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STUDENT GUIDLINE 

Introduction 

Welcome to the Third Year-Semester One in the General Nursing 

Program: 

 

 
Course :Adult Nursing I, is one of the nursing course for the general 

nursing curriculum. The syllabus attached is designed to provide each 

student with an explanation to the course content., unite objective are 

required reading materials for the course. 

 

 
Instructions for use of Student's Course Books 

 Each Class Session identifies the content that will be covered in 

that class and the activities expected by the students. 

 During the Class Session, ask for explanations of term that are not 

clear. 

 You are advised to participate in class room discussion. 

 You are advised to complete the study Questions given at the end 

of each unit that will help you to fully understand the course 

material. 

 You are advised to complete the laboratory requirements for this 

course. 

 You are advised to complete the clinical requirements for this 

course. 



 

COURSE OVERVIEW 

 
 

Course Title: Adult Nursing-I 
 

Credit Allocated: 2 

Laboratory: 2 

Clinical : 0 

Total: 3 

Course title: Adults Nursing 

Course Number: (301). 

Credit Hours: Total (6) credits: 

Theory (3) credits 

Clinical (3) credits 

Course calendar: Total (11) hours weekly of (15) Week: 

Theory (3) hrs. 

Clinical (8) hrs. 

Placement: Third Years/First Semester. 

Course Description: 

This course provides the student with the knowledge, skills and 

attitudes that are essential for effective and comprehensive 

nursing care for adults in the uncritical medical and surgical 

illness. The related concepts of path physiology, fundamentals 

of nursing and pharmacology are integrated. 



 

Course Goals: 

Upon completion of this course, the student will be able to 

 
1. Identify risk factors and nursing interventions in promoting and 

maintaining health in a selected client population. 

2. Relate the path physiology of selected medical/ surgical alterations 

to the health –illness continuum. 

3. Discuss scientifically based rational for performing selected 

diagnostic procedure, outcomes and nursing responsibilities. 

4. Describe drug therapies and their related outcomes for clients 

undergoing medical/ surgical interventions. 

5. Explain nutritional needs of patients with selected medical/ 

surgical alterations. 

6. Discuss principles of teaching- learning processes as they related to 

the adult/ older adult patient. 

7. Utilize health assessment skills in determining the physical, 

psychological, spiritual, and learning Needs of adult patients. 

8. Apply the theoretical concepts, scientific principles in planning 

care of patients. 

9. Demonstrate competence in implementing nursing interventions to 

meet client oriented goals. 

10. Demonstrate safe administration of drug and parenteral therapy. 

11. Participate in teaching patients 

12. Demonstrate effective communication with patients, instructor and 

health members . 

13. Describe pre- operative nursing measures of avoiding the risk of 

infection and the excepted post- operative complications. 



 

Course out line: 

The Theoretical Content 

Part I: Introduction to adults nursing. 

Part II: Nursing process; definition, objectives and steps. 

Part III: Rehabilitation in Nursing 

3.1. Basic principle in rehabilitation nursing 

3.2. Rehabilitation team 

3.3. Prevention of complications and deformities. 

Part IV: Care of patients with cancer 

4.1. Definitions. 

4.2. Types. 

4.3. Sign and symptoms. 

4.4. Method of diagnosis. 

4.5. Treatment and nursing management of patients with cancer. 

Part V: The patient with breast cancer 

5.1. Sign and symptoms. 

5.2. Method of diagnosis. 

5.3. Nursing care and rehabilitation. 

Part VI: Nursing management for patient with digestive system 

disease. 
 

6.1. Sign and symptoms, and diagnostic measures. 

6.2. Nursing care for the patient with the followings: 

6.2.1. Hernia. 

6.2.2. Ulcerative colitis. 

6.2.3. Peptic Ulcer. 

6.2.4. Acute Abdomen. 

6.2.5. Irritable bowel syndrome. 



 

Part VII: The patient with hepatobiliary disorders 

1.1. Sign, symptoms and diagnosis of liver diseases. 

1.2. Nursing care and rehabilitation for the following diseases: 

1.2.1. Pancreatitis. 

1.2.2. Hepatitis. 

1.2.3. Liver cirrhosis. 

7.2. 4.Cholelithiasis and cholecystitis. 

Part VIII: Nursing care for patients with endocrine system disorders. 

8.1.Nursing management for patients with diabetes mellitus. 

8.2.Nursing management for patient with the followings 

8.2.1.Hyperthyroidism. 

8.2.2.Hypothyroidism. 

8.2.3.Hypo and hyper parathyroid disorders. 

Part IX: Nursing management for patients with blood disorders. 

9.1.Blood and its contents 

9.2.Diagnostic tests for blood disease. 

9.3.Nursing care and rehabilitation for patient with these diseases: 

9.3.1.Anemia and its types. 

9.3.2.Leukemia. 

9.3.3.Hodgkin's disease. 

9.3.4.Hemorrhagic disorder. 

Part X: Nursing management for patients with cardiovascular 

disorders: 

10.1. Sign and symptoms. 

10.2. Diagnostic tests. 

10.3. Nursing care and rehabilitation for patient with 

10.3.1.Hypertension 

10.3.2. Ischemic heart disease. 

10.3.3. Myocardial infarction. 

10.3.4. Congestive heart failure. 

10.3.5. Endocarditic. 



 

Part XI: Nursing care for patients with respiratory disorders 

11.1. Sign and symptoms. 

11.2. Diagnostic tests. 

11.3. Nursing care and rehabilitation for patient with: 

11.4. Bronchitis. 

11.5. Pneumonia. 

11.6. COPD. 

The clinical content 

Part I: General Medical Wards 

Part II: General surgical Wards 

Part III: Operation Room 

Part IV: Respiratory Unit. 

Part V: Coronary Care Unit. 

Part VI: Hematology Unit 

Part VII: Recovery Room 

Part VIII: Midterm 

Examination Evaluation 

Methods: 

1
st
  theory exam. 10% 

2
nd

 theory exam. 10 % 

Clinical activities. 20 % 

Final continuous exam.  40 % 

 

Final clinical  exam20  % 

Final theory exam. 40 % 
 

Total 100 % 



 

 

 

Project ( written paper) 

Choose one of the following topics for the following topics for the subject 

of the paper: 

1. 

2. 

3. 

4. 

5. 

 
 

Guidelines for writing the paper 

 Write a 150- 200 word paper explaining one of the above concept. 

Give illustration where required. 

 Contents of the student course book is not allowed to used. 

 Use at least three references from the library. 

 You are free to use any other resources for completion of this 

paper. 

 A list of references should be provided as policy. 

 Type the report, Font style: Time New Roman, size,14. 

 Use A4 Plain paper to print the report. 

 Copy- paste strategy will never accepted. 

 The paper is due as per the teacher's request. 

Criteria for evaluation of Written Paper 
 
 

SN Criteria Marks 

1. Introduction 1 

2. Contents with illustration 5 

3. Conclusion 1 

4. Tile page 1 

5. References/Resources used 1 

6. Organization ,Neatness, Language 1 

Total 10 



 

Adult nursing (1) 

Chapter I: Introduction to Adult Nursing 

 
Lecture Outlines: 

 

 Define terms. 

 Special demands of adult nursing. 

 

 

Learning Objectives 
 

At the end of this session, the student should be able to: 

1. Define Adult Nursing. 

2. Discuss the special demand for Adult Nursing. 

 
 

Adult nursing 

Adult nursing expecting to learn students practical skills and procedures. 
 

Adult nurses work with old and young adults with diverse health 

conditions, both chronic and acute. Depending on experience and 

training, As a nurse in the adult branch you will be working at the center 

of a multi professional team that includes doctors, physiotherapists, 

occupational therapists, pharmacists, radiographers, healthcare assistants 

and others. 

Special demands 
 

1. Nursing student will need presence of mind and flexibility to juggle the 

needs of a number of individuals at the same time. 

2. Communication skills are fundamental to successful nursing. Nursing 

student must have personal skills to set people at their ease in pressurised 

and sometimes difficult circumstances. 

 
3. Nursing student will also have the tremendous satisfaction of knowing 



 

your contribution really counts in reducing suffering and promoting the 

health of the people in your care. 

 
4. The adult branch of nursing will suit individuals who wish to work in a 

busy, multidisciplinary team but can also use initiative where required. 

5. There’s a lot to learn in a fast changing, demanding environment, so 

it’s essential for you to be highly observant and able to assess what is best 

for the patient. 

6. Willingness to take responsibility for people’s well-being is essential, 

and a commitment to continuing learning throughout your career is vital. 

 

 
Chapter II: Nursing Process 

Lecture Outlines: 

 Define terms.

 Nursing process.

 Characteristics of nursing process.

 Step of nursing process.

 Critical thinking.

 
Learning Objectives 

 

At the end of this chapter, the student should be able to: 

1. Define Nursing Process. 

2. Describe the characteristics of nursing process. 

3. Identify the step of nursing process. 

4. Discuss the components for each stage of nursing process. 

5. Identify the components of critical thinking. 

6. Discuss the Stages of Critical Thinking Process. 

7. Identify the qualities of critical thinker nurse. 



 

Nursing Process 

The nursing process is a modified method. Nursing practice was first 

described as a four stage nursing process by Ida Jean Orlando in 1958. It 

should not be confused with nursing theories or Health informatics. The 

diagnosis phase was added later. 

 

The nursing process is goal-oriented method of caring that provides a 

framework to nursing care. It involves six major steps: 

 

 A - Assess (what data is collected?).

 D - Diagnose (what is the problem?).

 O - Outcome Identification - (Was originally a part of the Planning 

phase, but has recently been added as a new step in the complete 

process).

 P - Plan (how to manage the problem).

 I - Implement (putting plan into action).

 E - Evaluate (did the plan work?).

 

Characteristics of the Nursing Process 

 

The nursing process is a cyclical and ongoing process that can end at any 

stage if the problem is solved. 

 

1. Cyclic and dynamic. 

2. Goal directed and client centered. 

3. Interpersonal and collaborative. 

4. Universally applicable. 

5. Systematic. 

6. Entire process is recorded or documented in order to inform all 

members of the health care team. 

 

The PIE method is a system for documenting actions, especially in the 

field of nursing. The name comes from the acronym PIE meaning 

Problem, Intervention, Evaluation. 



 

Steps of the Nursing Process 

Assessment 

 

 Conduct the health history.

 Perform the physical assessment.

 Interview the patient's family or significant others.

 Study the health record.

 Organize, analyze, synthesize, and summarize the collected data.

 

Nursing Diagnosis 

 

 Identify the patient's nursing problems.

 Identify the defining characteristics of the nursing problems.

 Identify the etiology of the nursing problems.

 State nursing diagnoses concisely and precisely.

 

Collaborative Problems 

 

 Identify potential problems or complications that require 

collaborative interventions.

 Identify health team members with whom collaboration is 

essential.

 

Planning 

 Assign priority to the nursing diagnoses. 

 Specify the goals.( immediate, intermediate, and long-term goals). 

 Identify nursing interventions appropriate for goal attainment. 

 Establish expected outcomes. 

 Develop the written plan of nursing care. 

Implementation 

 

 Put the plan of nursing care into action.

 Coordinate the activities of the patient, family or significant others, 

nursing team members, and other health team members.

 Record the patient's responses to the nursing actions.



 

Evaluation 

-Collect data. 

-Compare the patient's actual outcomes with the expected outcomes. 

Determine the extent to which the expected outcomes were achieved. 

-Identify alterations that need to be made in the nursing procedure. 

Critical Thinking 

Definition 

Critical thinking is a multidimensional skill, a cognitive or mental process 

or set of procedures. It involves: 

 Reasoning and purposeful,

 Systematic,

 Reflective, rational,

 Outcome-directed thinking based on a body of knowledge,

 As well as examination and analysis of all available information 

and ideas.

Although many definitions of critical thinking have been offered in 

various disciplines, some consistent themes within those definitions are. 

1. A strong formal and informal foundation of knowledge; 

2. Willingness to pursue or ask questions; and, 

3. Ability to develop solutions that are new, even those that do not fit the 

standard or current state of knowledge or attitudes. 

Nurses need critical thinking skills and attitudes to be safe, competent, 

skillful practitioners. It is a critical analysis of the factors associated with 

a problem. 

 

Stages of Critical Thinking Process. 

1. Preparation: The creative thinker gathers information related to the 

problem or concern. 

2. Incubation: The creative thinker unconsciously considers and 

consciously works on possible solutions or decisions. 

3. Insight: Appropriate solutions emerge and are developed, and the 

solution believed to be most appropriate is implemented. 



 

 

4. Verification: Finally during the verification stage, the implemented 

solution is evaluated for its effectiveness. 

 
COMPONENTS OF CRITICAL THINKING 

1. Mental Operations 

 
Mental operations include activities such as decision making and 

reasoning that are used to find or create meaning. Nurses engage in such 

activities whenever they search for solutions based on rationale and 

develop outcomes accordingly. 

2. Knowledge 

 
Critical thinking calls for a knowledge base that includes declarative 

knowledge, which is specific facts or information, and operative 

knowledge, which is an understanding of the nature of that knowledge. 

Nursing curricula assist the student in learning specific facts about 

nursing and the delivery of quality care. 

 
3. Attitudes 

 
Certain attitudes enhance a person’s ability to think critically. 

One of the most important attitudes needed by a critical thinker is a sense 

of curiosity that allows the person to question assumptions upon which 

decisions are based. Analysis of basic assumptions allows the person to 

plan and act in a rational manner rather than out of habit or routine. 

 

 
Some attitudes demonstrated by critical thinkers are: 

 Tolerance, open-mindedness, nonjudgmental mind-set 

 Curiosity. 

 Persistence, intellectual courage. 

 Respect for others’ perspectives. 

 Comfort dealing with ambiguity, uncertainty. 

 Intellectual humility (knowing that one does not have all 



 

the answers). 

  Self-confidence (belief in own ability to think things through 

and make appropriate decisions) 

 Flexibility, and 

 Organization. 

 
Following are some specific strategies that promote thedevelopment 

and application of critical thinking: 

 Identify goals. 

 Determine what knowledge is required. 

 Assess the margin for error. 

 Determine the amount of time available for decision making. 

 Identify available resources. 

 Recognize factors (i.e., biases, fatigue) that may influence 

decision making . 

 
Chapter III: Rehabilitation in Nursing 

Lecture Outlines: 

 Define terms. 

 Principles of rehabilitation in Nursing. 

 Types of rehabilitation. 

 Rehabilitation team. 

 Standards of rehabilitation programs. 

Learning Objectives 
 

At the end of this chapter, the student should be able to: 

1. Define Rehabilitation. 

2. Discuss the 4 principles of Rehabilitation in Nursing. 

3. Describe the main types of Rehabilitation in nursing fields. 

4. Mention the role of each one of Rehabilitation team. 

5. Applied the principles of rehabilitation programs in nursing setting. 

6. Differentiate between the three levels of prevention. 

 
 



 

Rehabilitation in Nursing 

 
Rehabilitation is a dynamic, health-oriented process that helps ill people 

or people with physical, mental, or emotional disabilities (restrictions in 

performance or function in everyday activities) to achieve the greatest 

possible level of physical, mental, spiritual, social, and economic 

functioning. The rehabilitation process also helps patients achieve an 

acceptable quality of life with dignity, self-respect, and independence. 

Basic principle in Rehabilitation Nursing 

 
The 4 principled stages of injury treatment and rehabilitation: 

 

PAIN 

MOVEMENT 

STRENGTH 

FUNCTION. 

1. Reduce Pain. It's impossible to get good results from any 

rehabilitation program before relief the pain first. Therefore it is a priority 

to reduce pain as much and as soon as possible. This can be achieved in a 

variety of ways whether it be drugs, ice, heat or rest amongst other 

means. 

 

It is important to note that total pain relief is not necessary before moving 

on to any of the subsequent stages. 

2. Improve Movement. Once pain is under control it is vital, as soon as 

possible, to regain normal movement. This will prevent many 

complications occurring that can affect the circulation, joints and 

muscles. 

 

3. Regain Strength. This refers to the process of exercising surrounding 

and associated muscles to either maintain, regain or improve their 

strength. This is so they work effectively and do not waste or atrophy. 

 

4. Improve Function. It is concerned with bringing the results of the 

previous stages into play to execute the desired result of functional 

activity. Jumping to this stage and moving through it too fast is the cause 



 

of many re-injury situations. 

 

Types of Rehabilitation 

1. Physical Rehabilitation: This sort of rehabilitation is used for patients 

who have suffered from bone and muscle injuries. 

The rehabilitation program consists of exercises (strengthening and /or 

stretching), stair climbing, gait (walking) training with or without 

assistive devices such as canes, walkers, crutches, to improve balance and 

endurance activities and patient family education. 

2. Occupational Rehabilitation: This particular type of Rehabilitation is 

for those patients with a paralytic stroke or any unfortunate major 

accident. , It consists of strengthening muscles, improving range of 

motion and coordination increasing work tolerance and physical activity 

endurance. 

3. Aquatic Rehabilitation: This is a new trend in rehabilitation yet it is a 

successful in treating problems in joints. The therapists treat the patients 

by giving various water exercises like swimming, water aerobics, etc. 

This helps in giving strength, flexibility and mobility to the muscles of 

legs. 

4. Cognitive Rehabilitation: This type of rehabilitation is given to 

patients who have suffered from brain injury. To help them to get 

back to routine activities, they are treated with the help of 

neuropsychological approach. 

 

5. Social rehabilitation: This type of rehabilitation focused on 

maximizing personal independence and returning patients home as 

quickly and safely as possible. 

 

6. Vocational Rehabilitation (VR) is a federal-state program that works 

with people who have physical or mental disabilities to prepare for, gain 

or retain employment. VR is committed to helping people with 

disabilities find meaningful careers. 

 

In addition to the general customer employment program, VR has 

additional specific programs designed to help eligible people with 

disabilities become employed. 

 



 

The Rehabilitation Team 

1. The patient is a key member of the rehabilitation team. The patient is 

the focus of the team's effort and the one who determines the final 

outcomes of the process. 

 

2. Nurses .provide the patient with 24-hour-a-day nursing care. 

Rehabilitation nurses encourage patients to do as much of their own care 

as functionally possible, since the goal is to teach independence and 

challenge each patient to achieve their maximum potential. 

 

The nurse acts as a caregiver, teacher, counselor, patient advocate, case 

manager, and consultant. 

 
3. Physiatrists are the main medical doctor on the rehabilitation team. 

The physiatrist assesses patients at admission to rehabilitation and directs 

the patient's medical care. 

 

4. Neuropsychologists. Their role on the rehabilitation treatment team is 

to address psychological needs and concerns, helping patients and 

families adjust to changes in their life. 

 

5. Physical Therapists .provide assessments, treatment and therapy 

programs to help patients gain greater mobility, muscle strength and 

performance, and joint motion and balance. They also work with patients 

to improve their ability to perform daily activities. 

6. Occupational Therapists: work with patients to regain, develop, and 

build skills that are important for independent functioning, health, well- 

being and security. Treatment focuses on helping individuals regain 

greater independence with activities for daily living. 

 

7. Speech Therapists 

 

Evaluate speech and language, memory, problem-solving, hearing and 

swallowing skills in order to develop a treatment plan for improving 

problems related to a patient's injury or illness. Treatment may focus 

on expressive language (talking, naming, writing), receptive language 

(understanding and reading), swallowing, and/or diet recommendations. 

 

8. Dietitians supervise methods of feeding and caloric needs, and monitor 



 

feeding tolerance to assure patients receive adequate nutrition. 

 

Accreditation of Rehabilitation Facilities (CARF) sets standards for 

these programs and monitors compliance with the standards. 

 

1. Stroke recovery programs and traumatic brain injury 

rehabilitation. 

 

Emphasize cognitive remediation, helping patients compensate for 

memory, perceptual, judgment, and safety deficits as well as teaching 

self-care and mobility skills. Other goals include helping patients swallow 

food safely and communicate effectively. 

 

2. Spinal cord injury rehabilitation programs: 

 

Integral components of the programs include understanding the effects 

and complications of spinal cord injury; neurogenic bowel and bladder 

management; sexuality and fertility enhancement; self-care, including 

prevention of skin breakdown; bed mobility and transfers; and driving 

with adaptive equipment. The programs also focus on vocational 

assessment, training, and reentry into employment and the community. 

 

3. Orthopedic rehabilitation programs 

 

The goals include pain management, energy conservation, and joint 

protection. 

 

Patients undergoing joint replacements, and patients with arthritis. 

Learning to be independent with prosthesis or a new joint is a major goal 

of these programs. 

 

4. Cardiac rehabilitation for patients who have had myocardial 

infarction emphasis is placed on monitored, progressive exercise; 

nutritional counseling; stress management; sexuality; and risk reduction. 

 

5. Pulmonary rehabilitation programs. 

 

Respiratory therapists help patients achieve more effective breathing 

patterns. The programs also teach energy conservation techniques, self- 

medication, and home ventilatory management. 

 



 

6. Comprehensive pain management programs are available for people 

with chronic pain, especially low back pain. These programs focus on 

alternative pain treatment modalities, exercise, supportive counseling, and 

vocational evaluation. 

 

7. Comprehensive burn rehabilitation programs 

 

This program focused on progressive joint mobility, self-care, and 

ongoing counseling is imperative for burn patients. 

 

8. Pediatric rehabilitation programs: meet the needs of children with 

developmental and acquired disabilities, including cerebral palsy, spina 

bifida, traumatic brain injuries, and spinal cord injuries. 

9. Prevention of complications and deformities. Levels of Prevention 

1. Primary -concerned with health promotion activities that prevent 

the actual occurrence of a specific illness or disease 

2. Secondary -promotes early detection or screening and treatment of 

disease and limitation of disability. This level of prevention is also 

called HEALTH MAINTENANCE. 

3. Tertiary -directed towards recovery or rehabilitation of a disease 

or condition after the disease has been developed. 

 

The goals of tertiary prevention are: 

 

 prevent damage and pain from the disease

 slow down the disease

 Prevent the disease from causing other problems (These are called 

"complications.")

 Give better care to people with the disease.

 Make people with the disease healthy again and able to do what 

they used to do.

 

Chapter IV: Care of Patients with Cancer 

Outlines. 

4.5. Definitions. 

4.6. Types. 

4.7. Sign and symptoms. 



 

4.8. Method of diagnosis. 

4.5.Treatment and nursing management of patients with cancer. 

 

 
Learning Objective: 

At the end of this chapter, the student should be able to: 

1. Definition of disease. 

2. Discuss the incidence of cancer. 

3. Compare the most common sites for cancer for women & men. 

4. Discuss development, prevention, and detection of cancer. 

5. Identify risk factors for development of cancer. 

6. Identify warning signs of cancer. 

7. Explain pathophysiology, clinical manifestation of cancer. 

8. Explain diagnostic test, Treatment, and nursing intervention for 

patient undergoing surgery, radiation, chemotherapy. 

 
Cancer: it is not one disease, but a group of more than 200 diseases 

characterized by uncontrolled and unregulated growth speared of 

abnormal cells. 

Incidence of cancer 

 Cancer affect people of all ages, but most cases (76%) are 

diagnosed in those over the age of (55) years.

 Cancer incidence is higher in blacks than in whites and other 

minority groups.

 Lund cancer is leading cause of cancer-related death in both men & 

women.

 Other cancers, such as breast cancer, prostate, occur more often the 

lung cancer.

 American Cancer Society (ACS) indicates that in the united states 

men have 1-2 life time risk of developing cancer, for women the 

risk 1-3.



 

Gallbladder Uterine Cancer 

Obesity 

Prostate Cancer Ovarian cancer 

 The leading cancer sites for the male are prostate, lung, colon, and 

rectum; the leading cancer sites for women are breast, lung, colon, 

and rectum.

 Every five deaths in the United States one is from cancer. Making 

it second leading cause of death (heart disease is the most 

common).

Causes of Cancer 

1. Unknown. 

2. Chemical. 

3. Environmental. 

4. Genetic. 

5. Immunology 

6. Viral origin. 

 
 

Risk Factors of cancer 

1. Smoking: Lung cancer 

2. Diet Habits: 

High fat 

Low fiber 

 
Colon, Rectal, Breast cancer 

3. Ultraviolet radiation: Sun UV Skin cancer 

4. Environmental & chemical carcinogens Bladder cancer 

5. Smokeless Tobacco: Mouth, Larynx, pharynx, esophagus gum 

cancer. 

6. Frequency   heavy  consumption  alcohol Oral cancer, Larynx, 

Throat, Esophagus, & liver 

7. Obesity: 
 

 

Breast Cancer 



 

National Cancer Institute: it has launched a program called (5 a 

day for better health to show how easy it is to add at least five 

serving of fruits and vegetable to daily as a way of reducing the risks 

of cancer : 

Mouth        Pharynx Esophagus Lung Stomach 

 
 

Hereditary cancer 

1. 90% of cancer inherited. 

2. 10% of cancers have an etiology of strong genetic link. 

a. Incidence of postmenopausal breast cancer three times higher. 

b. Incidence of premenopausal breast cancer five time with family 

history of this disease. 

c. A female has gene BRCA1 and BRCA2 she has 40-80% risk of 

having breast cancer. 

d. Incidence of lung cancer is greater in smoker with family 

history of this disease than in smokers without a family history. 

e. Leukemia is greater in an identical twin of a person with the 

disease. 

f. Neuroblastoma. 

g. Colon cancer. 

 
 

Cancer preventive and early detection 

A. Seven warning signals of Cancer 

1. Changes in bowel or bladder habits. 

2. A sore that does not heal. 

3. Unusual bleeding or discharge. 

4. Thickening or lump in breast or elsewhere. 

5. Indigestive or difficulty swallowing. 



 

6. Obvious change in warts or moles. 

7. Nagging cough or hoarseness. 

 
 

B. Beginning in high school 

1. All women      Breast self-examination      monthly       2-3 day 

after menstrual. 

2. After menopause choose one day from month such as first day to 

help: 

a. Identify any changes from month to the next (nipple, puckering, 

dimpling, skin appearance of a scaling of the skin, palpation of the 

lump or thickness). 

b. Teach BSE to all patients' women and men. 

3. Teach male: monthly after a warm bath or shower: 

a. Check Scrotum (enlargement, thickening, presence of a lump in the 

testicles). 

b. Testicular cancer 

a. Enlargement or lump of testicles 

b. Heavy feeling in the scrotum 

c. Dull aching in either the groin or lower abdomen 

d. Fluid collection in the scrotum. 

e. Enlargement of the breast. 

4. Men over 50 years Prostate-Specific antigen (PSA) & rectal 

examination once a year. 

Symptom Blood in urine Difficulty starting to urinate 

a weak flow of urine. 

 
Pathophysiology of cancer: Adult human contain approximately = 

60.00 billion cells 



 

Nourishment to maintain 

Destroy abnormal cell 

To save life need: 
 
 

  

  
 
 

 

Pathogenesis of cancer 
 

 

 

 

 

 

 

 

 

 

 
Inherited mutation in 

 Genes affecting DNA 

repair 

 Genes affecting cell 

growth or apoptosis 
 
 

   
 

   

  
 

  
 

 
 

 

  Adult (1) 

Additional 
Angiogenesis 

Clonal expansion 

Decreased apoptosis Unregulated cell proliferation 

Alteration in genes that 

regulate apoptosis 

Inactivation of tumor 

suppressed gene 

Activation of growth- 

promoting oncogenes 

Immune system Energy 

Nutrient Oxygen combines with 

fat +protein+ carbohydrate 

Mutation in the genome 

of somatic cell 

Failure of DNA repair 

DNA Damage 

Successful DNA 

Normal cell Acquired 

(environmental) DNA 

damage agents: 

 Chemical 

 Radiation 

 Viruses 



 

Malignant 

Tumor progression 

Neoplasm 

Direct speared 

Primary 

Secondary 

 

  
 

 

 

 

 

 

 

Neoplasm = Uncontrolled or abnormal growth 
 

 
 

 
 

 

 
 

 

Benign and Malignant Tumors 

Invasion and 

metastasis 

 

 

 

 

 

 

 

 
 

 
 
 

 

 

term Benign Malignant 

 
Growth Rate 

 
Typically slow expansion 

Often rapid with cell numbers doubling 

normal cell growth; malignant cells 

infiltrate surrounding tissue 

 
Cell Features 

 

Typical of the tissue of 

origin 

Atypical in varying degrees of the tissue or 

origin; altered cell membrane; contains 

tumor-specific antigens 

Tissue 

Damage 

 

Minor 
Often causes necrosis and ulceration of 

tissue 

Metastasis Not seen; remains localized 

at origin site 

Often spreads to form tumors in other parts 

of the body 

Lymphatic channels 

Circulation 

Blood 

Benign 

Escape from immunity 

Malignant neoplasm 



 

Genitourinary 

tract 

Gastrointestinal 

tract 

Respiratory 

tract 

Endodrem 

(mucous 

membrane 

linings) 

Embryonol 

ectoderm (skin 

& gland) 

Lymphomas & Leukemia 

Description 

Fat Bone Muscle 

Bone, liver, 

spleen, bladder, 

lung, kidney, 

parotid, 

 

Recurrence 

after 

Treatment 

 
Seldom recurrence after 

surgical removal 

Recurrence can be seen after surgical 

removal and following radiation and 

chemotherapy 

Related 

Terminology 

Hyperplasia, polyp, and 

benign neoplasia 

Cancer, malignancy, and malignant 

neoplasia 

Prognosis 
Not injurious unless location 

causes pressure or 

obstruction to vital organs 

 

Death if uncontrolled 

 

 

 

Description, Grading and staging of tumors 
 

 

 
Hematopoietic system 

 

 

 
 
 

Sarcoma 

affected 

Sarcoma Carcinoma (epithelial cell) 

Embryonal mesoderm 



 

Grading: 1 – 4 grad 

a. 1 is the most differentiated (most like the parent tissue) tumor 

and least malignant. 

b. 4 are the least differentiated (unlike parent tissue) tumor & the 

most malignant. 

Clinical Stage: extent of the disease 

1. Stage 0 = cancer in situ. 

2. Stage I = tumor limited to the tissue of origin, localized tumor 

growth. 

3. Stage II = Limited local spread. 

4. Stage III = Extensive local & regional spread. 

5. Stage IV = Metastasis. 

 
 

TNM Cancer Staging Classification System 
 

Classification Staging Tissue Involvement 

1. Primary tumor (T)   

Tis Stage I 
Tumor in situ, indicates no 

invasion of other tissues 

 

T1, T2, T3, T4 
 

Stage II 
Ranges indicate progressive 

increase in tumor size with 

local metastasis 

2. Regional lymph node 

involvement (N) 

  

N0 No Nodes  

N1, N2, N3, N4 Stage III 
Metastasis to regional lymph 

nodes 

3. Metastasis (M)   

M0  No metastasis 

M1 Stage IV Distant metastasis 



 

T = Tumor 

N = Lymph node 

M = Metastasis 

 
Diagnosis of cancer 

1. Biopsy: purpose is to obtain a sample of tissue for pathological 

examination. 

a. Incisional: Potion of tissue. 

b. Excisional: Complete lesion with little or no margin 

surrounding normal tissue. 

c. Needle Aspiration: Aspiration of fluid or tissue (breast biopsy) 

2. Endoscopy: To directly visualized an internal structure through 

body cavity or small incision. 

a. Endoscopy: rigid or flexible tubes containing a magnifying lens 

& light. 

b. Bronchoscope: Visualized the tracheobronchial tree upper GI. 

c. Colon scope: Visualized entire colon. 

d. Sigmoid scope: To sigmoid colon, rectum, & the anus. 

3. Diagnostic imaging: To determine the depth of the specific lesion 

& identify other structures that may have been invaded. 

 Include radiograph, & scanning procedure. 

 Radiograph studies are the chest radiograph, 

mammography, bone scan, GI series, barium enema, & 

intravenous pyelogram. 

 Bone scanning involves several steps. Before the scan, a 

radioactive material is injected into a vein in the arm. 

The patient is encouraged to drink water over the next 1- 



 

3 hours to aid renal clearance of any radioisotope not 

picked up by the bone. 

1. Computed Tomography (CT): Uses radiographs & computed 

scanning system to record images & specific structure at 

different angle. 

2. Radioisotope studies: injection or ingestion of radioactive 

substance to identify the distribution of the substance in 

different areas of the body. 

3. Ultrasound testing: Is noninvasive procedure using high 

frequency sound waves to examine internal structure toShows 

size, consistency & shape of the structure. Ultrasound help 

distinguishing between cystic & solid tumor, not used to 

examine bone or air-filled organ. 

