulary for distention, rigidity, change in status of bowel sounds
 Nasogastric intubation - Attach to low suction (intermittent 80mmHg); document output every 8 hours; irrigate with normal saline
 Cantor, miller-Abbott or harris tubes - Passed through the nose and into the stomach; advance tube every 1-2 hours; do not secure to nose until tube reaches specified position; repositioning client q2h to assist with placement of tube; connect to suction; irrigate with air only; note amount, color, consistency and any unusual odor or drainage
 Colorectal cancer - Tumors occurring in the colon
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Recommended diet to prevent bowel cancer - Eat more cruciferous vegetables, increase fiber intake, maintain average body weight, eat less animal fat
 Nursing assessment for colorectal cancer - Rectal bleeding, change in bowel habits, sense of incomplete evacuation, abdominal pain, nausea, vomiting, weight loss, cachexia, family history of cancer, history of polyps
 Nursing plans and interventions for colorectal cancer - Prepare client for surgery; prepare client for bowel preparation; provide high calorie, high protein diet; prevention of constipation with high fiber diet; early detection by screening with hemoccult tests
 Rectal bleeding - Early sign of colon cancer
 Stoma - The more distal this is, the greater the chance for continence; the lower this is located, the more solid, or formed is the effluence
 Stoma in the sigmoid colon on the left side of the abdomen - The greatest chance for continence with a stoma
 Ileostomy - Drains liquid material
 Peristomal skin - Skin that is often prone to break down
 Pouch care - Adhesive backed opening, designed to cover the stoma, should provide about 1/8 inch clearance from the stoma; rubber band or clip is used to secure the bottom of the pouch and prevent leakage; use a squirt bottle to remove effulent from the sides of the bag; pouch system is changed every 3-7 days; pouch should be emptied when 1/3 to ½ full
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Irrigation of a colostomy - Those with descending-colon colostomies can do this to provide control over effluence; should do this at the same time each day with warm water; the area around the stoma should be cleaned with lukewarm water and a mild soap
 Ileostomy diet - Clients should chew food thoroughly; high fiber foods can cause severe diarrhea and may have to be eliminated
 Colostomy diet - Resume regular diet gradually
 Cirrhosis - Degeneration of liver tissue, causing enlargement, fibrosis and scarring; caused by chronic alcohol ingestion, vital hepatitis, exposure to the hepatotoxins, infections, congenital abnormalities, biliary tree obstruction, chronic severe HF, idiopathy
 Initial sign of cirrhosis - Hepatomegaly
 Later sign of cirrhosis - Liver becomes large and nodular and hard
 Nursing assessment of cirrhosis - Hx of alcohol and street drugs, work history of exposure to toxic chemicals, medication history of long term use of hepatotoxic drugs; family history
 Nursing assessment of cirrhosis - Weakness, malaise, anorexia, weight loss, palpable liver, abdominal girth increases as liver enlarges, jaundice, fector hepaticus, asterixis, mental and behavioral changes, bruising, erythema, dry skin, spider angiomas, gynecomastia, testicular atrophy, ascites, peripheral neuropathy, hematemesis, palmar erythemia
 Asterixis - Hand flapping tremor that often accompanies metabolic disorders
 Fector hepaticus - Fruity or must breath; a distinctive breath odor of chornic liver disease; results from the damaged liver's inability to metabolize and detoxify mercaptan
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Mercaptan - Produced by the bacterial degradation of methionine
 Cirrhosis - Clotting defects noted in lab findings: elevated bilirubin, AST, ALT, alkaline phosphatase, PT, and ammonia; decreased Hgb, Hct, electrolytes, and albumin
 Ammonia - Not broken down as usual in the damaged liver; therefore this serum level rises
 Complications of cirrhosis - Ascites, edema; portal hypertension; esophageal varices; encephalopathy; respiratory distress; ccoagulation defects
 Esophageal varices - May rupture and cause hemorrhage. Immediate management includes insertion of an esophagogastric balloon tamponade (Blakemore-sengstaken or Minnesota tube) along with vasopressors, vitamin K, coagulation factors, and blood transfusions
 Nursing plans and interventions with cirrhosis - Eliminate causative agent; administer vitamin supplements; observe mental status frequently; avoid initiating bleeding and observe for bleeding tendencies; provide special skin care; monitor fluid and electrolyte status; monitor dietary intake carefully, especially protein; dietary restrictions: low sodium, low potassium, low fat, high carbohydrate diet
 Esophageal varices management - Esophagogastric balloon tamponade (Blakemore tube), sclerotherapy, portal systemic shunts
 Hepatitis - A widespread inflammation of liver cells, usually caused by a virus
 Nursing assessment of a patient with hepatitis - Known exposure to hepatitis; recent transfusions or hemodialysis; fatigue, malaise, weakness; anorexia, NV; jaundice, dark urine, clay-colored stools;
