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Abstract


The paper includes biographical data, a health history and physical assessment regarding M.R. She was admitted to the hospital with pressure ulcers to her back and a fever for several days. Nursing research shows the need for repositioning patients who will be in bed for long periods of time. Priority nursing diagnosis are reviewed including goals and interventions. Last, it is discussed the role of the nurse in treating M.R. and patients with pressure ulcers. 

Biographical Data/Admission


M.R. is a 68 year old white female born on October 11, 1939. She is divorced with two sons and two daughters and of the Baptist religion. Her admission on October 25, 2007 was because of a complaint of Bed Sores and a fever that had persisted for several days. M.R’s medical diagnoses was cellulites on her buttocks, altered nutritional status, fever, and decubitus ulcers. 
History


 M.R. has a previous history of depression, anxiety, hyperlipidemia, seizure disorder, thyroid problems, hypertension, pressure ulcers, osteoarthritis, type II diabetes, osteoporosis, and has had a previous blood transfusion. M.R. received a flu vaccine and a Pneumonia vaccine on October 25, 2007. It is unknown of when her last TB test was. Her previous surgeries included a hysterectomy in 1998, Cholecystectomy in 2000, breast biopsy, and a right Hip Replacement in 1999. While at home M.R. was taking Avandamet (1000mg PO twice a day), Celexa (40mg PO once a day), Citracal (200mg PO twice a day), Diovan HCT (125mg PO twice a day), Folic Acid (1mg PO once a day), Hydroxyzine Hydrochloride (50mg PO once a day), Lipitor (40mg PO once a day), Reglan (amount unknown PO once a day), Synthroid (amount uknown PO once a day), Valproic acid(500mg PO once a day), Vit B-12 (1000mcgPO twice a day), Xanax (0.5mg PO three times a day), and Novolog (dose depending on blood sugar, before meals SubQ). Allergies include Sulfa drugs and Codeine. Patient denies any use of tobacco products or alcohol consumption. Her familial patterns include osteoarthritis and coronary artery disease.

Heath Perception/Management Pattern


Prior to M.R.’s admission to the hospital she was bed ridden with no exercise. Her son assisted with ADL’s. When she was admitted to the hospital she displayed signs of neglect and possible inadequate diet. 

Self Care Abilities


M.R. requires complete assistance with ADLs and mobility. These activities include: feeding, food prep, bathing, bed mobility, chair/toilet transfer, shopping, dressing, ambulation, transportation, grooming, ROM, and toileting.

Living Environment


M.R. lives with one of her sons. The environment consists of indoor bathroom facilities, electricity, water, heat and air.

Discharge Needs


M.R.’s family has discussed that she will be discharge to NHC; a long term care facility. She needs to remain on a diabetic diet and foam dressings for her pressure ulcers. All other needs and supplies will be furnished by NHC.

Cognitive/Perceptual Pattern


M.R.’s primary language is English and is literate. She has blurred vision and is hard of hearing. These factors are due to the normal aging process. She has no evidence of dizziness, fainting, headache, tingling, or numbness. M.R. has generalized weakness because of pain and limited range of motion. Her quality of pain is currently a 3 on a 0-10 scale. M.R.’s pain is mainly caused by pressure ulcers. Alleviating factors are medication, rest, and change in position. Her associated symptoms are anxiety and face gremmies. She is alert and oriented to person and place. She does not appear drowsy, lethargic, or comatose; but is confused at times. Her speech is clear even though she takes a moment to process her thoughts. Her recent and remote memory is moderate, and is able to sing along with music videos she watches. Her pupils are both 2mm and react briskly. M.R. has limited range of motion of her extremities, but no signs of paralysis. With assistance she can move her right and left upper extremities approximately 60 degrees and 30 degrees range with her right and left lower extremities. She is also able to obey commands if given.
Activity/Exercise Pattern