4. Magnetic Resonance imaging: The reclines on a narrow 

surface that move into a cylinder tunnel containing magnetic 

coils, radiofrequency energy wave procedure signals that are 

processed by a computer & displayed as images on a video 

monitor. 

 Used to diagnosis of intracranial and spinal lesion & 

cardiovascular & soft tissue abnormalities. 

 To provide information about changes within cell of soft tissue, 

arteries, veins, the brain, & spinal column. 

5. Position Emission Tomography: 

a. To visualize fast-growing tumors & specify their anatomical 

location. Demonstrate: 

 Radioactive chemical is given to the patient just before 

(PET). 



 

 Glucose metabolism, oxygenation, blood flow a tissue 

perforation. 

b. To visualizing regional & metastatic extension of a specific 

tumor. 

c. To determine the specific site to perform a biopsy of a 

suspected tumor. 

4. Laboratory & diagnostic examination. 

a. Measurement of  Alkaline  phosphatase  blood  level:  

metastasis to the bone or liver. 

b. Serum Calcitonin Level: calcitonin ,hormone secreted by 

thyroid glandIn blood of people who have cancer of the thyroid 

cancer with breast & lung cancer. 

Note:Instruct the patient to not eat or drink during the night before the 

test. 

c. Carcinoembryonic Antigen Serum Level: Normally (CAS) 

stops before birth. This test cannot be used as a general 

indicator of cancer because CAS can be elevated for other 

reason such as smoking cigarettes. 

CAS In increase amounts in the blood of people with Color- 

rectal cancer       , CAS indicator metastatic disease. 

 
d. Blood Marker 

 

PSA Prostate 

cancer 

CA-125 Ovarian 

cancer 

CA-19-9 Pancreatic 

(70%) &hepatobiliary 
cancer (65%) 

Normally in men 

over 40 years = 0 - 

4 ng/L. 

Normally range is = 

35 units/ mL 

 



 

Surgery Removed 

e. Stool Examination for Occult Blood 

 Guaiac test. 

 Hema-test. 

 Occul-test. 

 Hemoccult test. 

 

Note:For accurate test results, it is essential that the person not ingest red 

meat, turnips, melons, aspirin, or vitamin C for 4 days before the test. 

 

 

 

 
Cancer Therapy 

  Surgery 
 

 

 

 

 

 

 

 
 

   

   

   
 

 

 
Three type of surgery 

1. Radical surgery: To management of breast cancer 

2. Reconstructive surgery: To improve body functions & appearance 

after some types of surgery such as modified radical mastectomy. 

To control growth & spread of malignancies caused by 

hormonal stimulation 

Ovarian & Testes Adrenal gland Pituitary 

Surgery 

relived 

some 

problem 

Pain 

Palliative 
Hemorrhage 

Curative 
Ulceration 

Diagnostic 

Obstructive 
Preventive 



 

3. Laser: To low risk infection 

     

 
 

Nursing interventions: 

1. Patient should have confidence and trust in those responsible for 

their care. 

2. Positive feelings and attitudes promote relaxation and help reduce 

anxiety and fear 

3. Encourage the patient to ask the physician any questions 

concerning potential risks of a given treatment. 

4. A patient needs to feel comfortable with the decision to follow 

through with the physicians recommendations. 

5. Preparing the patient for surgical procedure must include an 

explanation of what to expect postoperatively. 

6. The surgical procedure, the patient's nutritional status, both before 

& after surgery, has been found to be a significant factor in amount 

of surgery that can be tolerated, the rate recovery, the patient's role 

performance, and the adequacy of wound healing. 

7. When surgery may result in a changed body image, as in 

mastectomy, laryngectomy, or the formation of an ostomy, the 

patient may benefit from talking with other person who has 

undergone the same type of surgery. 

Otolaryngology Urology Neurosurger Gynecology Ophthalmolog 



 

Radiation therapy 

 
 

1. Radiation therapy can be used to cure or control cancer that has 

spread to local lymph nodes or treat tumors that cannot be 

removed. 

2. Radiation may be used preoperatively to reduce the size of a 

tumor. 

3. Postoperative radiation may be indicated to destroy malignant cell 

not removed by surgery. 

4. Radiation may also be used to slow the growth of malignant 

tumor. 

 
Types of radiation therapy 

A: External radiation therapy: Directed toward superficial lesions 

or toward deeper structures within the body. 

 

 
 

Nursing intervention: 

1. Specific area on the body marked to indicate the port at which 

external radiation will be directed. 

2. If the area becomes wet while bathing, the skin should be patted 

with an absorbent towel. 

3. Help the patient understand the need to protect this area. 

4. Instruct the patient to avoid using any ointments, lotions, or 

powder on this area, the physician may approve specific lotions or 

creams for dry skin. 

5. Tell the patient to protect the radiation area from direct sunlight 

and avoid applications of heat or cold because these would 



 

increase erythema, drying, and pruritus of the skin, which is 

common over an irradiated area. 

6. Encourage a diet high in protein & calories & fluid intake of 2 or 3 

L/day. 

7. Reassure the person undergoing radiation therapy that lethargy & 

fatigue are common during treatment & that frequent rest period is 

helpful. 

B: Internal radiation therapy: 

Sealed radioactive materials: Radioactive implant (brachytherapy) 

is insertion of sealed radioactive materials temporarily or 

permanent into hollow cavities, within body tissue or on the body's 

surface. 

Unsealed internal radiation: Is administered intravenously  or 

orally, so that it is distributed throughout the patient's body. 

 
Nursing intervention 

1. Place (Radiation in Use). 

2. Prevent dislodgment. Keep the patient on strict bed rest. Instruct 

the patient not to turn from side to side or onto the abdomen. Do 

not raise the head of the bed more than 45 degree. 

3. Do not give a complete bed bath while the applicator is place, and 

do not bath the patient below the waist. Do not change bed linen 

unless necessary. 

4. Encourage the patient to do active rang-of-motion (ROM) 

exercises with both arms & mild foot & leg exercises to minimize 

the hazards of immobility. Patient wears ant embolism stocking 

(thromboembolic disease hose) or pneumatic compression boots. 



 

5. Monitor vital signs every 4 hours, observation for elevations in 

temperature, pulse, & respiration. Report to the physician a 

temperature higher than 100
o
 F (37.7

o
 C). 

6. Observe for & report any rash or skin eruption, excessive vaginal 

bleeding, or vaginal discharge. 

7. Keep accurate intake & output record. Encourage a fluid intake of 

a least 3L/day. An indwelling catheter is in a place to reduce the 

size of the bladder & decrease the effects of radiation on the 

bladder. Check to be sure it is draining well. 

8. Serve diet as ordered-usually a low-residue diet to minimize 

peristalsis & bowel movement, which might lead to dislodgment 

of the applicator. 

9. Check position of applicator every 4 hours. 

10. After the applicator is removed, the indwelling catheter is usually 

removed, & a douche & enema are generally prescribed. 

11. Precaution is no longer needed after removal of the applicator. 

Encourage ambulation & gradual resumption of activities. 

12. Sexual intercourse is usually delayed for 7 to 10 days. 

13. Instruct the patient to notify the physician of nausea, vomiting, 

diarrhea, frequent or painful urination, or a temperature more than 

100
o
 F (37.7

o
C). 

 
 Chemotherapy: Chemotherapy drugs are used to reduce the size 

or slow the growth of metastatic cancer. Most chemotherapeutic 

agent work by interfering with the cell replication process (ability 

to multiply or reproduce). 



 

A. Hematopoietic system 

1. Leukopenia:  WBC due to depression of the bone marrow is a 

common problem for patients receiving chemotherapy 

infection. 

 Normal value WBC = 5000 to 10.000/mm
3
4000/mm

3
 

neutropenia = normal neutrophils (3000 – 7000 mm
3
). 

 The neutrophils 1000/mm
3
 = neutropenia, OR 1000/mm

3
 = 

sever neutropenia. 

 A patient with sever neutropenia should be placed on 

neutropenic precaution. 

 Without enough neutrophils, the body's first line of defense 

collapses, opening the way for pneumonia, septicemia, or 

other potentially over whelming infections. 

Nursing care 

1. Protect patient against pathogen. 

2. Monitor the patient for signs of infection & respond 

aggressively if an infection occurs. 

3. Monitor the patient's vital signs every 4 hours & notify the 

physician if temperature starts elevated. 

 
 The following systematic approach to assessing the patient 

for infection: 

1. Assessing the mouth (stomatitis) inflammation of the 

oral mucosa). Use penlight & tongue blade to look for 

lesions, ulcers, or white plaque. 

Nursing Care: 

a. The patients use a soft toothbrush & rinse the mouth with 

normal saline or sodium bicarbonate solution 2 – 4 hours. 



 

b. A sponge – tipped applicator (Toothette) may help prevent 

bleeding gums. 

c. To reduce the risk of an oral Candida infection. 

d. The physician may order prophylactic antifungal 

medication such as an oral nystatin (Mycostatin) 

suspension, clotrimazol (Lotrimin) lozenges, or 

fluconazole (Diflucan). 

e. A soft or liquid diet may also be ordered. 

2. Assessing the skin: Bacteria flourish in skinfold such as groin & 

axilla. 

 
Nursing Care: 

a. Clean these areas twice a day with soap & water. 

b. Water-soluble moisturizers may be used to keep the patient's 

skin from drying. 

c. To prevent cuts, advise the patient to shave an electric razor. 

d. Monitor central & peripheral intravenous (IV) catheters 

carefully. 

e. Check for edema, drainage, erythema, or pain around entry 

site. Organisms can also grow along catheter tracts and 

infect the blood resulting in septicemia. Signs & symptoms 

of catheter tract infection include tenderness around the 

catheter site & referred pain in the shoulder. 

f. Administer oral drugs. 

g. Try to avoid IM or IV injection because they can cause 

abscesses in patients with neutropenia. 

3. Assessing for pulmonary function:Neutropenic patient with lung 

infections do not have common signs & symptoms such as sputum 



 

production or infiltrates demonstrable on chest radiographs. Therefore for 

other indications of an impending infection, including changes in lung 

sound, respiratory rate & rhythm, & breathing effort, & pain during 

inspiration & expiration. 

 

 
 

Nursing Care: 

a. To help prevent a lung infection, encourage the patient to 

perform deep-breathing & coughing exercises & to be as 

active as possible. 

b. Use of an incentive spirometer can help by maximizing 

ventilatory capacity. 

2. Assessing urinary & bowel function: changes in urinary 

function infection in a neutropenic patient. 

Nursing Care: 

 Assess for decreased urinary output. 

 Changes in the urine's odor or color, hematuria, or glycosuria. 

The patient may also complain of urinary frequency, or pain. 

 To reduce the risk of urinary tract infection, avoid bladder 

catheterization. 

 Assess the patient's bowel function. 

 Assess stool samples for color, consistency, & the presence 

of blood, & ask the patient to report any changes in bowel 

habits. 

 Avoid enemas, rectal medications, & rectal thermometer, 

which can break the mucosal lining. 

 If the patient complains of perirectal pain, notify the 

physician immediately. 



 

 

 

Medical management: Treatment patients with neutropenia is 

commercially made colony stimulating factors (CSFs) the only therapy 

that can actually prevent or manage neutropenia 

 
Types of CSFs are: 

1. G-CSF (filgrastim, prgfilgrastim). 

2. Granulocyte-macrophage colony-stimulating factors 

(GM-CSF) (sargramostim {Leukine, Prokine}). 

3. These CSFs given subcutaneously or intravenously. 
 

 

2. Anemia: RBCs, Hemoglobin or volume of packed RBCs 

(hematocrit). Normal value: 

Hemoglobin levels of 10 to 14 g/dLMild anemia 

Hemoglobin levels of 6 to 10 g/dLsevere anemia 

Signs & symptom: Fatigue because oxygenation from hemoglobin 
 

 
 

 Male Female 

Erythrocytes (RBCs) 4.7 to 6.1 million/mm
3
 4.2 to 5.4 million/mm

3
 

Hemoglobin 14 to 18 g/dL 12 to 16 g/dL 

Hematocrit 42% to 52% 37% to 47% 

The patient needs a balance activities and rest. 
 

 

3. Thrombocytopenia :number circulating platelet due to 

depression of bone marrow. Normal platelet 150.000- 

400.000/mm
3
. When less than 20.000 mm

3
 spontaneous 

bleeding occur. Platelet transfusion may be necessary. 



 

Patient teaching measures to prevent & hemorrhage due to decease 

platelets include: 

1. Use soft brush or swab mouth care. 

2. Keep mouth clean & free of debris. 

3. Avoid intrusions into rectum (such as rectal medications or 

enema). 

4. Use electric shaver. 

5. Apply direct pressure for 5 to 10 minutes if any bleeding occur 

6. Avoid contact sports, elective surgery & tooth extraction. 

7. Avoid picking or blowing nose frequency. 

8. Avoid trauma falls, bumps & cuts. 

9. Avoid use of aspirin preparation. 

10. Use adequate lubrication & gentleness during sexual 

intercourse. 

 
B. Integumentary System 

Alopecia:loss of hair due to the destruction of hair follicles. 

Location of hair (scalp, arm, leg, pubic, axillary & facial hair is less 

common than loss eyebrows, & eyelashes. 

Nursing Care: 

1. Inform the patient about health care measure for scalp 

protection, such as gentle shampoo. 

2. Avoid hair dryers, curling iron, permanent & hair coloring 

3. Protecting the scalp in winter & summer (cold & heat loss). 

4. Patient with long or thick hair may wish to trim or cut hair short 

to delay hair loss as long as possible. 

5. Sincere concern & emotional support for the patient. 



 

C. Gastrointestinal system 

1. Stomatitis: is a mouth inflammation due to destruction of 

normal cells of the oral cavity. 

2. Nausea, vomiting, & diarrhea: Are disorders of GI tract 

caused by the excessive breakdown of normal GI cell. 

 
D. Tumor Lysis Syndrome: is usually result of chemotherapy & 

radiation therapy occurs from 24 to 7 days after antineoplastic 

therapy. 

 
 Biotherapy: Treatment with agents derived from biologic sources 

or affecting biologic responses. 

Biologic response modified: work through three major 

mechanisms: 

1. The first mechanism increase restores or modified the host 

defenses against the tumor. 

2. The second mechanism uses agents that are toxic to tumor. 

3. The third mechanism modifies the tumor biology (interferon's 

Alfa, Beta, & gamma). These therapies IM or SC injection. 

 
 Bone marrow transplantation: is the process of replacing disease 

or damaged bone marrow with normally functioning bone marrow. 

 
 Peripheral Stem Cell transplantation: This procedure is  based 

on the fact that peripheral or circulating stem cells are capable of 

repopulation the bone marrow. 



 

Nursing process for the patient with cancer 

A. Assessment 

1. Assess home safety management and coping skills of the patient 

and family. Determine patient and caregiver strengths and 

weaknesses related to therapeutic care. 

2. Assess for side effects of chemotherapy or radiation, as described 

earlier. Infection and septicemia can occur quickly, especially 

when the patient’s white blood cell count is low. 

3. Monitor body temperature frequently to detect infection. Examine 

the patient daily for signs of inflammation or purulent drainage at 

potential infection sites, such as old aspirate sites, old and new 

venipuncture sites, mouth and rectal mucosa, perineal area, axilla, 

incisions, earlobes if ears are pierced, under breasts, and between 

toes. 

4. Monitor the patient for signs of respiratory infection, such as a sore 

throat, cough, shortness of breath, and purulent sputum. Signs of 

urinary infection include burning, pain, urgency, frequency, and 

presence of blood or pus in the urine. 

5. Bleeding can occur when the platelet count is low. Report bleeding 

gums, easy bruising, tarry stools, and bloody urine to the physician 

immediately. 

6. Monitor the patient’s weight, and note complaints of nausea, 

vomiting, and diarrhea related to either the disease or treatment. 

Patients with cancer are at risk for dehydration and wasting 

syndrome. Pain may also keep the patient from eating. 

7. The patient’s pain may be slight to severe, with both physical and 

emotional components. Pain assessment includes location, onset, 



 

intensity, pattern, duration, mental state, and known relief 

measures. 

 
B. Nursing Diagnosis: 

1. Chronic pain related to disease process and cancer treatment. 

2. Risk for infection related to diminished immunity and bone 

marrow suppression as a result of chemotherapy or radiation. 

3. Risk for injury related to bleeding tendencies associated with 

chemotherapy and radiation. 

4. Nutrition, imbalanced: less than body requirements related to 

anorexia, nausea, or vomiting associated with disease, pain, and 

treatment. 

5. Deficient self-care related to weakness and fatigue. 

6. Anticipatory grieving related to potential disease outcome. 

7. Caregiver role   strain  related  to patient care and anticipated 

outcome. 

8. Social isolation related to changing relationships. 

9. Ineffective sexuality pattern related to change in body functions. 

10.Disturbed body image related to surgical procedures such as an 

ostomy or loss of hair associated with chemotherapy. 

 
 

C. Planning and Implementation 

1. Short-term goals are centered on control of pain and side effects of 

therapy. 

2. Long-term goals are determined by the patient’s lifestyle, quality 

of life, and outcome of therapy. 



 

D: Nursing Interventions 

Care for Pain: Cancer pain is associated with 

1. Surgical interventions, postoperative recovery, and painful medical 

or nursing procedures 

2. Pressure from a large tumor mass on nerves and blood vessels 

3. Psychological depression and anxiety about mortality. 

4. Cultural views and perceptions concerning the cancer process. 

Cancer pain is treated first with analgesics. 

Noninvasive therapies may be used in addition to pain medication to 

increase the patient’s control over the pain. These may include: 

1. Cutaneous stimulation, which eliminates or decreases pain by using 

massage and vibration, heat and cold, and menthol application. 

2. Distraction, such as music therapy or coping statements. 

3. Relaxation through deep breathing exercises and humor therapy. 

4. Imagery. 

5. Comfort measures, such as good body positioning, a comfortable 

mattress and pillows, and so on. 

 
E. Evaluation: If interventions have been effective 

1. The patient can describe known facts about the disease and the 

prescribed treatment plan. 

2. The patient verbalizes relief or a reduction in pain intensity. 

3. Pain management should provide the patient with periods of rest 

and an ability to appropriately focus on living. 

4. The patient or family demonstrates knowledge of risk factors 

associated with bleeding and infection. 

5. The patient remains infection free and maintains intact skin as 

evidenced by an absence of reddened or ulcerated areas. 



 

6. The patient has no signs of bleeding or anemia. 

7. The patient maintains optimal nutritional status, as reflected by 

caloric intake adequate to meet body requirements, balanced intake 

and output, absence of nausea and vomiting, and good skin turgor. 

8. The patient feels free to share feelings about his or her disease and 

coping abilities and achieves or maintains control of his or her 

body. 

 
Lecture questions: 

Multiple Choice Questions 

1. The patient has mouth pain 10 days after receiving chemotherapy. 

On inspection, the nurse finds the inside of the mouth is 

erythematous. Edematous, and dry. The most likely problem: 

a. Candidiasis. 

b. Hypercalcemia. 

c. Stomatitis. 

d. Esophagitis 

2. Cancer prevention and health promotion behaviors for patients 

with cancer: 

a. Will not decrease the risk of developing a second malignancy. 

b. Will not be affected by personal choices related to diet and 

smoking. 

c. Are increasingly important with the growing population of 

cancers. 

d. Would include only routine physical examination. 
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Chapter V: Care of patient with Breast Cancer 

Leaning Objective 

Outlines 

5.1. Anatomy of breast 

5.2. Sign and symptoms. 

5.3. Method of diagnosis. 

5.4. Nursing care and rehabilitation. 

 

 
At the end of this chapter, the student should be able to: 

1. Describe anatomy of the breast 

2. Discuss the incidence of breast cancer. 

3. Describe etiology, pathophysiology, clinical manifestation, 

assessment, diagnostic tests, medical management, nursing 

interventions, prognosis for breast cancer. 



 

Anatomy of Breast 
 

 
 

 

Breast Cancer: is the most common malignancy affecting women. 

 
 

Incidence of breast cancer 

1. Approximately 1:5 women develop breast cancer during her 

lifetime. 

2. Incidence of breast cancer in men is rare (less than 1%). 

3. Breast cancer ranks second a mange cancer death in women after 

lung cancer. 

4. Women older than 55, 50% more patient have metastatic disease at 

presentation than do younger women. 

 

 

 

 



 

Breast cancer risk factors 

A-Well-Established influences 

1. Geographic factors: Varies in different area. 

2. Age: Increase after age 30 years. 

3. Family history 

 First-degree relative with breast cancer (1.2 – 3.0) 

 Premenopausal (3.1) 

 Premenopausal & bilateral (8.5 – 9.0). 

 Postmenopausal (1.5). 

 Premenopausal & bilateral (4.0 – 5.4) 

4. Menstrual history 

 Age at menarche < 12 year (3.1). 

 Age at menarche > 55 year (1.5 – 2.0) 

5. Pregnancy 

 First live birth from age 25 – 29 year (1.5) 

 First live birth from age 30 year (1.9). 

 First live birth from age 35 year (2.0 – 3.0) 

 Nulliparous (3.0) 

 

6. Benign breast disease 

 Proliferative disease without atypia (1.6). 

 Proliferative disease with atypia (> 2.0). 

 Hyperplasia 

 Lobular carcinoma in situ (6.9 – 12.0) 

 

B. Less Well-Established influences 

1. Exogenous estrogens. 

2. Oral contraceptive. 

3. Obesity. 



 

Breast Cancer 

4. High-fat diet. 

5. Alcohol consumption. 

6. Cigarette smoking. 

 
 

Pathology: 
 

 
  

 

 

 

 

 

 

Exogenous 

estrogen 

 

 

 

 

Morphology: Cancer of the breast affects the left breast slightly more 

than often than right. About 4% of women with breast cancer have: 

a. Bilateral primary tumor. 

b. Sequential lesion in the same breast. 

The location of the tumor: 

a. Upper outer quadrant 50% 

b. Central portion 20% 

c. Lower outer quadrant 10% 

d. Upper inner quadrant 10% 

e. Lower inner quadrant 10% 

Environmental variable Hormonal influence Genetic changes 

Geographic 

difference 

Irradiation Hormonal 

imbalance 

Endogenous 

estrogen excess 

BRCA 2 BRCA 1 



 

Speared of breast cancer 

Classification of breast cancer 
 

Noninvasive breast cancer 
Invasive (infiltrating) breast 
cancer 

1. Ductal carcinoma in situ (DCIS), 

intraductal carcinoma. 

 
2. Lobular carcinoma in situ (LCIS) 

1. Invasive ductal carcinoma. 

2.Invasive lobular carcinoma 

3. Medullary carcinoma. 

4. Colloidcarcinoma (mucinous 

carcinoma). 

5. Tubular carcinoma. 

6.Other types: 

a. Abundant fibrous stroma. 

b. Scirrhous carcinoma. 

 
Spread of breast cancer: 

1. 40% of cancer presenting as palpable masses. 

2. 15% of cancer cases found by mammography. 
 

 

  

 
a. Outer quadrant & centrally located lesions typically spread first to 

the axillary nodes. 

b. The inner quadrants often involve lymph node along the internal 

mammary arteries. 

c. The supraclavicular are sometimes the primary site of speared, but 

they may become involved only after the axillary &internal 

mammary nodes are affected. 

Hematogenous channels Lymphatic 



 

d. Metastatic involvement of almost any organ or tissue in the body 

(Lung, Skeleton, Liver, Adrenals, & (less commonly) the brain, 

spleen, & pituitary. 

 
Prognosis 

1. The size of primary carcinoma. 

2. Lymph node involvement & the number of lymph nodes involved 

by metastasis. 

3. Distance metastasis. 

4. The grade of carcinoma. 

5. The histologic type of carcinoma. 

6. The presence or absent of estrogen or progesterone receptor. 

7. The proliferative rate of the cancer. 

8. Aneuploidy: carcinoma with an abnormal DNA content 

(aneuploidy) has a slightly worse prognosis as compared with 

carcinomas with DNA content similar to normal cell. 

9. Overexpression of HER2/NUE: Overexpression of this membrane- 

bound protein is almost always caused by amplification of the 

gene. 



 

Retraction of the nipple 
Axillary tenderness 

Small & Solitary 

Nipple discharge 
Irregular 

Stages of breast cancer 

1. Stage 0: DCIS or LCIS. 

2. Stage I: Invasive carcinoma 2 cm or less in diameter (including 

carcinoma in situ with micro-invasion) without nodal involvement 

(or only metastases < 0.02 cm in diameter). 

3. Stage II: Invasive carcinoma 5 cm or less in diameter with up to 

three involved axillary nodes or invasive carcinoma greater than 5 

cm without nodal involvement. 

4. Stage III: Invasive carcinoma 5 cm or less in diameter with four or 

more involved axillary nodes; invasive carcinoma greater than 5 

cm in diameter which nodal involved axillary nodes; invasive 

carcinoma with involvement of involvement (edema, ulceration, or 

satellite skin nodules), chest wall fixation, or clinical inflammatory 

carcinoma. 

5. Stage IV: any breast cancer with distant metastases. 

 
 

Clinical Manifestation: 
 

 

Non tender 

Non 

mobile 

Change in 

skin color 

Feeling tenderness 

Firm 
Breast Tumor 

Skin appearance 

of an orange peel 



 

Diagnostic tests: 

1. Monthly BSE starting at 20 years of age. 

2. Physical examinations of the breast by a trained health 

professional; Clinical breast examination (CSE) every 3 years 

between 20 – 40 years of age & every year for women 40 & older. 

3. Screening mammography annually beginning at 40 years. If first 

degree family member has a history of breast cancer, screening 

mammogram is recommended at 35 year. 

4. MRI screening for following groups of women 

a. Women with 20% - 25% or greater lifetime risk of breast 

cancer. 

b. Women with a strong family history of breast or ovarian cancer. 

c. Women who were treated for Hodgkin's disease. 

d. Received chest radiation. 

 
 

Medical Management: Depended on 

1. Tumor stage. 

2. Patient age & health. 

3. Hormonal status. 

4. Presence of estrogen receptors 



 

Ovarian ablation 

Bone marrow & stem 

cell transplantation 

Medical Management  

1. Surgical intervention 

 

 

 

 

 

 

 
2. Adjuvant therapies. 

 

 

 

 

 

 

 

 

 

 

 

 
 

Hand & Arm Care after Breast Surgery 

1. Prevent of injection. 

 Wear gloves when cleaning with harsh detergent. 

 Wear gloves when gardening. 

 Avoid injections, vaccinations & venipuncture in involved 

arm. 

 Use removes rather than outing cuticles. 

 Sew with a thimble. 

 Avoid chapped hand; use lanolin cream daily. 

 Take care when using equipment that might cut, scrape, or 

abrade. 

 Shave underarms with an electric razor. 

 Avoid insert bites; use insect repellent. 

A Modified radical mastectomy 

(The tumor is 4 cm) 

A simple mastectomy 

(Removal entire breast) 

Breast conservation 

surgery (Lumpectomy) 

External beam 

radiation 

Hormonal 

Therapy 

Monoclonal 

antibody 

Internal 

radiation 

Chemotherap 

Radiation 



 

2. Prevention of constriction circulation: 

 Do not take blood pressure in involved arm. 

 Wear loose clothing; avoid tight bra straps or tight sleeves. 

 Wear purse on uninvolved arm or shoulder. 

 Carry drag or pull: 

- Carry heavy packages on uninvolved arm. 

- Avoid motions that increase centrifugal force. 

3. Prevent of burns 

 Wear padded mitts to reach into oven; use potholders. 

 Prevent sunburn; use sunscreen; cover arm during prolonged 

exposure. 

 Immediately report any signs of erythema, edema. Warmth, 

or pain 

 
Post-Mastectomy Arm Exercise 

1. Clibing the wall. 

 Stand facing wall with toes 6 – 12 inches from wall. 

 Bend elbow & place palms of hands against wall at shoulder 

level. 

 Move both hands parallel to each other up the wall as far as 

possible until incisional pull or pain occurs. 

 Move both hand down to starting position. 

 Goal is complete extension with elbows straight. 

 Activities that use the same action include reaching top 

shelves, hanging out clothes, washing windows, hanging 

curtains & setting hair. 

 

 

 

 



 

2- Elbow Pull-In 

 Extend arms sideways to shoulder level. 

 Clasp hands behind neck. 

 Pull elbows forward until the touch. 

 Return to position 2. 

 Unclasp hands & extend arms sideways at shoulder level. 

 Lower arms to side. 

2. Back Search. 

 Place hand of un-operated side on hip balance. 

 Bend elbow of affected arm. Placing back of hand on small 

of back. 

 Work hand up the back slowly until fingers reach opposite 

shoulder blade. 

 Lower arm & straighten both arms. 

3. Rope Pull. 

 Attach a rope over a shower rod. A hook or the top of an 

open door. 

 Sit on a chain (with door between legs if using a door) & 

grasp each end of rope. 

 Alternately pull on each end, raising affected arm to a point 

of incisional pull or pain. 

 The goal is to raise the affected arm almost directly 

overhead. 

 

 

 

 

 



 

Lecture questions: 

Multiple Choice Questions 

1. A 40 year-old patient had a right modified radical mastectomy with 

wide resection of the axillary lymph nodes which interventions are 

encourage in the postoperative care for the patient. 

a. Encourage turning, coughing, deep breathing, & use of 

incentive spirometery. 

b. Take blood pressure reading on her right arm. 

c. Take blood pressure reading on her right arm. 

d. Assess for excessive exudates on the dressing. 

e. Administer an oral analgesic every 4 hours as need for pain. 

2. The American Cancer Society recommends that women have an 

annual screening mammography beginning at age: 

a.  21. 

b.  35. 

c.  40. 

d.  52. 

References: 
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Chapter VI: Care for Patients with Digestive System Disorders 

Outlines 

6.1. Sign and symptoms, and diagnostic measures. 

6.2. Nursing care for the patient with the followings: 

6.2.1. Hernia. 

6.2.2. Ulcerative colitis. 

6.2.3. Peptic Ulcer. 

6.2.4. Acute Abdomen. 

6.2.5. Irritable bowel syndrome. 

Learning Objectives 

 
At the end of this chapter, the student should be able to: 

 
1. Discuss the laboratory and diagnostic examinations for patient with 

GIT disorders. 

2. Identify etiology, clinical manifestation for patient with hernia, 

ulcerative colitis, peptic ulcer, and irritable bowel syndrome. 

3. Discuss the pathophysiology for each GIT disorders. 

4. Identify immediate and late complications for each GIT disorders. 

5. Plan nursing process for patient with different GIT disorders. 

 

 
Diagnostic Tests for Gastro Intestinal System 

Commonly used tests associated with diseases of the GItract include the 

following: 

1. Laboratory tests. 

2. Radiographic tests. 

3. Endoscopy. 

4. Gastric analysis. 

5. Cytological studies. 

6. Magnetic resonance imaging. 

Observe standard precautions when obtaining specimens of body fluids, 

substances, or blood. Hand washing before and after the procedure, 

wearing gloves, and using goggles if splashing may occur is important. 

 

 

 



 

Laboratory Tests 

1. The complete blood cell count (CBC) reveals if anemia or infection 

are present. 

2. Anemia may occur with GI bleeding or cancer. 

3.  Electrolyte imbalances often occur with GI illness as a result of 

vomiting, diarrhea, malabsorption, or use of GI suction. 

4. Carcinoembryonicantigen (CEA) and carbohydrate antigen 19-9 are 

markers used tomonitor GI cancer treatment effectiveness and detect 

recurrence. 

5. These markers are also found in patients with cirrhosis,hepatic 

disease, and alcoholic pancreatitis and inheavy smokers. 

 
Stool Tests 

 
1. Stool samples can be tested for occult blood (blood not seen by the 

naked eye). 

2.  A series of three tests are usually done to increase the chances of 

detecting blood. 

3.  False-positive occult blood results can occur with bleeding gums 

following a dental procedure; ingestion of red meat within 3 days 

before testing; ingestion of fish, turnips, or horseradish; and use of 

drugs, including anticoagulants, aspirin, colchicine, iron 

preparations in large doses, NSAIDS, and steroids. 

4. Stool for ova (eggs) and parasites is collected to detect intestinal 

infections caused by parasites and their ova. 

 
5. The test usually requires a series of three stool specimens collected 

every second or third day. 

6. The stool specimen is collected using a tongue blade, placed in a 

container with a preservative, and sent immediately to the 

laboratory. 