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myalgia, joint pain; dull headaches, irritability, depression; abdominal tenderness in the right upper quadrant; fever; elevations in liver enzymes and bilirubin
 Hepatitis nursing plans and interventions - Assess client's response to activity; assist client with care as needed; provide high calorie, high carbohydrate diet with moderate fats and proteins; small, frequent feedings; provide vitamin supplements; teach importance of personal hygiene; teach to avoid alcohol, aspirin, acetaminophen and sedatives
 Environment conductive to eating for a patient who has NV - Remove strong odors immediately; they can be offensive and increase nausea; encourage client to sit up for meals, this decreases the propensity to vomit; serve small, frequent meals
 Rest and adequate nutrition - Liver tissue is destroyed by hepatitis; these aspects of care are necessary for regeneration of the liver tissue being destroyed by the disease; drug therapy must be scrutinized carefully; recovery can take months, and previously taken medications should not be resumed without the health care providers directions
 Pancreatitis - Nonbacterial inflammation of the pancreas
 Acute pancreatitis - Occurs when there is digestion of the pancreas by its own enzymes, primarily trypsin; alcohol ingestion and biliary tract disease are common causes of this
 Chronic pancreatitis - Progressive, destructive disease that causes permanent dysfunction; long term alcohol usage is the main cause of this
 Nursing assessment for acute pancreatitis - Severe mid-epigastric pain radiating to the back, usually related to excess alcohol ingestion or a fatty meal; adominal guarding: rigid and boardlike abdomen; NV; elevated temp, tachycardia, decreased BP; bluish discoloration of the flanks or periumbilican area; elevated amylase, lipase, and glucose levels

Page 46
                        

Acute pancreatitis nursing plans and interventions - Maintain NPO status; maintain BG tube to suction; administer meperidine or morphine; administer antacids, histamine-2, receptor blocking drugs, anticholinergics, proton pump inhibitors; assume position of comfort on side with legs drawn up to chest; avoid alcohol, caffeine, fatty and spicy foods; monitoring and regular insulin coverage may be needed temporarily
 Acute pancreatic pain - Pain that is located retroperitoneally; any enlargement of the pancreas causes the peritoneum to stretch tightly; sitting up or learning forward reduces pain
 Chronic pancreatitis nursing plans and interventions - Administer analgesics such as meperidine or porphine; administer pancreatic enzymes such as pancreatin or pancrelipase with meals or snacks. Mix powdered formed with fruit juice or applesauce; monitor stools for number and consistency to determine effectiveness of enzyme replacement; bland, low fat diet and avoid rich foods, alcohol and caffeine; S&S DM
 Cholecystitis - An acute inflammation of the gallbladder
 Cholelithiasis - The formation or presence of stones in the gall bladder
 Cholecystitis treatment - IV hydration, administration of antibiotics, and pain control with meperidine or morphine
 Cholelithiasis treatment - Nonsurgical removal of the stones; dissolution therapy; endoscopic retrograde cholangiopancreatography, lithotripsy
 Cholescystectomy - Performed if stones are not removed nonsurgically and inflammation is absent
 endoscopic retrograde cholangiopancreatography (ERCP) - Following this the patient may feel sick; the scope is placed in the gallbladder and the stones are crushed and left to pass on their own; prone to pancreatitis
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Nursing assessment for cholecystitis and cholelithiasis - Pain, anorexia, vomiting, flatulence precipitated by ingestion of fried, spicy or fatty foods; fever, elevated WBC and other sigs of infection; abdominal tenderness; jaundice and clay colored stools; elevated liver enzymes, bilirubin and WBC
 Nursing plans and interventions for cholecystitis and cholelithiasis - Administer analegesic for pain; maintain NPO; maintain NG tube; IB antibiotics; Monitor I&O; electrolyte status ; avoid spic, fried, fatty foods and to reduce intake of caloiries if indicated
 Nonsurgical management of a client with cholecystitis - Low-fat diet, medications for pain and clotting, decompression of stomach via NG tube
 Hyperthyroidism - Excessive activity of thyroid gland, resulting in an elevated level of circulating thyroid hormones (Graves disease, goiter)
 Hyperthyroidism - Can result from a primary disease state, replacement hormone therapy, excess TSH
 Grave's Disease - Thought to be an autoimmune process; diagnosis is made on the basis of serum hormone levels
 Common treatment for hyperthyroidism - Thyroid ablation by medication, radiation, thyroidectomy, adenectomy of portion of the anterior pituitary where TSH- producing tumor is located
 Nursing assessment for hyperthyroidism - Enlarged thyroid gland, weight loss, increased appetite, diarrhea, heat intolerance, tachycardia, palpitations, increased BP, diaphoresis, wet or moist skin, nervousness, insomnia, exophthalmost, T3>220, T4>12, low level of TSH, radioactive iodine uptake and thyroid scan indicate the presence of a goiter.
