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Effectiveness of Modified Early Ambulation on Volume 7, Nunber 3
Activities of Daily Living, Functional Activity
and Psychological Wellbeing among the Patients

Undergone Abdominal Surgery

I. Clement?, Bhagavan. B.C.?2, P.V. Ramachandran? B.T. Basvanthappa*

Abstract

An experimental study on effectiveness of modified early ambulation on activities of daily living, functional
activity and psychological wellbeing among the patients undergone abdominal surgery in Kempagowda Institute
of Medical Sciences, Bangalore. Complications due to lack of early ambulation are the main cause for morbidity
and mortality in India and all over the world. Many researchers have been done to prove the early ambulation
improves postoperative recovery, reduce incidence of postoperative complications and promote early discharge.
The investigator has selected only on three aspects of postoperative recovery such as activities of daily living,
functional activity and psychological wellbeing. The main objectives of the study were directed to determine
the effectiveness of modified early ambulation on activities of daily living, functional activity and psychological
wellbeing among the patients undergone abdominal surgery in the both study and control group. Also the study
goal was directed to determine the difference between selected demographic variables and activities of daily living,
functional activity and psychological wellbeing in the study group and the control group. The collected data were
collected and analyzed by using descriptive and inferential statistics (F-test and t-test) was used to evaluate the
effectiveness of modified early ambulation. The finding of the study revealed that there was significant difference
in modified early ambulation and postoperative scores in the activities of daily living, functional activity and
psychological wellbeing in the study group. There is no significant difference in relation to selected demographic
variables and activities of daily living, functional activity and psychological wellbeing scores. The conclusion of
the study reveals that there is an effectiveness of modified early ambulation on patient’s undergone abdominal
surgeries.

Keywords: Modified Early Ambulation; Activities of Daily Living; Functional Activity; and Psychological

© Red Flower Publication Pvt. Ltd

Wellbeing.

Introduction

Early ambulation is an important component of
postoperativecareafterabdominalsurgery.Its benefits
were first reported in 1940’s, when early ambulation
was observed to hasten recovery and reduce the
incidence of postoperative pulmonary complications
(Briger 1983). Early ambulation involves an upright
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position appears to be of great benefits in the early
postoperative period with evidence of improvement
in pulmonary function (Nielson et al. 2003). Upright
ambulation assists in the prevention of functional
decline and may have a positive effect on depression
and anxiety [2] (Brooks- Bruun 1995). Modified early
ambulation following abdominal surgery has been
measured as the time taken to achieve mobility goals
such as sitting out of bed, ambulating with assistance
or ambulating independently (Mackay and Ellis
2002, Olsen et al. 1997). Ramachandran (1972)
conducted an experimental study on the effects of
structured and unstructured preoperative teaching
on early ambulation during elective abdominal
surgery. The study was conducted in Christian
Medical College and Hospital, Vellore. The tool used
was observation checklist on ability on activities of
the patients postoperatively up to the seventh day
also Interview guide on early ambulation. The study
finally revealed that, there was a significant difference
in structured and unstructured preoperative teaching
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on early ambulation among the study group and the
control group.

Statement of problem

Effectiveness of modified early ambulation on
activities of daily living, functional activity and
psychological wellbeing among patients undergone
abdominal surgery in Kempegowda Institute of
Medical Sciences, Bangalore, Karnataka

Objectives of the study

1. To find out the effectiveness of modified
early ambulation on activities of daily living
of the patient undergone abdominal surgery
in the study group and control group.

2. To assess the effectiveness of modified early
ambulation on functional activity of the
patient undergone abdominal surgery in the
study group and control group.

3.  To determine the effectiveness of modified
early ambulation on psychological wellbeing
of the patient undergone abdominal surgery
in the study group and control group.

4. To determine the difference between selected
demographic variables and activities of daily
living, functional activity and psychological
wellbeing in the study group and control

group.