7. The stool must be examined within 30 minutes of collection. 

8. False-negative results can occur as a result of urine in the 

9. Specimen or if the specimen is not fresh. 

10. Stool cultures (sterile collection technique) are done to determine 

the presence of pathogenic organisms in the GI tract. 



 

11. Stool can also be examined for lipids (fat). 

12. Excessive secretion of fecal fats (steatorrhea)may occur in various 

digestive and absorptive disorders. The stools are collected for72 

hours and stored on ice if necessary before being sent to the 

laboratory. 

 
Radiographic Tests 

 
1. Radiographs visualize abdominalorgans and can detect such 

abnormalities as tumors, obstructions, and strictures. 

2.  For an x-ray examination, the patient should be dressed in a 

hospital gown without any metal such as zippers, belts, or jewelry. 

Pregnant patients or those thought to be pregnant should avoid x- 

ray examinations. 

 
Upper Gastrointestinal Series 

(Barium Swallow) 

 An upper gastrointestinal series (UGI series) is an x- 

rayexamination of the esophagus, stomach, duodenum, and 

jejunumusing an oral liquid radiopaque contrast medium (barium) 

and a fluoroscope to outline the contours of the organs. 

  A UGI series is used to detect such things as strictures,ulcers, 

tumors, polyps, hiatal hernias, and motilityproblems. 

 During the procedure, the patient drinks the thick,chalky barium 

while standing in front of a fluoroscopy tube. 

 
Preparation the patient for Barium Swallow test 

 
1. The patient receives nothing by mouth (NPO) for 6 to 8 hours 

before the procedure. 

2. Usually the patient eats a clear liquid supper the nightbefore the 

procedure and is then NPO until the procedureis done. 

3. Because smoking can stimulate gastric motility, thepatient is 

discouraged from smoking the morning of the procedure. 

 

 

 

 



 

Lower Gastrointestinal Series 
The lower GI series (barium enema) is performed to: 

 
 Visualize the position, movements, and filling of the colon. 

 Tumors, diverticula, stenosis, obstructions, inflammation, 

ulcerativecolitis, and polyps can be detected. 

 
Preparation of patient 

 
4. The patient is placed on a low-residue or clear liquid diet for 2 

days before the test to empty the bowel. 

5. Laxatives, bowel cleansing solutions, and enemas may be 

administered the evening before the test. 

6. The patient either receives a clear liquid diet the morning of the 

test or is NPO after midnight the night before. 

7. During the procedure, barium is instilled rectally and x-ray films 

are taken with or without fluoroscopy. 

 
Note: If the patient has active inflammatorydisease of the colon or 

suspected perforation or obstruction,a barium enema is contraindicated. 

 
Computed Tomography 

 Computed tomography (CT) uses a beam of radiation to allow 

three-dimensional visualization of abdominal structures. 

 Diluted oral barium or other contrast media may be used to 

distinguish normal bowel from abnormal masses. 

 The patient may have a clear liquid diet the morning of the test. 

  If a contrast medium is to be used, any allergies to iodine or 

shellfish are assessed, a consent form is signed, and the patient is 

NPO for 2 to 4 hours before the procedure. 

 
Endoscopy 

Endoscopy uses a tube and a fiberoptic system (endoscope) for observing the inside 

of a hollow organ or cavity. A consent form is signed for any endoscopic procedure. 

 
A: Esophagogastroduodenoscopy 

 
 Esophagogastroduodenoscopy (EGD) visualizes the esophagus 

(esophagoscopy), the stomach (gastroscopy), and theduodenum. 



 

Abnormalities such as inflammation, cancer, bleeding, injury, and 

infection can be seen.Biopsy or cytology specimens can be 

obtained. 

 
Preparation patient for test 

 
1. Sedatives such as diazepam (Valium), meperidine(Demerol), or 

midazolam (Versed) may be given before theprocedure to help 

relax the patient. 

2. A local anesthetic inspray or gargle form is administered just 

before the scope isinserted to inhibit the gag reflex. 

3. After the procedure vital signs are checked as ordered. 

4. Patients are placed on one side to prevent aspiration while 

sedation and the local anesthetic wear off. 

5. Patients areNPO until the gag reflex returns (usually within 4 

hours). 

 
B: Lower Gastrointestinal Endoscopy 

 
Proctosigmoidoscopy: it isthe examination of the distal sigmoid colon, 

the rectum, and the anal canal using a rigid or flexible endoscope 

(sigmoidoscope). 

 
It used to detect: 

 Ulcerations, punctures, lacerations, tumors,hemorrhoids, polyps, 

fissures, fistulas, and abscesses can bedetected. 

  Malignancies at an early stage can be detected, soan annual 

examination for patients 40 years old and older isrecommended. 

 A rigid proctoscope is used to visualize the rectum. 

 A flexible scope is then used to permit visualization above 

the rectosigmoid junction. 

 During the procedure, one or more small pieces of intestinal 

tissue may be removed (biopsy specimens). 

 Rectalor sigmoid polyps are removed with a snare. 

 
 

 

 



 

Preparation the patient 

 
1. Proctosigmoidoscopy requires the lower bowel to be cleaned out. 

2. The patient usually receives a clear liquid diet24 hours before the 

test and a laxative the night before the test. 

3. The morning of the procedure a warm tap-water enemaor sodium 

biphosphate (Fleet) enema is given. 

4. Bowel preparation may not be ordered for patients with bleeding or 

severediarrhea. 

5. The patient is positioned in a left lateral knee-to-chestposition, 

which allows the sigmoid colon to straighten bygravity. 

 
C: Colonoscopy 

 Provides visualization ofthe lining of the large intestine to identify 

abnormalitiesthrough a flexible endoscope, which is inserted 

rectally. 

 A biopsy specimen may be obtained or polyps be removed during 

the colonoscopy. 

 
Steps of Procedure 

1. The patient is positioned on the left side with the knees bent. 

2. A small amount of air is instilled into the colon to help the 

physician visualize the bowel. 

3. The patient is encouraged to relax and takes slow deep breaths 

through the nose and out the mouth. 

  Vital signs are monitored throughout the procedureto watch for a 

vasovagal response, which can lead tohypotension and bradycardia. 

 After the procedure, the patient is monitored until stable. 

 Complications such as hemorrhage or severe pain are reported. 



 

D: Endoscopic Ultrasonography 

 
1. Endoscopic ultrasonography is performed through the endoscope 

using sound waves. 

2.  Tumors can be detected in variousGI structures and organs. Pre- 

and post-procedure careis similar to endoscopic care. 

3.  During the test the patientmust lie still while a transducer with gel 

is moved back andforth over the abdomen to produce images. 

 

 
Hiatal Hernia 

 
Ahiatal hernia 

It is a condition in which the lower part of the esophagus and stomach 

slides upthrough the hiatus of the diaphragm into the thorax. Hiatal hernia 

occurs most commonly in women andthose who are older than age 60, 

obese, or pregnant. 

 
Incidence 

1. Hiatal hernia occurs most commonly in women. 

2. Peopleolder than age 60. 

3. Obesity, or, 

4. Pregnancy. 

 

 
Clinical manifestations 

 
1. A small hernia may not produce any discomfort or require 

treatment. 

2. a large hernia can cause pain, heartburn, a feeling of fullness, or 

reflux, which can injure the esophaguswith possible ulceration and 

bleeding. 

 

 
Diagnosis of HH 

Hiatal hernias are diagnosed by x-ray studies and fluoroscopy. 



 

Medical Management 

 
1. Antacids. 

2. Eating small meals that pass easily through the esophagus. 

3. Not recliningfor 1 hour after eating; 

4. Elevating the head of the bed 6 to 12inches to prevent reflux; 

5. Avoiding bedtime snacks, spicyfoods, alcohol, caffeine, and 

smoking. 

 

 
Surgical Management 

 
Surgical procedures can be done to prevent the herniated portion of the 

stomach from moving upward through thehiatus. 

Fundoplication is the most common surgical procedure performed, in 

which the stomach fundus is wrapped 

 

Abdominal Hernia 

 
A hernia is an abnormal protrusion of an organ or structure through the 

wall of the cavity normally containing it, which in this case is the 

abdominal wall. 

 The hernial sac is formed by the peritoneum protruding through the 

weakened muscle wall. 

 Contents of the hernia can be small or large intestine or the 

Momentum. 

 
 Indirect hernias are caused by a defect of structural closure. 

 
 Direct hernias are acquired and arise from a weakness in the 

abdominal wall, usually at old incisional sites. 

Causes of Hernias 

1. A weakness in the abdominal wall along with increased 



 

Intra-abdominal pressure such as: 

 the pressure from coughing, 

 Straining and , 

 Heavy lifting. 

2. Obesity. 

3. Pregnancy. 

4. Poor wound healing are also risk factors. 

 
Typesof abdominal hernias 

 
a. Inguinal hernias: are located in the groin where the spermatic cord 

in males or the round ligament in females emerges from the 

abdominal wall. This common hernia is an example of an indirect 

hernia and is usually seen in males. 

 
b. Umbilical hernias: are seen most often in obese women and in 

children. They are caused by a failure of the umbilical orifice to close. 

 

 
c. Ventral (incisional) hernias: usually result from a weakness in the 

abdominal wall following abdominal surgery, especially if a drainage 

system was used, the patient experienced poor wound healing, the 

patient received inadequate nutrition, or the patient is obese. 

 
Signs and Symptom 

1. An abnormal bulging can be seen in the affected area of the 

abdomen, especially when straining or coughing. It may disappear 

when the patient lies down. 

2. If the intestinal mass easily returns to the abdominal cavity or can 

be manually placed back in the abdominal cavity, it is called a 

reducible hernia. 

3. When adhesions or edema occur between the sac and its contents, 

the hernia becomes irreducible or incarcerated, meaning that the 

herniated bowel is trapped and cannot be returned to the abdomen. 

 
 

 

 



 

Medical Treatment 

Hernias are diagnosed by physical examination. The Surgery is indicated if 

there is strangulation or the threat of obstruction. 

 
Surgical procedures include herniorrhaphy and hernioplasty. 

 
 Herniorrhaphy(surgery of choice) involves making an incision in 

the abdominal wall, replacing the contents of the hernial sac, and 

then closing the opening. 

 
 Hernioplasty 

 
  Involves replacing the hernia into the abdomen and 

reinforcing the weakened muscle wall with wire, fascia, or 

mesh. 

 Bowel resection or a temporary colostomy may be necessary 

if the hernia is strangulated. 

 A patient who is not a good surgical candidate may be 

directed to usea truss or binder once the hernia is manually 

reduced. 

 A truss is an external restraining device held in place with a 

belt used to push the hernia into the abdomen. 

 

 
Complications 

 
1. An incarcerated hernia may become strangulated if the blood and 

intestinal flow are completely cut off. 

2. Incarceration leads to an intestinal obstruction and possibly 

gangrene and bowel perforation. 

3. Symptoms are pain at the site of the strangulation, nausea and 

vomiting and colicky abdominal pain. 

 

 
 

 

 

 

 



 

Prevention 

 Improving abdominal musculature is the best way to prevent hernias. 

 Those who do heavy lifting, tugging, or pushing should wear a 

support binder. 

Nursing Care 

 
1. If surgery is not planned, the patient is instructed to avoid activities 

that increase intra-abdominal pressure, such as lifting heavy 

objects. 

2. The patient is taught to recognize signs of incarceration or 

strangulation and the importance of notifying the physician 

immediately. 

3.  If a truss has been ordered, the patient is taught to apply it before 

arising from bed each morning, while the hernia is not protruding. 

Special attention should be paid to maintenance of skin integrity 

beneath the truss. 

 
Preoperative Care 

 
 A simple herniorrhaphy is generally done as outpatient surgery. 

 
a. The patient is instructed in routine preoperative deep breathing and 

coughing techniques. 

b.  Holding the abdomen with a splint, such as a pillow, helps support 

the weakened abdominal muscles duringcoughing and moving. 

Post-operative Care 

1. The male patient may experience swelling of the scrotum. Icepacks 

and elevation of the scrotum may be ordered to reduce the swelling. 

Intake and output are monitored. 

2.  The patient is observed for difficulty with voiding, which is not 

uncommon following hernia surgery, and voids before discharge. 

3. Bowel sounds are monitored, and the patient is instructed to report 

discomfort or distention because peristalsis may stop temporarily 

following surgery. 



 

4. Because most patients are discharged the same day as surgery, they 

are taught to change the dressing and report signs and symptoms of 

infection, such as redness, incisional drainage, or fever. 

5.  The patient is also instructed to avoid lifting for 2 to 6 weeks. 

Specific activity limitations are provided by the surgeon, however 

most patients can return to work within 2 weeks. 

 
Ulcerative Colitis 

 Ulcerative colitis is similar to Crohn’s disease. Crohn’s disease, 

however, can occur anywhere in the gastrointestinalsystem, 

whereas ulcerative colitis occurs in the large colonand rectum. 

 Multiple ulcerations and diffuse inflammationoccurs in the 

superficial mucosa and submucosa of thecolon. 

 The lesions spread throughout the large intestineand usually 

involve the rectum. The patient with ulcerativecolitis has increased 

risk of developing colorectal cancer. 

 
Causes 

 
1. Infection, allergy, and autoimmune response. 

2. Environmental agents such as pesticides, tobacco,radiation, and 

food additives may precipitate an exacerbation. 

3. At one time a psychological component was suggested in the 

etiology of ulcerative colitis. 

 However, anyone who experiences chronic intestinal cramps 

and frequent, sometimes painful bowel movements is going to 

be discouraged, anxious, and depressed. 

 These behaviors may be a result of the disease, not the cause. 

 Psychological stress may triggeror worsen an attack of 

symptoms. 

4. Ulcerative colitis usually begins between ages 15 and 40. 

 
Signs and Symptoms 

 
1. Abdominal pain, diarrhea, rectal bleeding, and fecal urgency are 

common symptoms of ulcerative colitis. 



 

2. Anorexia, weight loss, cramping, vomiting, fever, and dehydration 

associated with passing 5 to 20 liquid stools a day may also occur. 

Managements 

 
1. Along with the potential forparenteral nutrition may be needed to 

meet nutritionalneeds during acute exacerbations. 

2. As with Crohn’s disease, antidiarrheal, anti-inflammatory, and 

immunosuppressant agents may be given. 

3. Corticosteroidsare used if needed to reduce inflammation. 

4. If medical treatment is ineffective, surgery is considered. 

5. Because ulcerative colitis usually involves the entire largeintestine, 

the surgery of choice is total proctocolectomywith formation of an 

ileostomy. 

 

 
Peptic Ulcer Disease 

Peptic ulcer disease (PUD) is a condition in which the lining of the 

stomach, pylorus, duodenum, or the esophagus iseroded, usually from 

infection with H. pylori. 

 
Causes 

 
1. It thought to be related to stress, diet, and alcohol or 

caffeineingestion. 

2. Infection with the gramnegativebacterium H. pylori. This bacterium is 

responsible for 80 percent of gastric ulcers and more than 90 percent 

of duodenal ulcers. 

3.  Contaminated water may alsoplay a role. Vaccines to prevent peptic 

ulcers are being developed. 

4. Peptic ulcer development is also influenced by smoking, which 

increases the harmful effects of H. pylori, alters 

protectivemechanisms, and decreases gastric blood flow. 



 

Signs and Symptoms 

 
Symptoms vary with the location of the ulcer. 

 
1. Dull, gnawing pain or a burning sensation in the mid epigastrium 

or in the back. 

 Pain is usually relieved by eating, because food neutralizes the 

acid, or by taking alkali. 

 Pain, may not be experienced with gastric or duodenal ulcers 

until complications such as hemorrhage,obstruction, or 

perforation develop. 

 If pain doesoccur, aburning and gnawing pain in the high left 

epigastric region. 

 Cramping or burning pain in the midepigastric or upper 

abdominal area. 

 The painoccurs 2 to 4 hours after meals or in the middle of the 

night. 

 This intermittent pain may be relieved by the ingestion offood 

or antacids. 

2.  Anorexia and nausea and vomiting mayalso occur with either ulcer 

location. 

3. Bleeding may occur with massive hemorrhaging or slow oozing. 

4.  Patients oftenhave low hematocrit and hemoglobin levels, and 

gastric orfecal occult blood may be found, depending on where 

theulcers are located. 

 
Diagnosis 

 
1. Physical examination may reveal pain, epigastric tenderness, or 

abdominal distention. 

2. H. pylori can be diagnosed with several tests. 

 The ureabreath test is performed by having the patient drink 

carbonlabeledurea. 

 The urea is metabolized rapidly if H. pylori ispresent, allowing 

the carbon to be absorbed and measured in exhaled carbon 

dioxide. 



 

3. Biopsy specimens for the Campylobacter-like organism (CLO) 

biopsy urease test and a histological examination can be obtained 

during esophagogastroduodenoscopy (EGD). 

 Biopsy is the most conclusive test for H. pylori. 

 Cultures of the biopsy specimen may also be done to 

determineantimicrobial susceptibility. 

4. Peptic ulcers are diagnosed on the basis of symptoms, upper GI 

series (barium swallow), and EGD. 

5. Stools may be tested periodically until they are negative for occult 

blood. 

 
Comparison of Duodenal and Gastric Ulcers 

 
 

Duodenal Ulcer Gastric Ulcer 

Age 30 to 60 Usually 50 and over 

Male: female 2-3:1 
80% of peptic ulcers are duodenal 

Male: female 1:1 
15% of peptic ulcers are gastric 

-Hyper secretion of stomach acid (HCl) 

May have weight gain 

-Pain occurs 2-3 hours after a meal; 

often awakened 1-2 
am

; 

-ingestion of food relieves pain 

-Normal—hypo secretion of stomach acid 

(HCl) Weight loss may occur 

-Pain occurs 1/2 to 1 hour after a meal; 

rarely occurs at night; may be relieved by 

vomiting; 

-ingestion of food does not help, 

sometimes increases pain 

- Vomiting uncommon 
- Hemorrhage less likely than with 

gastric ulcer, but if present, 

- melena more common than 

hematemesis 

- More likely to perforate than gastric 
ulcers 

-Vomiting common 
Hemorrhage more likely to occur than 

with duodenal ulcer; 

-hematemesis more common than melena 

Malignancy Possibility: Rare Malignancy Possibility: Occasionally 

Risk Factors: 
H. pylori, alcohol, smoking, cirrhosis, 

stress 

Risk Factors: 
H. pylori, gastritis, alcohol, smoking, use 

of NSAIDs, stress 



 

Medical Management 

Several treatment options are used to cure H. pylori without recurrence. 

1. Antibiotic treatment forulcer disease caused by H. pylori . 

 For better effectiveness, triple therapy with two antibiotics to 

decrease resistanceof the bacteria and a proton pump 

inhibitor(omeprazole) or H2antagonist is used. 

 Treatment lasting 14 days has better eradication rates than 10- 

day treatments. 

2. Proton pump inhibitors are powerful agents that stop the final step 

of gastric acid secretion to reduce mucosaerosion and aid in 

healing ulcers. 

3. H2 antagonistsblock H2 receptors to decrease acid secretion, 

4.  A blanddiet may also be recommended, and foods known to 

causediscomfort to the patient, such as spicy foods, 

carbonateddrinks, and caffeine, should be avoided until the ulcer 

heals. 

5. Treatment of Initial Helicobacter pylori therapy: 

 First-line therapy: 

PPI twice a day plus clarithromycin 500 mg twice a day plus 

amoxicillin 1000 mg twice a day or metronidazole 500 mg 

twice a day for 10-14 days. 

 Second-line therapy: 

Pepto-Bismol 2 tabs four times a day plus tetracycline 250 

mg four times a day plus metronidazole 250 mg four times a 

day (optional: add PPI daily) for 14 days. 

 
Surgical treatment 

 
1. Vagotomy : Severing of the vagus nerve. Itperformed to reduce 

gastric acid secretion. 

2. Pyloroplasty: A surgical procedure in which a longitudinal 

incision is made into the pylorus and transversely sutured closed to 

enlarge the outlet and relax the muscle. It is usually accompanies 

truncal and selective vagotomies, which produce delayed gastric 

emptying due to decreased innervation. 



 

3. Antrectomy: Removal of the lower portion of the antrum of the 

stomach (which contains the cells that secrete gastrin)as well as a 

small portion of the duodenum and pylorus. The remaining 

segment is anas- tomosed to the duodenum (Billroth I).it is 

performed in conjunction with a truncalvagotomy. The patient may 

have problems with feeling of fullness, dumping syndrome, and 

diarrhea. Recurrence rate of ulcer is < 1%. 

4. Billroth II (Gastrojejunostomy): Removal of lower portion 

(antrum) of stomach with anastomosis to jejunum. It is used in case 

of dumping syndrome, anemia, mal-absorption, weight loss. 

Recurrence rate of ulcer is 10%–15%. 

 
Complications of Peptic Ulcer 

 
1. Hemorrhage. 

2. Perforation and Penetration. 

 
 Perforation is the erosion of the ulcer through the gastric 

serosa into the peritoneal cavity without warning. It is an 

abdominal catastrophe and requires immediate surgery. 

 Penetration is erosion of the ulcer through the gastric serosa 

into adjacent structures such as the pancreas, biliary tract, or 

gastrohepaticomentum. 

3. Pyloric Obstruction. occurs when the area distal to the pyloric 

sphincter becomes scarred and stenosed from spasm or edema or 

from scar tissue that forms when an ulcer alternately heals and 

breaks down 

 
Nursing Process for Patients with Peptic Ulcer 

A: Assessment 

 
1. The primary focus of nursing care for peptic ulcer disease is 

educating patients regarding the importance of this diagnosis, 

because ulcers may be caused by an infection that can be cured 

with antibiotics. 



 

2.  Patients may still believe that all ulcers are caused by stress, 

lifestyle, or diet. 

3. Assessing the patient’s knowledge aids in providing accurate 

information to assist the patient in managing peptic ulcer disease. 

4. Data are also collected about the patient’s disease history. 

5. Identifying factors that trigger or relieve symptoms is important. 

 
B: Nursing Diagnosis 

 

 Acute pain related to the effect of gastric acid secretion on 

damaged tissue. 

 Anxiety related to an acute illness. 

 Imbalanced nutrition related to changes in diet. 

 Deficient knowledge about prevention of symptoms and 

management of the condition. 
 

C: Planning and Goals 

1. Relief of pain. 

2. Reduced anxiety. 

3. Maintenance of nutritional requirements. 
4. knowledge about the management and prevention of ulcer 

recurrence, and , 

5. Absence of complications. 

 

D: Nursing Interventions 

 

1. Relieving Pain 
 

 Some patients benefit from learning relaxation techniques to 

help manage stress and pain. 

 Eat small and frequent meals. 

 The patient should avoid aspirin, foods and beverages that 

contain caffeine, and decaffeinated coffee. 

 

2. Reducing Anxiety. 

 Appropriate information is provided at the patient's level of 

understanding. 

 Explains various coping techniques and relaxation methods, 

such as biofeedback, hypnosis, or behavior modification. 

 The patient's family is also encouraged to participate in care 

and to provide emotional support. 



 

 

3. Maintaining Optimal Nutritional Status 
 

 The patient is advised about the importance of complying 

with the medication regimen and dietary restrictions. 

 

4. Treat complications. 

 

E: Evaluation 
 

1. Reports freedom from pain between meals. 

2. Reports feeling less anxiety. 

3. Complies with therapeutic regimen. 

a. Avoids irritating foods and beverages. 

b. Eats regularly scheduled meals. 

c. Takes medications as prescribed. 

d. Uses coping mechanisms to deal with stress. 

4. Maintains weight. 

5. Exhibits no complications. 

 

 
 

Irritable Bowel Syndrome 

Pathophysiology and Etiology 

Irritable bowel syndrome (IBS) is a disorder of altered intestinalmotility 

and increased sensitivity to visceral sensations.The bowel mucosa is not 

changed by IBS. Symptomsmay be exacerbated by psychological stress 

or food intolerances.IBS is more common in women and in those who 

areyoung to middle aged. 

 
Signs and Symptoms 

1. IBS is characterized by complaints of gas, bloating, 

constipation,diarrhea, or alternating constipation and diarrhea. 

2. Abdominal bloating, with orwithout visible abdominal distention. 

3.  This sensation ofbloating is from increased sensitivity to visceral 

sensations. 

4. rectal passage of mucus, a feeling of incomplete evacuation, 

5. Abdominal pain relieved bydefecation. 



 

6. Depression, anxiety, and. 

7. Palpitations. 

 
Diagnostic Tests 

 
The Diagnosis of IBS is made based on: 

 
1. History and physical examination. 

2. Stool examination, barium enema, upper GI series, 

3. sigmoidoscopy may be done to rule out other disorders. 

 

 

 

 
Gastric Surgeries 

 
1. Subtotal Gastrestomy 

Two types of surgical interventions are used to treat uppergastrointestinal 

diseases. 

a. The first type is the subtotal gastrectomy,which is used to treat 

cancer in the lower twothirdsof the stomach. 

 Subtotal gastrestomyis a general termused to describe any 

surgery that involves partial removal ofthe stomach. 

 There are two types of subtotal gastrectomies: 

 
1. the Billroth I procedure and 

2. theBillroth II procedure. 

 
2. Total Gastrectomy 

 

Total gastrectomy, the total removal of the stomach, is the 

treatment for extensive gastric cancer. This surgery involves 

removal of the stomach, with anastomosis of the esophagus to the 

jejunum. 

 
3. Vagotomy 

 
A vagotomy, in which a section of the vagus nerve is cut, may be 



 

performed with gastric surgery. Vagotomy eliminatesthe vagal 

stimulation for hydrochloric acid and gastrin hormonesecretion and slows 

gastric motility. 

 
Nursing Management after Gastric Surgery 

 
1. Patients’ vital signs are monitored postoperatively as ordered. 

2. Respiratory status is carefully monitored because thehigh location 

of the surgical incision may cause pain, whichinterferes with deep 

breathing and coughing. 

3. Atelectasis orpneumonia can develop as a result of guarding and 

shallowbreathing. 

4. The patient’s pain is assessed and relieved, whichalso helps the 

patient’s ability to deep breathe or coughwithout pain. 

5. The patient’s IV site and infusion are monitored, and intake and 

output are recorded. 

6. The incisionalsite and dressings are observed for drainage and 

bleeding. 

7. Bowel sounds are assessed. Patients may have an NGtube inserted 

during surgery. 

8. The nurse applies suction asordered, which is usually low 

intermittent suction to preventtrauma to the gastric mucosa. 

9. The nurse should not irrigate or repositionthe NG tube following 

gastric surgery to prevent damagingthe suture line. 

10. The patient should be assessed for abdominaldistention. If 

distention occurs, abdominal girth shouldbe measured and the 

physician notified. 

11. Patients are encouraged to ambulate early to promote a quicker 

recovery by improving respiratory and gastrointestinalfunction. 

 
 



 

Complications of Gastric Surgery 

 
1. Hemorrhage 

 The patient experiencinghemorrhage exhibits restlessness, cold 

skin, increased pulseand respirations, and decreased 

temperature and blood pressure. 

2. Gastric Distention 

 Symptoms of gastric distentioninclude an enlarged abdomen, 

epigastric pain, tachycardia,and hypotension. 

 
3. Nutritional Problems 

 Nutritional problems that commonly occur after removal 

ofpart or all of the stomach include B12 and folic acid 

deficiencyand reduced absorption of calcium and vitamin D. 

4. Steatorrhea 

Steatorrhea is the presence of excessive fat in the stools andis the 

result of rapid gastric emptying, which prevents adequatemixing of 

fat with pancreatic and biliary secretions.In most cases, steatorrhea 

can be controlled by reducing theintake of fat in the diet. 

 
5. Pyloric Obstruction 

 Pyloric obstruction can occur after gastric surgery as a resultof 

scarring, edema, or inflammation or a combination ofthese. 

 As the obstruction increases, it gradually becomes more 

difficult. 

 Surgery may be necessary if conservative measures do not 

relieve the signs and symptoms. 

 
6. Dumping Syndrome 

 Dumping syndrome occurs with the rapid entry of food into the 

jejunum without proper mixing of the food with digestive juices. 

 On entering the jejunum, the food draws extracellularfluid into the 

bowel from the circulating blood volumeto dilute the high 

concentration of electrolytes andsugars. 

 This rapid shift of fluids decreases the circulating blood volume 

and produces symptoms. 

 
 



 

Chapter : VII: Nursing care for patient with Hepatobiliary 

Disorders. 

Outlines 

1.1. Sign, symptoms and diagnosis of liver diseases. 

1.2. Nursing care and rehabilitation for the following diseases: 

1.2.1. Pancreatitis. 

1.2.2. Hepatitis. 

1.2.3. Liver cirrhosis. 

7.3. 4.Cholelithiasis and cholecystitis. 

 

 
Learning Objectives 
 

At the end of this chapter, the student should be able to: 

 
1. Discuss the laboratory and diagnostic examinations for patient with 

hepatobiliarydisorders. 

2. Identify etiology, clinical manifestation for patient with Liver, 

Pancreas and gallbladder Disorders. 

3. Discuss the pathophysiology for each hepatobiliary disorders. 

4. Compare between acute and chronic pancreatitis. 

5. Discuss causes, pathophysiology, clinical manifestation and 

managements of hepatitis, liver cirrhosis, and gallbladder 

problems. 

6. Plan nursing process for patient with different hepatobiliary disorders. 

Nursing Assessment ofthe Liver, Pancreas and gallbladder Disorders 

 
When assessing the patient with disease of the liver, pancreas, or 

gallbladder, use the same systematic approach aswhen assessing other 

organ systems. Make the patient as comfortable as possible before 

beginning the assessment process 

 

Diagnostic Studies 

 
Laboratory Tests 

The common tests performed to detect problems with the liver, 

gallbladder, and pancreas. 



 

 

 
1. Bilirubin is an excellent measure of liver and gallbladder 

functioning. 

2.  In addition, certain enzymes such as alanine aminotransferase 

(ALT,formerlycalled serum glutamic pyruvic transaminase 

[SGPT]), aspartate aminotransferase (AST, formerly called serum 

glutamic oxaloacetic transaminase [SGOT]), and lactic 

dehydrogenase (LDH) are released by damaged liver cells. 

3. Elevations in these blood values in the absence of known trauma or 

heart muscle damage such as a heart attack are excellent indicators 

of liver damage. 

 
Radiology 

1. A flat-plate x-ray examination of the abdomen is usually the first 

diagnostic radiological procedure the physician orders. 

2. The flat-plate radiograph may show abdominal structures, 

abnormal masses, or blockage of normal bowel action. 

 
Upper Gastrointestinal Series 

An upper gastrointestinal (GI) series is usually ordered forpatients 

complaining of: 

 Nausea& vomiting. 

 weight loss, or 

 Abdominal pain. 

 
Barium meal (X-ray) 

1. The patient should understand that the procedure may takeseveral 

hours depending on the rate at which the bariummoves through the 

patient’s gastrointestinal tract. 

2.  A laxativesuch as Milk of Magnesia may be given after the 

procedure o aid in the evacuation of the barium. 

 
Lower Gastrointestinal Series 

A barium enema (BE, or lower GI series) may be ordered: 

1. If the patient has reported any changes in bowel function, such as 

diarrhea or constipation, or , 

2. Blood or mucus in the stool. 



 

 The patient is asked to eat a low-residue diet for 2 days beforethe 

scheduled procedure, then a clear liquid meal the night before. 

 Fluids should be increased to prevent dehydration relatedto the 

preparation. 

 Enemas may also be ordered. 

 Observe the patient often because defecation urgency, especially in 

unfamiliar surroundings, may create a fall risk. 

 
Endoscopy 

 
1. Endoscopic examinationpermits the physician to directly view the 

structuresof portions of the gastrointestinal tract with aninstrument 

that contains flexible optic fibers. 

2.  In addition toviewing the structures, the physician can also 

removepolyps, take biopsy specimens, or coagulate bleeding sites 

that are identified. 

 
Esophagogastroduodenoscopy 

 
Anesophagogastroduodenoscopy(EGD) is an endoscopic procedure that 

allows the physician to view the esophagus, stomach, and duodenum. 

 
Endoscopic Retrograde 

 
Endoscopic retrograde cholangiopancreatography(ERCP),permits the 

physician to visualize the liver, gallbladder, andpancreas. 

 
 The procedure allows both directviewing and use of contrast 

medium. 

 An endoscope ispassed through the esophagus to the duodenum, 

where dye is injected that outlines the pancreatic and bile ducts. 

 

Oral Cholecystogram 

 
 An oral cholecystogram (gallbladder series) may be ordered if the 

physician suspects gallstones. 

 The patient is asked to ingesta radiopaque dye that collects in bile 



 

in the gallbladder. 

