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Abstract

This research case study is the story of one woman’s battle with breast cancer, the complications that she faces daily and the care provided during her two day stay at the hospital. It includes biographical data, history and physical, and a review of the pathophysiology of breast cancer. This paper also compares and contrasts practice guidelines outlined by the National Guideline Clearinghouse and the care given to B.S. Finally, it describes the nursing care provided, the role of the nurse, and how nursing research from three articles were used in caring for the patient.  
A Woman’s Battle with Breast Cancer

“I never would have thought I would have breast cancer,” stated B.S. when I asked her about her condition (B.S., personal communication, March 20, 2007). This is when I sat down next to her and asked her to tell me her story. What started out as a normal, friendly phone conversation eventually led to the discovery of B.S.’s breast cancer. She was propped up on her elbow sitting at the kitchen table when she reached under her right breast near her underarm and felt a small mass.  Little did she know this jellybean size lump would change her life forever. B.S. was diagnosed with breast cancer in February of 2007. A lumpectomy was performed February 9th, 2007 on her right breast and her first chemotherapy treatment was March 12th, 2007. She stated the reason for present problem and hospitalization was that her first round of chemotherapy dropped her blood counts and she had a fever. Her medical diagnoses include: breast cancer, sepsis, and neutropenia. 

Biographical Data


B.S. is a 45 year old Caucasian female that was born on September 6th, 1961. She and her entire family are from Germany and her mother is the only family member currently living in the United States with her. B.S. is divorced and has no children. She is a Christian and works at Sanford Corporation. The source of this history is the patient herself and is a reliable source. 
History and Physical


B.S.’s significant childhood illness and conditions include Scarlet fever when she was either 8 or 10, blood treatment, and a history of reflux. Her previous surgeries include the removal of a benign lump about the size of an egg from the left breast when she was eighteen years old. Referring to her family history of diseases the client stated, “I’m sure some of my family in Germany has had cancer, but I do not know specific people (B.S., personal communication, March 20, 2007).” She denies ever smoking or consuming alcohol and tries to stay away from second hand smoke. Prior to chemotherapy she ate a healthy diet and exercised moderately. Since chemo has been started B.S. has complained of generalized weakness and “just feels tired a lot.” She is completely independent as far as activities of daily living and mobility are concerned. She visits the doctor frequently due to her condition and visits the dentist yearly. B.S. lives at home independently with a German Shepard dog. She lives in a single story home that has indoor bathroom facilities, electricity, heating/air, and running water. 

Pertaining to B.S’s cognitive/perceptual pattern, she attended some college and has a college level reading ability. Patient had been complaining of a headaches that started Saturday, (3/17/2007), continued all day Sunday (3/18/2007) and the morning that she came in the hospital (3/19/2007). She rated the pain a 5 on a 1-10 scale, and was given Lortab 7.5/5 orally to relieve the pain. Patient said that the headaches started with chemotherapy and are aggravated by constipation. She also noticed a slight change in voice and a sore throat. She appeared to be awake and alert and was oriented to time, place, and person. Her speech pattern was clear, loud, and understandable. Patient proved recent memory by recalling that she was at the hospital, and knew what day of the week it was. She also proved remote memory by recalling stories about her dog she had to leave behind and how much she missed him and telling stories about her ex-husband. B.S. demonstrated full range of motion in all extremities and pupils had an equal, brisk reaction to light.

Related to the patient’s activity and exercise pattern, she exercised moderately before chemotherapy. She now shows signs of muscle weakness and limitations in physical movement due to chemotherapy. B.S.’s posture was upright with her balance and gait not impaired. Patient got out of bed by herself and used the bathroom, brushed her teeth, and sponge bathed herself. Patient’s initial blood pressure was 89/59, with her respiratory rate being 20. She had a regular apical pulse, an oral temperature of 97.1, and no irregularities in heart sounds. Her pulses were present with a score of +3. Her capillary refill was less than 3 seconds, nail bed was pink and intact, and she was on room air. There was no sign of hair loss yet. B.S.’s skin was warm to the touch and color was normal for ethnicity. Although, there were small, red herpes lesions in clusters located on the anterior groin area, and a small red ulcer on the left side of her tongue. Also, there was an implanted port in her left upper chest that was started in the doctor’s office. 