 Nursing plans and interventions for hyperthyroidism - Calm, restful atmosphere; signs of thyroid storm; high calorie, high protein, low caffeine diet; eye care for expohthalmost; treat hyperthyroidism
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Thyroid storm - Life threatening event that occurs with uncontrolled hyperthyroidism due to graves disease; fever, tachycardia, agitation, anxiety and hypertension; maintain patent airway and adequate aeration
 Thyroid ablation - Propylthiouracil and methimazole act by blocking synthesis of T3 and T4; doses is based on body weight and is given over several months; take medications exactly as prescribed
 Radiation - Iodine 131 is given to destroy thyroid cells and is very irritating to the GI tract; place client on radiation precautions
 Postoperative thyroidectomy - Be prepared for the possibility of laryngeal edema. Put oxygen and a suction machine; Ca++ gluconate should be easily accessible
 Thyroidectomy - Check frequently for bleeding; support the neck when moving the client; laryngeal edema damage by watching for hoarseness or inability to speak clearly; keep any drainage devices compressed and empty
 Adenectomy - TSH-secreting pituitary tumors are resected using a transnasal approach
 Normal serum calcium levels - 9.0 to 10.5 mEq/L; the best indicator of parathyroid problems is a decrease in the client's calcium compared to the preoperative value
 Chance of tetany - The chance for this increases when two or more of the parathyroid glands have been removed. Monitor serum calcium levels; check for tingling of toes and fingers and around the mouth; check for chvostek's sign; check for trousseau's sign
 Chvostek's sign - Twitching of lip after a tap over the parotid gland
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Trousseau's sign - Carpopedal spasm after BP cuff is inflated above systolic pressure
 Hypothyroidism - Hypofunction of the thyroid gland, with resulting insufficiency of thyroid hormone; Hasimoto Disease, Myxedema
 Myxedema Coma - Can be precipitated by an acute illness, withdrawal of thyroid medication, anesthesia, use of sedatives, or hypoventilation (with the potential for respiratory acidosis and carbon dioxide narcosis). The airway must be kept patent and ventilator support is used as indicated; hypotension, hyponatremia, hypoglycemia, respiratory failure
 Nursing assessment for hypothyroidism - Fatigue; thin, dry hair, dry skin; thick, brittle nails; constipation; bradycardia, hypotension; goiter; periorbital edema, facial puffiness; cold intolerance; weight gain; dull emotions and mental processes
 Diagnosis for hypothyroidism - Low T3 levels <70; low T4 levels <5; presence of T4 antibody
 Nursing plans and interventions for hypothyroidism - Daily dose of prescribe hormone; ongoing follow up to determine serum hormone levels; develop a bowel-elimination plan to prevent constipation
 Addison disease (primary adrenocortical deficiency) - An autoimmune process commonly found in conjunction with other endocrine diseases of an autoimmune nature; a primary disorder; sudden withdrawal of corticosteroids may precipitate symptoms of Addison's disease
 Addison disease - Characterized by lack of cortisol, aldosterone and androgens
 Nursing assessment of Addison disease - Fatigue, weakness; weight loss, anorexia, nausea, vomiting; postural hypotension; hypoglycemia; hyponatremia; hyperkalemia; hyperpigmentation; sighs of sock; loss of body hair; Hypovolemia
 Signs of Hypovolemia - Hypotension, tachycardia, fever
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Addison disease nursing plans and interventions - VS frequently; monitor I&O and weight; rise slowly; monitor serum electrolyte; need for lifelong hormone replacement; need for close medical supervision; need for medical alert jewelry; signs and symptoms of over and under dosage; high sodium, low potassium, high carbohydrate diet; 3L of fluid/day
 Addison crisis - A medical emergency that is rough on by sudden withdrawal of steroids or a stressful event; causes vascular collapse, hypoglycemia, parenteral hydrocortisone is essential to reversing the crisis; aldosterone replacement with fludrocortisones
 Cushing syndrome - Excess adrenocorticoid activity; chronic administration of steroids; also caused by adrenal pituitary or hypothalamus
 Nursing assessment for cushing syndrome - Moon face; truncal obesity; buffalo hump; abdominal striae; muscle atrophy; thinning of the skin; hirsutism in females; hyperpigmentation; amenorrhea; edema, poor wound healing, easy bruising; hypertension; susceptibility to multiple infections, osteoporosis, peptic ulcer formation, hyperglycemia, hypernatremia, hypokalemia, decreased eosinophils and lymphocytes, increased plasma cortisol, increased urinary 17 hydroxycorticoids