Hypotheses

Hypothesis 1: H1: There is a significant difference
in the activities of daily living among the patients
undergone abdominal surgery who availed the
intervention than those who do not.

Hypothesis 2: H2: There is a significant difference
in the functional activity among the patients
undergone abdominal surgery who availed the
intervention than those who do not.

Hypothesis 3: H3: There is a significant difference
in the psychological wellbeing among the patients
undergone abdominal surgery who availed the
intervention than those who do not.

Hypothesis 4: H4: There is no significant difference
among selected variables and activities of daily
living functional activity, psychological wellbeing
among the patients undergone abdominal surgery
that availed the intervention than those who do not.

Research Methodology

The study design was designed to determine
the “effectiveness of modified early ambulation

on activities of daily living, functional activity
and psychological wellbeing among patient’s
undergone abdominal surgery in Kempegowda
Institute of Medical Sciences, Bangalore,
Karnataka”. Early ambulation procedure done
by randomized control experimental design. The
schematic representation is as follows

Setting of the study: The study was conducted
in Kempagowda Institute of Medical Sciences,
Bangalore, it is 750 bedded, 300 surgical beds
(both male and female) and 5-7 major abdominal
surgeries are conducted per day. The study was
conducted in male and female surgical wards and
surgical intensive care unit in the hospital

Population: The accessible population for the
study was patient’s undergone abdominal surgeries
in Kempagowda Institute of Medical Sciences,
Bangalore.

Sample: The sample for the study is selected
randomly for those patients diagnosed to
undergone major abdominal surgery. Samples were
approached and enrolled in preoperative phase,
in order to avoid the dropouts and postoperative
exclusions subjects who can be ambulated in
the 16th hour is selected for the study group and
included in the study. Simultaneously subjects
were assigned to be enrolled in for control group.

Sample size: In order to get a comfortable sample
size, a total of 150 patients were selected, out of
that each 75 were choose for study and control
group respectively. In those selected samples were
randomly assigned to participate in the study
(n=75 patients) for study group and (n =75 patients)
for control group respectively.

Research design notification: (Table 1)

Sample technique: A simple random sampling by
using a lottery method was adopted to assign the
group. Samples were randomly assigned in study
and control group. Equal number of lots (75 chits for
the study group and 75 chits for the control group)
were made and kept in a box. The lots were picked
by the participants from the box. Based on the lot,
75 patients were assigned to the study group and
75 patients were assigned to the control

Instrumentation and Scoring Procedure
The study tool consist of four sections

Section - I: Demographic and co-morbidity
variables.

Section - II: Observation schedule on restoration
of activities of daily living

Indian Journal of Surgical Nursing / Volume 7 Number 3 / September - December 2018
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Pretest Intervention Posttest
Group (15 hour (initiated at 16" hour A]?L—measured n every 24 hours
after surgery) after surgery) Functional- measured in every 12 hours
Psychological- measured in every 24 hours
Study S1 X Activities of daily living

Rou:ii};? (Ciafe 1 24hrs 48hrs 72hrs 96hrs 120

(modified early 2 3 S4 S5 S6

ambulation

intervention on 8 Functional activity

hourly, except 7pm  27hrs 3%hrs 51hrs 63hrs 75hrs

-7am)
S2 S3 5 6

The intervention done . . S4 5 5

till the patients walks ~sychological wellbeing

independently 24hrs 48hrs 72hrs 96hrs 120hrs
S2 S3 S4 S5 S6

Control C1 Routine care Activities of daily living

24hrs 48hrs 72hrs 96hrs 120hrs
C2 C3 C4 C5 Cc6
Functional activity
27hrs 3%hrs 51hrs 63hrs 75hrs
2 C3 C4 C5 Co6
psychological wellbeing
24hrs 48hrs 72hrs 96hrs 120hrs
C2 C3 C4 C5 C6

Table 1: research design notification
Key:
R: Randomization

X: The intervention by modified early ambulation

S1, C1: Pretest on activities of daily living, functional activity and psychological wellbeing in the study and control group.