B.S. had no nutritional risks or loss of appetite. She did feel nauseated sometimes though, and was currently constipated from the treatments and medications. The last time she vomited was March 19, 2007. Her teeth were intact and mouth was pink and moist. She is 152.4 centimeters tall, and she weighed 152 pounds. Her meal intake was normally around 90% of her trays, and she drank water and tea all throughout the day. Her intake for day one, March 20th, 2007, was 1050 milliliters and 360 milliliters the morning she was discharged. B.S. started feeling constipated upon the initiation of chemotherapy and was currently taking Senokot-S and Maalox for relief. Her last bowel movement was March 20, 2007, but she stated that she did not feel evacuated (B.S., personal communication, March 20, 2007). The output for day one was 1100 milliliters and none before she was discharged on March 21, 2007.


B.S. is not currently sexually active. She had a full hysterectomy in April of 2000, which was her last menstrual period. She has performed self breast exams monthly since the benign lump was removed when she was eighteen years old. Her last mammogram was in 2004. She said the reason she did not get any after that was because her insurance at work required her to be at least fifty years old before they would pay for her to get one (B.S., personal communication, March 20, 2007).  
Review of Pathophysiology


B.S.’s primary medical diagnosis is breast cancer. She was diagnosed with infiltrating duct carcinoma of the right breast. Her disease originated in the mammary ducts and grew in the epithelial cells lining the ducts. The cancer is invasive, penetrating the tissue around the duct and growing in an irregular pattern. There is no single known etiologic agent, but rather, risk factors that increase the chance of getting it. Known risk factors for B.S. are that she is an aging woman and is nulliparous. The medical interventions performed for B.S. include: a lumpectomy, chemotherapy, and eventually she will receive radiation therapy. A lumpectomy is the gross resection of the tumor that was in the right breast tissue. Other surgical alternatives include:  partial mastectomy, total (simple) mastectomy, or radical mastectomy. The exact agent given during B.S.’s chemotherapy is unknown. She did not know the name of the agent and it was not in her chart. Although, common chemotherapy drugs for this type of breast cancer include: tamoxifen, megastrol, Adiamycin, Cytoxan, cisplatin, and methtrexate (Ignatavivius, 2006). 
B.S.’s secondary medical diagnoses include sepsis and neutropenia. Sepsis is a condition in which organisms enter the bloodstream. Sepsis in her case is related to decreased immune response secondary to neutropenia due the chemotherapy. Neutropenia is bone marrow suppression that reduces the circulating number of leukocytes, erythrocytes, and platelets. Patient was experiencing the nadir period of her first chemotherapy treatment which decreased her blood counts. On March 20th her white blood cells were 2.8 u cmm, and they increased to 7.5 u cmm the following day. Her platelets were 75 cu mm March 20th, and they also increased to 120 cu mm the next day. Her erythrocytes were only decreased to a 3.99 cu mm on the first day; the next day, March 21st, they were within normal limits. Decreased leukocyte numbers, especially neutrophils (neutropenia), cause immunosupression, which places her at extreme risk for infection. Decreased platelets put her at risk for bleeding (Ignatavivius, 2006). 

Evidence Based Practice


The current practice guideline used for this research case study is from the National Guideline Clearinghouse. It is a guideline for the management of breast cancer in women. There are numerous recommendations outlined in the article. The first deals with the diagnosis, referral, and investigation. It states that women should be encouraged to perform a breast self exam and to report any changes to their general practitioner. Also, that women should receive an investigation into their condition to properly diagnose them. B.S. was encouraged to perform a monthly breast exam and received a full clinical examination upon the discovery of the lump in her right breast. The next guideline deals with surgery options. Patients should be given options for surgery, such as conservative surgery or mastectomy. And the choice of surgery should be tailored to the patient. B.S. was given the option of breast conserving surgery and a lumpectomy was performed February 9th, 2007. The next guideline states that radiotherapy should be offered following surgery to reduce the total recurrence of the cancer. The subsequent guideline is concerned with systemic therapy. It gives the guidelines to help determine which type of chemotherapy should be initiated and states that treatment should be initiated as soon as appropriate. Currently, B.S. is receiving chemotherapy that will be followed by radiation therapy. The exact agents used are unknown. The next guideline relates to psychological care. It says that all women diagnosed with breast cancer should have a specialty nurse to talk to and ask questions. The specialty nurse should be educated, experienced, and know how to determine if the patient is in distress. B.S. did not appear to be in distress during her two day stay at the hospital. She seemed more confused about her condition and what exactly was happening to her body. She needed to be taught about breast cancer and especially about the treatments she was receiving. Finally, the last guideline pertains to the follow-up and the detection of a recurrence (“Management,” 2005). B.S. was not yet in this stage of her disease because she was just receiving her first chemotherapy treatment. 
Utilization of Nursing Research