 Nursing plan and interventions for cushing syndrome - Protect from infection exposure; wash hands; monitor for signs of infection; teach safety measures; low sodium diet; foods that contain vitamin D and calcium; good skin care; possibility of weaning from steroids; I&O, weigh daily, ulcer prophylaxis
 Diabetes mellitus - Metabolic disorder in which there is an absence of or an insufficient production of insulin; characterized by hyperglycemia; affect metabolism of protein, carbohydrate and fat, fasting glucose level of greater than 126mg/dl
 Type 1 - Insulin dependent diabetes
 Type 2 - Non-insulin dependent diabetes; obesity is a major factor
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Type 1 (IDDM) - Usually diagnosed under the age of 30 years; insuling production is absent; onset is rapid; S&S polydipsia, polyphagia, polyuria, weight loss, weakness; weight is usually thin; ketosis is common; no overwhelming predisposition in regard to genetics; pathogenesis is viral, autoimmune; control is difficult with glycemia swings; meal planning and exercise is imperative; insulin is required by all; long term complications are common
 Type 2 (NIDDM) - Usually diagnosed during school age to older adult; insulin production is present but in adequate; onset is insidious; S&S polydipsia, polyphagia, polyuria, weight loss, weakness, blurred vision - symptoms are often unnoticed; weight is usually obese; ketosis is rare; strong predisposition in regard to genetics; pathogenesis is obesity and nutrition; control is often with diet and exercise; meal planning and exercise is imperative; insulin may be required along with oral hypoglycemics; long term complications are common
 Type 1 (IDDM) - Hyperglycemic relatively easily; brittle diabetics; can go into ketoacidosis; serum glucose of >350; ketonuria in large amounts; venous pH of 6.8 to 7.2; serum bicarbonate below <15mEq/dl
 Type I (IDDM) treatment - Usually with isotonic IV fluids; slow IV infusion by IV pump regular insulin; careful replacement of potassium
 Type 2 (NIDDM) - Rare development of ketoacidosis; development of nonketotic hyperosmolar hyperglycemia with extreme hyperglycemia; hyperglycemia, plasma hyperosmoality; dehydration; changes mental status
 Type 2 (NIDDM) treatment - Usually with isotonic IV fluid replacement and careful monitoring potassium and glucose levels; IV insulin
 Integument system changes in diabetes mellitus - Breaks in skin, infections on skin, diabetic dermopathy, unhealed injection sites
 High blood glucose levels - Contributes to damage of the smallest vessels, the capillaries. Damage causes permanent capillary scarring, which inhibits the normal activity of the capillary. Causes disruption of capillary elasticity and promotes problems such as diabetic retinopathy, poor healing of breaks in the skin, cardiovascular abnormalities
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Oral cavity changes in diabetes mellitus - Caries, periodontal disease, candidiasis
 Eye changes in diabetes mellitus - Cataracts and retinal problems
 Cardiopulmonary system changes in diabetes mellitus - Angina and dyspnea
 Periphery changes in diabetes mellitus - Hair loss on extremities, indicating poor perfusion; coolness, skin shininess and thinness, weak or absent peripheral pulses, ulcerations on extremities, pallor, thick nails with ridges
 Kidney changes in diabetes mellitus - Edema of the face, hands and feet; UTI; urinary retention
 Neuromusculature changes in diabetes mellitus - Atrophy of hands and feet; neuropathies with symptoms of numbness, tingling, pain, burning
 Gastrointestinal changes in diabetes mellitus - Nighttime diarrhea, emesis falling into pattern; gastroparesis
 Reproductive changes in diabetes mellitus - Male impotence, vaginal dryness, frequent vaginal infections, menstrual irregularities
 Glycosylated Hgb - Indicates glucose control over previous 120 days; is a valuable measurement of diabetes control
 Nursing plans and interventions of diabetes mellitus - Determine baseline lab data for serum glucose, electrolytes, creatinine, BUN, ABGs; teach injection technique; meals should be timed sccording to medication peak times; teach diet regime: 55% - 60% carbohydrates, 12% - 15% protein, 30% less fat;
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teach about managing sick days; teach exercise regimen; teach S&S of hyperglycemia and hypoglycemia; teach about foot care
 Regular insulin - When mixing insulins, which is drawn up first
 Bedtime snack - Can prevent insulin reactions due to long acting insulin peak
 Sick day rules - Keep taking insulin, monitor glucose more frequently, water for signs of hyperglycemia
 Produce glucose; resulting in hyperglycemia - The body's response to illness and stress is what? And what does it result in
 Treat for hypoglycemia - If in doubt whether a client is hyperglycemic or hypoglycemic, treat for this??