S2, S3, 54, S5, S6: Posttest activities of daily living, functional activity and psychological of wellbeing in the study group

C2, C3, C4, C5, Co: Posttest on activities of daily living, functional activity and psychological wellbeing in control group.

Section - I1I: Observation schedule on restoration
of functional activities.

Section - IV: Interview guide on psychological
wellbeing.

Section: I: Demographic variables such as age,
sex, education, exercise, sources of knowledge and
co-morbidity. Verbal response was obtained from
the patient’s undergone abdominal surgery.

Section: II: Consisted of items on activities of
daily living among the postoperative patients such
as oral hygiene, nutritional needs, elimination
needs (Urination and defection), combing the hair,
changing the dress and taking Bath. By observing
the patients underwent abdominal surgery, every
24 hours after the surgery.

Scoring and interpretation: Activities of daily living
were measured in terms of activities of daily living
scores. The minimum score was 7 and maximum
score was 21.

Reliability: The reliability if the tool was

established by test-retest method and the calculated
correlated coefficient was 0.83

Section: III: Consisted of items on restoration
of functional activities such as ambulation (sitting,
standing and walking), Respiratory sounds
(abnormal and normal sounds), Bowel movements
(absent and present), with drawl of IV fluids, with
drawl of NG tubes, with drawl of Foley’s catheter,
starting oral fluids and pain killer administration.
The data was obtained by observing the patients
undergone abdominal surgery. Every 12 hours
after the ambulation.

Scoring and interpretation: Restoration of
functional activity was measured in terms of
functional activity scores. The minimum score was
0 and maximum score was 10.

Reliability:  Calculated
coefficient score was 0.89.

inter-rater reliability
Section: IV: Consisted of items on psychological

wellbeing such as sense of recovery, confidence
while walking, importance of walking soon after

Indian Journal of Surgical Nursing / Volume 7 Number 3 / September - December 2018
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surgery, abdominal pain reduction after walking,
sleep, increase the length of walking soon after
surgery, abdominal pain reduction after walking,
sleep, increase the length of walking every time,
passed flatus, family members happy to watch
while walking, ability to control the urine flow
and patients opinion about walking after 16 hour
of surgery is good. The data was obtained through
verbal response from the patient’s undergone
abdominal surgery in every 24 hours after the
surgery.

Scoring and interpretation: Psychological wellbeing
was measured in terms of psychological wellbeing
scores. The minimum score was 0 and maximum
was 10.

Reliability: The calculated inter-rater reliability
co-efficient showed a score of 0.83.

Data Analysis & Interpretations

The collected data were carefully coded and
analyze using the SPSS package

(11.5). The modified early ambulation
intervention was measured by observational check
list and interview schedule at 15th hour (pretest).
Modified early ambulation intervention done
at 16th hour after surgery for the study group.
After modified early ambulation procedures the
posttest conducted to measure the effectiveness on
activities of daily living (ADL), functional activity
and psychological wellbeing. The activities of daily
living (ADL) posttest scores measured at 24, 48, 72,
96 and 120 hours. The functional activity posttest
scores measured at 27, 39, 51, 63 and 75 hours.
The psychological wellbeing posttest scores
measured at 24, 48, 72, 96 and 120 hours. At the end,
data pertaining to 75 study subjects were included

Table 2: Frequency and percentage distribution of demographic variables among study and control group.

n=150

Control Group

S.No Demographic variables Study Group (n=75) (n=75) X2 vi}:leuznd P
No % No %

1 Age (in Years)
a. 41-50 25 33.33 28 37.33 0.36
b. 51-60 26 34.67 24 32.00 df2
c. 61-70 24 32.00 23 30.67 N.S

2 Sex
a. Male 42 56.00 44 58.67 0.35
b. Female 33 44.00 31 41.33 df 1N.S

3 Education
a. Primary School 19 25.33 15 20.00 4.67
b. High School 17 22.67 21 28.00 df 4
c. Higher school 17 22.67 20 26.67 N.S
d. College 14 18.67 13 17.33 p=0.14
e. Professional 8 10.67 6 8.00