The first research article, Development and Implementation of a Risk Assessment Tool for Chemotherapy-Induced Neutropenia, describes neutropenia and the effects it has on chemotherapy treatment, the patient’s quality of life, and ways to prevent the negative outcomes. One major problem with neutropenia is that, as a result, chemotherapy doses get reduced or delayed and compromise treatment outcomes. Donahue suggests implementing a tool to identify patients who are at high risk for neutropenia (2006). The tool is an easy, obtainable, and inexpensive way for nurses and doctors to work together to reduce and/or prevent this problem from occurring. According to the tool, if a patient could identify with any one of the risk factors outlines they were at high risk for neutropenia. These high risk patients are then treated with colony-stimulating factors (CSFs) which reduce the incidence, severity, and duration of chemotherapy induced neutropenia (CIN). They also allow full, on-schedule chemotherapy doses (Donohue, 2006, pp. 347-348). The results from Donahue’s study show that a statistically lower rate of chemotherapy dose delays existed when the tool was used in conjunction with CSFs (2006). This tool should be used from now on with B.S. each time she receives a chemotherapy treatment. Knowing ahead of time, whether she is at high risk or not, can hopefully prevent her from experiencing another incidence of neutropenia and hospitalization. 


The second article, Putting Evidence Into Practice; Prevention of Infection, looks at numerous research articles and lays out clinical guidelines that have been proven by research and are evidence based to prevent infection in patients with cancer. According to the article, the following are interventions that are proven to be effective in prevention that were initiated with B.S.: oral care protocols, hand hygiene, herpes viral prophylaxis, do not allow visitors with symptoms of respiratory infections, wear protective gowns if soiling with respiratory secretions in anticipated, environmental interventions, and antibacterial prophylaxis with quinolones (Zitella et al, 2006). Others that were mentioned in the article but were not used with B.S. were: CSFs, influenza vaccine, 23-valent pneumococcal polysaccharide vaccine, antifungal drugs absorbed by the gastrointestinal tract to prevent oral candidiasis. Oral care protocols include cleaning the teeth and mucous membrane regularly, and patient education in significantly reducing mucositis. The article states that CSFs should be used when the patients carries a 20% risk of neutropenia. It also declares that antibiotic prophylaxis is sometimes not recommended for the scare of promoting antibiotic resistance. Antibiotic is only recommended in patients with extremely high risk for infection. B.S. was sent home from the hospital with ciprofloxacin, an antibiotic recommended only for patients with a high-risk. Also, others were added to the list for B.S., e.g., dietary restrictions and limited exposure to flowers and plants. According to the article, these others are probably effective but have not been proven and are only done by tradition. The suggestions were helpful in comparing the care given to B.S. that was evidence based and the care that was solely based on tradition and theoretical considerations. Nurses’ knowledge of evidence based interventions can positively affect a patient’s outcome and prevent further problems, as in this case, infection (Zitella, 2006). 

