Case Study: Postoperative Nursing Management-Oxygenation, GI, GU, PATIENT SAFETY


Case:
Rita Schmidt, 74 years of age, is a female patient who was admitted to the surgical unit after undergoing removal of a section of the colon for colorectal cancer. The patient has a colostomy on her left (descending colon) abdomen. The patient has several small abdominal incisions and a clear dressing over each site. The incisions are well approximated and the staples are dry and intact. There is a Jackson--Pratt drain intact with minimal serous sanguineous drainage present. The colostomy is not functioning at this time. The patient has a Salem sump tube connected to low continuous wall suction that is draining a small amount of brown liquid. The patient has no bowel sounds. The Foley catheter has a small amount of dark amber-colored urine without sediments. The patient has sequential compression device (SCD) in place. The nurse performs an assessment and notes that the patient’s breath sounds are decreased bilaterally in the bases and the patient has inspiratory crackles. The patient’s cardiac assessment is within normal limits. The patient is receiving O2 at 2 L per nasal cannula with a pulse oximetry reading of 95%. The vital signs include: blood pressure, 100/50 mm Hg; heart rate, 110 bpm; respiratory rate, 16 breaths/min; and the patient is afebrile. The patient is confused as to place and time.


After receiving report on this patient answer the following questions

1. What are the two most significant nursing priorities for the nurse to address? (4 POINTS)

Manage the patient's pain, after undergoing the surgery the patient will be in pain and the nurses should administer a dose of pain medicines.

Promoting patient safety and ensuring thatadequate repiratory function of the patient.


2. Identify at least 2 things that are missing from this report that the RN needs to know to care for this patient? 
(4 POINTS)

Allergies, as the nurses are wrapping up their shift, the allergies of the patient should have been included in the report.

A history of the metabolic disease and the medicines that have been administered in the past.

3. Perform a complete assessment addressing each system. Identify in the critical thinking section to explain:  (28 points/4 points per system)
a. what are contributing factors to each assessment finding
· Abdominal distention which causes abdominal bleeding and the absence of bowel sounds.
· Fluid loss in the abdomen due to hypovolemia. The evidence for this is obliguria and hypotension in the patient

b. list the priority nursing interventions that are needed to address each assessment finding
1. Provide a comfortable supine position to deal with abdominal distention .The evidence for this is the absence of the bowel sounds  and bleeding. The intervention will assist in the reduction of abdominal pressure and in assessment of bowel sounds. Besides, it will reduce ischemia and blood loss leading to improved patient condition.
2. Continous monitoring of hypovolemia to create a balance in the intake and discharge of fluid in the body. Also, it will assist in administration of fluids as per the presecription. The goal is to regulate fluid liss which is indicated by hypotension and obliguria.

	System
	Assessment Findings
	Critical Thinking: 
Contributing factors
Priority Nursing Interventions

	Neuro

	
Place and time disorientation

	The disorientation occurs due to place killer effects and postoperative effect in the system.

	Resp

	Presense of crackles in the breath sound because the air entry is decreased.

The rate of respiration is 16/min

	There is diminished air entery due to atelectasis .
Lower lobe lung which is caused by abdominal distention. 
Oxygen requirement due to the crackles and atlectalis in the lower lobe.

	Cardiac

	
The heart rate is 110ts /mt with a normal sound.
BP is 100mmhg

	The patient has mild hypovolemia which appears from bleeding and fluid loss in the abodomen causing borderline blood pressure.

	GI

	

There is absence of bowel sounds. 
Colostomy is not functioning.
The masogastric drain is brown in colour and smelly fluid that passes through the sump tube.



	Indication of bowel ischemia due to the absence of sounds.

	GU

	Urine colour- Dark Amber
Channel- Folleys Catheter
Cosistency- No presense of sediments.
	The concentration indicates need for high fluid intake because there is a secondary fluid loss.

	Integumentary
	Presence of a surgical wound- dry and intact.
	The wound appearance is normal

	Pain
	Presence of pain from sugery

	Adminster painkillers








4. Identify at least 4 key gerontologic postoperative assessments should the nurse  complete- explain why it is important for this patient and provide an example of correct documentation of nursing note related to the areas identified? Example: Teaching colostomy care- patient may need support (4 POINTS)
· Monitoring the patient hourly- To monitor bowel sounds  and patient beehaviour.
· Notify the physician of any deviations- to point out any inconsistencies and abnormalities.
· Conduct all orders issues by physician- contributes to the recovery process.
· Orient the patient- deal with time and place disorientation.






Case Progression_______________________________________________________


After four hours under your care, the patient develops a fever of 99.9F and is difficult to arouse. You were able to get a doctor’s order for an IV of LR to run at 50ml/hr. Urine output is improving and the Foley is draining 40ml/hr. Lung sounds unchanged and pulse ox is 92%. RR 14 and BP 110/60, HR 90. O2 at 2L NC intact. The colostomy is not functioning and there are no bowel sounds. Incision site clean and dry. Jackson Pratt intact draining a small amount of fluid. You assessed her abdominal pain at an 8/10 and administered 2mg morphine sulfate IVP 30 minutes ago. 