4 Exercise
a. No Practice of Regular exercise 39 52.00 42 56.00 0.89
b. Regular practice of exercise 36 48.00 33 44.00 df1N.S

5 Source of knowledge
a. Family members 18 24.00 19 25.33 4.8
b. Friends 20 26.67 26 34.67 df 4
c. News paper 21 28.00 17 22.67 N.S
d. Television 16 21.33 13 17.33 p=0.72
e. None 0 0.00 0 0.00

6 Co-Morbidity
a. Diabetes 13 17.33 11 14.67 9.07
b. Hypertension 18 24.00 19 25.33 df 4
c. Cardiac illness 16 21.33 17 22.67 N.S
d. Respiratory illness 17 22.67 19 25.33
e. Renal illness 11 14.67 9 12.00

N.S- Not Significant at p>0.05

S- Significant at P< 0.05 level

Indian Journal of Surgical Nursing / Volume 7 Number 3 / September - December 2018



I. Clement, Bhagavan. B.C, P.V. Ramachandran / Effectiveness of Modified Early 93
Ambulation on Activities of Daily Living, Functional Activity and Psychological
Wellbeing among the Patients Undergone Abdominal Surgery

for analysis. Similarly 75 subjects allocated to
control group, were included for analysis.

Table-2 Reveals the distribution of patients
had undergone abdominal surgeries regarding
demographic variables such as age, sex, education,
exercise source of knowledge and co-morbidity.
Regarding age the majority of them 26 (35%) were
in the age between 51-60 years in the study group
and 28 (37%) of them were in the age between
41-50 years in the control group. 42 (56%) were
male in the study group and 44 (57%) of them were
male in the control group. 19 (25%) of them were
studied primary school in the study group and 21
(28%) of them studied high school in the control
group. 39 (52%) were not doing regular practice
of exercise in the study group and 42 (56%) were
not doing regular practice of exercise in the control
group. 20 (27%) were known early ambulation
through friends in the study group and 26 (35%)
were known about early ambulation through
friends in the control group. 18 (24%) were the
known case of hypertension in the study group and
19 (25%) were the known case of hypertension and
respiratory diseases.

Research Findings

I. Findings on demographic variables of the patients
undergone abdominal surgery in study group and control
group: Majority of the patients had undergone
abdominal surgery in the in the study group 26 (35%)
were in the age group of 51-60 years, 42 (56%)
were male, studied primary school 19 (26%), did
not do regular exercises 39 (52%), known about
the benefits of early ambulation through friends
20 (27%) and 18 (24 %) has hypertension. Majority of
patients had abdominal surgery in the control group
were in the age group of 41-50 years 28 (37%), male
44 (59%), studied high school 21 (28%), did not do
regular practice of exercises 42 (56%), known about
the benefits of early ambulation through friends
26 (35%) and 19 (25%) also has hypertension.

II. Findings on effectiveness of modified early
ambulation on activities of daily living of patients
undergone abdominal surgery in the study group and
control group:

The posttest mean scores (SD) reported in the
study group at regular interval of 24 hours after
surgery 12.96 (1.14), 17.75 (0.9), 20.51 (0.83), 20.95
(0.23) and 21 (0) in control group 7.72 (1.03), 10.56
(1.71), 13.88 (1.68), 16.98 (1.42) and 19.6 (1.03)
respectively. The obtained t value between study

Graph 1:
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group and control group posttest activities of daily
living scores at regular intervals of 24 hours after
surgery were t = 29.54 (p<0.01), t = 32.22 (p<0,01),
t = 30.64 (p<0.01), t = 23.9 (p<0.01), and t =11.77
(p<0.01) modified early ambulation significantly
contributed (Graph 1).