 Hyperglycemia S&S - Polydipsia, polyuria, polyphagia, blurred vision, weakness, weight loss, syncope
 Hypoglycemia S&S - Headache, nausea, sweating, tremors, lethargy, hunger, confusion, slurred speech, tingling around mouth, anxiety, nightmare
 Hyperglycemia nursing actions - Encourage water intake, check blood glucose frequently; assess for ketoacidosis
 Ketoacidosis assessment - Urine ketones; urine glucose; administer insulin as directed
 Hypoglycemia nursing actions - Usually occurs rapidly and is potentially life-threatening; treat immediately with complex CHO; check blood glucose - may seize if <40
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Rheumatoid arthritis - Chronic, systematic, progressive deterioration of the connective tissue of the joint; characterized by inflammation; exact cause is unknown; joint involvement is bilateral and symmetrical
 Rheumatoid arthritis nursing assessment - Fatigue, generalized weakness, weight loss, anorexia, morning stiffness, bilateral inflammation of joints, decreased ROM, joint pain, warmth, edema, erythema, joint deformity
 Rheumatoid arthritis - The normal cartilage becomes soft, fissures and pitting occurs, and the cartilage thins. Spurs form and inflammation sets in. the result is deformity marked by immobility, pain and muscle spasm. Treatment is corticosteroids, splinting, immobilization
 Diagnosis of rheumatoid arthritis - Elevated erythrocyte sedimentation rate, positive rheumatoid factor, presence of antinuclear antibody, joint space narrowing indicated by arthroscopic exam, abnormal synovial fluid indicated by arthrocentesis; C-reactive protein indicated by active inflammation
 Synovial tissues - Line the bones of the joints. Inflammation of this lining causes destruction of tissue and bone. Early detection of RA can decrease the amount of bone and joint destruction. Often the disease goes into remission. Decreasing the amount of bone and joint destruction deduces the amount of disability
 RA nursing plans ad interventions - Pain relief measures: moist heat; warm, moist compresses, whirlpool baths, hot showers; diversionary activities: imaging, distraction, hypnosis, biofeedback; rest after activity; avoid overexertion and to maintain proper posture and joint position; encourage use of assistive devices: elevated toilet seat, shower chair, can, walker, wheelchair, reachers, adaptive clothing with Velcro closures, straight-backed chair with elevated seat
 Lupus erythematosus - Systemic, inflammatory, connective tissue disorder; autoimmune disorder; kidney involvement is the leading cause of death
 Discoid Lupus erythematosus - Affects skin only
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Systemic Lupus erythematosus - Can cause major body organ and system failure; more prevalent that DLE
 Factors that trigger lupus - Sunlight, stress, pregnancy, drugs
 Activity recommendations for RA - Do not exercise painful, swollen joints; do not exercise any joint to the point of pain; perform exercises slowly and smoothly; avoid jerky movements
 Key management of Lupus erythematosus - Avoiding sunlight
 Nursing assessment for DLE - Dry, scaly rash on face or upper body (butterfly rash)
 Nursing assessment for SLE - Joint pain and decreased mobility, fever, nephritis, pleural effusion, pericarditis, abdominal pain, photosensitivity
 Nursing plans and interventions for Lupus erythematosus - Avoid prolonged exposure to the sun; clean skin with milk soap; administration of steroids
 Degenerative joint disease - Noninflammatory arthritis; degeneration of cartilage, wear and tear process; affects one or two joints; occurs symmetrically; obesity and overuse are predisposing factors
 Nursing assessment for Degenerative joint disease - Joint pain that increases with activity and improves with rest; morning stiffness; asymmetry of affected joints; crepitus; limited movement; visible joint abnormalities; joint enlargement and bony nodules
 Nursing plans and interventions for Degenerative joint disease - Weight reduction diet; excessive use of the involved joint aggravates pain and may accelerate degeneration; correct posture and body mechanics; sleep with rolled terry cloth towel under cervical spine if neck pain is a problem' wear stretch gloves at night; keep joints in functional position
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Osteoporosis - Metabolic disease in which bone demineralization results in decreased density and subsequent fracture; occur prior to the client's falling; cause is unknown; postmenopausal women are at the highest risk
 Nursing assessment for osteoporosis - Classic dowager's hump, or kyphosis of the dorsal spine; loss of height, often 2-3 inches; back pain, often radiating around the trunk
 Nursing plans and interventions for osteoporosis - Hazard-free environment; keep bed in low position; provide a safe environment; ROM exercise several times/day; proper body mechanics; diet high in protein, calcium and vitamin D; discourage use of alcohol and caffeine; hormone replacement therapy; diet high in calcium and vitamin D intake beginning in early adulthood; calcium supplementation after menopause; weight bearing exercise; bone density study as baseline
