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Abstract

This research case study tells the story of B.H.’s battle with esophageal cancer and the negative and demanding impacts his treatment, chemotherapy, has on his body. The study will reflect the nursing care completed for this patient and the application of current and evidence based practice guidelines and nursing research from three articles. It also contains biographical data, a history and physical, and a review of the pathophysiology of esophageal cancer and neutropenia. Finally, this study compares and contrasts practice guidelines outlined by the National Guideline Clearinghouse and the care given to B.H. during his stay at the hospital. 
Dealing with Esophageal Cancer


Imagine spending twenty-three days and counting confined to a cramped and gloomy hospital room. How would that affect one’s life or just the regular activities of daily living? This is the story of B.H. and how he deals with esophageal cancer and the numerous side effects caused by the disease. B.H. was admitted to the hospital on October 7th, 2007 due a low white blood cell (WBC) count and neutropenic fever. His statement of the present problem upon admission was, “I just do not feel good and I was throwing up and having diarrhea since yesterday (B.H., personal communication, October 7th, 2007).” On October 19th, 2007 he went into the operating room for an exploratory abdominal surgery with a small bowel obstruction. His medical diagnoses include: esophageal cancer and neutropenia. 

Biographical Data

B.H. is a 67 year old Caucasian male that was born on April 4th, 1940. He was born and raised in Tennessee and currently lives with his wife of 45 years. They do have children, but the number and ages are unknown. He is retired and attends a Baptist church every Sunday. The sources of this history are the patient and his wife and they are both reliable sources. 

History and Physical


B.H.’s significant childhood/adult illnesses and conditions include hypertension, cancer, congestive heart failure, irregular heartbeat, hypercholesterolemia, cardiomegaly, small bowel obstruction, hyperlipidemia, gastro-esophageal reflux disease (GERD), and two previous blood transfusions that were received as a result of his chemotherapy, fluorouracil (5-FU). He received whole blood on October 8th, 2007 and October 22nd, 2007. His previous surgeries include a left endartectomy in 1996 and a port was placed on October, 24th 2007. The immunizations he has received are as follows: influenza vaccine received this season, tetanus in over 5 years ago, and a negative tuberculosis (TB) skin test over two years ago. B.H.’s list of medications taken at home include: Lunesta, Warfarin, Prevacid, Lomotil, Nifedia, Potassium Chloride, Reglan, Nexium, Prednisone, Hydrochlorothiazide, Simvastin, Zetia, Metoprolol, and a multi-vitamin. He is currently receiving weekly 5-FU chemotherapy and radiation (type unknown). The medications that he is currently taking while in the hospital include: Aspirin, Fragmin, Marinol, Nexium, Lactinex, Keflex, Levaquin, Lortab, and Morphine as needed for pain. B.H. denies to have ever smoked or drank his entire lifetime. He has a significant family history of hypertension, heart disease, cancer, and high cholesterol. The relationships these family members have to the patient are unknown. 


Before hospitalization, B.H. walked moderately for exercise, took multi-vitamins, and ate a regular diet that was cooked for him by his wife. B.H. required minimal assistance with his activities of daily living. He was independent in every activity of daily living except chair/toilet transfer and ambulation in which he used his walker. His wife did the food shopping and preparation because, “she’s a better cook than me (B.H., personal communication, October 30th, 2007).” He visits the physician weekly to receive chemotherapy and radiation, and he visits the dentist yearly. His Baptist religion poses no restriction to the care given during his stay. Upon discharge, he will need to consult a physical therapist in regards to receiving a wheelchair. 

Pertaining to B.H.’s cognitive/perceptual pattern, he graduated from high school and has a high school level reading ability. He did not attend college. B.H. learns best by listening to others/verbal, demonstration, reading, videos, and pictures. He has some vision impairment and generalized weakness in his feet, ankles, and lower legs. The patient has been complaining of a throbbing, aching feeling in both of his lower extremities that is aggravated by walking and/or activity. On October 30th, he rated his pain a 7 on a scale of 1-10, and was given Lortab 7.5/5 orally to relieve the pain. The patient has been experiencing mild drowsiness due to his treatment and lack of activity. He has not noticed any change in speech pattern and shows no signs of an apparent problem. B.H. was oriented to time, place, and person. He proved recent memory by recalling the reason he was at the hospital and knew what time of day it was. He also proved his remote memory by telling stories about his wife and recalling how long they have been married.   