 The dye then shows up when the patient has an x-ray 

examination,showing the gallbladder, ducts, and any gallstones. 

 
Computed Tomography 

 
A computed tomography (CT) scan may be ordered for any suspected 

abnormalities of liver, gallbladder, or pancreas functioning. 

1. The computer-enhanced radiographs may be taken with or without 

contrast medium. 

2. No patient preparation is necessary. 

3. Patients are told that they will be on anarrow, hard x-ray table that 

is closely surrounded by anoisy metal shell. 

4.  Patients with fear of closed spaces mayhave to make arrangements 

for a CT scan at an “open” scanner. There are no follow-up care 

requirements. 

 
Angiography 

Intravenous cholangiography may be ordered for patients with symptoms 

of biliary obstruction or after a cholecystectomy. 

 
1. This examination permits the radiologist to see thegallbladder and 

biliary ducts by intravenously injecting acontrast medium, which 

then collects in these structures. 

2. The injection of contrast medium is done about 1 hour beforethe 

examination. 

3.  Radiographs are taken about every 20minutes for 1 hour or until 

the structures are readily viewed. 

4. The radiopaque material is iodine based, so ask the patientabout 

any allergies to iodine. 

5. There are no follow-up carerequirements after the procedure. 



 

Liver Scan 

 
A liver scan involves injecting a slightly radioactive medium that is taken 

up by the liver. An instrument is over the abdomen while the technician 

views the sonographscreen and takes periodic pictures. The procedure 

takes about half an hour and requires no follow-up care. 

Ultrasonography 

The use of high-frequency sound waves through the abdomen allows the 

physician to view soft-tissue structures. 

 
1. The sound waves reflect varying images based on the density of the 

soft tissues in the abdomen. 

2.  The patient is askednot to take anything by mouth after midnight 

on the day ofthe examination. 

3. A clear gel is applied to the abdomen andto the transducer on the 

sonograph. 

4.  The gel improves theconduction of sound waves and thus 

improves the images obtained. 

5. The transducer is placed on the skin and moved. 

 

 
Pancreatitis 

Pancreatitis is an inflammation of the pancreas; it may be mild or severe, 

acute or chronic. The two forms of pancreatitis have different courses and 

are considered two different disorders. 

 
Acute Pancreatitis 

Pathophysiology 

1. Inflammation of the pancreas appears to be caused by a process 

called auto-digestion. 

2.  For reasons not fully understood, pancreatic enzymes are activated 

while they are still within the pancreas and begin to digest the 

pancreas. 



 

3. In addition, large amounts of the enzymes are released by inflamed 

cells. As the pancreas digests itself, chemical cascades occur. 

4. Trypsin destroys pancreatic tissue and causesvasodilation. 

5. As capillary permeability increases, fluid is lost to the 

retroperitoneal space, causing shock. 

6.  In addition, trypsin appears to set off another chain of events that 

causes the conversion of prothrombin to thrombin, so that clots 

form. 

 
Etiology 

 
1. Alcohol appears to act directly on the pancreatic ducts to irritate 

and inflame the structures. 

2. Gallstones or cholangitis (inflammation of the bile ducts) may also 

trigger pancreatitis. 

3. The irritant effect of bile itself may cause inflammation. 

4. Blunt trauma to the abdomen or infection may trigger the process 

by causing ischemia, inflammation, and activation of the pancreatic 

enzymes. 

 
Signs and Symptoms 

 
1. Dull abdominal pain, located in the midline just below the sternum, 

with radiation to spine, shoulders, or low back. 

2.  Guarding, rigid abdomen, hypotension or shock, and respiratory 

distress from accumulation of fluid in the retroperitoneal space. 

3.  Respirations are likely to be shallow as the patient attempts to 

splint painful areas. 

4. The patient may have a low-grade fever, dry mucous membranes, 

and tachycardia. 

 

 
 

 

 

 

 

 

 



 

Diagnostic Tests 

Serum amylase (normal: 56 to 190 IU/L) and serum lipase (normal: 0 to 110 U/L) 

may be elevated 5 to 40 times normal. 

1. The levels usually begin to drop within 72 hours. 

2. Urine amylase elevates and stay elevated longer. 

3.  Glucose, bilirubin, alkaline phosphatase, lactic dehydrogenase, 

ALT, AST, cholesterol, and potassium are all elevated. 

4.  Decreases are measured in serum albumin, calcium, sodium, and 

magnesium. 

5. X-ray examination may show pleural effusion from local 

inflammatory reaction to pancreatic enzymes, pulmonary 

infiltrates, or a change in the size of the pancreas. 

6.  Computed tomography CT and ultrasonography can provide more 

complete information about the pancreas and surrounding tissues. 

 

 

Complications 

 
1. Hemorrhage, peripheral vascular collapse, and infection are also 

major concerns for patients with pancreatitis. 

2. A purplish discoloration of the flanks (Turner’s sign) or a purplish 

discoloration around the umbilicus (Cullen’s sign) may occur with 

extensive hemorrhagic destruction of the pancreas 

3. Death. 

 
Prevention 

 
1. Caution patients who drink alcohol to stop. 

2.  Patients with biliary disease need to seek medical treatment for 

these conditions so that pancreatitis does not develop as a 

complication. 

3. Monitor patients, especially the elderly, for any abdominal 

complaints when they are placed on a thiazide diuretic or estrogen 

therapy 

 
 

 

 

 



 

Medical Treatment 

Intravenous fluids, such as crystalloid, electrolyte, or colloid (such as albumin) 

solutions, if the patient experiences hypovolemic shock. 
1. Blood or blood products may also be ordered if the patient has 

massive blood loss from hemorrhage. 

2. Antianxiety agents to decrease oxygen demand. 

3.  The patient may require supplemental oxygen if abdominal 

pressure, pleural effusion, or acidosis cause a severe decrease in 

circulating oxygen. 

4. Meperidine hydrochloride (Demerol) for pain. 

 Morphine sulfate, long thought to be contraindicated as an 

analgesic because it was believed to cause smooth muscle 

spasm in the biliary and pancreatic ducts, may also be ordered. 

 
5. (NPO) to rest the gastrointestinal tract. 

6. Histamine (H2) antagonists such as ranitidine hydrochloride 

(Zantac) to prevent stress ulcers and to decrease acid stimulation 

of pancreatic secretion. 

 
Nursing Process 

A: Assessment 

1. Frequently measure and record vital signs (especially blood pressure 

and pulse), skin color and temperature, and urinary output. 

2. Monitor nausea and vomiting. 

3. Observe the patient for evidence of respiratory distress, such as 

restlessness, irritability, use of accessory muscles for breathing, or 

dyspnea. 

4. Evaluate the patient frequently for pain. 

 

 

 

 

 

 

 

 

 



 

B: Nursing Diagnosis. 

 Pain related to edema and inflammation 

 Imbalanced nutrition: less than body requirements related to 

vomiting, pain, NPO, gastric suction 

 Risk for ineffective breathing pattern related to abdominal pain 

and pressure 

 Risk for injury related to disturbed blood clotting mechanisms and 

fluid and electrolyte imbalances 

 
C: Planning 

 
1. Pain control. 

2. Adequate nutrition. 

3. Prevention of cardiorespiratory complications. 

 
D: Implementation 

 
1. Administer analgesics as ordered to relief pain. 

2. Bland, soft foods are ordered. Report any nausea, vomiting, or 

increase in complaints of abdominal discomfort immediately. 

3. If the serum albumin level drops below 3.2 g/dL, the physician 

may order intravenous albumin as replacement. 

4. Report evidence of poor oxygenation, including changes in mental 

status (e.g., irritability, confusion, or increasing sleepiness) 

promptly. 

5. Administer supplemental oxygen as ordered. 

6. Good pain control enables the patient to breathe more effectively. 

7. Assess the patient for evidence of disturbed electrolyte balance. 

8. Monitor laboratory values for sodium, potassium, calcium, and 

magnesium daily. 

9.  Evidence of hypokalemia includes muscle weakness, diminished 

bowel sounds, apathy, and hypotension. 

 

 

 

 

 

 



 

D: Evaluation 

1. Pain of 2 or less on a scale of 0 to 5. 

2. Weight loss of less than 5 percent of total body weighs. 

3. Respirations 16 to 20, unlabored, regular. 

4. No elevated temperature. 

5. No abnormal bruising. 

6. No restlessness. 

7. Urinary output greater than 30 mL/h. 

8. Blood pressure within 5 percent of baseline. 

 

 

 
Chronic Pancreatitis 

Chronic pancreatitis is continuing pancreatic cellular damage and 

decreased pancreatic enzyme functioning usually following repeated 

occasions of acute pancreatitis. 

 

 
Pathophysiology 

 Chronic pancreatitis is a continuous, progressive disease that 

replaces functioning pancreatic tissue with fibrotic tissue as a result 

of inflammation. 

 Toxins from alcohol irritate the pancreatic ducts. The ducts become 

obstructed, dilated, and finally atrophied. 

 The acinar or enzyme-producing cells of the pancreas ulcerate in 

response to inflammation. 

  The ulceration causes further tissue damage and tissue death, and 

it may cause cystic sacs filled with pancreatic enzymes to form on 

the surface of the pancreas. 

 The pancreas becomes smaller and hardened, and progressively 

smaller amounts of the enzymes are produced. 

 

 
 

 

 

 

 

 



 

Causes 

1. The major cause of chronic pancreatitis in men is excessive alcohol 

ingestion that causes repeated attacks of acute pancreatitis. 

2. The major cause in women is chronic obstructive biliary disease 

that leads to persistent inflammation of the pancreatic ducts. 

3. prolonged malnutrition, cancer of the pancreas or duodenum, and, 

4. Prolonged use of enteral feedings, which can cause atrophy of the 

pancreas. 

5.  The usual age for chronic pancreatitis to develop is between ages 

45 and 60. 

 
Signs and Symptoms 

 
1. The patient will complain of epigastric or LUQ pain, 

2. Weight loss and anorexia. 

3. Malabsorption and fat intolerance occur late in the disease. 

4. Usually the islets of Langerhans function until late stages of the 

disease, so diabetes mellitus is a late-occurring symptom. 

Diagnostic Tests 

 
1. Serum amylase (normal: 59 to 190 U/L) and serum lipase (normal: 

0 to 110 U/L) levels are lower than normal. 

2. Fecal fat analysis shows higher than normal amounts of fat. 

3. Both computed tomography and ultrasonography show 

characteristic pancreatic structural changes such as masses, 

calcification of ducts, cysts, and change in pancreatic size. 

4. Endoscopic retrograde cholangiopancreatography (ERCP) can 

locate specific obstructions and detect ductal leaks. 

 
Medical Treatment 

 
Medical treatment is aimed at promoting comfort and maintaining 

adequate nutrition. 

 Pain is managed with analgesics. 

 Nutrition is improved with the careful replacement of 

pancreatic enzymes and specially prepared nutritional 

supplements. 



 

 Surgery may be necessary to repair fistulas, drain cysts, or 

repair other damage. 

  In some cases, ducts or sphincters may be surgically repaired. 

In other instances, part or the entire pancreas may be removed. 

 
Complications 

 
1. Abscesses or fistulas, malabsorption syndrome, and diabetes 

mellitus. 

2. Pleural effusion may develop from inflammation just under the 

diaphragm. 

3. Malabsorption syndrome with fatty stools and diarrhea may 

develop in response to the limited amount of pancreatic enzymes 

produced. 

4. In addition, biliary obstruction may further complicate fat 

absorption. 

 

 

 
Prevention 

1. Advise patients to avoid excessive alcohol ingestion that 

abstinence could prevent recurrence of the pancreatitis and prevent 

the possibility of chronic pancreatitis. 

2.  Advise all patients with obstructive biliary disease to seek medical 

treatment for their condition to prevent the progression from acute 

to chronic pancreatitis. 

3. Carefully monitor patients who are unable to feed themselves for 

nutritionally adequate diets. 

4.  Monitor routine laboratory values to report any trend toward 

reduced functioning of the pancreas. 

 

 

 

 

 

 

 

 



 

Nursing Process: for patients with Chronic Pancreatitis 

A: Assessment 

1. Perform frequent thorough assessments for pain. 

2. Weigh the patient frequently. 

3.  Monitor laboratory values to determine the adequacy of nutrition, 

including serum albumin (normal: 3.5 to 5.5 g/dL) and blood 

glucose levels. 

 
B: Nursing Diagnosis 

 
 Pain related to edema and inflammation. 

 Imbalanced nutrition: less than body requirements related to 

inability to absorb nutrients. 

 
C: Planning and 

 
1. Reduce pain. 

2. Nutritional management 

3. Prevent complications. 

 
D: Implementation 

 
1. Weigh the patient daily. 

2.  Administer nutritional supplements, including pancreatic enzymes, 

as ordered. 

3. Administer histamine antagonists or antacids as ordered. 

4. Monitorthe patient’s blood sugar and observe the patient carefully 

for evidence of diabetes mellitus. 

5. Give the patient and family the warning signs and symptoms of 

diabetes mellitus. 

6. The patient should know that sudden increases in abdominal pain, 

increased difficulty breathing, or radiating back pain may indicate 

development of pancreatic cysts, abscesses, or fistulas and should 

be reported promptly. 

 
 



 

E: EVALUATION 

1. Pain that is no more than 2 on a pain scale of 0 to 5. 

2. No weight loss or gain of more than half a pound per week. 

3. No diarrhea or steatorrhea. 

4. Ability to state signs and symptoms of diabetes mellitus to report. 

5. Ability to state signs and symptoms of pancreatic cysts, abscesses, 

or fistulas to report. 

 

 
Hepatitis 

 
Hepatitisis an inflammation of the cells of the liver, usually caused by a 

virus. Less commonly, hepatitis may be caused by certain drugs or 

occasionally by bacteria. 

Symptoms of hepatitis range from nearly no symptoms to life threatening 

symptoms from liver necrosis or death of liver tissue. 

 
Pathophysiology 

Hepatitis is usually caused by one of six viruses: 

 
1. Hepatitis A virus (HAV), sometimes called infectioushepatitis. 

2. Hepatitis B virus (HBV), sometimes called serum hepatitis. 

3. Hepatitis C virus (HCV), sometimes called non-A, non-B (NANB) 

hepatitis 

4. Hepatitis D virus (HDV). 

5. Hepatitis E virus (HEV). 

6. Hepatitis G virus (HGV). 

 
 The infecting organism causes inflammationof the liver, with 

resulting damage to liver cells and loss ofliver function. 

 If damage involves the bile canaliculi, obstructivejaundice will 

occur. 

 If complications do not occur, cells regenerate and normal liver 

function eventually resumes. 

 
 

 

 



 

Signs and Symptoms 

Hepatitis usually shows a typical pattern of loss of liver function. There 

are generally three stages in hepatitis: 

 
1. The prodromal or pre-icteric (pre-jaundice), stage lasts about 1 

week. 

 The patient complains of flulike symptomsof malaise, headache, 

 Anorexia, 

 low-grade fever, and , 

 Possiblydull right upper quadrant (RUQ) pain. 

 
2. The icteric stage lasts 4 to 6 weeks. 

 
 The patient complains of more severe fatigue. 

 Anorexia. 

 nausea, vomiting, and, 

 Malaise. 

 The patient is also likely to have jaundice or 

noticeableyellowing of the skin, sclera of the eyes, and 

othermucous membranes. 

 The liver is usually enlarged and tenderon examination. 

3. The post-icteric, or convalescent, stage lasts from 2 to 4weeks to 

months. 

 The patient usually feels well during thistime, but full recovery 

as measured by the return to normalof all liver function tests 

may take as long as 1 year. 

 Hepatitis is considered a reversible process if the 

patientcomplies with a medical regimen of adequate rest, good 

nutrition,and abstinence from alcohol or other liver toxicagents. 

 

 
Diagnostic Tests 

 Serum liver enzymes are elevated. 

 Serum bilirubin and urobilinogenmay be elevated. 

 The erythrocyte sedimentation rate is usually elevated from the 

inflammatory process. 



 

 In patients with severe hepatitis, prothrombin time may be 

elevated. 

 Serological tests may be ordered to determine the specific virus 

causing the hepatitis. Each virus has specific antigen markers that 

serological study can reveal. 

 The antigen markers can be further used to determinethe degree of 

healing from the hepatitis. 

 Abdominal x-ray examination may show an enlarged liver. 

 
Medical Treatment 

 
Medical treatment is aimed at: 

1. Providing rest. 

2. Adequate nutrition for healing. 

There are no specific drugs or other medical therapies for hepatitis. 

1. Interferon therapy and antiviralmedication may be used for 

hepatitis B or C, but theymay not be effective. 

2. With proper rest and nutrition, theliver should recover. 

3. Patients are restricted from any alcohol or drugs that are known to 

be toxic to the liver. 

4. Patientsare generally placed on limited activity with 

bathroomprivileges. Because the patient usually 

experiencesmalaise, fatigue, and anorexia, rest is advised. 

5. As the patientimproves, activity may be increased if the patient 

does not become fatigued. 

 

 
Complications 

 
1. Hepatitis may lead to fulminant or acute liver failure. 

2. About 5 percent of hepatitis patients progress to chronic liver 

failure. 



 

3.  Some patients become asymptomatic carriers of the virus; HBV- 

infected carrier patients have a greater risk of developing cancer of 

the liver. 

 

 
Prevention 

1. The hepatitis viruses are very resistant to a wide range of anti- 

infective measures, such as drying, heat, ultraviolet light exposure, 

freezing, and bleach and other disinfectants. 

 At least 30 minutes in boiling water is required to 

guaranteetheir destruction. 

 The best methods for preventing thetransmission of the 

hepatitis viruses are careful attention tocleanliness and the 

use of vaccines such as immune serumglobulin (ISG) or 

vaccines to HBV and HAV. 

2. Health care workers must use standard precautions at all times. 

They are strongly encouraged to be vaccinated for HBV. A vaccine 

for HAV has also been developed. 

3. 

4. Infectioncontrol precautions should reflect the usual mode 

oftransmission of the particular hepatitis virus. 

5. Immune serum globulin is a temporary, passive, non- 

specificimmunity to hepatitis. 

6.  Permanent, active immunity isacquired from the body’s own 

antibodies in response to actual viral infection. 

7.  The active immunity is to the specificvirus to which the body has 

developed antibodies. 

8.  Vaccinesto HBV are available and provide permanent, active 

immunityto HBV. 



 

Nursing Process for patients with Hepatitis 

A: Assessment 

 subjective complaints :

1. Malaise, fatigue. 

2. Pruritus (itching). 

3. Nausea&anorexia,and 

4. RUQ abdominal pain. 

 
 Objective data:

 
1. Vomiting. 

2. Pale stools. 

3. Amber or dark-colored (tea-colored) urine, and , 

4. Jaundice, are recorded. 

 
The patient’s vital signs are taken, and a low-grade fever or any abnormal 

bruising or bleeding is reported immediately. 

 

B: Nursing Diagnosis 

 
 Imbalanced nutrition, less than body requirements related to 

anorexia, nausea, or vomiting.

 Risk for impaired skin integrity related to itching secondaryto 

bilirubin pigment deposits in skin.

 Pain related to inflammation and enlargement of theliver.

 Risk for ineffective management of therapeutic regimenrelated to 

lack of knowledge of hepatitis and its treatment.

 
C: Planning 

 
1. Maintain adequate nutrition. 

2. Describepain and other discomforts as tolerable, and be ableto self- 

manage the treatment regimen for viral hepatitis. 



 

D: Implementation 

 
1. The usual ordered diet is a high calorie, high-protein, high- 

carbohydrate, low-fat diet. 

2. There are no restrictions on what the patient may eat, butthe focus 

is to provide a well-rounded, nutritious diet. 

3. Givethe patient antiemetic drugs as ordered. 

4.  Provide largermeals earlier in the day because nausea tends to 

increaseduring the day. 

5.  Place the patient in an upright or sitting position for meal to 

decrease abdominal discomfort. 

6.  Servemeals in a quiet, pleasing environment without unpleasant 

noise or odors that may decrease appetite. 

7. Antihistamine to decrease the itching related to bilirubin pigment 

deposits in skin. 

8. Encourage the patientnot to scratch, but to press firmly on the 

itching area. 

9.  Maintainroom temperature at a comfortable level to decrease 

perspiration,which may increase itching. 

10. Analgesics to decrease the pain related to inflammation and 

enlargement of the liver. 

11. Teach the patient the necessity of proper home 

cleanliness,including handwashing after toileting and using 

soapand hot water to clean eating utensils, cookware, and 

foodpreparation surfaces. 

 Teach the importance of avoiding alcohol and other liver-toxic 

drugs.

 
E: Evaluation 

 
1. Maintenance of body weight to within 2 pounds ofpre-illness 

weight 

2. No breaks, cuts, or tears on skin 

3. Abdominal pain or other discomfort reported as notgreater than 2 

on a 5-point scale 



 

4. The effects of hepatitis and the necessity of adequaterest, proper 

nutrition, and necessary sanitation measures can be stated. 

 

 
Liver Cirrhosis 

 
The term cirrhosis is derived from the Greek term scirrhus and is used to 

describe the orange or tawny surface of the liver. 

 
Cirrhosis is a chronic disease characterized by replacement of normal 

liver tissue with diffuse fibrosis that disrupts the structure and function of 

the liver. Cirrhosis is divided into two categories – compensated and 

decompensated. 

A: Compensated Cirrhosis 

Compensated cirrhosis means that the liver is heavily scarred but can still 

perform many important bodily functions. Many people with 

compensated cirrhosis experience few or no symptoms and can live for 

many years without serious complications. 

 
B: Decompensated Cirrhosis 

Decompensated cirrhosis means that the liver is extensively scarred and 

unable to function properly. People with decompensated cirrhosis 

eventually develop many symptoms and complications that can 

be life threatening. 

 
There are three types of cirrhosis or scarring of the liver: 

 

1. Alcoholic cirrhosis, in which the scar tissue characteristically 

surrounds the portal areas. This is most frequently caused by 

chronic alcoholism and is the most common type of cirrhosis. 

2. Postnecrotic cirrhosis, in which there are broad bands of scar 

tissue. This is a late result of a previous bout of acute viral 

hepatitis. 

3. Biliary cirrhosis, in which scarring occurs in the liver around the 

bile ducts. This type of cirrhosis usually results from chronic 

biliary obstruction and infection (cholangitis); it is much less 

common than the other two types. 



 

Pathophysiology 

1. Chronic liver failure is a progressive disease. 

2.  Healthy livercells respond to toxins such as alcohol by becoming 

inflamed. 

3. The liver cells are infiltrated with fat and whiteblood cells and are 

then replaced by fibrotic tissue. 

4. As thedisease progresses, more and more liver cells are replaced 

byfatty and scar tissue. 

5.  The lobes of the liver are disrupted andthe liver becomes hardened 

and lumpy. 

6. Early in the disease,the liver is enlarged, firm, and hard from the 

inflammatoryprocess. 

7. Later, the liver shrinks and is covered with grayconnective tissue. 
 

Causes of liver cirrhosis 

 

 Alcohol abuse.

 Fatty liver associated with obesity and diabetes.

 Chronic viral infections of the liver (hepatitis types B, C, and D; 

Hepatitis D is extremely rare).

 Blockage of the bile duct.

 Repeated bouts of heart failure with fluid backing up into the liver

 Certain inherited diseases such as, Cystic fibrosis.

Signs and Symptoms of cirrhosis 

 

Patients with cirrhosis may have few or no symptoms and signs of liver 

disease. Some of the symptoms may be nonspecific, that is, they don't 

suggest that the liver is their cause. 

 

Some of the more common symptoms and signs of cirrhosis include: 

 

 Yellowing of the skin (jaundice) due to the accumulation of 

bilirubin in the blood

 Fatigue

 Weakness

 Loss of appetite

 Itching



 

 Easy bruising from decreased production of blood clotting factors 

by the diseased liver.

 Fluid retention (edema) and swelling in the ankles, legs, and 

abdomen (often an early sign).

 A brownish or orange tint to the urine.
 Light colored stools.

 

Patients with cirrhosis also develop symptoms and signs from the 

complications of cirrhosis that are discussed next. 

 

complications of cirrhosis 

 

1. Edema and ascites,accumulation of fluid (calledascites ) causes 

swelling of the abdomen, abdominal discomfort, and increased 

weight. 

2. Spontaneous bacterial peritonitis (SBP), SBP is a life- 

threatening complication. Some patients with SBP have no 

symptoms, while others have fever, chills, abdominal pain and 

tenderness, diarrhea, and worsening ascites. 

3. Bleeding from esophageal varices 

4. Hepatic encephalopathy 

5. Hepatorenal syndrome(failure of the kidneys, 

6. Hepatopulmonary syndrome 

7. Hypersplenism 

8. Liver cancer (hepatocellular carcinoma). 

 

Other serious complications of cirrhosis of the liver include: 
 

 Kidney failure. 

 Reduced oxygen in the blood. 

 Diabetes. 

 Changes in blood counts. 
 Increased risk of infections. 

 Excessive bleeding and bruising. 

 Breast enlargement in men. 

 Premature menopause. 
 Loss of muscle mass 



 

Diagnostic Tests 

Diagnosis of cirrhosis can be suggested by the history, physical 

examination and blood tests, and can be confirmed by liver biopsy. 

 
1. Liver serum enzymes, serum bilirubin, urobilinogen, serum 

ammonia, and prothrombin times are elevated. 

2. Abdominal radiographs of patients with chronic liver failure may 

be expected to show ascites and enlargement of the liver. 

3.  If the patient is bleeding, other arterial radiological examinations 

maybe done to locate the specific source of bleeding. 

4. Liver scans may be done to show abnormal liver massesor 

thickening. 

5.  The physician may order an esophagogastroduodenoscopy (EGD) 

to detect any bleeding and to directly observe the esophagus, 

stomach, and duodenum. 

6.  Small surfacevessels that are bleeding can be treated by 

injectionsclerotherapy during the EGD. 

7.  The procedure uses sclerosingagents, which are chemical 

substances that cause theveins to inflame and scar shut. 

8. Liver biopsy to determine the extentand nature of the liver damage. 

 

 

 
Treatment 

 

 Treatment of cirrhosis is designed to prevent further damage to the 

liver, treat complications of cirrhosis, and preventing or detecting 

liver cancer early.

 

The treatment used depends on the cause of cirrhosis of the liver. 
 

 For cirrhosis caused by alcohol abuse, the person must stop 

drinking alcohol to halt the progression of cirrhosis. 

 If a person has hepatitis, the doctor may prescribe steroids or 

antiviral drugs to reduce liver cell injury. 

 For people with cirrhosis caused by autoimmune diseases, 

Wilson's disease, or hemochromatosis, the treatment varies. 



 

 Medications may be given to control the symptoms of cirrhosis. 

a. Edema (fluid retention) and ascites (fluid in the abdomen) 

are treated, in part, by reducing salt in the diet. 

b. Drugs called diuretics are used to remove excess fluid and to 

prevent edema from recurring. 

c. Diet and drug therapies can help improve the altered mental 

function that cirrhosis can cause. 

d. Laxatives such as lactulose may be given to help absorb 

toxins and speed their removal from the intestines. 

e. Liver transplantation may be needed for some people with 

severe cirrhosis. 

 
 

Nursing Process for Patient with Liver Cirrhosis 

A: Assessment 

1. A complete history and physical assessment are done. 

2. Subjective symptomsinclude: 

 Malaise. 

 Anorexia. 

 Indigestion. 

 Nausea. 

 Severe itching. 

 RUQ pain. 

3. Objective datainclude: 

 Weight loss. 

 Diarrheaor constipation, and, 

 An enlarged, firm, and tender liver. 

4. Observe the patient for: 

 Dryness and bruising of the skin. 

 Bleeding gums, anemia, jaundice, and, 

 Alterations in thought processes, such as confusion, 

disorientation, or inability to make decisions. 



 

B: Nursing Diagnosis 

 Fluid volume excess related to portal hypertension (ascites).

 Imbalanced nutrition: less than body requirements relatedto 

disinterest in food.

 Pain related to abdominal pressure.

 Risk for disturbed thought processes related to elevatedammonia 

levels.

 Risk for ineffective breathing pattern related to abnormalamounts 

of fluid in the abdomen.

 Risk for deficient fluid volume related to bleeding(esophageal 

varices, clotting disorders).

 Risk for infection related to impaired immune responses

 
C: Planning 

1. The patient will experience no fluid excess or deficit, 

2. The patients have adequate nutrition, 

3. Be able to think clearly. 

4. Breathe effectively, and be, 

5. Free of infection. 

 
D: Implementation 

Fluid Balance. 

1. Weigh the patient on admission to obtain a baseline weight. 

2. Report any weight gainor increase in girth promptly. 

3.  Monitor the patient’s lowsodiumdiet and maintain any ordered 

fluid restrictions. 

4.  Ifintravenous fluids or albumin have been ordered, the assistin 

careful monitoring of the rate of infusion. 

5.  Check the patient’svital signs every 4 hours, and report any 

evidence ofdifficulty breathing or changes in mental status 

promptly. 

6. Administer ordered diuretics as scheduled. Assist with 

aparacentesis as required. 



 

Nutrition 

1. Assess the patient’s bowel sounds, abdominaldistention, and 

evidence of bleeding at least onceevery 8 hours. 

2.  Report weight loss of more than half a poundfrom previous 

measurement. 

 
3. Offer the patient frequent, small, high-calorie meals. 

4. Offer frequent mouth care. Administer vitamins or 

other medications as ordered. 

 
Altered Thought Processes. 

1. Assess the patient’s level ofconsciousness, speech, behavior, and 

neuromuscular function frequently. 

2. Givesimple, clear explanations of care to the patient and give 

thepatient time to understand the explanation. 

3. Provide a safeenvironment for the confused or unsteady patient. 

 
Ineffective Breathing Pattern. 

1. Assess the patient’s respiratoryrate, rhythm, chest movement, and 

skin color frequently. 

2. Assist the patient in using an incentive spirometerand in coughing 

gently every 2 to 4 hours. 

3.  Elevate the headof the patient’s bed so that the patient’s lungs 

have maximumroom for expansion. 

4. Reposition the patient at leastevery 2 hours. 

5.  Avoid suctioning the patient if possible becausebleeding may 

occur. 

6. Time care to allow the patient torest and to avoid fatigue. 

 
Infection 

 Observe the patient carefully for evidence of infection. 

 Report any rise in temperature or sudden increase inpulse and 

respiratory rate. 

  Carefully evaluate laboratory studiessuch as the white blood cell 

count. 



 

  The earliest warning signs ofinfection may be subtle changes in 

the patient’s behavior, suchas sudden restlessness, an increase in 

confusion, or irritability. 

 
E: Evaluation 

The patient demonstrates the following: 

 
1. No weight gain or increase in abdominal girth. 

2. Maintenance of body weight. 

3. Alert and oriented demeanor. 

4. Respiratory rate between 16 and 20 respirations perminute with no 

cyanosis or changes in level of consciousness. 

5. No bleeding, infection, or injuries. 

6. Accurate knowledge of chronic liver failure and properdisease 

management requirements. 

 
DISORDERS OF THE GALLBLADDER 

 
Cholecystitis, Cholelithiasis, and Choledocholithiasis 

Cholecystitis: is an inflammation of the gallbladder. 

 It is most often a response to obstruction of the common bile duct 

resulting in edema and inflammation.

 Often bacteria invade the bile and add to the inflammation and 

irritation of the gallbladder.

 Chronic cholecystitis may be the result of repeated attacks of acute 

cholecystitis or chronic irritation from gallstones.

 The gallbladder becomes fibrotic and thickened and does not 

empty easily or completely.

 
Cholelithiasis: refers to gallstones in gallbladder. 



 

Choledocholithiasis:refers to gallstones in the common bile duct. 

 
 Although the exact cause of gallstones is unknown, one theory 

suggests that cholesterol may supersaturate the bile in the 

gallbladder.

 Another type of gallstone is a pigment stone. Pigment stones 

appear to be composed of calcium bilirubinate, which occurs when 

free bilirubin combines with calcium.

 
Etiology and Incidence 

 
1. Pooling, or stasis, of bile within the gallbladder appears to 

contribute to the formation of stones. 

2. Stasis may be caused by a decreased gallbladder emptying rate or a 

partial obstruction in the common duct. 

3. Excessive cholesterol intake combined with a sedentary lifestyle is 

linked with an increased incidence of cholelithiasis. 

4. Some low-fat diets have been linked to cholelithiasis because the 

diet appears to free cholesterol from body tissues; the cholesterol 

then crystallizes in the gallbladder before it is excreted. 

