Primary Nursing Diagnosis

Excess Fluid Volume R/T compromised regulatory mechanisms from renal insufficiency.
Supporting Data

-+2 pitting edema in lower extremities

-HTN, 138/90

-Decreased HCT

-TED Hose

-Intake>Output
Aldactone 25mg M-W-F

Lasix 40mg daily
STG

Pt will have equivalent I&O, with no edema, & will be able to maintain her specific dry weight during 12 hr shift, 3/31/2009.

Interventions with Rationale

1.) Assess pt for renal function, urine amount, color, clarity, & I&O q shift. Take vital signs q12h, especially BP. Auscultate lung sounds & heart q12h. This will provide information as to pt’s current status & amount of excessive fluid (Comer, 2005, p. 204).

2.) Measure I&O q2-4hrs, & notify physician if imbalances are significant. This provides for accurate comparison of pt’s fluid status without the use of hemodynamics. Continued outputs that are less than intake will result in fluid overload, & potential cardiovascular complications, such as heart failure & dysrhythmias (Comer, 2005, p. 204).

3.) Weigh pt every day, at same time, on same scale, if at all possible. Helps to provide date to correlate with I&O, & allows for consistency of information by utilization of same scale. An increase in weight of 1 pound correlates to approximately 500cc of fluid. The pt’s “dry weight”, or the weight that should be maintained with the use of therapies, such as dialysis, gives all caregivers a goal at which to aim (Comer, 2005, p. 204).

4.) Administer diuretics as ordered by PCP. Osmotic diuretics cause water in excess of the sodium content to be excreted, but may cause fluid & electrolyte imbalances. Loop diuretics are potent drugs that act of the ascending loop of Henle to block the reabsorption of sodium & increase potassium excretion. Potassium-sparing diuretics inhibit aldosterone in the renin-angiotensin-aldosterone cascade, & increase the secretion of sodium into the distal tubule & thus increase the reabsorption of potassium (Comer, 2005, p. 205).

EBP Citation

Sumnall, R. (2007). Fluid management and diuretic therapy in acute renal failure. Nursing in Critical Care, v. 12 issue 1, 27-33. Retrieved April 20, 2009, from
http://p8331-xlib1.ohiolink.edu.proxy.ohiolink.edu:9099/V/2GYARBFGT25841D8VSCREG9X6HSXVQRX5XFRPDCL2HQK5FAAGR-85704?func=quick-3&short-format=002&set_number=015227&set_entry=000016&format=999
Evaluation

Goal not achieved. Pt’s edema was evaluated & +2 pitting edema was noted in lower extremities, pt’s weight should have been noted, however was not done, pt’s vital signs WNL, pt’s I&O was monitored by nursing assistant, I>O. It is not realistic for this particular pt to exhibit no edema. The plan should be adjusted.
Nursing Diagnosis #2

Risk for impaired skin integrity R/T renal failure, alterations in tissue perfusion, external factors of immobility (age, mechanical factors, physical immobilization), & internal factors of immobility (edema, fluid status).
STG
Skin will remain intact by 1200 4/21/2009
Interventions with Rationale

1.) Assess/inspect skin on a daily basis (especially over bony prominences) describing changes observed. This will allow for early intervention (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 528).

2.) Assist/instruct in good hygiene (wash thoroughly, pat dry, gently massage with lotion, or appropriate cream). This will provide barrier to infection, reduce risk of dermal trauma, improve circulation, & enhance comfort (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 528).

3.) Turn q2h when in bed, & use proper turning/transfer techniques. This will help avoid movements that cause friction/shearing. For example, pulling pt with parallel force or dragging force (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 529).

4.) Provide/encourage adequate hydration (oral, tube feeling, IV, ambient room humidity). This will reduce/replenish transepidermal water loss (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 528).
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Evaluation

Goal met. Pt did not exhibit any signs of skin breakdown. Pt participated in good hygiene by washing properly. Pt was turned q2h by nursing assistant. Pt received adequate nutrition AEB ate 100% breakfast 3/31/2009.
Nursing Diagnosis #3

Disturbed thought processes R/T renal failure, mild hypoxia & electrolyte imbalances.
Supporting Data

-Pulse ox 93% RA

-K+ 2/16/2009 2.8 mEq/L & 3/3/2009 3.2 mEq/L

-HCT 11/20/2008 33.7% & 3/3/2009 36.2%

-Memory deficit, Pt states “I cannot remember what I ate for lunch & dinner yesterday”

-Decreased ability to grasp basic definitions

-Impaired ability to make decisions or problem-solve
STG
Pt will maintain usual reality orientation during 12hr shift, 3/31/2009.

Interventions with Rationale

1.) Assess dietary intake/nutritional status q12hrs, assess neurological/mental status & compare with baseline q12hrs, & assess laboratory values as ordered. Good nutrition is essential for optimal brain functioning. Persons with chronic debilitating conditions may have problems with thinking related to deficits in nutrients, vitamins, electrolytes, & minerals. Abnormalities such as metabolic acidosis, hypokalemia, anemia, elevated ammonia levels, & signs of infection may be affecting thought processes. Early recognition of changes promotes proactive modifications to plan of care. Establishes baseline and comparative functioning level according to age, developmental stage & neurological status. Mental/neurological status varies widely, with impairments being overt or difficult to identify. Remote memory is often intact, while recent/short term-memory may be lost or impaired (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 608).
2.) Reorient pt to person/place/time as needed & schedule structured activity & rest periods. This will reinforce/maintain reality of the moment. Structured rest & activity will provide stimulation without undue fatigue, helping to maintain orientation & sense of reality. Note: inability to maintain orientation is a sign of deterioration (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 609).

3.) Stay with the pt when she is agitated, frustrated, or frightened as needed. Support may provide calming effect, reducing anxiety & risk of injury (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 609). 

4.) Monitor medication regimen q shift, limiting the use of sedatives & drugs affecting the nervous system. Sedatives & drugs affecting the nervous system are shown to have a correlation with episodes of confusion (Doenges, Moorhouse, Geissler-Murrs, 2005, p. 609).
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Evaluation

Goal met. Pt’s dietary intake & nutritional status WNL during shift, 3/31/2009, A&Ox4, lab abnormalities include K+ & HCT *see concept map. Pt did not exhibit s/s of frustration, agitation, or fear. Sedatives or drugs affecting the nervous system were not administered during the shift (0700-1230 on 3/31/2009). 