Related to the patient’s activity and exercise pattern, B.H. experienced some restrictions and limitation in physical movement, particularly his legs and feet. He has an upright posture and steady balance and gait. His blood pressure was 113/56, right arm lying, with his respiratory rate being 16. His apical pulse was regular at 66 beats per minute and his oral temperature was 97.1 degrees Fahrenheit. In relation to his pulses and respiratory pattern there were some irregularities. His dorsal pedal pulses and posterior tibial pulses were weak, rated as a 2+. His capillary refill was normal at less than three seconds. B.H.’s adventitious lungs sounds were diminished and wheezing was auscultated in both the left and right upper, middle, and lower lobes. He has experienced some dyspnea on exertion. His SaO2 stat was 96 on room air. His surgery on October 19th, 2007 left a six inch incision on his abdominal midline that was covered with an abdominal pad. The last dressing change was performed by the doctor on October 30th, 2007. 

B.H. has experienced significant problems related to his nutritional /metabolic pattern. He is not on any special diet, but he has noticed a decreased appetite. He also reported difficulty chewing and swallowing as a result of his condition, and nausea as a result of chemotherapy. These problems have led to a significant weight loss of at least 10 pounds of unintended weight loss in the last three months. Upon admission B.H.’s weight was 152 pounds. He has recently increased his weight by 4.6 pounds since admission. His last weight was recorded on October 28th, 2007 as 156.6 pounds. He is slightly outside the limits of his ideal body weight of 160 pounds. He is currently taking Marinol, an appetite stimulant, to maintain this weight. On October 30th, 2007 B.H. stated, “This medication is not working, I can still barely eat anything (B.H., personal communication, October 30th, 2007).” B.H. was informed that this particular medication may take weeks before an obvious change in appetite is noticed. He verbalized an understanding and seemed relieved. The patient is not having problems eliminating and his bowel sounds are present and active in all quadrants. He reported diarrhea on October 7th, 2007 when he was admitted, but it has since subsided. His last bowel movement was the morning of October 29th, 2007, and it was brown, formed, and soft. B.H. has as intravascular access devise located in his right hand with normal saline running at 25 milliliters an hour. He also had a portable abdomen x-ray performed on October 20th, 2007. Results showed a probable transverse colon. His labs displayed a decreased anion gap, calcium, red blood cells, hemoglobin, hematocrit, and an increased platelet count.

B.H. reported being rested upon awakening and takes frequent naps throughout the day. He also reports sleeping about seven hours each night. The patient displays a healthy self perception pattern and has an internal locus of control. He displays loving emotions towards his wife by laughing and smiling. The patient handles stress with laughter and has a good sense of humor and likes to joke around. B.H. has a healthy relationship with his wife who stays with him at the hospital everyday. 
Review of Pathophysiology


B.H.’s primary medical diagnosis is esophageal cancer. He was diagnosed with adenocarcinoma found in the distal third and at the gastroesophageal junctions. The local and regional lymphatic spread of the disease is unknown, but more than 50% of esophageal cancers metastasize (Ignatavivius & Workman, 2006). There is no single known etiologic agent, but rather, risk factors that increase the chance of getting this specific cancer. The known risk factor for B.H. is long-term untreated gastro-esophageal reflux disease. There is also the possibility that certain genetic factors may have a role since there is a known family history of cancer. B.H.’s signs and symptoms include: dysphagia, odynophagia (difficulty swallowing), and pulmonary complications, such as, wheezing. There are numerous interventions that may be included in treatment for patients with this condition that are listed as follows: nutrition therapy, swallowing therapy, chemotherapy, radiation therapy, photodynamic therapy, esophageal dilation, endoscopic therapies, and surgical removal of the tumor (Ignatavivius & Workman, 2006). The medical interventions performed for B.H. include: chemotherapy of 5-FU and radiation. Although radiation is commonly administered in 20 episodes over four weeks, the exact type of radiation he is receiving is unknown. Radiation for esophageal cancer is moderately effective and leads to several negative side effects (Ignatavivius & Workman, 2006).    