IIl. Findings on effectiveness of modified early
ambulation and functional activity of patients undergone
abdominal surgery in the study group and control group:

The posttest mean scores (SD) reported in the
study group at regular intervals of 12 hour after
ambulation 4.24 (0.49), 5.77 (0.69), 7.53 (0.9), 9.4
(0.86) and 9.85 (0.35) and in the control group
2.5 (0.68), 3.62 (0.67), 4.61 (0.73), 5.77 (0.74) and
6.85 (0.81) respectively. The obtained t value
between study group and control group posttest
functional restoration scores at regular intervals of
12 hours after ambulation were t = 17.98 (p<0.01),
19.36 (p<0.01), 21. 82 (p<0.01), 27.71 (p<0.01)
and 29.44 (p<0.01) modified early ambulation
significantly contributed (Graph 2).

IV. Findings on effectiveness of modified early
ambulation and psychological wellbeing of patients
undergone abdominal surgery in the study group
and control group: The posttest mean scores (SD)
reported in the study group at regular intervals of
24 hours after surgery 5.89 (0.62), 7.8 (0.69), 9.72
(0.48),10 (0), and 10 (0) and in the control group 2.57
(0.59), 3.62 (0.69), 4.78 (0.94), 5.9 (1.12) and 7.2 (1.3)
respectively. The obtained t value between study
group and control group posttest psychological
wellbeing scores at regular intervals of 12 hours
after ambulation were t = 33.59 (p<0.01),t = 37.1
(p<0.01), t = 40.53 (p<0.01), t = 31.7 (p<0.01) and
t = 18.65 (p<0.01) modified early ambulation
significantly contributed.

V. Findings on difference among selected variables
and activities of daily living, functional activity
and psychological wellbeing on patients undergone
abdominal surgery in the study group and control group:
The obtained F and t values among demographic
variables and activities of daily living in the study

12 —f— Expeimentd group
=—ill— Contrel group
[1:]
10 (o5 ) 9.85 [0.35)
9.4 (0.8
(o4}
8 753 (0.
{d1z}
6.85 [0.81
{o3} | /.
6 5.77 (0.
5.77 [0.74)
foay
4.24 {0.59
4
.62 [0.67)
al) 2.5 [0:68)
2
i .2 [0}
o (01,07) (02,08) (03,09) (04,010) (05,011) (06,012)
t=2.48(ns) 1=33.59 t=37.1 1=40.53 rt=31.7 t=18.65
0 " . 81
15 27 39 51 63 75

Graph 2:
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group were F=.721 (P=.554),t=1.13 (p=.273),F=1.62
(1.328), t =1.24 (.283), F=.731 (.564), F=.724 (p=.543)
and F=.725 (p=.543). In the control group F=1.625
(.217), t=.027 (p =.058), F =1.752 (P =.243), t =.29 (p
=.059), F =1.723 (P =.224), F=.724 (p=.543), F=1.645
(P=.346) and F=1.645 (P=346) regarding activities
of daily living and demographic variables like age,
sex, education, exercise, source of knowledge and
co-morbidity were not significant at .05 level in the
study group and control group. The demographic
variables did not influence the posttest activities
of daily living scores in the study group and
control group, the effectiveness of modified early
ambulation was independent of the demographic
variables.

The obtained F and t values among demographic
variables and functional activity in the study group
were F=.826 (p =499), t = 518 (p =.611), F =.632
(p =.347), t =.618 (p =.643), F =743 (p =.387) and
F=.639 (P=.462). In the control group F = 1.153

g8 120

(p =-358), t=.373 (p =.714), F =1.075 (p =.219), t =.328
(p =.643), F = 1.348 (p =.475) and F=1.462 (p=.592)
regarding functional activity and demographic
variables like age, sex, education, exercise, source of
knowledge and co-morbidity were not significant
at .05 level in the study group and control group.
The demographic variables did not influence the
posttest functional activity scores in the study
group and control group. The effectiveness of
modified early ambulation was independent of the
demographic variables.