5. What is the priority nursing actions at this time? Identify priority nursing actions with a rationale for these being the priority.  (8 POINTS)
· Colostomy- A surgical procedure which assists to bring down a portion of the large intenstines which is carries feaces from them patient body. 
· Stoma- an artifial opening to assist in passing urine and feaces from the intenstines and the urinary tract respectively.
· Ileus- Helps to deal with the loss of forward flow which often occurs after sugery leading to cramping constipation , dehydration and vomiting.





6. How the nurse assess bowel sounds for this patient? Provide a rationale for your answer. (2 POINTS)
[bookmark: _GoBack]Auscultation of the abdomen - Begin in the right lower quadrant (RLQ), and move in sequence up to the right upper quadrant (RUQ), left upper quadrant (LUQ), and finally the left lower quadrant (LLQ) to detect altered bowel sounds





7. Describe how the nurse would assess, measure and apply the wafer on the new colostomy? (10 POINTS)

     Assess stoma and peristomal skin. The nurse should use use the right size of barrier and skin barrier oprning. The pouching system should be checked regularly to avoid intances of skin irritation. The patient should conduct palpation to feel the stoma site and asses any stenosis around the area.







Case Progression___________________________________________________
After 8 hours on your unit, Ms. Schmidt is attempting to get out of bed and speaking about random things with an inability to focus on your questions. Her skin is hot, RR is 32, pulse is 102 and her BP is 140/78. The pulse ox alarm is going off and reads 89%. She keeps trying to take off her oxygen and the pulse ox probe. Her lungs have crackles bibasilar and in the right middle lobe. She has a nonproductive cough. She is not able to give a subjective pain level. Urine output is sufficient and her IV is intact. 


8. Identify the critical next nursing interventions? Provide a clear and comprehensive rationale for  each of the priority nursing interventions (15 POINTS)
· Postoperative delirium – This is a temporary condition that causes the patient to be confused, disoriented, unaware of their surroundings, and have problems with memory and paying attention. It may not start until a few days after surgery, comes and goes, and usually disappears after about a week.

· Confusion is not uncommon after surgery, especially in the first few hours following surgery. General anesthesia, which renders the patient unconscious for the procedure and sometimes for hours afterward, is more likely to cause confusion than other types of anesthesia.

· Psychiatric complications during the course of surgical treatment are well recognized and may include psychosis, depression, mania, disruptive ward behavior or addiction. Postoperative psychosis is associated with increased morbidity and requires acute management.

Case Progression__________________________________________________________

9. The following day you are assigned the same patient and receive her sitting in her chair with a tray of clear liquids in front of her. What assessment(s) should the nurse use to determine if this diet is correct for her.  Explain your rationale (5 points)
Assess the contents of the tray and ensure  that they will assist the patient in recovering from the sugery . Fluids should  be given to before the patient heals frm the sugery. Ensure there is no bleeding or any kind of discharge as a result if the sugery







10. What should the nurse use as the GI assessment on this post op day? (5 POINTS)
· Obtain the history of the patient regarding pain and any other difficulties that they might be experiencing.
· Perform an inspection of the wound and colostomy bag.
· Palpation of the abdominal area to check for tenderness of the inner organs.
· Percussion for gas and fluid collection
· Asculation for the bowel sound and movement

 







Case Progression_______________________________________________________
The RN notices that Mrs. Schmidt is wearing oxygen at 2L NC and breathing comfortably at 16 breaths/minute. She is being treated with IV antibiotics for a RML pneumonia. Alert and oriented X 3. She c/o slight pain on inspiration. Lungs with scattered crackles R>L. She is answering questions coherently and asks you when she is being discharged. 

11. What is the most appropriate RN’s response?  Explain your rationale. (10 POINTS)
You are currently on oxygen therapy which will oxygen saturation is maintained on a normal level. The physician has adminstred IV antibiotics to suppress the chest infection. Soon you will be able to breath yourself without the oxygen supply once the pattern and sound returns to normal. You are in safe hands and we are keeping a close observation to provide the best care and ensure safety.








12. Identify what medications the nurse anticipate Mrs. Schmidt to have ordered during this hospitalization & what are the nursing implications for each medication? Explain your rationale (5 POINTS)
Analgesics to relieve pain
Nursing implications
· Check for any allergies or contraindications.
· Monitor vital signs 
· Regularly check the mental status of the patient
· Check the pulse rate.
Antibiotics (Antimicrobial )that will treat wound and prevent infectuon.
Nursing implications.
· The antibiotics should be adminstred after food.
· Monitor bowel sound and movement.
· Encourage high intake of fluids.
· Avoid contamination .
· Perform a culture test prior to the therapy.