The last article, Implementation of a Prechemotherapy Educational Intervention for Women Newly Diagnosed with Breast Cancer, explains the importance of nurses providing information to patients to help them better cope with side effects and improving their coping strategies. B.S. was admitted to the hospital with minimal knowledge about her condition and the possible side effects of the treatment she was receiving. The article stresses the importance of a prechemotherapy education session that would provide information about chemotherapy agents and side effects, altered blood counts and infection, nausea and vomiting, alopecia, maintaining bowel function, oral hygiene, diet and nutrition, other medications, contacting the oncology office, and website links (Keller, 2006). Something that the article noted that was not stressed to B.S. was that a lot of the information one may find on the internet is not always necessarily true. B.S. had a number of questions about her condition and treatments. She had been misinformed on many of the side effects of chemotherapy and radiation therapy, and was clueless about why she was receiving them. A prechemotherapy education session would have been very beneficial in her case.  
Role of the Nurse


The number one nursing diagnosis for B.S. is risk for infection related to decreased immune response as manifested by a white blood cell count of 2.8 u cmm. Her short term goals consist of B.S. remaining free of infection (sepsis) as evidenced by: temperature less than 100.5˚F, absence of foul-smelling drainage from intravascular (IV) site or normal body opening, maintaining white blood cell count greater than or equal to 1600, and absence of boil or abscess skin on mucous membrane. There are many interventions involved to prevent infection, as follows: use strict aseptic technique for all procedures, limit number of people going in and out of room, inspect IV site every 4 hours for infection and change tubing daily, monitor complete blood count, especially neutrophils, teach patient to eat low bacteria diet, ensure patient room is cleaned daily, use dedicated equipment, keep fresh flowers and potted plants out of clients room, inspect mouth and mucous membranes every 8 hours, patient will wear a mask when leaving room, administer 750mg Levaquin every 24 hours IV piggyback, monitor vital signs every 4 hours, and wash hands every time one enters and leaves the room. The short term goals were met during her two days at the hospital. B.S. remained free from infection, temperature remained at 98.1˚F on day one, and 96.7˚F on day two. Also, the white blood cells increased to 7.5 u cmm. Finally, all the interventions were effective in preventing infection in B.S (Ignatavivius, 2006). 
The second priority nursing diagnosis is risk for injury related to the effects chemotherapy secondary to thrombocytopenia as manifested by a platelet count of 75 cu mm. The short term goals for B.S. comprise of her remaining free of signs of shearing or bleeding, no bleeding, and she will verbalize importance of using soft bristle toothbrushes and avoiding hard foods, and abide by all thrombocytopenic precautions. The following were the interventions used to prevent injury: use a lift sheet when moving patient, handle her gently, educate her on wearing firm sole shoes when ambulating, educate B.S. on the damages of rough oral care and hard foods, observe IV site every 2 hours for bleeding, teach patient to avoid trauma to the rectal tissue by not taking a rectal temperature, no enemas, and to lubricate suppositories well and use with caution, advise her not to have anal intercourse, apply pressure for 10 minutes for any trauma, do not use aspirin products, prevent constipation by using laxatives or stool softeners, and monitor for bruising and petechiae. During the period of care, B.S. remained free from bleeding and she verbalized understanding of thrombocytopenic precautions. Also, her platelet count increased to 120 cu mm on day two. As part of patient teaching she was given guideline sheets that provided information for patients that are on thrombocytopenia and neutropenia precautions (Ignatavivius, 2006). 
The last problem found with B.S. was that she had a knowledge deficit pertaining to her condition. She asked many questions regarding the care she was being given, such as, “What is neutropenia and thrombocytopenia?,” “Why do I have to get radiation therapy if I am getting chemotherapy right now?,” and “Will the radiation burn my skin off (B.S., personal communication, March 20, 2007)?” She was sat down and all her questions were answer to the best of knowledge. B.S. responded positively to the teaching repeated the information to her mother over the phone. As an extra enforcement she was given numerous information sheets that would answer any further questions she may have when she left the hospital. The handouts included: understanding chemotherapy, understanding radiation therapy, skin care during radiation therapy, radiation therapy treatment, and a Cipro information sheet. 
Conclusion


B.S. was given the best care as appropriate for her condition. She was put on neutropenia precautions, thrombocytopenia precautions, and educated about breast cancer and the treatments she was receiving. Hopefully, on her second round of chemotherapy she will be more informed and prepared to deal with the complications that she is going to face. Oncology nurses should implement the risk assessment tool to prevent further complications of neutropenia. They should also sit B.S. down and take thirty minutes to reinforce the education she has already received to reduce any feelings of anxiety and promote positive coping strategies. The nursing interventions, when used appropriately, can assist B.S. in conquering her battle with breast cancer. 
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