The obtained F and t values among demographic
variables and psychological wellbeing in the study
group were F =.032 (p =.992), t = 186 (.855), F =1.64
(p =.843), t =.543 (.684), F =138 (p =.993) and F=.149
(p=.732). In the control group F =2.159 (p =.133),
t=.269 (p =.943), F =2.492 (p =.148), t =.652 (p =.537),
F =2.243 (p =1.45), F =2.243 (p =1.45) and F=1.746
(p=-139) regarding psychological wellbeing and
demographic variables like age, sex, education,
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exercise, source of knowledge and co- morbidity
were not significant at .05 level in the study group
and control group. The demographic variables did
not influence the posttest psychological wellbeing
scores in the study group and control group.
The effectiveness of modified early ambulation
was independent of the demographic variables
(Graph 3).

Conclusion

The modified early ambulation intervention
shown significant changes in the postoperative
recovery, it positively influence and improves the
postoperative recovery and also physical, functional
and psychological wellbeing after surgery will be
of greater advantage to the patient. Moreover it
forms a holistic approach that helps to maintain
health of patients in study group. In this context,
finding of this study that modified early ambulation
exhibit greater postoperative recovery and higher
performance of activities of activities of daily living
than control subjects during the initial period of
recovery after surgery is noteworthy. The modified
early ambulation intervention has 3 main steps
sitting in the bed, standing and limited walking
and extended walking. The strong motivation,
great support and assistance is very much needed
for the patient after abdominal surgery.
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Abstract

Even as we speak chronic kidney failure is taking a huge toll on lakhs of families in India. This is unfortunate
because kidney failure is the easiest of all organ failures to manage. We have dialysis which can replace kidney
function to a significant extent and kidney is the easiest solid organ to transplant. This sad situation is because of
a number of factors, the most important of which is the lack of awareness at all levels of the society. Compared
to similar patients in the developed world or even some other developing countries, kidney failure patients have
extremely poor outcomes in India. As things today we are not even addressing the tip of the iceberg. In the past,
one of the major problems and causes of failure in Hemodialysis (HD) was represented by the lack of good vascular
access (VA). Obtaining vascular access is one of the most difficult problems associated with HD. To carry out HD, a
very rapid blood flow is required and access to a large blood vessel is essential. After the introduction of the fistula,
in the last few decades, the advent of prosthetic Arteriovenous graft (AVG) and central venous catheters (CVCs)
has given physicians the opportunity to choose the most appropriate VA for HD patients. However, the native AVF
remains the first choice for VA, especially because of the infectious and thrombotic complications more frequently

associated with AVGs and CVCs.

Keywords: Dialysis; Hemodialysis; Vascular Access; Arteriovenous Graft.

Introduction

Dialysis is started when the patient develops
symptoms of severe fluid overload, high potassium
levels, acidosis, pericarditis, vomiting, lethargy,
fatigue or uremia that are life threatening. Both
peritoneal dialysis and hemodialysis involve the
movement and diffusion of particles from an area of
high concentration to an area of low concentration
through semipermeable membrane [1]. Fluid
and electrolyte imbalances can be corrected with
dialysis. Kidney failure can affect people of any
age group. While in the west, the majority of
patients are elderly; in India kidney failure patients
are much younger and affect predominantly the
working population [2].

Types [2]
- Shunts.
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- Arteriovenous fistulas (AVSs) and Grafts
(AVGs),

- Temporary and semipermanent catheters
- Subcutaneous ports

Shunts: consists of a U shaped Silastic tube
divided at the midpoint and each of the two ends
is placed in an artery and a vein. Nowadays these
are rarely used.

Internal Arteriovenous fistulas and Grafts: provides
for arterial blood flow through vein. Radiocephalic
/ Brescia- Cimino is anastomosis of radial artery to
cephalic vein. It is recommended that the AVF be
placed at least 3 months prior to the initiation of
hemodialysis.

