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Nursing Diagnosis for Appendicitis 
Name
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Course
Date


Nursing Diagnosis for Appendicitis Preoperative
  	  The patient has been diagnosed with Appendicitis. The inflammation of the inner lining of the appendix. There has been a check to determine whether the inflammation has spread to other parts. It appears the inflammation is only of the inner lining of the appendix. The patient was in acute abdominal pain and this required a clinical emergency. The patient has an Imbalanced Nutrition due to vomiting pre-surgery. He vomited 12 times before he was admitted. The vomiting contributed to his poor nutrition. The body’s nutrition is not balanced. The muscle tone has changed. There is rigidity in the patient's muscle. Weakness is displayed since the child does not move and support himself. The patient’s vital signs are Temp: 99.1F (oral), Pulse: 107 (apical), Respiration: 20, BP: 114/73 (Lying position), Pulse Ox: 94 (room air).
    	Acute pain: Unpleasant sensory pain which arises from the intestinal tissue inflammation. It also arises from emotional and physiological discomfort that the patient undergoes. He is affected emotionally and this increases his pain. The acute pain made the patient aware of the situation. The patient was able to tell something was wrong. The patient complained of abdominal pain before he was admitted. There is an immediate pain that arises. The pain starts from just a mild sensory pain to a severe pain. The pain might result from the appendix being obstructed. The patient positions himself to avoid pain in the appendix area. It is clear he is undergoing pain in that area. The patient has facial grimacing every time he wants to turn around. As the patient is lying on the bed he does not tilt. The facial grimacing shows that he suffers from pain.
    	There is anxiety displayed by the patient. The patient is an 11-year-old Hispanic. The changes in his health status affect his mind. Several signs of anxiety can be seen. The patient is restless and looks disturbed. The patient needs to be assured that everything will be taken care of. The pain is new to the child. The patient is only 11 and he has no allergies so it is clear he has not had many problems. Situational crisis makes the child become more anxious. To reduce the risk of perforation surgery must be conducted as soon as possible. The patient will be taken to the Paediatric unit. The patient is at risk of deficient fluid volume because of the vomiting. He vomited 12 times before he was admitted. Due to the anxiety, the number of vomiting could be more. The amount of liquid lost is enough to cause a deficiency.
  	  Ruptured appendix makes him be in the risk of infection. Inflammation caused the rapturing of the appendix. The patient’s skin is normal and he has no allergies. The infections have not affected him in any way. There appear to be no infections in the inflamed appendix. In case there is a rapture it will make the patient be prone to infections. A surgical procedure is necessary to ensure the infections do not occur. The appendix will have to be checked to prevent further rupturing. So far there are no signs of infections of the appendix. The patient was taken for operation and they did a laparoscopic appendectomy.
Nursing Diagnosis for Appendicitis Postoperative
	    Acute abdominal pain which is related to the wounds after the operation. The wounds take time to heal and the patient is suffering acute pain. The diagnostic procedure has made the patient show different characteristics. If unable to communicate there are behavioural checks that can be used. The pain assessment checklist will tell if the pain is severe or mild. The patient is a young child and is not able to express the intense pain. By assessing his characteristics and behaviours the patient suffers pain. An autonomic reaction such as pupillary dilation and diaphoresis is used to tell the level of the acute pain. The patient has pupils that have slightly dilated. It is clear there is some pain after the operation. The patient is stable and does not seem to require any intervention.
	    Due to potential anorexia and nausea, the patient has an imbalanced Nutrition. After the operation was completed the patient has been given a liquid. He has been placed on a full liquid diet. Nausea might have caused the patient to lose energy and liquid. The body is imbalanced since the requirements have not been satisfied. The patient’s body will require more nutrition and water. Lack of enough liquid has caused the patient to be fatigued. The body appears rigid and fatigued. The patient has been placed to use an incentive spirometer 10x every 1 hour during the day while awake. This will help the patient recover from the procedure. His nutrition improves with time.
	    The patient is at risk of getting infections. The infections are related to the surgery and wounds. Surgical incisions are prone to infections and the patient must be able to be protected from this. The patient wounds are still free. The wounds have to be kept clean and the antibiotics prescription is taken. This will prevent any further infection of the wounds. The patient could now over without anxiety but it was clear that the surgical wounds were still disturbing him.
  	  Acute pain control management was done to ensure the patient does not suffer. I first assessed the degree of the pain the patient suffered. After the operation, it was clear that the patient had acute pain. The pain has to be controlled. Pain control management is an essential component of nursing. Surgical patient has to be taken care of and the pain well managed. An analgesic technique was done by administering of controlled opioid. This enabled the pain to be reduced to the minimum. The patient was able to be calm and did not act in pain. He is more comfortable after the pain has been reduced and will recover faster.
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