5. Further, a family history of cholelithiasis, obesity, diabetes 

mellitus, pregnancy, some hemolytic blood disorders, and bowel 

disorders such as Crohn’s disease have also been linked to a higher 

incidence of cholelithiasis. 

6. Women between ages 20 and 50 are about three times more likely 

to have gallstones than men. After age 50, the rate of gallstones is 

about the same for men and women. 

7. The incidence of gallstones increases with age. 

 
Signs and Symptoms 

1. An elevated temperature, Pulse and respirations. 

2. Vomiting. 

3. Jaundice. 

4. Patient complaints of epigastric pain. 

5. RUQ tenderness. 

6. Nausea and indigestion. 



 

7. The patient may have a positive Murphy’s sign, which is the 

inability to take a deep breath when an examiner’s fingers are 

pressed below the liver margin. 

8. The epigastric pain caused by cholelithiasis may also be called 

biliary colic. 

9. The pain is a steady, aching, severe pain in the epigastrium and 

RUQ that may radiate back to behind the right scapula or to the 

right shoulder. 

10. The pain usually begins suddenly after a fatty meal and lasts for 

1 to 3hours. If the pain is caused by a stone in the common 

bile.11. Heartburn, indigestion, and flatulence are more 

common with chronic cholecystitis. 

 
Diagnostic Tests 

 
1. The patient may have an elevated white blood cell count (normal: 

5,000 to 10,000 cells per mm3). 

2. The serum amylase levels may be elevated (normal: 59 to 190 

IU/L) if the pancreas is involved or if there is a stone in the 

common duct. 

3. An abdominal x-ray examination is done to determine whether the 

gallstone is primarily calcium. 

4. Further radiological examinations may include an oral 

cholecystography. 

5. The patient is given a contrast medium either by mouth or 

intravenously. 

6. Radiographs then show the presence of gallstones. 

7. Oral cholecystography is not used with patients who are jaundiced 

because the liver cannot transport the contrast medium to the 

obstructed gallbladder. 

8. Sonograms can detect stones and may be able to determine whether 

the walls of the gallbladder have thickened. 



 

Medical Treatment 

 
1. Pain control by: 

 Using opioid analgesics. The analgesic agent most often 

ordered is meperidine hydrochloride because morphine sulfate 

is believed to cause spasms of the gallbladder, biliary ducts, 

and the sphincter of Oddi. 

 Antispasmodics or anticholinergic drugs such as propantheline 

bromide (Pro-Banthine) and dicyclomine hydrochloride 

(Bentyl) may be ordered to decrease the biliary colic. 

 
1. Antiemetic such as prochlorperazine (Compazine) fornausea and 

vomiting. 

2. Patients are placed on high-protein; low-fat diets after the nausea 

and vomiting subside. 

3. Prevention of infection. 

4. Maintenance of fluid and electrolyte balance. 

5. The surgical procedure may be cholecystectomy via laparoscopy 

or a traditional cholecystectomy. 

 
 Calcium-based stones are less responsive to medical treatments. 

 
 Cholesterol stones are highly responsive to medical therapy. 

 
Complications 

 
1. Necrosis or perforation of the gallbladder, empyema (a collection 

of purulent drainage in the gallbladder), fistulas, and 

adenocarcinoma of the gallbladder. 

2. A major complication of choledocholithiasis is acute pancreatitis if 

the pancreatic duct is obstructed. 



 

Nursing Process 

A: Assessment 

Objective data 

1. An elevated temperature, Pulse and respirations. 

2. Vomiting. 

3. Jaundice. 

Subjective data 

1. Epigastria pain 

2. RUQ tenderness 

3. Nausea and indigestion. 

 
B: Nursing Diagnosis 

 
 Pain related to biliary colic. 

 Risk for deficient fluid volume related to anorexia, nausea, 

vomiting, or excessive tube drainage. 

 Risk for impaired skin integrity related to surgical incision and T- 

tube drainage 

 Risk for ineffective breathing pattern related to abdominal incision. 

 
C: Planning 

 
1. Pain management so that biliary colic is tolerable, 

2. Management of the nausea and vomiting to prevent excessive fluid 

loss, 

3. Management of the surgical incision to prevent infection or tissue 

damage from drainage, and close monitoring to detect and treat 

any infection. 

 
D: Implementation 

 
1. The pain should be controlled at not more than 2 on a pain scale 

of0 to 5. 



 

2. Give antispasmodics or anticholinergics as ordered. 

3. Place the patient is placed in a position of comfort and provides 

support. 

4. Give antiemeticas needed. 

5. Frequently assess for the return of bowel sounds and passage of 

flatus. 

6. After the nasogastric tube is removed, the patient is slowly 

reintroduced to a solid diet, usually high protein and low fat. 

7. Change the patient’s position frequently. Encourage the patient to 

stay in a low semi-Fowler’s position as much as possible. 

8. Change dressings frequently to protect the skin around the incision 

site. 

9. Inspect the patient’s skin and the sclera of the eyes frequently for 

jaundice. 

10. Report patient complaints of excessive itching. 

 
E: Evaluation 

 
The patient exhibits the following: 

1. Reports pain not greater than 2 on a pain scale of 0 to 5 or pain that 

is tolerable 

2. No weight loss, urinary output greater than 50 mL/h,moist mucous 

membranes, elastic skin turgor, and nocomplaints of excessive 

thirst. 

3. Intact skin with no warmth, redness, swelling, or purulent drainage 

at the wound site; no jaundice or complaints of itching. 

4. Clear breath sounds and a normal white blood cell Count 



 

Chapter VIII: Nursing Care for Patients with endocrine system 

disorders 

Outlines 

8.1. Nursing management for patients with diabetes mellitus. 

8.2. Nursing management for patient with the followings 

8.2.1.Hyperthyroidism. 

8.2.2. Hypothyroidism. 

8.2.3. Hypo and hyper parathyroid disorders. 

Learning Objectives 

At the end of this chapter, the student should be able to: 

 
 Differentiate between type 1 and type 2 diabetes. 

 Describe etiologic factors associated with diabetes. 

 Relate the clinical manifestations of diabetes to the associated 

pathophysiologic alterations. 

 Identify the diagnostic and clinical significance of blood glucose 

test results. 

 Explain the dietary modifications used for management of people 

with diabetes. 

 Describe the relationships among diet, exercise, and medication (ie, 

insulin or oral antidiabetic agents) for people with diabetes. 

 Develop a plan for teaching insulin self-management. 

 Discuss the causes, signs and symptoms, diagnostic procedures, 

treatment, and nursing management for patient with: 

 Hyperthyroidism 

 Hypothyroidism 

 Hypo and hyperparathyroidism 



 

Diabetes mellitus 

 
Diabetes mellitus is a group of metabolic diseases characterized by 

increased levels of glucose in the blood (hyperglycemia) resulting from 

defects in insulin secretion, insulin action, or both 

 

Diabetes mellitus occurs when the pancreas doesn't make enough or any 

of the hormone insulin, or when the insulin produced doesn't work 

effectively. In diabetes, this causes the level of glucose in the blood to be 

too high. 
 

1. Type 1 diabetes the cells in the pancreas that make insulin are 

destroyed, causing a severe lack of insulin. This is thought to be the result 

of the body attacking and destroying its own cells in the pancreas - 

known as an autoimmune reaction. 
 

It's not clear why this happens, but a number of explanations and possible 

triggers of this reaction have been proposed. These include: 
 

 infection with a specific virus or bacteria;

 exposure to food-borne chemical toxins; and

 exposure as a very young infant to cow's milk, where an as yet 

unidentified component of this triggers the autoimmune reaction in 

the body.
 

However, these are only hypotheses and are by no means proven causes. 
 

2. Type 2 diabetes is believed to develop when: 
 

 the receptors on cells in the body that normally respond to the 

action of insulin fail to be stimulated by it - this is known as insulin 

resistance. In response to this more insulin may be produced, and 

this over-production exhausts the insulin-manufacturing cells in the 

pancreas;

 there is simply insufficient insulin available; and

 the insulin that is available may be abnormal and therefore doesn't 

work properly.
 

3. Gestational diabetes mellitus (GDM): is any degree of glucose 

intolerance with its onset during pregnancy 



 

Onset during pregnancy, usually in the second or third trimester 

Due to hormones secreted by the placenta, which inhibit the action of 

insulin. 

Above-normal risk for perinatal complications, especially macrosomia 

(abnormally large babies) 

Treated with diet and, if needed, insulin to strictly maintain normal blood 

glucose levels 

Occurs in about 2–5% of all pregnancies 

Glucose intolerance transitory but may recur: 
 

 In subsequent pregnancies

 30–40% will develop overt diabetes (usually type 2) within 10 

years (especially if obese)

 Risk factors include:

a. obesity, 

b. age older than 30 y, 

c. family history of diabetes, 

d. previous large babies (>9 lb) 
 

Screening tests (glucose challenge test) should be performed on all 

pregnant women between 24 and 28 wk gestation 
 

Risk Factors for Diabetes Mellitus 
 

 Family history of diabetes (i.e., parents or siblings with diabetes)

 Obesity ( ≥20% over desired body weight or BMI ≥27 kg/m
2
)

 Race/ethnicity (e.g., African Americans, Hispanic Americans, 

Native Americans, Asian Americans, Pacific Islanders)

 Age ≥45 y

 Previously identified impaired fasting glucose or impaired glucose 

tolerance

 Hypertension (≥140/90 mm Hg)
 HDL cholesterol level ≤35 mg/dL (0.90 mmol/L) and/or 

triglyceride level ≥250 mg/dL (2.8 mmol/L)

 History of gestational diabetes or delivery of babies over 9 lb

 

Signs and Symptoms of Diabetes Mellitus 
 

Classic clinical manifestations of all types of diabetes include the “three 

Ps”: 

 

1. polyuria (increased urination) 



 

2. polydipsia, (increased thirst) , occur as a result of the excess loss 

of fluid associated with osmotic diuresis. 

3. polyphagia. (increased appetite) , resulting from the catabolic state 

induced by insulin deficiency and the breakdown of proteins and 

fats. 

 Other symptoms include:

 
f. fatigue and weakness, 

g. sudden vision changes, 

h. tingling or numbness in hands or feet, 

i. dry skin, skin lesions or wounds that are slow to heal, and, 

j. recurrent infections. 

k. The onset of type 1 diabetes may also be associated with 

sudden weight loss or nausea, vomiting, or abdominal pains, 

if DKA has developed. 

 

Diagnoses 

 
1. The fasting blood glucose (sugar) test is the preferred way to 

diagnose diabetes. It is done after the person has fasted overnight 

(at least 8 hours). 

 

 Normal fasting plasma glucose levels are less than 100 milligrams 

per deciliter (mg/dl).

 Fasting plasma glucose levels of more than 126 mg/dl on two or 

more tests on different days indicate diabetes.

 A random blood glucose test can also be used to diagnose diabetes. 

A blood glucose level of 200 mg/dl or higher indicates diabetes.

 

2. The oral glucose tolerance test. 

 
The procedure: 

 The person fasts overnight (at least eight but not more than 16 

hours).

 Then first, the fasting plasma glucose is tested.

 After this test, the person receives 75 grams of glucose.



 

 Blood samples are taken at specific intervals to measure the blood 

glucose.

 Oral glucose tolerance test measures blood glucose levels five 

times over a period of three hours.

 In a person without diabetes, the glucose levels rise and then fall 

quickly. In someone with diabetes, glucose levels rise higher than 

normal and fail to come back down as fast.

 

Normal and Target Blood Glucose Ranges 

Normal Blood Glucose Levels in People Who Do Not Have Diabetes 

Upon waking-fasting 70 to 99 mg/dL 

After meals 70 to 140 mg/dL 

Target Blood Glucose Levels in People Who Have Diabetes 

Before meals 70 to 130 mg/dL 

1 to 2 hours after the start of a 

meal 

 

below 180 mg/dL 

 

Source: American Diabetes Association. Standards of Medical Care in Diabetes- 

2008. Diabetes Care. 2008;31:S12-S54. 

 

Management of Diabetes 
 

Diabetes management has five components : 
 

1. Nutritional therapy 

 

a. Providing all the essential food constituents (eg, vitamins, 

minerals) necessary for optimal nutrition. 

b. Meeting energy needs. 



 

c. Achieving and maintaining a reasonable weight. 

d. Preventing wide daily fluctuations in blood glucose levels, with 

blood glucose levels as close to normal as is safe and practical to 

prevent or reduce the risk for complications. 

e. Decreasing serum lipid levels, if elevated, to reduce the risk for 

macrovascular disease. 

2. Exercise 

benefits of exercise 

a. lowering blood glucose and reducing cardiovascular risk factors. 
b. Exercise lowers blood glucose levels by increasing the uptake of 

glucose by body muscles and by improving insulin utilization. 

c.  improves circulation and muscle tone. Resistance (strength) 

training, such as weight lifting, can increase lean muscle mass, 

thereby increasing the resting metabolic rate. 

 

 

General Precautions for Exercise 
 

 Use proper footwear and, if appropriate, other protective 

equipment. 

 Avoid exercise in extreme heat or cold. 

 Inspect feet daily after exercise. 

 Avoid exercise during periods of poor metabolic control. 
 

3. Monitoring, Self-Monitoring of Blood Glucose 

SMBG performance include: 

 visual acuity. 

 fine motor coordination. 

 cognitive ability, 

 comfort with technology and willingness to use it. 

4. Pharmacologic therapy. 
 

 Insulin Therapy and Insulin Preparations 

In type 1 diabetes, exogenous insulin must be administered for life 

because the body loses the ability to produce insulin. 



 

Categories of Insulin 

A. Short-acting insulins, called regular insulin (marked R on the 

bottle), have an onset of 30 minutes to 1 hour; peak, 2 to 3 hours; 

and duration, 4 to 6 hours. 

 Regular insulin is a clear solution and is usually administered 20 to 

30 minutes before a meal, either alone or in combination with a 

longer-acting insulin. 

 Regular insulin is the only insulin approved for IV use. Humulin R, 

Iletin Regular, and Novolin R are examples of regular insulin. 

 
B. Intermediate-acting insulins, called NPH insulin (neutral 

protamine Hagedorn) or Lente insulin, have an onset of 3 to 4 

hours; peak, 4 to 12 hours; and duration, 16 to 20 hours. 

 Intermediate-acting insulins, which are similar in their time 

course of action, appear white and cloudy. 

 If NPH or Lente insulin is taken alone, it is not crucial that 

it be taken 30 minutes before the meal. 

 However, it is important that patients eat some food around 

the time of the onset and peak of these insulins. 

 Humulin N, Iletin NPH, and Novolin N are examples of 

NPH insulins, and Humulin L, Iletin L, and Novolin L are 

examples of Lenteinsulins. 

C. Long-acting insulin, such as HumulinUltralente insulin, has a 

long, slow, sustained action rather than sharp, definite peaks in 

action. The onset of long-acting insulin is 6 to 8 hours; peak, 12 to 

16 hours; and duration, 20 to 30 hours. 



 

 

Oral Antidiabetic Agents 
 

Oral antidiabetic agents may be effective for patients who have type 2 

diabetes that cannot be treated effectively with MNT and exercise alone 

Examples 

 Sulfonylureas 

The sulfonylureas exert their primary action by directly stimulating the 

pancreas to secrete insulin 

 Thiazolidinediones 

Rosiglitazone (Avandia) and pioglitazone (Actos) are oral antidiabetic 

medications categorized as thiazolidinediones (TZDs). They are indicated 

for patients with type 2 diabetes who take insulin injections and whose 

blood glucose control is inadequate. These medications may impair liver 

function; therefore, liver function studies must be performed 

 

5. Education 

a. Patients must learn daily self-care skills to prevent acute 

fluctuations in blood glucose. 

b. Patients must also incorporate into their lifestyle many preventive 

behaviors for avoidance of long-term diabetic complications. 

c. Patients must become knowledgeable about nutrition, medication 

effects and side effects, exercise, disease progression, prevention 

strategies, blood glucose monitoring techniques, and medication 

adjustment. 

d.  In addition, Patients must learn the skills associated with 

monitoring and managing diabetes and must incorporate many 

new activities into their daily routines. 



 

Hypoglycemia 

 
Hypoglycemia (abnormally low blood glucose level) occurs when the 

blood glucose falls to less than 50 to 60 mg/dL (2.7 to 3.3 mmol/L). 

Causes: 

1. too much insulin or oral hypoglycemic agents. 

2. too little food, 

3. excessive physical activity. 

4. Hypoglycemia may occur at any time of the day or night. It 

often occurs before meals, especially if meals are delayed or 

snacks are omitted. 

 
hypoglycemia is a particular concern for many reasons: 

 
 Elderly people frequently live alone and may not recognize the 

symptoms of hypoglycemia.

 With decreasing renal function, it takes longer for oral 

hypoglycemic agents to be excreted by the kidneys.

 Skipping meals may occur because of decreased appetite or 

financial limitations.

 Decreased visual acuity may lead to errors in insulin 

administration.

 

Signs and Symptoms 

In mild hypoglycemia 

 Sweating.

 Tremor.

 Tachycardia.



 

 Palpitation.

 nervousness, and hunger.

 
In moderate hypoglycemia 

 

 Inability to concentrate.

 Headache.

 Lightheadedness, confusion, memory lapses.

 Numbness of the lips and tongue, slurred speech.

 Impaired coordination.

 Emotional changes, irrational or combative behavior.

 Double vision, and drowsiness.

In severe hypoglycemia 

 Disoriented behavior.

 Seizures.

 difficulty arousing from sleep, or

 loss of consciousness.

Complications 

 
1. Seizure 

2. Loss of consciousness 

3. Death, primarily in those with diabetes 

 

Management 

Immediate treatment must be given when hypoglycemia occurs. The 

usual recommendation is for 15 g of a fast-acting concentrated source of 

carbohydrate such as the following, given orally: 

 Three or four commercially prepared glucose tablets

 4 to 6 oz of fruit juice or regular soda

 6 to 10 hard candies

 2 to 3 teaspoons of sugar or honey



 

Nursing Process for patients With Diabetes Mellitus 

A: Assessment 

1. The history and physical assessment focus on the signs and 

symptoms of prolonged hyperglycemia and on physical, social, and 

emotional factors that may affect the patient's ability to learn and 

perform diabetes self-care activities. 

2. assessed for physical factors that may impair his or her ability to 

learn or perform self-care skills, such as, Visual deficits, Deficits in 

motor coordination, and typical daily schedule. 

B: Diagnosis 
 

 Risk for fluid volume deficit related to polyuria and dehydration

 Imbalanced nutrition related to imbalance of insulin, food, and 

physical activity

 Deficient knowledge about diabetes self-care skills/information

 Potential self-care deficit related to physical impairments or social 

factors

 Anxiety related to loss of control, fear of inability to manage 

diabetes, misinformation related to diabetes, fear of diabetes 

complications.
 

C: Planning and Goals 

 

1. maintenance of fluid and electrolyte balance, 

2. optimal control of blood glucose levels, 

3. reversal of weight loss, 

4. ability to perform diabetes survival skills and self-care activities, 

decreased anxiety, and, 

5. absence of complications. 

D: Nursing Interventions 

 

1. Maintaining Fluid and Electrolyte Balance 
 

 Intake and output are measured. 

 IV fluids and electrolytes are administered as prescribed, and 
 Oral fluid intake is encouraged when it is permitted. 



 

2. Improving Nutritional Intake 

a. An appropriate caloric intake allows the patient to achieve and 

Maintain the desired body weight. 

b. The patient is encouraged to eat full meals and snacks as 

prescribed in the diet prescription. 

c. Arrangements may be made with the dietitian for extra snacks 

before increased physical activity. 

 
6. Emotional support to reduce anxiety. 

7. Monitoring and Managing Potential Complications 

 
 Fluid Overload 

 Hypokalemia 

 Hypoglycemia 

 
E: Evaluation 

 

1. Achieves fluid and electrolyte balance: 

a. Demonstrates intake and output balance 

b. Exhibits electrolyte values within normal limits 

c. Exhibits vital signs that remain stable, with resolution of 

orthostatic hypotension and tachycardia 

2. Achieves metabolic balance: 

a. Avoids extremes of glucose levels (hypoglycemia or 

hyperglycemia) 

b. Exhibits glucose levels within target range with minimal 

episodes of hypoglycemia 

3. Demonstrates/verbalizes diabetes survival skills. 

4. Absence of complications: 

a. Exhibits normal cardiac rate and rhythm and normal breath 

sounds 

b. Exhibits no jugular venous distention 

c. Exhibits blood glucose and urine ketone levels within target 

range 

d. Exhibits no manifestations of hypoglycemia or 

hyperglycemia 



 

e. Shows improved mental status without signs of cerebral 

edema. 

 

 

Hyperthyroidism. 

 Hyperthyroidism is a condition in which an overactive thyroid 

gland is producing an excessive amount of thyroid hormones that 

circulate in the blood.

 Graves' disease, the most common type of hyperthyroidism, results 

from an excessive output of thyroid hormones caused by abnormal 

stimulation of the thyroid gland by circulating immunoglobulins.

 Thyrotoxicosis is a toxic condition that is caused by an excess of 

thyroid hormones from any cause.

 

Causes of hyperthyroidism 

Some common causes of hyperthyroidism include: 

 
1. Graves' Disease. 

 

2. Functioning adenoma ("hot nodule") and toxic multi-nodular goiter 

(TMNG) . 

3. Excessive intake of thyroid hormones . 
 

4. Abnormal secretion of TSH . 
 

5. Thyroiditis (inflammation of the thyroid gland) . 
 

6. Excessive iodine intake. 
 

Graves' Disease 

 
Graves' disease, a condition named for an Irish doctor who first 

described the condition. This condition can be summarized by noting that 

an enlarged thyroid (enlarged thyroids are called goiters)is producing 

way too much thyroid hormone. (Remember that only a small percentage 

of goiters produce too much thyroid hormone; the majority of thyroid 



 

goiters actually become large because they are not producing enough 

thyroid hormone.) 

There are actually three distinct parts of Graves' disease: 

 

1. over activity of the thyroid gland (hyperthyroidism) 

2. inflammation of the tissues around the eyes, causing swelling. 

3. thickening of the skin over the lower legs (pretibial myxedema). 

 

Signs &Symptoms 

 Palpitations. 

 Heat intolerance. 

 Nervousness. 

 Insomnia. 

 Breathlessness. 

 Increased bowel movements. 

 Light or absent menstrual periods. 

 Fatigue. 

 Fast heart rate. 

 Trembling hands. 

 Weight loss. 

 Muscle weakness. 

 Warm moist skin. 

 Hair loss. 

 Staring gaze. 

 

Diagnosis of hyperthyroidism 

Hyperthyroidism can be suspected in patients with: 

 
 tremors, 

 

 excessive sweating, 
 

 smooth velvety skin, 
 

 fine hair, 



 

 a rapid heart rate, and 
 

 an enlarged thyroid gland. 
 

 the diagnosis is made on the basis of the symptoms, 
 

o a decrease in serum TSH. 

o increased free T4, and , 

o an increase in radioactive iodine uptake. 
 

Treatment 

Pharmacologic Therapy 

Two forms of pharmacotherapy are available for treating hyperthyroidism 

and controlling excessive thyroid activity: 

1. use of irradiation by administration of the radioisotope iodine for 

destructive effects on the thyroid gland and, 

2. antithyroid medications that interfere with the synthesis of thyroid 

hormones and other agents that control manifestations of 

hyperthyroidism. 

 Propylthiouracil (PTU), Blocks synthesis of 

hormones(conversion of T3 to T4). 

 Methimazole, Blocks synthesis of thyroid hormone. 

 Dexamethasone, Suppresses release of thyroid hormone. 

 propranolol and digitalis may be prescribed to treat cardiac 

symptoms. 

Note 

Patients receiving these medications should be observed for the 

development of goiter and should be cautioned against use of over-the- 

counter medications that contain iodides and can increase the response to 

iodide therapy. Cough medications, expectorants, bronchodilators, and 

salt substitutes may contain iodide and should be avoided by the patient 

receiving iodide therapy. 



 

A. Surgical treatment 

 in patients with large goiters, or in patients who are unable to take 

antithyroid agents. Surgery for treatment of hyperthyroidism is 

performed soon after the thyroid function has returned to normal (4 

to 6 weeks). 

 The surgical removal of about five sixths of the thyroid tissue 

(subtotal thyroidectomy) reliably results in a prolonged remission 

in most patients with exophthalmic goiter. 

 

Nursing Process for Patient With Hyperthyroidism 

A: Assessment 

1. assesse the patient's nutritional status and the presence of symptoms. 

Symptoms related to excessive nervous system output and changes in 

vision and appearance of the eyes are noted. 

2. assesses and monitors the patient's cardiac status, including heart rate, 

blood pressure, heart sounds, and peripheral pulses. 

3. assess the emotional state and psychological status . 

B: Diagnosis 

 

 Imbalanced nutrition, less than body requirements, related to 

exaggerated metabolic rate, excessive appetite, and increased 

gastrointestinal activity 

 Ineffective coping related to irritability, hyperexcitability, 

apprehension, and emotional instability 

 Low self-esteem related to changes in appearance, excessive 

appetite, and weight loss 

 Altered body temperature 

 

 
C: Planning and Goals 

1. Improved nutritional status. 

2. Improved coping ability. 

3. Improved self-esteem. 



 

4. Maintenance of normal body temperature, and , 

5. Absence of complications. 

 
D: Nursing Interventions 

1. Improving Nutritional Status 

 
a. Advice patient and family to several well-balanced 

meals of small size, even up to six meals a day. 

b. To reduce diarrhea, highly seasoned foods and 

stimulants such as coffee, tea, cola, and alcohol are 

discouraged. 

c. High-calorie, high-protein foods are encouraged. 

 
2. Enhancing Coping Measures 

 
a. use a calm, unhurried approach with the patient. 

b. Stressful experiences are minimized 

c. The environment is kept quiet and uncluttered. Noises, 

such as loud music, conversation, and equipment 

alarms, are minimized. 

 
3. Improving Self-Esteem 

 
4. Adjust the room temperature to maintaining normal body 

temperature. 

5. Monitoring and Managing Potential Complications. 

 
a. Cardiac and respiratory function are assessed by 

measuring vital signs and cardiac output, 

electrocardiographic (ECG) monitoring, arterial blood 

gases, and pulse oximetry. 

b. Oxygen is administered to prevent hypoxia, to 

improve tissue oxygenation, and to meet the high 

metabolic demands. 

c. IV fluids may be necessary to maintain blood glucose 

levels and to replace lost fluids. 



 

 

E: Evaluation 

 

1. Improves nutritional status 

a. Reports adequate dietary intake and decreased hunger. 

b. Avoids use of alcohol and other stimulants. 

c. Reports decreased episodes of diarrhea. 

2. Demonstrates effective coping methods in dealing with family, 

friends, and coworkers. 

a. Explains reasons for irritability and emotional instability 

b. Avoids stressful situations, events, and people 

c. Participates in relaxing, non-stressful activities. 

3. Achieves increased self-esteem 

a. Verbalizes feelings about self and illness 

b. Describes feelings of frustration and loss of control 

c. Describes reasons for increased appetite 

4. Maintains normal body temperature 

5. Absence of complications: 

a. Has serum thyroid hormone and TSH levels within normal 

limits 

b. Identifies signs and symptoms of thyroid storm and 

hypothyroidism 

c. Has vital signs and results of ECG, arterial blood gases, and 

pulse oximetry within normal limits 

d. States importance of regular follow-up and lifelong 

maintenance of prescribed therapy 

 

 
Hypothyroidism 

 Hypothyroidism is a condition characterized by abnormally 

low thyroid hormone production. 

 There are many disorders that result in hypothyroidism. 

 These disorders may directly or indirectly involve the thyroid 

gland. 



 

 Because thyroid hormone affects growth, development, and 

many cellular processes, inadequate thyroid hormone has 

widespread consequences for the body. 

 Hypothyroidism results from suboptimal levels of thyroid 

hormone. 

 Thyroid deficiency can affect all body functions and can range 

from mild, subclinical forms to myxedema, an advanced form 

 
Causes of Hypothyroidism 

 

1. Autoimmune disease (Hashimoto's thyroiditis, post–Graves' 

disease) 

2. Atrophy of thyroid gland with aging 

3. Therapy for hyperthyroidism 

 

 Radioactive iodine . 

 Thyroidectomy 

 

4. Medications 

 

 Lithium. 

 Iodine compounds. 

 Antithyroid medications 

 

5. Radiation to head and neck for treatment of head and neck cancers, 

lymphoma 

6. Infiltrative diseases of the thyroid (amyloidosis, scleroderma, 

lymphoma) 

7. Iodine deficiency and iodine excess 

 

Medical Management 

Synthetic levothyroxine (Synthroid or Levothroid) is the preferred 

preparation for treating hypothyroidism and suppressing nontoxic goiters. 

Note 

The nurse must monitor for myocardial ischemia or infarction, which can 

occur in response to therapy in patients with severe, long-standing 

hypothyroidism or myxedema coma. The nurse must also be alert for 



 

signs of angina, especially during the early phase of treatment; if 

detected, it must be reported and treated at once to avoid a fatal 

myocardial infarction. 

 

Plan of Nursing Care: Care of the Patient With Hypothyroidism 

A: Assessment 

Health history 

Physical examination 

B: Diagnosis 

Activity intolerance related to fatigue and depressed cognitive process 

Risk for imbalanced body temperature. 

Constipation related to depressed gastrointestinal function. 

Deficient knowledge about the therapeutic regimen for lifelong thyroid 

replacement therapy. 

Ineffective breathing pattern related to depressed ventilation. 

Disturbed thought processes related to depressed metabolism and altered 

cardiovascular and respiratory status. 

C: Planning and goals 

1. Increased participation in activities and increased independence. 

2. Maintenance of normal body temperature. 

3. Return of normal bowel function. 

4. Knowledge and acceptance of the prescribed therapeutic regimen. 

5. Improved respiratory status and maintenance of normal breathing 

pattern. 

6. Improved thought processes. 



 

D: Implementation 

1. Promote independence in self-care activities. Space activities to 

promote rest and exercise as tolerated. 

2. Monitor patient's response to increasing activities. 

3. Provide extra layer of clothing or extra blanket. 

4. Avoid and discourage use of external heat source (eg, heating pads, 

electric or warming blankets). 

5. Protect from exposure to cold and drafts. 

6. Encourage increased fluid intake within limits of fluid restriction, 

Provide foods high in fiber, foods with high water content. 

7. Explain rationale for thyroid hormone replacement. 

8. Explain the necessity for long-term follow-up to patient and family. 

9. Monitor respiratory rate, depth, pattern, pulse oximetry, and arterial 

blood gases. 

10. Encourage deep breathing, coughing, and use of incentive spirometry. 

11. Orient patient to time, place, date, and events around him or her. 

 

 
Hyperparathyroidism 

 

Hyperparathyroidism, which is caused by overproduction of 

parathormone by the parathyroid glands, is characterized by bone 

decalcification and the development of renal calculi (kidney stones) 

containing calcium. 

 Primary hyperparathyroidism occurs two to four times more 

often in women than in men and is most common in people 

between 60 and 70 years of age. The disorder is rare in children 

younger than15 years of age, but the incidence increases tenfold 



 

between the ages of 15 and 65 years. Half of the people diagnosed 

with hyperparathyroidism do not have symptoms. 

 Secondary hyperparathyroidism, with manifestations similar to 

those of primary hyperparathyroidism, occurs in patients who have 

chronic renal failure and so-called renal rickets as a result of 

phosphorus retention, increased stimulation of the parathyroid 

glands, and increased parathormone secretion. 

 

Clinical Manifestations 

1. The patient may have no symptoms. 

2. Apathy. 

3. Fatigue, muscle weakness. 

4. Nausea, vomiting, constipation. 

5. Hypertension, and cardiac dysrhythmias may occur. 

6. Irritability and neurosis to psychoses caused by the direct effect of 

calcium on the brain and nervous system. 

Diagnostic Findings 

1. persistent elevation of serum calcium levels and an elevated 

concentration of parathormone. 

2. x-ray or bone scans. 

3. The double-antibody parathyroid hormone test is used to distinguish 

between primary hyperparathyroidism and malignancy as a cause of 

hypercalcemia. 

4. Ultrasound, MRI, thallium scan, and fine-needle biopsy have been used 

to evaluate the function of the parathyroids and to localize parathyroid 

cysts, adenomas, or hyperplasia. 



 

Medical Management, which include: 

 
1. Hydration Therapy 

a. patients with hyperparathyroidism are at risk for renal calculi. 