Arteriovenous grafts (AVG’s): are made of synthetic
materials polytetrafluoroethylene (PTFE) and form
a bridge between the radial and arterial and venous
blood supplies. An interval of 2-4 weeks is usually
necessary to allow the graft to heal.

Temporary Vascular access: A flexible Teflon,
silicone rubber or polyurethane catheter is inserted
into large veins (internal jugular/ femoral vein/
subcutaneous vein) and provides access to
circulation without surgery. These can be left in
place for 1-3 weeks.

Subcutaneous ports: incorporating two silicone
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catheters positioned in the central venous system
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and connected to a stainless steel-titanium valve
implanted in a subcutaneous pocket.

Encourage to perform regular hand exercises
to promote maturation of a new fistula.
Exercises means squeezing a rubber ball for

Physical Examination [3]

Inspection: Look for

Aneurysms

Fistula that does not collapse

Palpable strictures

Arm edema

Prolonged bleeding after needle withdrawal

Palpation (Touch) and Auscultation (listen)

Strong pulse is NOT an evidence of good flow.

Palpable Thrill (Buzzing/ Pulsing feel)

Percussion: NOT performed

Nursing Responsibilities [5]

Nursing measures Rationale

Hand Hygiene is the prime To reduce risk of infection

measure

Dressing change: 24-48 hrs of
insertion (if gauze dressing,
then change in every 2 days)

To prevent growth of
microorganisms

Aseptic techniques to be
maintained always

To prevent infection.

To check deviation from
normal parameters

Check vital signs

Check thrill/ pulse daily To evaluate proper

functioning of fistula.

Assess the site for any
redness, swelling,
tenderness/ drainage

To detect early signs of
infection.

Follow institution protocol
for cleaning solution and type
of dressing.

Patient teaching [5]

* Report any changes you notice (Bleeding/
reduced circulation/infection) in your access

to your nurse, doctor or technician.

* Make and keep appointments to have access

checked

* Protect your access. Keep it clean, and do
not let anyone other than dialysis-trained

personnel use it.

* Make sure your access site is used only
for dialysis and that no one puts a blood

pressure cuff on your access arm.

forearm fistula in order to increase the size
of the vessels and thereby to accommodate
the large-bore needles used in hemodialysis.

* Be careful not to bump or cut your access
site.

* Do not wear tight clothing or jewellery over
your access site.

* Do not sleep with your access arm under
your body or head.

* Do not lift heavy objects or put pressure on
your access arm (i.e., grocery bags, etc.).

* Do not take Blood pressure, use a tourniquet,
draw blood/start any intravenous lines
in the affected arm. Injections should be
avoided if possible.

Conclusion

The bottom line goal of Vascular Access is to
improve and promote the quality of care and
quality of life for patients living with kidney
failure by placing the best access that has the least
complications. Fistulas are considered to be the
“gold standard” for hemodialysis access. They last
longer, need fewer repairs, and are associated with
lower rates of infections, hospitalization, and death
than other types of accesses.
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Anticipate Perineal Tear During Child Birth
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Abstract

Perineal trauma is the damage that occur to the female genitals during labour, which can occur spontaneously
or iatrogenically. Perineal trauma results discomforts and complications to a larger extent after childbirth affecting
their daily actitivity. The extent of perineal tear can be reduced with simple assessment of striae gravidarum. Striae,
are stretch marks which can be seen during pregnancy. These striae uausally occurs due to poor skin elasticity,
therefore calculating striae gravidarum during III trimester can reduce the risk of perineal injury and enhancing
the midwifes to go for intervention such as episiotomy, the aim of episiotomy is to increase the diameter of the
vaginal outlet to facilitate the passage of the fetal head and, ideally, prevent a vaginal tear. Some studies shows that,
through clinical assessment in late pregnancy of striae gravidarum can predict the extent of perineal tear helping to
take appropriate measures during labour. Thus, this review aimed to focus on striae gravidarum as an effective tool

indicating the breadth of perineal tear.