M.R. has a nonproductive cough with no shortness of breath, orthopnea, dizziness, fainting, palpitations, leg cramps, or claudicating. She does have slight edema in her right arm from a discontinued IV.  She does passive range of motion, is activity intolerant, and has limited physical movement. She needs full assistance with range of motion and shakes when attempting to move. Her latest vital signs are: Blood pressure of 126/73 automated, temperature of 96.7 orally, respirations 16, O2 saturation of 96, and a pulse of 72. M.R.’s S1 and S2 heart sounds are present with a regular apical pulse. She has no jugular vein distention. Nonpitting edema is present in her right arm, her skin is appropriate for her ethnicity, and is arm to touch. All pulse are 2+ normal and capillary refill is <3 seconds. Her lung sounds are clear and has a A:P diameter  of 1:@. M.R. does not have any O2 devices and does not use accessory muscles while breathing. She has two dressing over her pressure ulcers located on her back. Dressings are dry and intact. She does not have a chest tube or pleuravac, and does not need suction. There are no drains present.
Nutritional/Metabolic Pattern


M.R. is on a diabetic diet with vitamin supplements. She has a moderate appetite and does need to be encouraged to eat at times. She is not experiencing any nausea or vomiting. M.R. has poor mouth hygiene with missing and loose teeth. She has no dysphagia, abdominal discomfort, and low amounts of flatus. At admission her weight was approximated at >300lbs due to her condition. She is also 63in tall. At meals she eats 50% to 75% and her fluid intake IV 1000mL per hour. Her abdomen is obese, but not distended, rigid, or tender. Bowel sounds are present in all four quadrants. Her IV is in her right hand with NACl 0.45%.
Elimination Pattern


M.R. is bowel and bladder incontinent. She is on laxatives daily and currently had an indwelling foley catheter. Her urine is clear and yellow with no odor. Her urine output in adequate to her intake. Her foley catheter will be discontinued when she is transported to NHC.

Sleep/Rest Patterns


M.R. appears rested on awakening and does no complain of any difficulty sleeping at night. During the day she rests in bed and watches CMT music videos to entertain herself. She has no frequent yawning or dark circles. She does become irritable with pain and anxiety, but is not lethargic.
Self Perception Patterns


M.R. has an altered mental status and does not demonstrate any signs of shame, guilt, negative feeling towards self, or a negative body image. While changing her dressing she laughs about there condition. She does not have a lack of eye contact. She doesn’t show any negative emotions or signs of denial.

Role/Relationship Pattern
 
M.R. is divorced and taken care of by her two sons. She does not express loneliness, but really does enjoy company in her room. Though her role of a mother is affected by her condition she does not outwardly express grieving or depression.

Labs/Diagnostic Tests


M.R. had a portable chest x-ray when she was admitted on October 25, 2007. The x-ray showed moderate atheromatous changes to the thoracic aorta, chronic skeletal changes bilateral glenonmeral joints and ostenonercsis of the humeral heads. Her most recent labs were drawn on October 29, 2007. Labs showed a decreased creatinine and decreased calcium level. These are most likely decreased due to lack of activity, decrease muscle mass and osteoarthritis. Her WBC count was increased due to infection, stress, and tissue necrosis. She also had a low RBC count due to diet deficiency, age and female gender.
Review of Pathophysiology


Pressure ulcers are caused by pressure to an area of tissue that impairs the flow of blood and lymph. This lack of nutrients to the tissue results in cell death and creates a wound. Pressure ulcers can also be caused by friction or shearing of the skin. Pressure ulcers are most common over bony prominences.  Pressure ulcers signs and symptoms are categorized by stages. In stage one the skin is intact with redness, stage two the skin has experienced partial thickness loss, stage three there is total thickness skin loss with damage and necrosis into the fascia, and last stage four the skin has full thickness loss with damage and necrosis into the muscle and bone(Baranoski 2006). M.R. has stage one, two, and three pressure ulcers on her back due to being bedridden and improper prevention. 
Evidence Based Practice

According to the National Guidelines Clearinghouse the best treatment for pressure ulcers is prevention of them. In M.R.’s case, she was admitted to the hospital with pressure sores. There are several interventions in treating pressures ulcers in the case they were not prevented correctly. “Treatment of pressure ulcers should center on the following intervention activities: management of tissue loads, nutritional assessment and support, ulcer care, and management of bacterial colonization and infection” (National). First pressure ulcers should be assessed by location, stage, size, appearance, odor, and condition of surrounding skin. M.R. has stage one redness all over her back. She also has a stage two ulcers on her sacrum and a stage three ulcer on her left upper back.  Upon admission or at the time of finding pressure ulcers it is recommended to take a photo of the area. This intervention helps compare the condition and monitor changes. There were no photos taken of M.R.’s Pressure ulcers, but the tech that had been working with her were able to account for the increase in healing of her wounds since the time of admission. Also guidelines recommend reassessing weekly, but her pressure ulcers were assessed daily. Adequate nutrition and hydration are always important to enhance healing. 