Therefore, a daily fluid intake of 2000 mL or more is encouraged to help 

prevent calculus formation' 

b. Cranberry juice is suggested, because it may lower the urinary pH. 

c. Thiazide diuretics are avoided, because they decrease the renal 

excretion of calcium and further elevate serum calcium levels. 

d. avoid dehydration. 

 
2. walking or use of a rocking chair for those with limited mobility, is 

encouraged as much as possible, because bones that are subjected to 

normal stress give up less calcium. 

 
3. the patient is advised to avoid a diet with restricted or excess calcium. 

4. improve the appetite and prevent constipation. 

 
Hypoparathyroidism 

 
The most common cause of hypoparathyroidism is inadequate secretion 

of parathormone after interruption of the blood supply or surgical 

removal of parathyroid gland tissue during thyroidectomy, 

parathyroidectomy, or radical neck dissection. 

 

 
Clinical Manifestations 

 
1. Tetany is a general muscle hypertonia.( numbness, tingling, and cramps 

in the extremities, and the patient complains of stiffness in the hands and 

feet) 

2. anxiety, irritability, depression, and even delirium. 

3. ECG changes and hypotension also may occur. 



 

Diagnostic Findings 

1. Trousseau's signis positive when carpopedal spasm is induced by 

occluding the blood flow to the arm for 3 minutes with a blood pressure 

cuff. 

2. Chvostek's signis positive when a sharp tapping over the facial nerve 

just in front of the parotid gland and anterior to the ear causes spasm or 

twitching of the mouth, nose, and eye. 

3. X-rays of bone show increased density. 

4. Calcification is detected on x-rays . 

Medical Management 

 
The goal of therapy is to increase the serum calcium level to 9 to 10 

mg/dL (2.2 to 2.5 mmol/L) and to eliminate the symptoms of 

hypoparathyroidism and hypocalcemia. When hypocalcemia and tetany 

occur after a thyroidectomy: 

 
1. the immediate treatment is administration of IV calcium gluconate. 

2. If this does not decrease neuromuscular irritability and seizure activity 

immediately, sedative agents such as pentobarbital may be administered. 

3. Parenteral parathormone can be administered to treat acute 

hypoparathyroidism. 

4. A diet high in calcium and low in phosphorus is prescribed. 

5. Although milk, milk products, and egg yolk are high in calcium, they 

are restricted because they also contain high levels of phosphorus. 

6. Variable dosages of a vitamin D preparation are usually required and 

enhance calcium absorption from the gastrointestinal tract 



 

Chapter IX: Nursing management for patients with blood disorders. 

Outline 

Compositions of blood 

Diagnostic tests for blood disease. 

Anemia. 

Leukemia. 

Hodgkin's disease. 

Hemorrhagic disorder. 

 

 
Learning Objectives 

At the end of this chapter, the student should be able: 

1. Describe the components of blood. 

2. Discuss the diagnostic tests for blood diseases. 

3. Describe the types, pathophysiology, manifestations, and managements 

of anemia, leukemia, hemophilia, and Hodgkin's disease. 

4. Utilize nursing care plan for patient with hemorrhagic disorders. 

 

Blood and its contents. 

Composition of the blood 

 Blood is unique. It’s the only fluid tissue that appears to be thick, 

homogenous liquid. Essentially blood is a complex connective 

tissue.

 Blood is a complex connective tissue. It is the only fluid tissue.

 Volume: 5 to 6 liters or 6 quarts.

 Taste: metallic.

 Color: Varies from scarlet (Oxygen rich) to a dull red (oxygen 

poor).

 It is heavier than water and five times thicker.



 

 PH: is slightly alkaline: 7.35-7.45.

 Temperature; 38ºC or 100.4º F

 Blood account about 8% of body weight.

 During centrifuge, heavy elements are packed down and the 

plasma rises to the top.

At the bottom 

 Most of the reddish mass at the bottom of the tube consists of 

erythrocytes (RBC).

 There is a thin whitish layer called the Buffy coat at the junction 

between the formed elements and plasma which contains:

a. Leukocytes (WBC). Its function is to protect the body against 

infection. 

b. Platelets, that functions in the blood clotting process. 
 

 

RBC normally account for about 45% of the total volume of blood. 

Percentage is known as the hemotocrit. 

WBC and platelets contributes less than 1%. 

Plasma contributes about 55%. It is the liquid part of the blood, which 

is approximately 90% of water. 

Plasma Proteins are the most solute in plasma, except for antibodies 

and protein based hormones. Most plasma protein is made in the liver. 

Examples of plasma protein 

1. Albumin: contributes to the osmotic pressure of blood, which acts 

to keep water in the blood stream. 

2. Clotting proteins (Fibrinogen): help to stem blood loss when a 

blood vessel is injured. 

3. Antibodies (Globulin): help protect the body from pathogens. 

Formed elements 

The blood sample consists of RBC, WBC, and Platelets. 

RBC:is small cell shaped biconcave, flattened disks with depressed 

centers. They carry oxygen to all cells of the body. RBC differs 

from other cells because they are a nucleate and contain very low 

organelles. Since RBC lacks mitochondria and make ATP by 



 

anaerobic mechanism, they don’t use any of the oxygen they are 

transporting, thus making them efficient oxygen transporters. 

 RBC outnumbers WBC by about 1000 to 1. They play a major role 

in blood viscosity.

 RBC number about 5000,000 mm3 (cubic millimeter).

 RBC contains about 250 million hemoglobin molecules, and can 

carry about 1 billion molecules of oxygen.

 Hb: 12 – 18g/100 ml. In male 13-18g/100ml.

 In female 12-16 g/100ml.

 

WBCs: are the only complete cells in blood containing nuclei and the 

usual organelle. 

 

Name Percentage Function 

A. Granulocytes:   

1. Neutrophils 40-70%  Active phacocytosis, 

  increases during disease 

 

2. Eosinophils 

 

1-4%  Kills parasitic worms, 

increases during allergy 
  attack. 

3. Basophils 0-1  
 Contains histamine 

  (vasodilator chemical) 

B. Agranulocytes 

1-Lymphocytes 

 

 
20- 

discharges at the site 

of inflammation. 

 40%  Part of immune system, 
  produces antibodies, 
  fights tumors and 

2. Monocytes  viruses. 

 
4-8%  

 Active phagocytosis that 
  becomes macrophages 
  increases during severe 
  infection like TB. 



 

 

 

Platelets: are not cells, they are fragments of bizarre multinucleated 

cells called megakaryocytic cells. 

Normal count: 300,000/mm3 

Function: needed for normal blood clotting. 

 

 

Plasma 
 

Plasma is the relatively clear, yellow tinted water (92+%), sugar, fat, 

protein and salt solution which carries the red cells, white cells, and 

platelets. Normally, 55% of our blood's volume is  made up of plasma.  

As the heart pumps blood to cells throughout the body, plasma brings 

nourishment to them and removes the waste products of metabolism. 

Plasma also contains blood clotting factors, sugars, lipids, vitamins, 

minerals, hormones, enzymes, antibodies, and other proteins. It is likely 

that plasma contains some of every protein produced by the body-- 

approximately 500 have been identified in human plasma so far. 

 

Diagnostic tests for blood disease 
 

Types of Blood Tests 
 

Some of the most common blood tests are: 
 

 A complete blood count (CBC)

 Blood chemistry tests

 Blood enzyme tests

 Blood tests to assess heart disease risk

 Blood clotting tests
 

Complete Blood Count 

 

The CBC is one of the most common blood tests. It's often done as part of 

a routine checkup. 



 

The CBC can help detect blood diseases and disorders, such as anemia, 

infections, clotting problems, blood cancers, and immune system 

disorders. This test measures many parts of your blood, as discussed in 

the following paragraphs. 
 

Test Normal value 

Red Blood Cells Males: 4,600,000–6,200,000/cu mm 
Females: 4,200,000–5,400,000/cu mm 

White Blood Cells Total: 4,500–11,000/cu mm 

Platelets 150,000–450,000/cu mm 

Hemoglobin Males: 13–18 gm/dL 
Females: 12–16 gm/dL 

Hematocrit Males: 42%–52% 
Females: 35%–47% 

Blood Glucose Fasting: 60–110 mg/dL 
Postprandial (2 h): 65–140 mg/dL 

Calcium 8.6–10.2 mg/dL 

Electrolytes 
 

Sodium 

 

135–145 mEq/L 

Potassium 3.5–5 mEq/L 

bicarbonate  

chloride. 97–107 mEq/L 

Kidney Function 
 

blood urea nitrogen 

(BUN) 

 

2-6 mg/dl 

Creatinine 0.7–1.4 mg/dL 

Blood Enzyme Tests 
 

Troponin 

 

Creatine Kinase  

Total cholesterol 150–200 mg/dL 

LDL ("bad") cholesterol  

HDL ("good") 
cholesterol 

 



 

 

Triglycerides  

Blood Clotting Tests 
 

Partial thrombo-plastin 

time (activated) 
 

Prothrombin time 

 

20-39 sec. 
 

9.5–12 sec 

Protein, total 

Albumin 
Globulin 

6–8 gm/dL 

3.5–5.5 g/dL 
1.7–3.3 g/dL 

Uric acid 2.5–8 mg/dL 

 

 

Anemia 

Definition 
 

Anemia is a condition that develops when there blood lacks enough 

healthy red blood cells or hemoglobin. Hemoglobin is a main part of red 

blood cells and binds oxygen. If there is too few or abnormal red blood 

cells, or hemoglobin level is abnormal or low, the cells in the body will 

not get enough oxygen. 

Causes of Anemia 

1. Anemia Caused by Blood Loss 

Red blood cells can be lost through bleeding, which can occur slowly 

over a long period of time, and can often go undetected. This kind of 

chronic bleeding commonly results from the following: 
 

a. Gastrointestinal conditions such as ulcers, hemorrhoids, gastritis 

(inflammation of the stomach), and cancer. 

 

b. Use of non-steroidal anti-inflammatory drugs (NSAIDS) such as 

aspirinor ibuprofen, which can cause ulcers and gastritis. 

 
c. Menstruation and childbirth in women, especially if menstrual 

bleeding is excessive. 
 

2. Anemia Caused by Decreased or Faulty Red Blood Cell Production 



 

With this type of anemia, the body may produce too few blood cells or 

the blood cells may not function correctly. Conditions associated with 

these causes of anemia include the following: 
 

 Sickle cell anemia. 

 Iron-deficiency anemia. 

 Vitamin deficiency. 

 Bone marrow and stem cell problems. 

 Other health conditions 
 

3. Anemia Caused by Destruction of Red Blood Cells 
 

When red blood cells are fragile and cannot withstand the routine stress 

of the circulatory system, they may rupture prematurely, causing 

hemolytic anemia. Hemolytic anemia can be present at birth or develop 

later. Sometimes there is no known cause. 

Known causes of hemolytic anemia may include: 
 

 Inherited conditions, such as sickle cell anemia and thalassemia 
 Stressors such as infections, drugs, snake or spider venom, or 

certain foods. 

 Toxins from advanced liver or kidney disease. 

 Inappropriate attack by the immune system (called hemolytic 

disease of the newborn when it occurs in the fetus of a pregnant 

woman). 

 Vascular grafts, prosthetic heart valves, tumors, severe burns, 

chemical exposure, severe hypertension, and clotting disorders 

 In rare cases, an enlarged spleen can trap red blood cells and 

destroy them before their circulating time is up 
 

There are many types of anemia. All are very different in their causes and 

treatments. Iron-deficiency anemia, the most common type, is very 

treatable with diet changes and iron supplements. Some forms of anemia - 

- like the anemia that develops during pregnancy -- are even considered 

normal. However, some types of anemia may present lifelong health 

problems. 

 

Types of Anemia 
 

1. Iron-deficiency anemia: occurs because of a lack of the mineral iron 

in the body. Bone marrow in the center of the bone needs iron to make 



 

hemoglobin, the part of the red blood cell that transports oxygen to the 

body's organs. Without adequate iron, the body cannot produce enough 

hemoglobin for red blood cells. The result is iron-deficiency anemia. This 

type of anemia can be caused by: 

 
 An iron-poor diet, especially in infants, children, teens, vegans, and 

vegetarians.

 The metabolic demands of pregnancy and breastfeeding that 

deplete a woman's iron stores.

 Menstruation.

 Frequent blood donation.

 Endurance training.

 Digestive conditions such as Crohn's disease or surgical removal of 

part of the stomach or small intestine.

 Certain drugs, foods, and caffeinated drinks.
 

Pathophysiology 
 

Inadequate supply of iron for normal RBC formation results in formation 

of microcytic cells 
 

↓ 
 

Body stores of iron decrease, as does transferrin, which binds and 

transport iron 
 

↓ 
 

Insufficient body stores of iron lead to depleted RBC mass and eventually 

to decreased high concentration and reduced oxygen carrying capacity of 

blood 
 

↓ 
 

The severity of symptoms is directly related to the degree and duration of 

iron deficiency. 
 

2. Vitamin-deficiency anemia may occur when vitamin B12 and folate 

are deficient. These two vitamins are needed to make red blood cells. 

Conditions leading to anemia caused by vitamin deficiency include: 
 

 Megaloblastic anemia: Vitamin B12 or folate or both are deficient



 

 Pernicious anemia: Poor vitamin B12 absorption caused by conditions 

such as Crohn's disease.

 Dietary deficiency: Eating little or no meat may cause a lack vitamin 

B12, while overcooking or eating too few vegetables may cause a 

folatedeficiency.
 

3. Aplastic anemia occurs when there's a marked reduction in the 

number of stem cells or absence of these cells. 
 

4. Anemia associated with other conditions: usually occurs when there 

are too few hormones necessary for red blood cell production. Conditions 

causing this type of anemia include the following: 
 

 Advanced kidney disease.

 Hypothyroidism.

 Other chronic diseases, such as cancer, infection,

 Lupus, and rheumatoid arthritis.

Assessment finding: 
 

1. Common clinical manifestations include: 

 

 Pallor. 

 Poor muscle development and growth retardation. 

 Susceptibility to infection. 

 Fatigue. 

 Irritability. 
 Underweight or overweight due to excessive milk 

ingestion and decreased intake of solid foods( milk 

baby). 

2. Laboratory test results may reveal: 
 

 Decreased Hgb, HCT, reticulocyte count, and mean 

corpuscular volume. 

 Normal or moderately reduced RBC count. 
 Elevated total iron-binding capacity and reduced serum 

iron concentration. 
 

Complications of anemia 

 Heart failure. 

 Paresthesias, and, 

 Confusion. 



 

Nursing Process: The Patient with Anemia 

Assessment 
The health history and physical examination provide important data 

about: 

1. The type of anemia involved, 

2. The extent and type of symptoms it produces, and. 

3. The impact of those symptoms on the patient's life. 

4. Weakness, fatigue, and general malaise are common, as are pallor 

of the skin and mucous membranes (conjunctivae, oral mucosa). 

5. a medication history, because some medications can depress bone 

marrow activity, induce hemolysis, or interfere with folate 

metabolism. 

 
Nursing Diagnoses 

 

 Fatigue related to decreased hemoglobin and diminished oxygen- 

carrying capacity of the blood. 

 
 Altered nutrition, less than body requirements, related to 

inadequate intake of essential nutrients. 

 Altered tissue perfusion related to inadequate blood volume or 

hematocrit. 

 Noncompliance with prescribed therapy. 

 

 
Planning and Goals 

 

1. Decreased fatigue, 

2. Attainment or maintenance of adequate nutrition, 

3. Maintenance of adequate tissue perfusion, 

4. Compliance with prescribed therapy, and, 

5. Absence of complications. 

 

Nursing Interventions 
 

A: Managing Fatigue 



 

1. Assisting the patient to prioritize activities and to establish a balance 

between activities and rest that is realistic and feasible from the patient's 

perspective. 

2. Patients with chronic anemia need to maintain some physical activity 

and exercise to prevent the deconditioning that results from inactivity. 

 

 

B:Maintaining Adequate Nutrition 

1. A healthy diet rich in iron, vitamin B12, folic acid, and protein should 

be encouraged. 

2. Advise the patient to avoid alcoholic beverages or to limit their 

intake. 

 

C: Maintaining Adequate Perfusion 

 

1. Lost volume is replaced with transfusions or intravenous (IV) fluids. 
2. Supplemental oxygen may be necessary, but it is rarely needed on a 

long-term basis unless there is underlying severe cardiac or 

pulmonary disease. 

3. The nurse monitors the patient's vital signs and pulse oximeter 

readings closely. 

 
 

D: Monitoring and Managing Potential Complications 

 

1. with anemia should be assessed for signs and symptoms of heart 

failure. A daily record of body weight can be more useful and 

accurate than a record of intake and output. 

2. Diuretics may be required if fluid retention results from heart failure. 

 

Expected Patient Outcomes 
 

1. Reports less fatigue 

2. Attains and maintains adequate nutrition 

3. Maintains adequate perfusion 

 

 Has vital signs within baseline for patient. 

 Has pulse oximetry (arterial oxygenation) value within 

normal limits 



 

4. Absence of complications 

 

 Avoids or limits activities that cause dyspnea, palpitations, 

dizziness, or tachycardia. 

 Uses rest and comfort measures to alleviate dyspnea. 

 Has vital signs within baseline for patient 

 

Leukemia 
 

Leukemia is a disease characterized by abnormal and excessive 

production of white blood cells, many in immature form. 
 

The white blood cells are produced either in the red bone marrow or by 

the lymphoid tissues of the body (spleen and lymph nodes) 
 

When we are healthy, the bone marrow makes: 
 

 White blood cells, whichthey help our body fight infection.

 Red blood cells, which carry oxygen to all parts of your body.

 Platelets, which help your blood clot.
 

During leukemia, the bone marrow starts to make a lot of abnormal white 

blood cells, called leukemia cells. They don't do the work of normal 

white blood cells, they grow faster than normal cells, and they don't stop 

growing when they should. 
 

Types of leukemia 

 

There are several different types of leukemia. In general, leukemia is 

grouped by how fast it gets worse and what kind of white blood cell it 

affects. 
 

 It may be acute or chronic. Acute leukemia gets worse very fast 

and may make you feel sick right away. Chronic leukemia gets 

worse slowly and may not cause symptoms for years.

 It may be lymphocytic or myelogenous. Lymphocytic (or 

lymphoblastic) leukemia affects white blood cells called 

lymphocytes. Myelogenous leukemia affects white blood cells 

called myelocytes.



 

Types of leukemia: 
 

1. Lymphatic leukemia: 
 

a. Acute lymphatic leukemia (ALL). 

b. Chronic lymphatic leukemia (CLL). 
 

2. Myeloid leukemia: 
 

a. Acute myeloid leukemia (AML). 
b. Chronic myeloid leukemia (CML). 

 

 

 In adults, chronic lymphocytic leukemia (CLL) and acute 

myelogenous leukemia (AML) are the most common leukemia.

 

 

 In children, the most common leukemia is acute lymphoblastic 

leukemia (ALL). Childhood leukemia also include acute 

myelogenous leukemia (AML) and other myeloid leukemias, such 

as chronic myelogenous leukemia (CML) and juvenile 

myelomonocytic leukemia (JMML).
 

Causes of leukemia 

 

 The cause is unknown.

 Genetic factors.

 Viral pathogenesis.

 Bone marrow damage.

 Exposure to large amounts of radiation.

 Exposure to a certain chemicals at work, such as benzene.

 Chemotherapy to treat another cancer.
 

Clinical manifestations (S&S) 

 

Symptoms may depend on what type of leukemia you have, but common 

symptoms include: 
 

 Fever, may be hyperpyrexia and night sweats.

 Malaise.

 Bleeding from the gums or nose.



 

 Sore throat, mouth ulcers.

 Anemia which may advance rapidly.

 Lymphadenopathy.

 A swollen or painful belly from an enlarged spleen.

 Swollen lymph nodes in the armpit, neck, or groin.

 Getting a lot of infections.
 Losing weight and not feeling hungry.

 

The reasons for the sore throat, mouth ulcers and other 

manifestations of infection are due to the absence of normal 

polymorphonuclear leucocytes, and thus an increased susceptibility 

to infection. The hemorrhagic tendencies are due to the reduction 

in the number of circulating platelets, which, it will be recalled, 

assist in clotting of blood. The excessive production of abnormal 

white blood cells also tends to " crowd out" the red cells, hence the 

rapid onset of anemia. 
 

Diagnosis of leukemia 

 

 Ask questions about your past health and symptoms.

 Do a physical exam, look for swollen lymph nodes and check to 

see if the spleen or liver is enlarged.

 Order blood tests. Leukemia causes a high level of white blood 

cells and low levels of other types of blood cells.

 Bone marrow biopsy. This can give key information about what 

type of leukemia it is so we can get the right treatment.
 

Treatment of leukemia 

 

What type of treatment you need will depend on many things, including 

what kind of leukemia you have, how far along it is, and your age and 

overall health? 
 

Treatments for leukemia include: 
 

1. Chemotherapy, which uses powerful medicines to kill cancer 

cells. The main aim of chemotherapy is to suppress the production 

of abnormal white blood cells and to try and destroy the circulating 

abnormal forms. A variety of drugs are available for the above 

forms of treatment. The drug being classified as: 



 

a. Alkylating agents:e.g, drug which either kill the abnormal 

cells or interfere with their reproduction (cell mitosis). 

 

b. Antimetabolites: which they deprive the cell of certain 

constituents or essential factors. 

2. Radiation treatments. Radiation therapy uses high-dose X-rays to 

destroy cancer cells and shrink swollen lymph nodes or an enlarged 

spleen. 

3. Stem cell transplant. Stem cells can rebuild the supply of normal 

blood cells and boost the immune system. 

4. Biological therapy. This is the use of special medicines that 

improve the body's natural defenses against cancer. 
 

Side effects and adverse reactions of chemotherapy 
 

a. Alopecia(loss of hair) 

b. Bleeding. 

c. Oliguria. 
d. Edema. 

e. Anorexia 

f. Nausea and vomiting. 

g. Rash and skin lesions. 

h. Severe headache. 

i. Fluctuated in body temperature. 
j. Tissue necrosis around the injection site. 

 

 
Nursing Process: The Patient with Acute Leukemia. 

Assessment 

Subjective data 

 

1. Fatigue. 

2. History of predisposition to infection. 

3. Person's knowledge of nature of disease and concerns. 
4. Feeling of weakness. 



 

Objective data 

 

1. Monitoring for lymphadenopathy, splenomegaly. 

2. Monitoring for fever, pallor, and bleeding. 

3. Examine mouth for breaks in the mucous membrane. 
4. Observe of behavioral signs of anxiety. 

 

Nursing Diagnoses 
 

 Risk for infection related to decreased WBCs, chemotherapy and 

radiation.

 Risk for impaired skin integrity related to toxic effects of 

chemotherapy, alteration in nutrition, and impaired mobility.

 High risk for injury or hemorrhage related to disease process, 

trauma. And chemotherapy.

 Anxiety related to change in health status and threat of death.

 Ineffectual coping (family and parent) related to situational crisis, 

prolonged disability and ineffective problem solving.

 Deficient knowledge about disease process, treatment, 

complication management, and self-care measures.

 

Planning and Goals 

 

 Absence of complications and pain.

 Attainment and maintenance of adequate nutrition, activity 

tolerance.

 Ability to provide self-care and to cope with the diagnosis and 

prognosis, positive body image, and ,

 Understanding of the disease process and its treatment.

 
Nursing Interventions 

1. Preventing or Managing Infection and Bleeding. 

2. Improving Nutritional Intake. 

3. Easing Pain and Discomfort. 

4. Decreasing Fatigue and Deconditioning. 

5. Maintaining Fluid and Electrolyte Balance. 

6. Improving Self-Care. 

7. Managing Anxiety and Grief. 



 

 

Expected Patient Outcomes 
 

1. Shows no evidence of infection 

2. Experiences no bleeding 

3. Has intact oral mucous membranes 

4. Attains optimal level of nutrition 

5. Reports satisfaction with pain and comfort levels 

6. Has less fatigue and increased activity 

7. Maintains fluid and electrolyte balance 

8. Participates in self-care 

9. Copes with anxiety and grief 

o Discusses concerns and fears 

o Uses stress management strategies appropriately 

o Participates in decisions regarding end-of-life care 

o Discusses hope for peaceful death 

10. Absence of complications. 

 

 
 

Non-Hodgkin's Lymphoma 

 Non-Hodgkin’s lymphoma (NHL) is a diverse group of malignancies 

that originate in the lymphoid cells. 

 in NHL, the cells may vary morphologically. Most NHLs involve 

malignant B lymphocytes; only 5% involve T lymphocytes. 

 NHL can occur as a discreet mass, such as a single lymph node, or as 

a widespread disease that affects multiple organ systems. 

 Lymphomas are classified according to stage, or the extent of spread 

in the body, and by growth patterns, cellular subsets, and disease 

aggressiveness. 

Stage is the term used to describe the extent of tumor that has spread 

through the body (I and II are localized whereas III and IV are 

advanced. 

Each stage is then divided into categories A, B, and E 

A: No systemic symptoms 



 

B: Systemic Symptoms such as fever, night sweats and weight 

loss 

E: Spreading of disease from lymph node to another organ 

Types of Non-Hodgkin’s Lymphoma 

 B-Cell lymphomas (80%) 

 
 T-Cell lymphomas(15%) 

 
B-Cells help make antibodies, which are proteins that attach to and 

help destroy antigens 

Lymphomas are caused when a mutation arises during the B-cell life 

cycle. 

The T-cells are born from stem cells, similar to that of B-cells, but 

mature in the thymus. 

They help the immune system work in a coordinated fashion. 

 

 
Stages of NHL 

Stage I (early stage):the cancer is found only in a single lymph node 

region OR one organ or area outside the lymph node. 

Stage II(Locally advanced disease):the cancer is found in two or more 

lymph node regions on one side of the diaghram (the breathing muscle 

that separates the abdomen from the chest), OR the cancer is found in one 

lymph node region plus a nearby area or organ. 

Stage III (advanced disease): the disease involves lymph nodes both 

above and below the diaghram OR one nodal area and one organ on 

opposite sides of the diaghram. 

Stage IV( widespread disease) : the lymphoma is outside the lymph 

nodes and spleen and has spread to one or more organs such as bone, 

bone marrow, skin, or other organs. 



 

Causes and Risk Factors 

 The exact causes are still unknown. 

 Higher risk for individuals who: 

1. Exposed to chemicals such as pesticides or solvents. 

2. Infected with Epstein-Barr virus. 

3. Family history of NHL( although no hereditary pattern has 

been established) 

4. Infected with HIV virus. 

 
Symptoms seen are related to the body area affected by the disease. 

 
 People with extensive chest disease experience increasingly severe 

dyspnea. 

 Abdominal disease can cause obstruction of bowel or ureters. 

 Bone marrow involvement can lead to decreased production of red 

blood cells, white blood cells, and platelets. 

 Lymphoma of the central nervous system can cause headaches, 

visual disturbances, motor dysfunction, and increased intracranial 

pressure (ICP). 

 Extensive involvement of the lymphatic system can lead to impaired 

immune function and frequent, severeinfections. 

 Recurrent fever. 

 Drenching night sweats, and unintentional weight loss of 10% or 

more. 

 Renal dysfunction; and splenomegaly can cause abdominal 

discomfort. 

 Nausea, early satiety, anorexia. 

 
Diagnostic Procedures 

1. X-ray. 

2. CT scan. 

3. Magnetic Resonance Imaging( MRI). 



 

4. Lymphangiogram: picture of the lymphatic system taken with X-ray 

after a special dye is injected to illuminate nodes and vessels. 

 

Treatment of NHL 

 
 Low-grade, early-stage NHL may be treated with radiation 

therapy alone or with watchful waiting. Combination 

chemotherapy and radiation may be used to treat the more 

aggressive phase of this condition.

 for intermediate and high-grade lymphomas, combination 

chemotherapy is the standard treatment.

 Radiation therapy may also be used to reduce the mass of bulky 

tumors.

 Lymphoma that involves the central nervous system is treated with 

intrathecal chemotherapy, cranial irradiation, or high dose 

methotrexate, which—unlike most chemotherapeutic agents—is 

able to cross the blood–brain barrier.

 Patients with relapsed NHL may receive high-dose chemotherapy 

followed by peripheral blood stem cell infusion.

 

 
Hodgkin's Disease 

 Hodgkin’s disease is a cancer of the lymphatic system.

 The patient’s prognosismay vary depending on the subtype 

classification.

 The subtypeclassification may also be used to determine if more or 

less aggressive treatment is indicated.

clinical manifestations depend on the body site(s) affected. 

 
Diagnostic procedures 

 A diagnosis of Hodgkin’s disease is confirmed by the presence of 

Reed-Sternberg cells in tissue that is biopsied. These cells are not 

present in NHL.

  There are subtypes of Hodgkin’s disease that are based on 

molecular and immunological analysis of the malignant tissue.



 

Treatment 

 
 Early-stage disease may be treated with radiation alone.

 More advanced Hodgkin’s disease is treated with chemotherapy 

followed by radiation therapy to sites considered high risk for 

relapse.

 Relapsed Hodgkin’s disease is treated with further chemotherapy 

if the relapse occurs more than 12 months after initial treatment.

 Relapse less than 12 months after chemotherapy is treated with 

high-dose chemotherapy followed by peripheral blood stem cell 

infusion.

 

 

Hemorrhagic disorder 

 

Hemorrhagic disorder: spontaneous or near spontaneous bleeding 

caused by a defect in clotting mechanisms (blood coagulation disorders) 

or another abnormality causing a structural flaw in the blood vessels 
 

Bleeding disorders are a group of conditions in which there is a problem 

with the body's blood clotting process. These disorders can lead to heavy 

and prolonged bleeding after an injury. 
 

Hemophilia A 
 

Hemophilia A is a hereditary bleeding disorder caused by a lack of blood 

clotting factor VIII. Without enough factor VIII, the blood cannot clot 

properly to stop bleeding. 
 

Causes 
 

Hemophilia A is caused by an inherited X-linked recessive trait, with the 

defective gene located on the X chromosome. 
 

Risk factors for hemophilia A include: 
 

 Family history of bleeding

 Being male



 

Symptoms may include: 
 

 Bleeding into joints, with associated pain and swelling

 Blood in the urine or stool

 Bruising

 Gastrointestinal tract and urinary tract hemorrhage

 Nosebleeds

 Prolonged bleeding from cuts, tooth extraction, and surgery

 Spontaneous bleeding

 

Tests to diagnose hemophilia A include: 
 

 Low serum factor VIII activity

 Normal prothrombin time
 Normal bleeding time

 Normal fibrinogen level
 Prolonged partial thromboplastin time (PTT)

 

Hemophilia B 
 

Hemophilia B is a hereditary bleeding disorder caused by a lack of blood 

clotting factor IX. Without enough factor IX, the blood cannot clot 

properly to control bleeding. 
 

Causes 
 

Hemophilia B is caused by an inherited X-linked recessive trait, with the 

defective gene located on the X chromosome. 
 

Risk factors for hemophilia B include: 
 

 Family history of bleeding

 Being male
 

Symptoms can include: 
 

 Bleeding into joints and associated pain and swelling

 Blood in the urine or stool

 Bruising

 Excessive bleeding following circumcision

 Gastrointestinal tract and urinary tract hemorrhage

 Nosebleeds

 Prolonged bleeding from cuts, tooth extraction, and surgery



 

Hemophilia C: is a mild form of hemophilia affecting both sexes. It is 

caused by a deficiency of coagulation factor and is distinguished from 

hemophilia A and B by the fact it does not lead to bleeding into the joints. 
 

Symptoms 
 

The symptoms ofhemophilia C are the same as those for other forms of 

hemophilia, mainly: 
 

 Prolonged bleeding from injuries.

 Frequent or heavy nosebleeds.

 Traces of blood in the urine.

 Heavy menstrual bleeding in females.
 

Pathophysiology 
 

1. In hemophilia A, factor VIII molecule is present but 

defective in its clotting function. 

2. Hemophilia B involves a defect or deficiency of factor IX. 
3. Clotting factor malfunction causes abnormal bleeding due to 

impaired ability to form a fibrin clot. 