 Fracture - A break in the continuity of the bone; caused by a firect blow, crushing force, a sudden twisting motion or a disease such as cancer or osteoporosis
 Complete fracture - A break across the entire cross section of the bone
 Incomplete fracture - A break across only part of the bone
 Closed fracture - No break in the skin
 Open fracture - Broken bone protrudes through skin or mucous membranes
 Greenstick - One side of the bone is broken and the other side is bent
 Transverse - Break occurs across the bone
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Oblique - Break occurs at an angle across the bone
 Spiral - Break twists around the bone
 Comminuted - Break has more than free fragments
 Extracapsular fracture - Below the neck of the femur
 Intracapsular fracture - In the neck of the femur
 Intracapsular fracture - Fracture that is harder to heal because the blood supply enters the femur below the neck of the femur; greater likelihood that necrosis will occur because the fracture is cute off from the blood supply
 Nursing assessment of a fracture - Pain, swelling, tenderness; deformity, loss of functional ability; discoloration, bleeding at the site through an open wound; crepitus; fracture is evident on radiograph; observe the clients use of assistive devices
 Crepitus - Crackling sound between two broken bones
 Fat embolism - A syndrome in which fat migrates into the blood stream and combines with pletlets to form emboli; the greatest risk is 36 hours after a fracture; more common in clients with multiple fractures, fractures of the long bones, fractures of the pelvis. Initial symptom is confusion due to hypoxemia; assess for respiratory distress, restlessness, irritability, fever and petechiae; notify physician stat, draw ABGs, administer oxygen, assist with intubation
 Thromboembolism - In patient's with hip fractures, this is the most common complication; prevention includes ROM, elastic stocking, elevation of the foot, low dose heparin
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Assessment of client with fracture/in a cast - Skin color, temperature, sensation, capillary refill, mobility, pain and pulses
 Pain, paresthesia, pulse, pallor and paralysis - The 5 Ps of neurovascular functioning
 Joint replacement - A surgical procedure in which a mechanical device, designed to act as a joint, is used to replace a diseased joint; most common joints: hip, knee, shoulder, finger; accurate fitting is essential; excellent pain relief; infection is a post-op concern
 Nursing assessment for joint replacement - Joint pathology: arthritis, fracture, pain not relieved by medication, poor ROM
 Nursing plans and interventions for joint replacement - Monitor incision site, assess for bleeding ad drainage, assess suture line for erythema and edema, assess suction drainage apparatus, assess for signs of infection; monitor functioning of extremity - check circulation, sensation and movement of extremity distal to placement; I&O; 3Lfluid/day; work closely with health care team to increase client's mobility gradually
 Infection - Big problem after joint replacement
 Fracture - Predispose the client to anemia, especially if long bones are involved; check HCTq3-4 days to monitor erythropoiesis
 Amputation - Surgical removal of a diseased part or organ; causes are perpherial vascular disease, trauma, congenital deformities, malignant tumors, infection
 Nursing assessment for amputation - Assess for symptoms of peripheral vascular disease: cool extremity, absent peripheral pulses, hair loss on affected extremity, necrotic tissue or wounds, leathery skin on affected side, decrease of pain sensation; assess for inadequate circulation: arteriogram, Doppler flow studies
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Nursing plans and interventions for amputation - Provide wound care, change dressing as needed, maintain proper body alignment in and out of bed; position the client to relieve edema and spasms at residual limb site: passive ROM
 Dressing change for amputation - Maintain aseptic technique, assess wound color and warmth, assess for wound healing, monitor for signs of infection
 Care of amputated stump - Elevate for the first 24 hours but do not elevate 48 hours post op; keep stump extended position and turn client to prone position three times a day to prevent hip flexion contracture
 Residual limb - Should be elevated on one pillow; if elevated too high, can cause a contracture
 Glaucoma - Chronic open-angle also known as adult primary and as primary open angle
 Nursing assessment for glaucoma - Early signs: increase in intraocular pressure, >22mmHg; decreased accommodation or ability to focus; late signs: loss of peripheral vision, seeing halos around lights, decreased visual acuity not correctable with glasses, headache or eye pain
 Glaucoma - Often painless and symptom free; pick up as part of a regular exam
 Diagnostic tests for glaucoma - Tonometer, electronic tonometer, gonioscopy
 Tonometer - Used to measure intraocular pressure
 Electronic tonometer - Used to detect drainage of aqueous humor