B.H.’s secondary medical diagnosis is neutropenia. Neutropenia is bone marrow suppression that reduces the circulating leukocytes. The patient was experiencing the nadir period of his previous chemotherapy treatment which decreased his white blood cell (WBC) counts. His WBC counts were as follows: October 7th, 2007, 0.3 u cmm, October 8th, 2007, 0.5 u cmm, October 9th, 2007, 2.4 u cmm, and on October 30th, 2007, 8.0 u cmm. Decreased leukocyte numbers, especially neutrophils (neutropenia), cause immunosupression, which places B.H. at extreme risk for infection (Ignatavivius & Workman, 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 esophageal cancer. There are numerous recommendations outlined in the article. The first deals with the diagnosis, assessment, and staging of esophageal cancer. According to the guideline, a flexible upper gastrointestinal (GI) endoscopy is recommended as the procedure of choice for a positive diagnosis. Also a minimum of eight biopsies should be taken to diagnose malignancy. In relation to staging modalities and techniques, the patient with an esophageal cancer should get a computerized tomography (CT) scan of the chest and abdomen with intravascular contrast and gastric distention with oral contrast or water. The exact type of diagnostics and assessment techniques used for B.H. are unknown. The next guideline states that the patient and family/caregivers should be informed about local and national support services. B.H. was given informative material about online services, phone numbers, and local support groups available for his use. The next guideline pertains to neoadjuvant and adjuvant therapies. The therapies used and/or considered for B.H. at the time of diagnosis are unknown. Although, the guideline does state that patients with operable esophageal cancer should be considered for two cycles of preoperative chemotherapy. The next guideline stated that chemoradiotherapy should be considered in patients with this cancer who have locally advanced disease, those unfit for surgery, or those who decline surgery. Another option included in the guideline that may be considered for B.H. is stenting. Metal stents are used to control obstructive esophageal symptoms. Subsequently, chemotherapy and radiotherapy was mentioned. The guideline also states that patients with this cancer should be considered to receive chemotherapy including cisplatin and infusional 5-FU. B.H. is currently receiving weekly 5-FU treatments. The type of radiotherapy is unknown, but the type recommended by the guideline for a patient like B.H. is external-beam radiotherapy because it is an appropriate treatment of mild dysphagia. 
Brachytherapy is also an option for patients with dysphagia. The final guideline deals with control of other symptoms, such as; pain, anorexia, nausea, vomiting, and anemia. According to the National Guideline Clearinghouse, when dealing with pain, the World Health Organization (WHO) pain relief program (analgesic ladder) should be used. When dealing with anorexia, corticosteroids or megestrol acestate should be considered. Finally, blood transfusion and/or erythropoietin should be used for patients experiencing anemia. The care given to B.H. was followed closely to these guidelines. The WHO analgesic ladder was used when choosing the appropriate pain relief medications for B.H. Also, Marinol was given as an appetite stimulant. Finally, B.H. was given two blood transfusions, mentioned earlier, for his anemia as a result of chemotherapy.    

Utilization of Nursing Research


One of the most important aspects of providing proper patient care is being able to relate and understand a patient and their feelings. Part of understanding a patient is being knowledgeable about their disease process and how it affects their life. The first article by Andreassen explains patient experiences and how they seek information. According to the study, providing information to patients reduces anxiety and facilitates coping. Information was provided to B.H. relating to his disease process and dysphagia. He was particularly concerned about his loss of appetite and how his medication, Marinol, was not working. He was informed that the medication may take weeks to work and not to worry. This is just one example of how information for B.H. reduced his stress and anxiety. Throughout his entire 23 day stay B.H. was informed about how to deal with dysphagia, how chemotherapy affects the body, and when to call the doctor. Another point Andreassen made was that patients would prefer to obtain information from their doctor or other patients suffering from the same disease. A support group referral proved beneficial in B.H.’s case. Four themes were outlined in Andreassen’s study. The two that pertained to B.H. are: experiences of intrusions in daily life and managing a life-threatening illness. The first theme included the daily-life activities that were affected, dietary changes, role and relationship between partners affected, children’s lives affected, and everyday uncertainty (Andreassen, 2006). The second theme addressed ways of managing a life-threatening illness including: viewing the future, faith in medical experts, and how patients seek further knowledge. Each of these points was addressed sometime throughout B.H.’s stay. They each decreased his stress and helped B.H. with coping with his illness. 