 

 

Transmission of hemophilia probability of abnormality in Offspring 
 

Genotype of patients Female Male 
Normal Carrier Hemophiliac Normal Hemophiliac 

Female carrier/ 
Normal Male 

50% 50% 0 50% 50% 

Non Carrier female/ 
Hemophiliac Male 

0 100% 0 100% 0 

Female Carrier/ 

Hemophiliac Male 

0 50% 50% 50% 50% 

 

Nursing diagnosis 

1. Activity intolerance. 

2. Altered family process. 

3. High risk for injury. 



 

4. Self-esteem disturbance. 

Planning and implementation 

1. Administer medications as prescribed, which may include: 

a. Plasma product. 

b. Fresh frozen plasma. 

c. Factor VIII concentrates. 

d. Factor IX. 

e. Corticosteroids, to reduce inflammation in affected joints. 

f. acetaminophen with or without codeine for pain 

management. 

NOTE: Neither aspirin nor any aspirin containing compound 

should be used. 

2. Control bleeding by applying pressure and cold to the injury 

site and elevated and immobilizing the injured area. 

3. Monitor for signs of hypovolemia. 

4. Teach patient and family about injury prevention as follow; 

a. Use of smooth toothbrush for oral hygiene. 

b. Passive range of motion exercises and other physical 

therapy measures. 

c. diet information (increased weight can further stress joints) 

Expected patient outcome 

1. Patient report free from pain. 

2. Patient verbalizes knowledge of disease process and 

treatment. 

3. Patient adheres with prescribed treatment. 



 

Chapter X: Nursing management for patients with Cardiovascular 

Disorders. 
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Learning Objectives 

At the end of this chapter, the student should be able to: 

1. Describe the Invasive and Non-Invasive diagnostic procedures for 

patients with Cardiovascular Disorders. 

2. Discuss the types of hypertension. 

 
3. Identify risk factors for hypertension. 

 

4. Explain the differences between normal blood pressure and 

hypertension and discuss the significance of hypertension. 
 

5. Describe treatment approaches for hypertension, including lifestyle 

changes and medication therapy. 
 

6. Use the nursing process as a framework for care of the patient with 

hypertension. 
 

7. Describe hypertensive crises and their treatment. 
 

8. Describe the pathophysiology, clinical manifestations, and treatment of 

angina pectoris. 



 

9. Use the nursing process as a framework for care of patients with angina 

pectoris. 
 

10. Describe the pathophysiology, clinical manifestations, and treatment 

of myocardial infarction. 
 

11. Describe the management of patients with heart failure . 
 

12. Use the nursing process as a framework for care of patients with heart 

failure. 
 

13. Develop a teaching plan for patients with heart failure. 

 

 

Diagnostic Tests. 

A. NONINVASIVE 

1. PulseOximetry. A transdermal clip or patch placed on a 

finger, a toe, an ear, or the nose is attached to a monitor and 

used to assess arterial oxygen saturation. 

 
2. Chest X-ray Examination. A chest x-ray examination 

shows the size, position, contour, and structures of the heart. It shows 

heart enlargement, calcifications, and fluid around the heart. Heart failure 

can be confirmed with 

a chest x-ray examination. 

3. Magnetic Resonance Imaging. A three-dimensional image of the heart 

is produced by magnetic resonance imaging (MRI). 

4. Electrocardiogram. The electrocardiogram (ECG) assesses the 

electrical activity of the heart from different views. The ECG shows 

abnormalities related to conduction, rate, rhythm, heart chamber 

enlargement, and myocardial ischemia, myocardial infarction, and 

electrolyte imbalances. 

 
5. Holter Monitoring. A Holter monitor, which weighs 2 pounds, 

continuously records one lead for up to 48 hours. 

The patient wears loose-fitting clothing and may only sponge bathe while 

wearing the monitor. The patient records a diary of activities and 



 

symptoms and pushes the event button if symptoms occur. Symptoms are 

documented for later correlation with the ECG recordings. Dysrhythmias 

or myocardial ischemia that occurs infrequently can be detected. The 

recordings are scanned by a computer and interpreted by a physician. 

 

6. Cardiac Stress Test. This test simulates sympathetic nervous system 

(fight or flight) stimulation. It shows the heart’s response to increased 

oxygen needs. Before the test, baseline vital signs are obtained. Then, 

while the patient exercises on a treadmill, on a stationary bicycle, or by 

climbing stairs, vital signs, oxygen saturation, skin temperature, physical 

appearance, chest pain, and ECG are monitored to help ensure patient 

safety. The test is completed when the patient reaches peak heart rate 

(patient’s age subtracted from 220), experiences chest pain. 

7. Echocardiogram. An echocardiogram is an ultrasound test that 

records the motion of the heart structures, including the valves, as well as 

the heart size, shape, and position. 

 
 

8. BLOOD STUDIES 

a. Cardiac Troponin. Cardiac muscle contains proteins called 

troponins, which control the muscle fibers that contract or squeeze 

the heart muscle. 

When injured or dead, cardiac cells release these proteins, which results 

in elevated levels within 4 to 6 hours of damage. These levels peak in 10 

to 24 hours andremain elevated for up to 7 days after injury. 

 

b. Cardiac Enzymes. When heart cells are damaged or die, they 

rupture and release their enzymes into the bloodstream. Common 

cardiac enzyme tests are: 

4. Creatine kinase (CK), also referred to as creatine 

phosphokinase (CPK), and 

5. Lactic dehydrogenase (LDH). However, these enzymes are 

also found in body cells other than the heart, so a more 

organspecific test, the enzymes’ isoenzymes (or different 

forms), is measured. 

6. Serum aspartate aminotransferase (AST) is a nonspecific 

cardiac test formerly known as serum glutamicoxaloacetic 

transaminase (SGOT). 

 

c. Blood Lipids. Lipids include triglycerides, cholesterol, and 

phospholipids. Lipoproteins carry these lipids attached to proteins. 



 

Cholesterol is mainly found in low-density lipoproteins (LDL). 

High-density lipoproteins (HDL) are a mixture of one-half protein 

and one-half phospholipids and cholesterol. 

 
 

B: INVASIVE STUDIES 

1. Angiography. Arteriography and venography are the two types of 

angiography. Arteriography examines arteries. Venography studies 

veins. Angiography uses dye injected into the vascular system to 

visualize the vessels on radiographs. This test is used to assess 

blood clot formation, to assess peripheral vascular disease (PVD), 

and to test vesselsfor potential grafting use. 

2. Cardiac Catheterization. Cardiac catheterization allows the study 

of the heart’s anatomy and physiology. It is an invasive diagnostic 

procedure that measures pressures in the 

heart chambers, great blood vessels, and coronary arteries and provides 

information on cardiac output and oxygen saturation. Fluoroscopy is 

used, and dye can be injected once the catheter is in place to visualize the 

heart chambers and vessels. This procedure is often done before heart 

surgery. 

 

3. Hemodynamic Monitoring. Bedside monitoring can be done to 

monitor the pressures in the blood vessels or heart. 

 

Cardiac Enzymes. When heart cells are damaged or die, they rupture 

and release their enzymes into the bloodstream. Common cardiac enzyme 

tests are: 

1. creatine kinase (CK), also referred to as creatine 

phosphokinase (CPK), and 

2. lactic dehydrogenase (LDH). However, these enzymes are 

also found in body cells other than the heart, so a more 

organspecific test, the enzymes’ isoenzymes (or different 

forms), is measured. 

3. Serum aspartate aminotransferase (AST) is a nonspecific 

cardiac test formerly known as serum glutamicoxaloacetic 

transaminase (SGOT). 



 

 

Enzyme Normal Value Characteristics 

Creatine kinase (CK), 

CK-MB CK isoenzyme 

< 12 IU/L if total 

CK is <400 IU/L 

It begins to increase 6 to 10 hours after 

an acute MI, peaks in 24 hours, and 

remains elevated for up to 72 hours. 
 <3.5% of total CK 

if total CK is >400 

IU/L 

 

Troponine I 0 – 0.1 ng/ml (onset: 4-6 hrs, peak: 

12-24 hrs, return to normal: 4-7 days) 

troponin T 0 – 0.2 ng/ml (onset: 3-4 hrs, peak: 

10-24 hrs, return to normal: 10-14 

days) 

Myoglobin M: 10 – 95 ng/ml. 

 
F: 10 – 65 ng/ml 

 
onset: 1-3 hrs, peak:6-10 hrs, return to 

normal: 12-24 hrs) 

AST (Serum Glutamic- 

Oxalocetic Transaminase - 

SGOT ) 

10-42 U/L will begin to rise in 8-12 hours and 

peak in 18-30 hours 

ALT (Serum Glutamic- Normal Adult  

Pyruvic Transaminase - Range: 0 - 48 U/L 

SGPT) Optimal Adult 

 Reading: 24 

Lactic dehydrogenase 

(LDH). 

140-280 U/L within 24 to 48 hours, peak in 2 to 3 

days, and return to normal in 10 to 14 

days. 

HDL Normal Adult 

Range: 35 - 135 

mg/dl 

Optimal Adult 

Reading: +85 

mg/dl 

 



 

 

LDL Normal Adult 

Range: 62 - 130 

mg/dl 

Optimal Adult 

Reading: 81 mg/dl 

 

 

 

 
 

Hypertension 

 

Also known as high blood pressure is a condition in which the blood 

pressure, on at least two or more readings on different dates after an 

initial screening, is found to be higher than normal. If the systolic blood 

pressure is above 140 mm Hg or the diastolic blood pressure is above 

90 mm Hg. 

 
 

Classification 

 

1. Primary Hypertension 

Primary or essential hypertension is the chronic elevation of blood 

pressure from an unknown cause. These unknown causes influence the 

factors that control blood pressure, resulting 

in a hypertensive state. 
 

2. Secondary Hypertension 

Secondary hypertension has a known cause. In other words, it is a sign 

of another problem, such as a kidney abnormality, a tumor of the adrenal 

gland, or a congenital defect of the aorta. When the cause of secondary 

hypertension is treated before permanent structural changes occur, blood 

pressure usually returns to normal. Treatment may include surgery or 

medication. 

3. Gestational hypertension 

 
Sometimesit is called Pregnancy-Induced Hypertension (PIH). 

 

Women who develop high blood pressure after mid-pregnancy and have 

protein in their urine have a complex disorder called preeclampsia, and 

those who had high blood pressure before pregnancy – or are diagnosed 



 

with it before 20 weeks – have what's called chronic hypertension. 

 

About 4 to 7 percent of pregnant women develop gestational 

hypertension. Your risk is higher if: 
 

 The first pregnancy.

 Obesity.

 Over 30 years of age.

 If there is a personal or family history of gestational hypertension or 

preeclampsia.

 Chronic renal failure or diabetes mellitus.

 Carrying twins or higher multiple pregnancies.

 

4. Isolated Systolic Hypertension 

Isolated systolic hypertension (ISH) is a systolic pressure of 160 mm 

Hg or greater and a normal diastolic pressure of 90 mm Hg or less. This 

type of hypertension occurs mainly in elderly people, although it can 

occur at any age. 

 

Causes of hypertension 

 

1. Increased sympathetic nervous system activity related to 

dysfunction of the autonomic nervous system. 

2. Increased renal reabsorption of sodium, chloride, and water related 

to a genetic variation in the pathways by which the kidneys handle 

sodium. 

3. Increased activity of the renin-angiotensin-aldosterone system, 

resulting in expansion of extracellular fluid volume and increased 

systemic vascular resistance. 

4. Decreased vasodilation of the arterioles related to dysfunction of 

the vascular endothelium. 

5. Resistance to insulin action, which may be a common factor 

linking hypertension, type 2 diabetes mellitus, 

hypertriglyceridemia, obesity, and glucose intolerance. 

 

Major Risk Factors 

 

1. Smoking. 

2. Dyslipidemia (elevated LDL [or total] cholesterol and/or low HDL 

cholesterol). 



 

3. Diabetes mellitus. 

4. Impaired renal function (GFR < 60 mL/min and/or micro 

albuminuria). 

5. Obesity (body mass index [BMI] ≥ 30 kg/m
2
). 

6. Physical inactivity. 

7. Age (older than 55 years for men, 65 years for women). 

8. Family history of cardiovascular disease (in female relative 

younger than 65 years or male relative younger than 55 years). 

 

Prevention 
 

1. Maintain normal body weight for adults (e.g. body mass index 20– 

25 kg/m
2
). 

2. Reduce dietary sodium intake to <100 mmol/ day (<6 g of sodium 

chloride or <2.4 g of sodium per day). 

3. Engage in regular aerobic physical activity such as brisk walking 

(≥30 min per day, most days of the week). 

4. Limit alcohol consumption. 
5. Consume a diet rich in fruit and vegetables (e.g. at least five 

portions per day). 
 

Effective lifestyle modification may lower blood pressure as much an 

individual antihypertensive drug. Combinations of two or more lifestyle 

modifications can achieve even better results. 
 

Management 

Lifestyle modifications 

 

The first line of treatment for hypertension is identical to the 

recommended preventative lifestyle changes and includes: 
 

 Dietary changes: Dietary change such as a low sodium diet is 

beneficial. adiet rich in nuts, whole grains, fish, poultry, fruits and 

vegetables promoted in the USA by the National Heart, Lung, and 

Blood Institute lowers blood pressure.

 physical exercise, and

 Weight loss. These have all been shown to significantly reduce 

blood pressure in people with hypertension.



 

Nursing Process for Patient with Hypertension 

 

A: Assessment 

1. Patient’s history. 

2. Medications, and 
3. Physical assessment. 

 

B: Nursing Diagnosis 

 

 Deficient knowledge related to lack of exposure to hypertension 

information.

 Ineffective therapeutic regimen management related to complexity 

of therapy, cost of medications, lack of symptoms, side effects of 

medications; need to alter long-term lifestyle habits, normal blood 

pressure controlled by therapy.

 

C: Planning 

 

4. Patientunderstanding of the disease process and its treatment. 

5. Participation in a self-care program. 

6. Absence of complications. 

 
D: Nursing Interventions 

 

1. The patient and family should be allowed to maintain a sense of 

control, make informed decisions regarding care, and 

2. Develop the skills necessary to make lifestyle modifications. 
3. Behavioral changes are the most difficult for the patient to initiate 

and maintain. The nurse 

4. Teach patient to take medications as prescribed and not to skip 

dosages. 

5. Teach patient to change positions slowly to prevent falls. 
6. Check the vital signs regularly ( BP& HR). 

 

E: Evaluation 
 

1. Maintains adequate tissue perfusion. 

2. Complies with the self-care program. 

3. Has no complications: 

 

 Reports no changes in vision.



 

 Exhibits no retinal damage on vision testing.

 Maintains pulse rate and rhythm and respiratory rate within normal 

ranges.

 

 
Ischemic heart disease 

 

Ischaemic or ischemic heart disease (IHD), or myocardial ischaemia, 

is a disease characterized by ischaemia (reduced blood supply) of the 

heart muscle, usually due to coronary artery disease (atherosclerosis of 

the coronary arteries). 
 

Its risk increases with 

Risk factors 

 Non-modifiable Risk Factors

 Family history of coronary heart disease

 Increasing age

 Gender (men develop CAD at an earlier age than women)

 Race (higher incidence of heart disease in African Americans than 

in Caucasians)

 Modifiable Risk Factors

 Hyperlipidemia

 Cigarette smoking, tobacco use

 Hypertension

 Diabetes mellitus

 Lack of estrogen in women

 Obesity

 Physical inactivity



 

Signs and symptoms 
 

Ischemic heart disease may be present with any of the following 

problems: 
 

 Angina pectoris (chest pain on exertion, in cold weather or 

emotional situations)

 Acute chest pain: acute coronary syndrome, unstable angina or 

myocardial infarction
[4]

 ("heart attack", severe chest pain 

unrelieved by rest associated with evidence of acute heart damage)

 Heart failure (difficulty in breathing or swelling of the extremities 

due to weakness of the heart muscle)

 Heartburn.

 angina (characteristic chest pain on exertion) and

 Decreased exercise tolerance.

 Unstable IHD presents itself as chest pain or other symptoms at 

rest, or rapidly worsening angina.

 

 

Diagnosis of IHD is with an: 
 

 Electrocardiogram.

 Blood tests (cardiac markers).

 Cardiac stress testing or a coronary angiogram.

 X-ray of the chest and blood tests may be performed.

 

 
Management of IHD 

 

Depending on the symptoms and risk, treatment may be with: 
 

 Medication.

 percutaneous coronary intervention (angioplasty) or,

 Coronaryartery bypasses surgery (CABG).



 

ANGINA PECTORIS 

 

Angina pectoris (chest pain) is a symptom of ischemia. When an 

increased workload is placed on the heart, as in exercise or strenuous 

activity, there is an increased demand for oxygen. Normally, when the 

heart needs more oxygen, the coronary arteries dilate to carry more blood. 

However, with CAD, the narrowed vessels are unable to dilate and supply 

the heart with this extra blood and oxygen. Chest pain results from the 

ischemia but usually lasts only for a few minutes, especially if activity is 

stopped. 

If adequate blood supply to the myocardium is restored with rest, no 

myocardial damage usually occurs. 

 

Pathophysiology 
 

Atherosclerosis begins as monocytes and lipids enter the intima of an 

injured vessel 

↓ 
Smooth muscle cells proliferate within the vessel wall. 

↓ 
Development of fatty accumulations and atheroma 

↓ 
As the plaque enlarges, the vessel narrows and blood flow decreases 

↓ 
The plaque may rupture and a thrombus might form, obstructing blood 

flow. 

 

 

Types 

 

Stable Angina 

Stable angina occurs when the atherosclerotic arteries cannot dilate to 

increase blood flow to the myocardium. When increased physical activity 

and stress place an added demand on the heart, the patient develops 

midsternal chest pain. The pain of stable angina usually subsides when 

the activity is stopped or with the use of a vasodilating drug. 



 

Unstable Angina 

Unstable angina (also called preinfarction angina or crescendo angina) 

occurs in patients with worsening CAD and is noted by its changing 

pattern. Rest does not decrease the chest pain of unstable angina. This 

pain may even occur when the patient is at rest. The episodes of chest 

pain with unstable angina increase in frequency and severity, placing the 

patient at risk for myocardial damage or sudden death. 

 
Variant Angina (Prinzmetal’s Angina) 

 

Variant angina (also called Prinzmetal's angina): 

 
The pain of variant angina is the same as in stable angina, except it has a 

longer duration and can occur at rest with reversible ST-segment 

elevation. The pattern of occurrence is often cyclical, with pain 

presenting about the same time each day. This type of angina is often 

caused by coronary artery spasms and usually does not cause damage to 

the myocardium. 

 

Several factors are associated with typical anginal pain: 

 
 Physical exertion, which can precipitate an attack by increasing 

myocardial oxygen demand

 Exposure to cold, which can cause vasoconstriction and elevated 

blood pressure, with increased oxygen demand

 Eating a heavy meal, which increases the blood flow to the 

mesenteric area for digestion, thereby reducing the blood supply 

available to the heart muscle? In a severely compromised heart, 

shunting of blood for digestion can be sufficient to induce anginal 

pain.



 

 Stress or any emotion-provoking situation, causing the release of 

catecholamines, which increases blood pressure, heart rate, and 

myocardial workload.

 

Classes of angina 
 

Class physical activity 

Class I Ordinary physical activity does not cause 

angina, such as walking, climbing stairs. Angina occurswith 

strenuous, rapid, or prolonged exertion at workor recreation. 

Class II Slight limitation of ordinary activity occurs. 

Angina occurs when walking or climbing stairs rapidly, after 

meals, incold, in wind, under emotional stress, or during thefew 

hours after awakening. 

Class III Ordinary physical activity is markedly limited. 

Angina occurs when walking one to two level blocks 
and climbing one flight of stairs in normal conditions 

and at a normal pace 

Class IV Physical activity without discomfort is impossible;anginal 

symptoms may be present at rest. 

 
Clinical Manifestations 

1. Pain, varying in severity from mild indigestion to a choking or 

heavy sensation in the upper chest. The pain is often felt deep in 

the chest behind the sternum (retrosternal area), and may radiate to 

the neck, jaw, shoulders, and inner aspects of the upper arms, 

usually the left arm. 

2. A feeling of weakness or numbness in the arms, wrists, and hands. 

3. Shortness of breath, 

4. pallor, diaphoresis, dizziness or lightheadedness, and, 

5. Nausea and vomiting, may accompany the pain. 

6. Anxiety may occur with angina. 



 

Diagnostic Tests 
 

1. Electrocardiogram. 

2. Exercise Electrocardiogram. 

3. Radioisotope Imaging. 

4. Coronary Angiography. 

Treatments 

1. Vasodilators. 

 Nitrates/nitroglycerin (Nitrostat)

 Isosorbidedinitrate (Isordil)

 Isosorbidemonotrate (ISMO) 

Nitroglycerin (Transderm Nitro, Nitro-Bid)

2. Calcium channel blockers. 
 

 Diltiazem (Cardizem).

 Nifedipine (Procardia).

 Verapamil (Calan, Isoptin).

3. Beta blockers 

 Propranolol (Inderal).

 Metoprolol (Lopressor).

 Atenolol (Tenormin).

 

Complications 

 
1. Acute pulmonary edema. 

2. Heart failure. 

3. Cardiogenic shock. 

4. Dysrhythmias and cardiac arrest. 



 

5. Myocardial Infarction. 

 
Nursing Process for patient with Angina 

A: Assessment 

Obtaining a thorough history on a patient admitted with a diagnosis of 

angina pectoris is important in developing a plan of care and should 

include the following: 

 How long the patient has had angina.

 Risk factors.

 Triggering activities.

 How pain is relieved.

If the patient reports chest pain, areas of assessment and documentation 

should include the following: 

 Type, location, and pain radiation to other areas of the body.

 Vital signs and skin color and temperature.

 Presence of dyspnea, labored respirations, diaphoresis, or nausea.

 

B: Nursing Diagnoses 

 
 Ineffective cardiac tissue perfusion secondary to CAD, as 

evidenced by chest pain or equivalent symptoms

 Death anxiety

 Deficient knowledge about the underlying disease and methods for 

avoiding complications

 Noncompliance, ineffective management of therapeutic regimen 

related to failure to accept necessary lifestyle changes.



 

C: Planning and Goals 

 
1. Prevention of angina. 

2. Reduction of anxiety. 

3. Awareness of the disease process and understanding of the 

prescribed care. 

4. Adherence to the self-care program, and absence of 

complications. 

 

D: Nursing Interventions 

 Treating Angina.

 Reducing Anxiety

 Preventing Pain

 Teaching Patients Self-Care

 Continuing Care

 

Expected patient outcomes 

 
1. Reports that pain is relieved promptly 

2. Reports decreased anxiety 

3. Understands ways to avoid complications and is free of 

complications 

4. Adheres to self-care program 

 
 Takes medications as prescribed. 

 Keeps health care appointments. 

 Implements plan to reduce risk factors 



 

MYOCARDIAL INFARCTION 

A myocardial infarction (MI), commonly known as a heart attack, results 

in the death of heart muscle. MI usually caused by reduced blood flow in 

a coronary artery due to rupture of an atherosclerotic plaque and 

subsequent occlusion of the artery by a thrombus. 

Coronary occlusion, heart attack, and MI are terms used synonymously, 

but the preferred term is MI. The area of infarction develops over minutes 

to hours. As the cells are deprived of oxygen, ischemia develops, cellular 

injury occurs, and the lack of oxygen results in infarction, or the death of 

cells. 

 

A 2007 consensus document classifies myocardial infarction into five 

main types: 

 

 Type 1 – Spontaneous myocardial infarction related to ischemia 

due to a primary coronary event such as plaque erosion and/or 

rupture, fissuring, or dissection.

 Type 2 – Myocardial infarction secondary to ischemia due to either 

increased oxygen demand or decreased supply, e.g. coronary artery 

spasm, coronary embolism, anemia, arrhythmias, hypertension, or 

hypotension

 Type 3 – Sudden unexpected cardiac death, including cardiac 

arrest, often with symptoms suggestive of myocardial ischaemia, 

accompanied by new ST elevation, or new LBBB, or evidence of 

fresh thrombus in a coronary artery by angiography , but death 

occurring before blood samples could be obtained, or at a time 

before the appearance of cardiac biomarkers in the blood .

 Type 4 – Associated with coronary angioplasty or stents:



 

o Type 4a – Myocardial infarction associated with PCI. 

(percutaneous coronary intervention) 

o Type 4b – Myocardial infarction associated with stent 

thrombosis as documented by angiography or at autopsy. 

 Type 5 – Myocardial infarction associated with CABG.

 
Classification of MI according to ECG changes: 

 
 ST-segment elevation: The patient has ECG evidence of acute MI 

with characteristic changes in two contiguous leads on a 12-lead 

ECG. In this type of MI, there is significant damage to the 

myocardium.

 

 Non–ST-segment elevation: The patient has elevated cardiac 

biomarkers but no definite ECG evidence of acute MI.

Or according to location of the injury to the ventricular wall as: 

 anterior MI: Anterior pathology is seen in leads V1-V4, and often 

in lead I.

 Inferior MI: Abnormalities that appear in leads II, III, and F 

(called the inferior leads) indicate pathology on the inferior or 

diaphragmatic surface of the heart.

 Posterior MI: Problems on the posterior surface of the heart are 

difficult to diagnose using the standard 12 ECG leads. The 

pathology may be seen “reflected” through to V1 and V2.

 Lateral wall MI :Leads I, F, and V5-V6 are called lateral leads. 

Abnormality in these leads indicates pathology on the lateral, upper 

surface of the heart.



 

Causes of MI 

=Narrowing of a coronary artery owing to atherosclerosis 

=A complete occlusion of an artery owing to embolus or a thrombus 

=Myocardial necrosis caused by acute occlusion of a coronary artery 

due to plaque rupture or erosion with imposed thrombosis) 

Clinical manifestations 

 

1. Chest pain or discomfort, palpitations. Heart sounds may include 

S3, S4, and new onset of a murmur. 

2. Increased jugular venous distention may be seen if the MI has 

caused heart failure. 

3. Blood pressure may be elevated because of sympathetic 

stimulation or decreased because of decreased contractility, 

impending cardiogenic shock, or medications. 

4. Shortness of breath, dyspnea, tachypnea, and crackles if MI has 

caused pulmonary congestion. 

5. Nausea and vomiting. 

6. Decreased urinary output may indicate cardiogenic shock. 

7. Skin: cool, clammy, diaphoretic, and pale appearance. 

8. Anxiety, restlessness, and light-headedness. 

9. Impending doom. 

10.Collapse/syncope. 

Diagnostic evaluation 
 

 Electrocardiogram (ECG).

 Blood test (Cardiac enzymes).

 Echocardiogram.

 Nuclear scan.

 Chest radiographs.



 

 Coronary angiography.

 Exercise stress test.

 Cardiac computerized tomography (CT) or magnetic resonance 

imaging (MRI).

 
Initial management for patient with MI 

1. Administer aspirin, 160 to 325 mg chewed.Aspirin is used because it 

diminishes platelet aggregation. 

2.  place thepatient on a cardiac monitor and obtain serial ECGs to 

detectdysrhythmias and to monitor ST segment changes. 

3. Give oxygen by nasal cannula.Hypoxemia often occurs in patients 

with amyocardial infarction because of pulmonary edema. 

4. Administer sublingual nitroglycerin (unless the systolic 

blood pressure is less than 90 mm Hg or the heart rate is less than 50 or 

greater than 100 beats/minute). Nitroglycerin helps to promote 

vasodilation but is relatively ineffective in relieving pain in the early 

stages of a myocardial infarction. Intravenous nitroglycerin is 

recommended for the first 24 to 48 hours. 

5. Provide adequate analgesia with morphine sulfate.Morphine is the 

drug of choice to relieve thepain of a myocardial infarction. The drug 

is given intravenouslyin small doses (2–4 mg) and can be 

repeatedevery 5 minutes until the pain is relieved. 

6. Close respiratorymonitoring is indicated because morphine candepress 

respirations. 

 
Medical management 

 

1. Supplemental oxygen. 

2. Nitroglycerin. 

3. Morphine. 



 

4. Aspirin 162–325 mg. 

5. Beta-blocker. 

6. Angiotensin-converting enzyme inhibitor within 24 hour. 

 
Pharmacological Treatment for Myocardial Infarction 

 
Drug Purpose 

Oxygen by nasal 

cannula, face mask, or 

face tent 

Decreases myocardial oxygen demand and improves 

cellularoxygenation 

Aspirin Decreases platelet aggregation to prevent clots 

Analgesics: Morphine 
sulfate, IV push 

Relieves pain, decreases anxiety, slows respirations, 
decreasespreload and afterload 

Nitrates Dilates coronary arteries to increase blood flow to the 

heart to 
relieve chest pain 

Thrombolytics IV Lyses clots and prevents others from forming 

Anticoagulants: heparin 

sodium by IV push or IV 

infusion 

enoxaparin (Lovenox) 
subcutaneously 

Prevents more clots from forming but has no effect 

on clots already present. 

Beta blockers IV or 
PO((Inderal, Lopressor, 

Tenormin) 

Decreases heart rate and force of contraction and 

decreases oxygen requirement of the heart. 

Antidysrhythmics IV 

bolus or infusion: 
lidocaine (Xylocaine) 

Used to control ventricular dysrhythmias (premature 

ventricular contractions, ventricular tachycardia) 

Antiemetic Controls nausea and vomiting 

Antianxiety Reduces anxiety 

Antacid Relieves heartburn and indigestion 

Stool softener/laxative Reduces straining with bowel movement and 
prevents constipation 

 
 

Complications 
 

 Dysrhythmias. 

 Heart failure. 



 

 

Cardiac rehabilitation 
 

phase Time Action 

 
Phase I 

 
When the patient is 

admitted to the hospital 

for ACS. 

It consists of low-level activities and 

initial education for the patient and 

family(medication regimen, rest–activity 

balance, and follow-up appointments 

with the physician) 

Phase II After the patient has been 

discharged. It usually 

lasts for 4 to 6 weeks but 

may last as long as 6 

months 

Teaching and counseling related to 

lifestyle modification for risk factor 

reduction are a part of this phase. the 

patient is assessed for the effectiveness 

of and adherence to the medical plan. 

Phase III  Focuses on maintaining cardiovascular 

stability and long-term conditioning. 

The patient is usually self-directed 

during this phase and does not require a 

supervised program. 

Nursing process 

A: Assessment 

1. A careful history 

2. Description of symptoms (chest pain, palpitation, dyspnea, syncope 

or sweating). Each symptom must be evaluated with regard to time, 

duration, precipitating & relieving factors. 

3. In addition complete physical assessment for: 

 Level of consciousness. 

 Heart sounds. 



 

 Peripheral pulses. 

 Lung sound. 

 
B: Nursing diagnosis 

 

 Chest pain related to reduced coronary blood flow. 

 High risk for breathing pattern ineffective related to fluid overload. 

 High risk for tissue perfusion alteration related to decreased cardiac 

output. 

 Health maintenance alteration related to no adherence to 

therapeutic regimen. 

 Decreased cardiac output related to ischemia or infarction, changes 

in heart rate and rhythm, and decreased contractility. 

 Anxiety related to threat of death, changes in lifestyle, and chest 

pain. 

 Activity intolerance related to imbalance between oxygensupply 

and demand, weakness, and fatigue. 

 Deficient knowledge related to disease process, lifestylechanges, 

and medication 

 

C: Planning andGoals 
 

1. Report that pain is decreased. 

2. Breathe effectively. 

3. Experience less anxiety level. 

4. Have improved tissue perfusion. 

5. Adhere to the self-care program. 

 
 

D: Nursing intervention 

1. Relief or control of chest pain. 



 

2. Alleviate respiratory difficulties. 

3. Reduce the anxiety level. 

4. Maintain adequate tissue perfusion. 

5. Help the patient to adhere to the self-care program 

D: Nursing Intervention 

 
1. Assess for location, duration, intensity, and radiation; use ascale of 

0 to 10. 

2. Assess blood pressure, pulse, and respiration. 

3. Obtain ECG as ordered. 

4. Administer oxygen as ordered. 

5. Instruct patient to report pain at first onset. 

6. Instruct patient to rest during pain. 

7. Remain with patient during chest pain until it is relieved. 

8. Explain and assist with alternative pain relief measures: 

 Positioning. 

 Relaxation techniques. 

 Monitor peripheral circulation, pulses, edema, color, and 

temperature. 

 Administer medications as ordered by physician. 

 Promote and provide for adequate rest, quiet 

environment,bed rest; place in semi-Fowler’s position. 

 

E: Evaluation 
 

1. Satisfactory pain relief is reported using a rating scale of 0 to 10. 

2. Vital signs are within normal limits, no pain is reported, and no 

alteration in level of consciousness is observed. 

3. Anxiety is reduced. 



 

4. Fatigue is reduced, and the patient gains the ability to complete tasks 

and engage in desired activities. 