 Gonoiscopy - Used to obtain a direct visualization of the lens

Page 60
                        

Nursing plans and interventions for glaucoma - Administer eye drops for rest of life and must follow regime; vision lost cannot be restored; provide safety measures; avoid activities that may increase intraocular pressure such as emotional upsets, exertion, coughing, wearing constrictive clothing, straining at stool and constipation
 Eye drops - Used for cause pupil constriction because movement of the muscles to constrict the pupil also allows aqueous humor to flow out, thereby decreasing the pressure in the eye
 Pilocarpine - Commonly used eye drop for glaucoma; vision may be blurred for 1-2 hours after administration and adaptation to dark environments is difficult because of the papillary constriction it causes
 Elderly patients with glaucoma - Prone to glaucoma and constipation - nurse should continually assess for constipation and should implement a plan of care directed at prevention of and treatment of constipation
 Cataract - Condition characterized by opacity of the lens; aging accounts for 95%; other 5% is from trauma, toxic stundtances, systemic disease or are congenital; surgical removal is done under local anesthesia
 Eye physiology - The lens of the eye is responsible for projecting light onto the retina so that images can be discerned; without the lens, which becomes opaque with cataracts, light cannot be filtered and vision is blurred
 Nursing assessment for cataract - Early signs: blurred vision, decreased in color perception; late signs: diplopia, reduced visual acuity, progressing to blindness; coulded pupil, progressing to a milky-white appearance
 Diagnosis for cataract - Ophthalmoscope, slit lamp biomicroscope
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Post operative care for cataract - Warn not to rub or put pressure on the eye, glasses or shaded lens should be worn during waking hours; avoid lifting objects over 15 pounds, bending, straining, coughing or any other activity that can cause an increase in intraocular pressure; avoid lying on operative side; need to keep water from getting into eye; observe and report signs of increased intraocular pressure and infection
 Cataract removal - When this is removed, the lens of the eye is gone and replaced with an implant; vision is improved but not perfect; prevention of falls is important
 Eye trauma - Injury to the eye sustained as the result of sharp or blunt trauma, chemicals or heat; permanent visual impairment can occur; every eye injury should be considered an emergency
 Nursing assessment for eye trauma - Determine type of injury and symptoms; slit lamp examination; instillation of flurosecein to detect corneal injury; testing of visual acuity for medical documentation and protection
 Nursing plans and interventions for eye trauma - Sitting position decreased intraocular pressure; remove conjunctival foreign bodies unless embedded; never attempt to remove a penetrating or embedded object; apply cold compressures to eye contusion; irrigate eye with copious amounts of water; eye medications; eye patch may be applied to rest the eye; reading and watching TV may be restricted for 3-5 days; sudden increase in eye pain should be reported
 Detached retina - A hole or tear in, or separation of the sensory retina from, the pigmented epithelium; can be caused from blunt trauma treatment is resealing of the retina through cryotherapy (freezing), photocoagulation (Laser), diathermy (heat), sclera buckling (most often used
 Nursing plans and interventions for a detached retina - Bed rest, eye patch on affected eye, administer medication to inhibit accommodation and constriction; cyclopegics (mydriatic and homatropine) are given to dilate pupil before surgery; administer medication for post-op pain;
 Conductive Hearing loss - Hearing loss in which sound does not travel well to the sound organs of the inner ear. Volume of sound is less, but the sound remains clear. If volume is raise, hearing is normal; results from cerumen impaction of middle ear disorders
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Sensorineural hearing loss - A form of hearing loss in which sound passes properly through the outer and middle eat but is distorted by a defect in the inner ear; involves perceptual loss, usually progressive and bilateral; damage to the 8th cranial nerve; detected using a tuning fork; common causes are infections, ototoxic drugs, trauma, neuromas, noise, aging
 Hearing loss nursing assessment - Inability to hear a whisper from 1-2 feet away; inability to respond if nurse covers mouth when talking; inability to hear a watch tick 5 inches from ear; shouting in conversation; straining to hear; turning head to favor one ear; answering questions; raising volume on radio or TV
 Nursing plans and interventions for hearing loss - Reduce distractions; turn TV/radio off; devote full attention; look and listen' being with casual topics; progress to more critical issues slowly; face patient; speak slowly; use helpful aids
 Hearing loss nursing interventions - Speak in a low-pitched voice, slowly and distinctly; stand in front of the person with the light source behind the client; use visual aids