The second article is a review of numerous research articles and supports clinical guidelines that have been proven by research and are evidence based to prevent infection in patients with cancer. According to Zitella, the following are interventions that are proven to be effective in prevention that were initiated with B.H.: oral care protocols, hand hygiene, 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, and colony stimulating factors (CSFs) (Zitella et al, 2006). Others that were mentioned in the article but were not used with B.H. were: 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. Zitella 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. Also, others were added to the list for B.H., e.g., dietary restrictions and limited exposure to flowers and plants. According to Zitella, these others are probably effective but have not been proven and are only done by tradition, which is an idea for future research. The suggestions were helpful in comparing the care given to B.H. 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 by Watt and Whyte addresses patients’ experience with dysphagia and how it affects their quality of life. Since dysphagia is the predominant symptom in esophageal cancer an increased awareness and understanding is important for proper care. Watt and Whyte included in their study the use of a tool, EORTC QLQ-C30 and EORTC QLQ-OES24, to help comprehend this poorly understood symptom that B.H. is experiencing. This tool would have been valuable in B.H.’s case to help determine the severity and effect dysphagia has on his quality of life. The results of their study proved that dysphagia has many effects on the body and a patient’s life. These effects include: physical and emotional difficulties, impact on social life, and treatments. All of these relate to B.H. and were addressed during his hospital stay. Physical side effects of dysphagia lead to diet restrictions and slower eating. These effects were taken into consideration for B.H. and he was given soft, easy-to-swallow foods, sat upright, and persuaded to take his time while eating. Emotionally, B.H. was upset that he could not eat what he used to and frustrated at how hard it was to eat. Talking to him decreased his anxiety and emotional upset. The social aspect of how dysphagia affects B.H. is unknown, but according to Watt and Whyte it has major social impacts. For example, some patients feel as if they can never eat at a restaurant again for fear of potential difficulties. Understanding how dysphagia effects B.H. helps to pinpoint interventions that would prove beneficial in his case.  
Role of the Nurse


The number one nursing diagnosis for B.H. is risk for infection related to decreased immune response as manifested by a white blood cell count of 0.3 u cmm. His short term goals consist of B.H. remaining free of infection as evidenced by: temperature less than 100.5 degrees Fahrenheit, absence of foul-smelling drainage from intravascular (IV) site or normal body opening, maintaining white blood cell count greater than or equal to 4.8 u cmm, 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 four hours for infection, change tubing every 72 hours, monitor complete blood count, especially neutrophils, teach patient to eat a 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 eight hours, patient will wear mask when leaving room, put sign on patient’s door displaying “neutropenic precautions”, administer Levaquin 500 milligrams every 24 hours IV piggyback, monitor vital signs every four hours, and wash hands every time one enters and leaves the room. The short term goals were met during his stay at the hospital. B.H. remained free of infection; temperature remained at 97.1 degrees Fahrenheit. Also, the WBC count increased to 8.0 u cmm. Finally, all the interventions were effective in preventing infection in B.H. (Ignatavivius & Workman, 2006).

The second priority nursing diagnosis is imbalanced nutrition: less than body requirements related to impaired swallowing and decreased appetite secondary to esophageal cancer as manifested by a dramatic weight loss of more than 10 pounds in the last three months, nausea, vomiting, and diarrhea. The short term goals for B.H. are: increase daily caloric intake to 2000 calories, the patient will maintain weight of at least 150 pounds, drink at least three liters of fluids per day, and the patient will not vomit and will decrease/eliminate diarrhea. The following were the interventions used for B.H. to assist in reaching his goals: encourage the patient to eat 75% of his meal tray and to eat more snacks, provide a progressive diet high in calories and protein, teach the patient and family about proper diet and planning, encourage the patient to select semi-soft foods for easier swallowing, such as: mashed potatoes and cottage cheese, assist the patient into a sitting position before eating or feeding to prevent regurgitation, administer Marinol 2.5 milligrams twice daily, decrease stimuli in room so the patient can concentrate on eating, monitor weight daily, ensure water bottle is full and within reach at all times, monitor for nausea and vomiting, administer phenergan as needed, and monitor for return to normal bowel pattern. During the period of care, B.H. increased his weight by 4.6 pounds, increased his caloric and fluid intake with the help of his wife, and was free from nausea, vomiting, and diarrhea. The interventions were effective in helping B.H. maintain a healthy weight and improve his nutrition. 
Conclusion


B.H. was given the best care appropriate for his condition. He reached all of his short term goals that were laid out for him and also became more knowledgeable about esophageal cancer and neutropenia. This knowledge will help him better deal with the negative side effects that will inevitably come his way. Hopefully, the nursing interventions and practice guidelines used will improve B.H.’s quality of life and assist and support him in dealing with esophageal cancer. 
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