5. Understanding of the disease, medications, and reasons for 

Lifestyle changes and a willingness to follow the regimen are stated. 

 

 
 

Endocarditis 

Endocarditis is an infection of the inner lining of the heart (endocardium). 

 

Endocarditis typically occurs when bacteria or other germs from another 

part of the body, such as mouth, spread through the bloodstream and 

attach to damaged areas in the heart. Left untreated, endocarditis can 

damage or destroy the heart valves and can lead to life-threatening 

complications. Treatments for endocarditis include antibiotics and, in 

severe cases, surgery. 

 

Symptoms 
 

The infection can infect different people differently, so signs and 

symptoms vary. They may include: 
 

 Fever

 Chills
 A new or changed heart murmur — abnormal heart sounds made 

by blood rushing through your heart

 Fatigue
 Aching joints and muscles

 Night sweats

 Shortness of breath

 Paleness

 Persistent cough

 Swelling in your feet, legs or abdomen

 Unexplained weight loss

 Blood in your urine (either visible or found in a doctor's viewing of 

your urine under a microscope)

 Tenderness in your spleen — an infection-fighting abdominal 

organ on your left side, just below your rib cage



 

Causes 

1. Everyday oral activities. Activities such as brushing the teeth or 

chewing food can allow bacteria to enter bloodstream — especially 

if the teeth and gums are in poor condition. 

2. An infection or other medical condition. Bacteria may spread 

from an infected area, such as a skin sore. Gum disease, a sexually 

transmitted disease or an intestinal disorder — such as 

inflammatory bowel disease — also may give bacteria the 

opportunity to enter bloodstream. 

3. Catheters or needles. 

4. Certain dental procedures. Some dental procedures that can cut 

gums may allow bacteria to enter bloodstream. 

 

Risk factors 
 

Those at highest risk of endocarditis are those who have: 
 

1. Artificial heart valves. 

2. Congenital heart defects. 

3. A history of endocarditis. 

4. Damaged heart valves.. 

5. History of intravenous (IV) illegal drug use. 

 
Tests and diagnosis 

 

1. Blood tests. 

2. Tran esophageal echocardiogram. 

3. Electrocardiogram (ECG). 

4. Chest X-ray. 
5. Computerized tomography (CT) scan or magnetic resonance 

imaging (MRI). 



 

Rheumatic Endocarditis 
 

 Acute rheumatic fever, which occurs most often in school-age 

children, may develop after an episode of group A beta-hemolytic 

streptococcal pharyngitis.

 Patients with rheumatic fever may develop rheumatic heart disease 

as evidenced by:

 
 A new heart murmur. 

 Cardiomegaly. 

 pericarditis, and, 

 Heart failure. 

 
 

 The streptococcus is spread by direct contact with oral or respiratory 

secretions. Although the bacteria are the causative agents, 

malnutrition, overcrowding, and lower socioeconomic status may 

predispose individuals to rheumatic fever 

 Rheumatic fever is a preventable disease. Diagnosing and treating 

streptococcal pharyngitis can prevent rheumatic fever and, therefore, 

rheumatic heart disease. Signs and symptoms of streptococcal 

pharyngitis include: 

 

 Fever (38.9° to 40°C [101° to 104°F]). 

 Chills. 

 Sore throat (sudden in onset). 

 Diffuse redness of throat with exudate on oropharynx (may not 

appear until after the first day). 

 Enlarged and tender lymph nodes. 

 Abdominal pain (more common in children). 



 

 Acute sinusitis and acute otitis media (may cause or result from 

streptococcal pharyngitis). 

 

Infective Endocarditis 

 
 Infective endocarditis is a microbial infection of the endothelial 

surface of the heart. 

 It usually develops in people with prosthetic heart valves, structural 

cardiac defects (eg, valve disorders, HCM) . 

 It is more common in older people, who are more likely to have 

degenerative or calcific valve lesions, reduced immunologic 

response to infection, and the metabolic alterations associated with 

aging. 

 Staphylococcal endocarditis infections of the valves in the right 

side of the heart are common among injection drug users. 

Risk Factors for Infective Endocarditis 

 

 Prosthetic cardiac valves. 

 History of bacterial endocarditis (even without heart disease). 

 Complex cyanotic congenital malformations. 

 Surgically constructed systemic or pulmonary shunts or conduits. 

 Aortic valve disease. 

 Combined mitral regurgitation and stenosis. 

 Patent ductusarteriosus. 

 Ventricular septal defect. 

 Coarctation of the aorta. 



 

HEART FAILURE 
 

Leaning objectives 
 

1. Define heart failure. 

2. Identify the physiological basis for the clinical manifestations of 

heart failure. 

3. Describe expected clinical assessment findings for patients with 

heart failure. 

4. Define expected outcomes for therapeutic management of 

patients with heart failure. 

5. Explain the standard pharmacological therapies for chronic 

heart failure and acute exacerbation of chronic heart failure, and 

their rationale. 

6. Describe the nonpharmacological therapies for management of 

heart failure. 

7. Formulate a teaching plan for patients and families regarding 

heart failure. 

 
Heart failure is a syndrome that occurs as a result of the progressive 

inability of the heart to pump enough blood to meet the body’s oxygen 

and nutrient needs. Heart failure can cause a number of symptoms 

including shortness of breath, leg swelling, and exercise intolerance. 

Causes of heart failure include: 

1. Impaired Cardiac Function 

 Myocardial disease 

 Cardiomyopathies 

 Myocarditis 

 Coronary insufficiency 

 Myocardial infarction 



 

 Valvular heart disease 

 Stenoticvalvular disease 

 Regurgitantvalvular disease 

 Congenital heart defects 

 Constrictive pericarditis 

 
2. Excess Work Demands 

 Increased pressure work 

 Systemic hypertension 

 Pulmonary hypertension 

 Increased perfusion work 

 Thyrotoxicosis 

Causes of Heart Failure 
 

Left-Sided Heart Failure Right-Sided Heart Failure 

Hypertension Pulmonary hypertension 

Coarctation of the aorta Corpulmonale 

Myocardial infarction Pulmonary stenosis 

Cardiomyopathy Atrial septal defect 

Aortic stenosis  

Mitral regurgitation  

 
 

Signs and Symptoms 

 

Right-sided Heart Failure Left-sided Heart Failure 
 

Jugular vein distension Dyspnea 
Dependent peripheral edema  Dry cough 

Ascites Crackles, wheezing 

Weight gain Orthopnea 

Splenomegaly Paroxysmal nocturnal dyspnea 



 

Hepatomegaly Cheyne-Stokes respirations 

GI discomfort  Cyanosis 

Fatigue, weakness Fatigue, weakness 

Tachycardia Tachycardia 

NocturiaNocturia 

 

 
 

Classification of Heart Failre. 

 

Functional classification. ( classes (I-IV) 

 
Stage characteristics 

Class I no limitation is experienced in any activities; there are no 
symptoms from ordinary activities 

Class II slight, mild limitation of activity; the patient is 
comfortable at rest or with mild exertion 

Class III Marked limitation of any activity; the patient is 
comfortable only at rest. 

Class IV Any physical activity brings on discomfort and symptoms 
occur at rest. 

 

Diagnostic Tests 

1. History and physical examination. 

2. Electrocardiogram. 

3. Chest x-ray examination. 

4. Exercise stress test. 

5. Nuclear imaging studies. 

6. Echocardiography. 

7. Coronary angiography. 

8. Cardiac catheterization. 

9. Serum laboratory tests: ABGs, electrolytes, liver enzymes, 

BUN, creatinine. 

10. Hemodynamic monitoring. 



 

Medical Management 
 

The overall goal of medical treatment for chronic heart failure is to 

improve the heart’s pumping ability and decrease the heart’s oxygen 

demands. Treatment of heart failure focuses on 

1. Identifying and correcting the underlying cause, 

2. Increasing the strength of the heart’s contraction, 

3. Maintaining optimum water and sodium balance, and 

4. Decreasing the heart’s workload 

 
 

Pharmacologic Therapy 

 Angiotensin-Converting Enzyme Inhibitors

ACE inhibitors block the conversion of angiotensin I to 

angiotensin II, 

 Angiotensin II Receptor Blockers

ARBs block the effects of angiotensin II at the angiotensin II 

receptor 

 Beta-Blockers

 Calcium Channel Blockers

 Diuretics

Diuretics are prescribed to remove excess extracellular fluid by 

increasing the rate of urine produced in patients with signs and 

symptoms of fluid overload 

 Digitalis 

The most commonly prescribed form of digitalis for patients with 

HF is digoxin (Lanoxin). This medication increases the force of 

myocardial contraction and slows conduction through the 



 

atrioventricular node. It improves contractility, increasing left 

ventricular output, which also results in enhanced diuresis. 

Nursing Process for Patient with Heart Failure 

A: Assessment 

3. Health History that focuses on the signs and symptoms of HF, such 

as dyspnea, shortness of breath, and cough. 

4. Physical Examination for lungs and heart. 

B: Nursing Diagnosis 

 
1. Activity intolerance and fatigue related to imbalance between 

oxygen supply and demand because of decreased CO. 

2. Excess fluid volume related to excess fluid or sodium intake, and 

retention of fluid related to the HF syndrome. 

3. Anxiety related to breathlessness and restlessness from inadequate 

oxygenation. 

4. Powerlessness related to inability to perform role responsibilities 

because of chronic illness and hospitalizations. 

5. Noncompliance related to lack of knowledge. 

 

C: Planning and Goals 
 

1. Promoting activity. 

2. Reducing fatigue. 

3. Relieving fluid overload symptoms. 

4.  Decreasing the incidence of anxiety or increasing the patient's 

ability to manage anxiety. 

5. Encouraging the patient to verbalize his or her ability to make 

decisions and influence outcomes, and, 

6. Teaching the patient about the self-care program 



 

 

 

D: Nursing interventions 

1. Administering medications and assessing the patient's response to 

the pharmacologic regimen. 

2. Assessing fluid balance, including intake and output, with a goal of 

optimizing volume status. 

3. Weighing the patient daily at the same time and on the same scale, 

usually in the morning after urination; monitoring for a 2- to 3-lb 

gain in a day or 5-lb gain in a week. 

4. Determining the degree of jugular venous distention (JVD). 

5. Identifying and evaluating the severity of dependent edema. 

6. Monitoring pulse rate and blood pressure; checking for postural 

hypotension due to dehydration. 

7. Examining skin turgor and mucous membranes for signs of 

dehydration. 

8. Assessing for symptoms of fluid overload (eg, orthopnea, PND, 

DOE. 



 

Chapter XI: Nursing Care for patients with Respiratory 

Disorders 

 

Outlines 

11.1. Sign and symptoms. 

11.2 Diagnostic tests. 

11.3 Nursing care and rehabilitation for patient with: 

11.4 Bronchitis. 

11.5 Pneumonia. 

11.6 COPD. 

 

 

 
Leaning Objective 

 

 
At the end of this chapter, the student should be able to: 

 
1. Discuss the diagnostic procedures of respiratory disorders 

2. Describe the etiology &patho-physiology, clinical manifestation, 

assessment, diagnostic tests, surgical – medical management & nursing 

interventions, patient education &prognosis of bronchitis, pneumonia, 

andchronic obstructive pulmonary disease. 

3. utilize nursing process to provide care for patients with respiratory 

disorders. 



 

Diagnostic Procedures of Respiratory Disorders 

1. Pulmonary Function Tests 

Pulmonary function tests (PFTs) are routinely used in patients with 

chronic respiratory disorders. They are performed to assess respiratory 

function and to determine the extent of dysfunction. Such tests include 

measurements of lung volumes, ventilatory function, and the mechanics 

of breathing, diffusion, and gas exchange . 

 
2. Arterial Blood Gases Studies 

 
a. The arterial oxygen tension (PaO2) indicates the degree of oxygenation 

of the blood, and 

b. the arterial carbon dioxide tension (PaCO2) indicates the adequacy of 

alveolar ventilation. ABG studies aid in assessing the ability of the lungs 

to provide adequate oxygen and remove carbon dioxide and the ability of 

the kidneys to reabsorb or excrete bicarbonate ions to maintain normal 

body pH. 

3. Pulse Oximetry 

 
Pulse oximetry is a noninvasive method of continuously monitoring the 

oxygen saturation of hemoglobin (SaO2). When oxygen saturation is 

measured with pulse oximetry. it is an effective tool to monitor for subtle 

or sudden changes in oxygen saturation. It is used in all settings where 

oxygen saturation monitoring is needed, such as the home, clinics, 

ambulatory surgical settings, and hospitals. 

4. CulturesThroat cultures may be performed to identify organisms 

responsible for respiratory infections. 



 

5. Sputum Studies 

 
Sputum is obtained for analysis to identify pathogenic organisms and to 

determine whether malignant cells are present. It also may be used to 

assess for hypersensitivity states (in which there is an increase in 

eosinophils). Periodic sputum examinations may be necessary for patients 

receiving antibiotics, corticosteroids, and immunosuppressive 

medications for prolonged periods, because these agents are associated 

with opportunistic infections. In general, sputum cultures are used in 

diagnosis, for drug sensitivity testing, and to guide treatment. 

 
6. Imaging Studies 

 
Imaging studies, including x-rays, computed tomography (CT), magnetic 

resonance imaging (MRI), contrast studies, and radioisotope diagnostic 

scans may be part of any diagnostic workup, ranging from a 

determination of the extent of infection in sinusitis to tumor growth in 

cancer. 

7. Bronchoscopy 

 
Bronchoscopy is the direct inspection and examination of the larynx, 

trachea, and bronchi . 

 The purposes of diagnostic bronchoscopy are to:

a. Examine tissues or collect secretions. 

b. Determine the location and extent of the pathologic 

process and to obtain a tissue sample for diagnosis . 

c. Determine whether a tumor can be resected surgically, 

and ,Diagnose bleeding sites (source of hemoptysis 



 

Therapeutic bronchoscopy is used to : 

 
a. Remove foreign bodies from the tracheobronchial tree. 

b. Remove secretions obstructing the tracheobronchial tree when the 

patient cannot clear them. 

c. Treat postoperative atelectasis, and . 

d. Destroy and excise lesions 

8. Thoracoscopy 

Thoracoscopy is a diagnostic procedure in which the pleural cavity is 

examined with an endoscope. 

 

 

 

 
Bronchitis 

Bronchitis is a pulmonary disease caused by the onset of inflammation in 

the bronchial tubes, which are the air passages into the lungs. It causes a 

cough that often brings up mucus, as well as shortness of breath, 

wheezing, and chest tightness. 

Types of bronchitis: 

a. Acute bronchitis often occurs after a cold or the flu, as the result 

of bacterial infection, or from constant irritation of the bronchi by 

polluted air or chemical fumes in the environment. 

It is characterized by : 
 

 slight fever that may last for a few days to weeks, and is often 

accompanied by a cough that may persist for several weeks.

 Acute bronchitis, symptoms usually resolve within 7 to 10 days, 

however, a dry, hacking cough can linger for several weeks.



 

b. Chronic bronchitis, also known as chronic obstructive 

pulmonary disease or COPD. As the condition gets worse, the 

affected person becomes: 

 increasingly short of breath. 

 has difficulty with physical exertion. 

 and may require supplemental oxygen. 

  It may include fever, nasal congestion, and a hacking cough 

that can linger for months at a time. 

 
 

Symptoms 

Symptoms of acute bronchitis usually begin 3 to 4 days after an upper 

respiratory infection, such as a cold or influenza (flu). Symptoms usually 

include: 

1. A cough, which is the main symptom of acute bronchitis. It may 

be dry at first (does not produce mucus) and after a few days 

may bring up mucus from the lungs (productive cough). The 

mucus may be clear, yellow, or green. Sometimes, small streaks 

of blood may be present. 

2. A mild fever, usually less than 101F (38.3C) . 

3. A higher fever may indicate pneumonia. 

4. A general feeling of tiredness.. 

5. A sensation of tightness, burning, or dull pain in the chest under 

the breastbone that usually is worse when breathing deeply or 

coughing. 

6. Whistling noises (wheezing) when breathing, especially during 

physical exertion. 

7. Hoarseness. 



 

Diagnoses 

 

1. Chest X-ray. The result of a chest X-ray of people who have acute 

bronchitis is usually normal. 

2. Gram stain and culture and sensitivity of the mucus from the lungs. 

These tests may help doctor to find out if bacteria are causing the 

infection and which antibiotic will be effective. 

3. Other tests, including tests to measure blood oxygen levels and 

tests that can help identify bacteria and viruses. The test results can 

help doctor know whether acute bronchitis is seriously harming 

lung function. 

Nursing Diagnosis For Bronchitis. 
 

 Ineffective airway clearance related to: increased production of 

secretions.

 Acute pain related to: the inflammation of the pleura.

 Impaired gas exchange related to: airway obstruction by secretions, 

spasm of the bronchus.

 Ineffective breathing pattern related to: bronchoconstriction, 

mucus.

  Imbalanced Nutrition, Less Than Body Requirements related to: 

dyspnea, anorexia, nausea, vomiting.

 Risk for infection related to: the settlement of secretions, chronic 

disease processes.

 Activity intolerance related to: insufficiency of ventilation and 

oxygenation.

 Anxiety related to: changes in health status.



 

 Knowledge Deficit related to: the lack of information about the 

disease process and treatment at home.

 

Nursing interventions. 
 

 Answer the patients questions and encourage him and his family to 

express their concerns about the illness.

 As needed, perform chest physiotherapy, including postural 

drainage and chest percussion and vibration for involved lobes 

several times daily.

 Make sure the patient receives adequate fluids (at least 3 liters per 

day) to loosen secretions.

 Schedule respiratory therapy for the patient at least 1 hour before 

or after meals.

 Provide mouth care after bronchodilator inhalation therapy.

 Encourage daily activity and provide diversional activities as 

appropriate.

 To conserve the patient’s energy and prevent fatigue, help him to 

alternate periods of rest and activity.

 Administer medications as ordered and note the patient’s response 

to them.

 Assess the patient for changes in baseline respiratory function.

 Evaluate sputum quality and quantity, restlessness, increased 

tachypnea, and altered breath sounds. Report changes immediately.

 Monitor the patient’s weight by weighing him three times weekly. 

Assess for edema.

 Evaluate the patient’s nutritional status regularly.

 Watch the patient for signs and symptoms of respiratory infection, 

such as fever, increased cough and sputum production, and 

purulent sputum.

 Advise the patient to avoid crowds and people with known 

infections and obtain influenza and pneumococcus immunizations.



 

Pneumonia 

Pneumonia is an inflammation of the lung parenchyma caused by various 

microorganisms, including bacteria,mycobacteria, chlamydia, 

mycoplasma, fungi, parasites, and viruses. “Pneumonitis” is a more 

general term that describes an inflammatory process in the lung tissue 

that may predispose or place the patient at risk for microbial invasion. 

Classification 

1. Community-Acquired Pneumonia 

 
 CAP occurs either in the community setting or within the first 48 

hours after hospitalization or institutionalization. 

 The need for hospitalization for CAP depends on the severity of 

the pneumonia. 

 The causative agents for CAP that requires hospitalization are 

most frequently S. pneumoniae, H. influenzae, Legionella, 

Pseudomonas aeruginosa, and other gram-negative rods 

2. Hospital-Acquired Pneumonia 

 
 HAP, also known as nosocomial pneumonia, is defined as the 

onset of pneumonia symptoms more than 48 hours after admission 

in patients with no evidence of infection at the time of admission. 

 Ventilator-associated pneumonia can be considered a type of 

nosocomial pneumonia that is associated with endotracheal 

intubation and mechanical ventilation. 

 Ventilator-associated pneumonia is defined as bacterial pneumonia 

that develops in patients with acute respiratory failure who have 

been receiving mechanical ventilation for at least 48 hours. 



 

3. Pneumonia in the Immunocompromised Host 

 
Pneumonia in immunocompromised hosts includes: 

 Pneumocystis pneumonia (PCP). 

 fungal pneumonias, and , 

 Mycobacterium tuberculosis. 

4. Aspiration Pneumonia 

 

 Aspiration pneumonia refers to the pulmonary consequences 

resulting from entry of endogenous or exogenous substances into 

the lower airway. 

 The most common form of aspiration pneumonia is bacterial 

infection from aspiration of bacteria that normally reside in the 

upper airways. 

 Aspiration pneumonia may occur in the community or hospital 

setting. Common pathogens are S. pneumoniae, H. influenzae, and 

S. aureus. 

 
 

Risk Factors and Preventive Measures for Pneumonia 
 

Risk Factor Preventive Measure 

Conditions that produce mucus or bronchial 
obstruction and interfere with normal lung 
drainage (eg, cancer, cigarette smoking, 
COPD) 

Promote coughing and expectoration 
of secretions. 
Encourage smoking cessation. 

Smoking; cigarette smoke disrupts both 
mucociliary and macrophage activity 

Encourage smoking cessation 

Prolonged immobility and shallow breathing 
pattern 

promote lung expansion exercises 
and coughing. Initiate suctioning and 
chest physical therapy if indicated. 

Depressed cough reflex Perform suctioning and chest physical 
therapy if indicated. 

Supine positioning in patients unable to Elevate head of bed at least 30 



 

 

protect their airway degrees. 

Alcohol intoxication Encourage reduced or moderate 
alcohol intake 

Advanced age, because of possible 
depressed cough and glottic reflexes and 
nutritional depletion 

Promote frequent turning, early 
ambulation and mobilization, 
effective coughing, breathing 
exercises, and nutritious diet. 

 
 

Clinical Manifestations 

 
1. sudden onset of chills, 

2. rapidly rising fever (38.5° to 40.5°C [101° to 105°F]), and, 

3. pleuritic chest pain that is aggravated by deep breathing and coughing. 

4. The patient is severely ill, with marked tachypnea (25 to 45 

breaths/min), accompanied by other signs of respiratory distress (eg, 

shortness of breath, use of accessory muscles in respiration). 

5. The pulse is rapid and bounding, and it usually increases about 10 

bpm for every degree (Celsius) of temperature elevation. 

6. A relative bradycardia for the amount of fever may suggest viral 

infection, mycoplasma infection 

7. The patient may exhibit orthopnea (shortness of breath when 

reclining). 

 

Assessment and Diagnostic Findings 

 
1. Physical examination. 

2. Chest x-ray, 

3. Blood culture (bloodstream invasion, called bacteremia, occurs 

frequently), and sputum examination. The sputum sample is obtained by 

having patients do the following: 

a. rinse the mouth with water to minimize contamination by normal oral 

flora, 

b. breathe deeply several times. 



 

c. cough deeply, and, 

d. expectorate the raised sputum into a sterile container. 

Medical Management 

The treatment of pneumonia includes: 

 
1. administration of the appropriate antibiotic as determined by the 

results of a Gram stain. 

2. Antibiotics are indicated with a viral respiratory infection only if a 

secondary bacterial pneumonia, bronchitis, or sinusitis is present. 

3. Hydration is a necessary part of therapy, because fever and 

tachypnea may result in insensible fluid losses. 

4. Antipyretics may be used to treat headache and fever; 

5. antitussive medications may be used for the associated cough. 

6. Warm, moist inhalations are helpful in relieving bronchial 

irritation. 

Nursing Process for patient with Pneumonia 

A: Assessment 

The nurse monitors the patient for the following: 

 

 Changes in temperature and pulse

 Amount, odor, and color of secretions

 Frequency and severity of cough

 Degree of tachypnea or shortness of breath

 Changes in physical assessment findings (primarily assessed by 

inspecting and auscultating the chest)

 Changes in the chest x-ray findings



 

B: Diagnosis 

 

 Ineffective airway clearance related to copious tracheobronchial 

secretions

 Activity intolerance related to impaired respiratory function

 Risk for deficient fluid volume related to fever and a rapid 

respiratory rate

 Imbalanced nutrition: less than body requirements

 Deficient knowledge about the treatment regimen and preventive 

health measures

 

C: Planning and Goals 

 
1. improved airway patency, 

2. rest to conserve energy, 

3. maintenance of proper fluid volume, 

4. maintenance of adequate nutrition, 

5. an understanding of the treatment protocol and preventive 

measures, and, 

6. absence of complications. 

 
 

D: Nursing Interventions 

 
1. Removing secretions is important, because retained secretions 

interfere with gas exchange and may slow recovery. 

2. A high-humidity face mask delivers warm, humidified air to the 

tracheobronchial tree, helps to liquefy secretions, and relieves 

tracheobronchial irritation. 

3. Coughing and deep breathing exercises. 

4. The patient should assume semi-Fowler's position to promote rest 

and breathing and should change positions frequently to enhance 

secretion. 

5. encourage increased fluid intake (at least 2 L/day), 



 

E: Evaluation 

 

1. Demonstrates improved airway patency. 

2. Rests and conserves energy by limiting activities and remaining in 

bed while symptomatic and then slowly increasing activities 

3. Maintains adequate hydration, as evidenced by an adequate fluid 

intake and urine output and normal skin turgor 

4. Consumes adequate dietary intake, as evidenced by maintenance or 

increase in body weight without excess fluid gain 

5. States explanation for management strategies 

6. Complies with management strategies 

7. Exhibits no complications 

 

 Exhibits acceptable vital signs, pulse oximetry, and arterial blood 

gas measurements. 

 Reports productive cough that diminishes over time. 

 Has absence of signs or symptoms of shock, respiratory failure, 

or pleural effusion 

 

8. Complies with treatment protocol and prevention strategies 

 

 
Chronic Obstructive Pulmonary Disease 

 

Chronic obstructive lung disease ( including chronic bronchitis, 

emphysema and asthma) are the most common chronic lung disease for 

which pulmonary rehabilitation is needed. Chronic obstructive lung 

disease is the disease of respiratory tract that produce an obstruction to 

airflow and ultimately can affect both the mechanical function of the lung 

and gas exchange capability of the lung . 

 

Risk Factors for Chronic Obstructive Pulmonary Disease (COPD) 

 

 Exposure to tobacco smoke accounts for an estimated 80% to 90% 

of COPD cases

 Passive smoking



 

 

 Occupational exposure

 Ambient air pollution

 Genetic abnormalities, including a deficiency of alpha1-antitrypsin, 

an enzyme inhibitor that normally counteracts the destruction of 

lung tissue by certain other enzymes.

 

 

 
Pathophysilogy 

 

In the bronchi, there is enlargement of the mucous glands. Goblet cells 

proliferate, producing excessive secretions that obstruct the airway. 
 

 
 

The smooth muscles encircling the airways become hypertrophied, an 

increase in connective tissue can be observed, and the bronchioles show 

inflammation. 

 

 

mucous plugging, and fibrosis 
 

weakened bronchial walls, air trapping, and alveolar hyperinflation and 

destruction 



 

Causes of COPD 

 

• Cigarette smoking: has been shown to be contributing factor in 

the early development and severity of COPD. 

• Air pollution and occupational exposures play a role in the 

symptomatology and the progression of the COPD 

• Modern medicine has created an even increasing geriatric 

population. As people live longer and feel better, the problem of 

COPD become more and more a sociologic problem as well as 

medical problem. 

Spectrum of Obstructive Disease 

 

 Asthmatic Bronchitis:

 

Narrowing due to hyper reactivity, eosinophilicinflammation 

 

 Chronic Bronchitis:

Chronic productive cough for  3 month/year , for 2 successive 

year. 

 
 Chronic Obstructive Bronchitis

 
above with obstruction of small airways. 

 

 Emphysema

 
abnormal permanent enlargement of airspaces distal to the terminal 

bronchioles, accompanied by destruction of the alveolar walls without 

signs of fibrosis. 

 

Clinical Manifestations 

 

COPD is characterized by three primary symptoms: 
 

 Chronic cough.

 Sputum production, and,

 Dyspnea on exertion, dyspnea occurs even at rest



 

The major obstructive lung disorders are usually divided into many 

categories which are due to: 

1. Reversible factor ,e.g. inflammation, bronchospasm, mucus plugging 

 
2. Irreversible factors ,e.g. thickened fibrotic airway wall, damaged 

alveoli leading to loss of radial traction and unsupported airways. 

 
3. Localized lesion. e.g. tumor, foreign body. 

 
 

In addition , the differing location of the major sites of obstruction should 

be understood. for the purpose of classifying the location of obstruction 

disease, the anatomic generation of the airways are divided into: 

1. Bronchi, or airways with cartilage in their wall (usually > 2mm in 

diameter) 

 

2. Bronchioles, or airways without cartilage in their walls ( usually <2 

mm in diameter ) 

 
3. Lung parenchyma, or alveolar units, the gas exchanging part of the 

lung 

 

Pharmacologic Therapy 

 

1. Bronchodilators(Albuterol (Proventil, Ventolin, Volmax). 

Bronchodilators relieve bronchospasm and reduce airway obstruction by 

allowing increased oxygen distribution throughout the lungs and 

improving alveolar ventilation. 

 
2. Corticosteroids 

Inhaled and systemic corticosteroids (oral or intravenous) may also be 

used in COPD but are used more frequently in asthma. They may 

improve symptoms, but it has been shown that they do not slow the 

decline in lung function. 



 

3. Oxygen Therapy 

 
Oxygen therapy can be administered as long-term continuous therapy, 

during exercise, or to prevent acute dyspnea. Supplemental oxygen is 

effective in prolonging survival of patients with COPD who have a 

resting partial arterial pressure of oxygen (PaO2) of less than 60 mm Hg 

at sea level. 

Nursing Processfor Patient With COPD 

A: Assessment 

Assessing Health History of Patients with COPD: 

 

1. Exposure to risk factors—types, intensity, duration. 

2. Past medical history—respiratory diseases/problems, including 

asthma, allergy, sinusitis, nasal polyps, history of respiratory 

infections. 

3. Family history of COPD or other chronic respiratory diseases 

4. Pattern of symptom development. 

5. History of exacerbations or previous hospitalizations for 

respiratory problems. 

6. Presence of comorbidities. 

7. Appropriateness of current medical treatments. 

8. Impact of the disease on quality of life. 

9. Available social and family support for patient. 

10.Potential for reducing risk factors (eg, smoking cessation). 

 

B: Diagnosis 

 

 Impaired gas exchange and airway clearance due to chronic 

inhalation of toxins 

 Impaired gas exchange related to ventilation–perfusion inequality 

 Ineffective airway clearance related to bronchoconstriction, 

increased mucus production, ineffective cough, bronchopulmonary 

infection, and other complications 



 

 Ineffective breathing pattern related to shortness of breath, mucus, 

bronchoconstriction, and airway irritants 

 Activity intolerance due to fatigue, ineffective breathing patterns, 

and hypoxemia 

 Deficient knowledge of self-care strategies to be performed at 

home 

 Ineffective coping related to reduced socialization, anxiety, 

depression, lower activity level, and the inability to work. 

 

 
C: Planning and Goals 

Major patient goals may include: 

1. smoking cessation. 

2.  improved gas exchange, airway clearance, improved breathing 

pattern, 

3. improved activity tolerance, 

4. maximal self-management, 

5. improved coping ability, 

6. adherence to the therapeutic program and home care, and , 

7. absence of complications. 

 
D: Nursing Interventions 

1. Promoting Smoking Cessation 

2. Administer bronchodilators as prescribed 

3. Instruct and encourage patient in diaphragmatic breathing and 

effective coughing. 

4. Adequately hydrate the patient. 

5. Teach patient diaphragmatic and pursed-lip breathing. 

6. Monitor respiratory status, including rate and pattern of 

respirations, breath sounds, and signs and symptoms of acute 

respiratory distress. 

7. Monitor pulse oximetry and arterial blood gases. 

8. Administer supplemental oxygen and initiate mechanisms for 

mechanical ventilation, as prescribed. 

9. Avoiding Temperature Extremes 

10. Monitoring and Managing Potential Complications 
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E: Evaluation 

 

1. Demonstrates knowledge of hazards of smoking. 

2. Demonstrates improved gas exchange. 

3. Achieves maximal airway clearance: 

 

 Stops smoking. 

 Avoids noxious substances and extremes of temperature. 

 Maintains adequate hydration 

 

4. Improves breathing pattern: 

 

 Practices and uses pursed-lip and diaphragmatic breathing. 

 Shows signs of decreased respiratory effort (decreased 

respiratory rate, less dyspnea) 

 

5. Demonstrates knowledge of strategies to improve activity 

tolerance and maintain maximum level of self-care. 

 

 

6. Avoids or reduces complications: 

 

 Has no evidence of respiratory failure or insufficiency. 

 Maintains adequate pulse oximetry and arterial blood 

gas values. 

 Shows no signs or symptoms of infection, 

pneumothorax, or pulmonary hypertension. 