Guidelines also recommend cleansing with normal saline, irrigating with out damage to the tissue, and applying a moist dressing to wound. It is also important to keep surrounding skin dry and intact to prevent any progression in to healthy skin. Also recommendations suggest the patient should be put on an antibiotic regiment to prevent any infecting. M.R. received dressing changed every other day to her left upper back and sacrum. The dressings were changed using a clean technique. The wounds were irrigated with normal saline and like suggested a most dressing was applied. She was also receiving an IV anti-infective, Levaquin. M.R. is treated with the majority of these guidelines to ensure proper healing of her pressure ulcers. Another important intervention to help prevent further progressions of ulcers and prevention of any new tissue damage is reposition of patient. Turning at a minimum of once every two hours helps this condition.
Utilization of Nursing Research


In a recent study the impact of turning patients at different intervals was explored. This study, titled “Effectiveness of turning with unequal time intervals on the incidence of pressure ulcers lesions” collected subjects from a variety of different nursing homes (Vanderwee 2007). Participants were randomly divided into a control group and experimental group.  Patients in the experiments group were repositioned at four and two hour intervals; while the control group was turned every four. Both groups “were lying on a visco-elastic foam overlay mattress” which is made to prevent pressure ulcers (Vanderwee 2006).  M.R. was repositioned every two hours and did not have the use of a specialty mattress.  Also patients in the study were encouraged out of bed at least thirty minutes a day. M.R. did not spend any time out of the bed. When the study concluded it was determined that there was no statically evidence that when a specialty mattress is in use that more frequent turning is effective. It was also discussed in the results that “on a pressure-reducing mattress, turning every 4 hours is effective” and “without a pressure-reducing mattress, turning every 2 hours is needed” (Vanderwee 2007). In relation to this study M.R.’s care reflected the results of turning a patient every two hours. 
Role of Nurse


In providing care for M.R. the first priority nursing diagnosis consisted of Impaired Skin Integrity related to immobility, moisture, decreased muscle tone, and peripheral decreased blood supply as evidence by pressure ulcer on sacrum and left upper back, inability to turn self, reddening of skin all over her back. Short term goals include; 1) M.R. will show no signs of infection in ulcers on back and sacrum, 2) M.R. will demonstrate no further breakdown on back. Interventions include: cleanse wound every twenty four hours with normal saline, turn and position M.R. every two hours and document skin condition and any changes, maintain hand hygiene and follow proper procedures (gloves) when handling wound, dry sin thoroughly, moisturize dry skin, use baby powder in moist areas, place foam dressings on sacrum ulcer and ulcers on upper back, and use mild soap with bathing and dry skin completely after cleansing. 


The second nursing diagnosis for M.R. condition is acute pain related to physical changes (Pressure ulcers) as evidence by verbalization of pain, facial expressions, activity intolerance, and weakness. Short term goals for M.R. are: 1) the patient will experience diminished pain as evidence by verbalization and relaxed facial expressions. Interventions include: assess for signs and symptoms of pain, asses any pattern in pain, administer pain medication before activities such as dressing change or bathing, administer pain medication before pain becomes too severe for M.R., position change, restful environment,  and divisional activities.


In care for M.R. the nurse needs to be aware of the need to prevent any further breakdown. “The assessment and management of chronic wounds can be a challenge for most skilled nurses” (Lyder 2007). The nurse should always be assessing and documenting any changed in the wound. Turning and positioning are a priority while caring for M.R. since she is unable to help herself with this. Also M.R. needs full assistance with ADLs, which indicates she will be in need of help eating to maintain adequate diet for healing, she needs to be assessed for incontinence, and bathed and dried completely. The nurse will be this patient’s advocate. The need for total care is apparent by the signs of neglect she received at home. 
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