 Altered state of consciousness assessment - Neuro-vital sign assessment tool; Glasgow coma scar; pupil size, limb movement, vital signs; assess skin integrity and corneal integrity; check bladder for fullness, auscultate lungs and monitor cardiac status
 Glasgow coma scale - Assesses eye opening, motor response, and verbal response; maximum scope is 15 - minimum is 3; score of <7 indicates coma; clients with low scores have high mortality rate and poor prognosis
 Residual feeding - The amount of previous feeding still in the stomach; presence of 100 ml in adult usually indicates poor gastric emptying and feeding should be withheld
 Paralytic ileus - Common in comatose clients; gastric tube aids in gastric decompression
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Nursing plans and interventions for a patient with altered LOC - Maintain adequate respirations, airway, oxygenation; provide nutritional, fluid and electrolyte support; prevent complications of immobility; there is a huge potential for thrombus formation, prevent this; vital signs; contractures and joint immobility, urinary calculi; prevent injury and promote safety; maintain hygiene, cleanliness, observe for bladder elimination problems; document and record bowel movements; prevent corneal injury
 Maintaining adequate respirations, airway, oxygenation - Position client in three quarters prone position or semiprone position to prevent tongue from obstructing airway and slightly to one side with arms away from chest wall; insert airway keep airway free of secretions; monitor arterial Po2 and PCO2; chest physiotherapy; hyperventilate before and after suctioning
 Provide nutritional and fluid and electrolyte support - Keep NPO until responsive; mouth care every 4 hours; maintain calorie count; administer feedings; monitor I&O; record client's weight
 Prevent complications of immobility - Turn clientq2h, assess bony prominences; eggcrate or alternating pressure mattress or waterbed; minimal amount of linens and underpads
 Prevent thrombus formation - Passive ROM q4h; elastic hose; avoid positions that decrease venous return; avoid pillows under knees and gatched bed;
 Urinary calculi - Increase fluid PO via gastric tube; increase urine for high SG and balance between I&O; reposition every 2 hours; apply splints or other assistive devices to prevent foot drops, wrist drop or other improper alignment
 Indications of changing condition - HR <60 or >100 indicates ICP, infection, thrombus formation or dehydration; BP rising or widening pulse pressure indicates ICP; elevation can indicate worsening condition, damage to temperature regulating area of the brain, or infection; LOC changes; papillary changes range from prompt to sluggish or may increase in size
 Restlessness - May indicate a return to consciousness but can also indicate anoxia, distended bladder, convert bleeding or increasing cerebral anoxia
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Prevention of corneal injury and drying - Remove contact lenses; irrigate eyes with sterile prescribed solution and instill ophthalmic ointment in each eye every 8 hours to prevent corneal ulceration
 Head injury - Any traumatic damage to the head
 Open head injury - Occurs when there is a fracture of the skill or penetration of the skill by an object
 Closed head injury - The result of blunt trauma - more serious because of chance of increased ICP in closed vault
 Increased ICP - The main concern in the head injury; it is related to edema, hemorrhage, impaired cerebral autoregulation, and hydrocephalus
 Acceleration - Which is caused by the heads being in motion and deceleration injury which occurs when the head stops suddenly
 Nursing assessment for head injury - Unconsciousness or disturbances in consciousness; vertigo; confusion, delirium, or disorientation; symptoms of increased ICP; changes in vital signs; headache; vomiting; papillary changes; seizures; ataxia; abnormal posturing; cerebral spinal fluid leakage; CAT & MRI; EEG
 Increased ICP signs - Widening pulse pressure, tachycardia, slowing of respirations, possible decrease in pulse; temperature rise
 CSF leakage - Can occur from the nose (rhinorrhea) or through the ear (otorrhea); carries the risk for meningitis and indicates a deteriorating condition.
 Nursing plans and interventions for head injury - Adequate ventilation and airway; keep HOB elevated 30-45 degrees to aid venous return from neck and decrease cerebral volume; neurologic vital signs q2h; avoid activities that increase ICP; take immediate measures to reduce temperature; ICP monitoring
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(>20mmHg report STAT); administer hyperosmotic agents and diuretics to dehydrate brain and cerebral edema; foley catheter; passive hyperventilation of ventilator; seizure precautions; prevent complications of immobility
 Passive hyperventilation of ventilator - Causes respiratory alkalosis which causes cerebral vasoconstriction and decreased cerebral blood flow, and therefore decreased ICP
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