Keywords: Perineal Tear; Striae Gravidarum.

Introduction

Around the globe, approximately 85% of women
had perineal tear during child birth [1]. The perineal
injury during child birth is very common which
usually occurs to the skin and muscles between
the vaginal introits and the anal. If left untreated
it may lead to persistent problems in quality of
life [2]. The laceration, resulted from episiotomies
or spontaneous obstetrics tear have severe
consequences including chronic perineal pain,
dyspareunia, urinary problems, fecal incontinence,
it also effect the physical and physiological well
being of postpartum women [3]. A study shows
that the prevalence of third and fourth degree
perineal laceration ranged widely across countries
like China, Cambodia, India and Philipines [4].
Predicting such scenario, the information collected
during pregnancy by obstetricians and midwifery
can reduce the risk of developing perineal tear.
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Striae, or stretch marks which are common
complaints during pregnancy. They may affect
abdomen, buttocks, thighs, breast, back, axilla and
groin [5]. Women with good skin elasticity usually
have no stretch marks and tends to have less
perineal and vaginal tissue injury during child birth,
while women with rigid skin flaccidity are more
prone for severe perineal injury. Therefore, striae
gravidarum or stretch marks during pregnancy can
be used as a indicator for perineal laceration and
their severity [6].

Straie Gravidarum

Straie gravidarum are atrophic linear scars that
represent one most common connective tissue
changes during pregnancy. It is an off-colour hue
and diminishes over time. Striae gravidarum can
cause emotional and psychological distress for
many women. Striae usually occurs due to rapid
expansion of the uterus, sudden weight gain during
pregnancy, low maternal age, high body mass
index and Macrosomic neonates. It is suggested
that relaxin and estrogen combined with higher
levels of cortisol during pregnancy can cause an
accumulation of muocopolysaccharides, which
increases water absorption of connective tissue,
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making it prime for tearing under mechanical stress
[7]. Striae gravidarum is seen by changes in the
structural connective tissue due to hormonal effect
on the alignment and reduced elastin and fibrillin
in dermis [8].

Clinically Striae appears in reddish or purple
lesions on abdomen, breast, upper arms, back,
thighs, hips, and buttocks. Strectch marks tend to be
atrophic and lose pigmentation with time. It has been
observed that striae gravidarum can be a indicator of
poor skin elasticity. The ratio and formate of collagen
in connective tissue are considered to determine the
individual’s elastic index [9].

In normal vaginal delivery ,the fetal head exerts
significant pressure on the perineal tissue and
vaginal vault. In many women the tissue tears
easily even with small baby. Midwifes using many
interventions to prevent perineal tear, but get
unexpected outcomes [7].

Assessment of striae gravidarum score

The assessment of striae gravidarum can be done
with the help of Atwal numeric scoring. This scale
helps us to scores based on observation of four areas
in which striae gravidarum is commonly observed
on abdomen, hip, buttocks, and breast [10].

The scale comprises of the following criteria:

A) The number of striae gravidarum at each
body site-

Scores Number of striae
0 No striae sign
1 1-4 striae
2 5-10 striae
3 More than 10 striae

B) The colour of striae gravidarum which
ranges from pale to purple

Scores Colour
0 No
1 Pink
2 Dark red
3 Purple

The final scores for each body site relating to
number and colour ranges from 0-6.

Accordingly the total striae score for all body
sites ranges 0-24.

» Women having total striae score upto
12 = mild straie

» Women having total striae score upto
13-18= moderate straie

» Women having total striae score more than
18=severe striae

With this scale the severity of peineal tear can be
predicted.

Literature showing association between striae
gravidarum score and perineal tear

Halperin O, Raz I, Ben-Gal L, Or-Chen K,
Granot M. Conducted a study on Prediction of
perineal trauma during childbirth by assessment
of striae gravidarum score the main objective of
the study was: To explore the association between
striae gravidarum (SG) and the risk for perineal
trauma (PT) in childbirth.A cross-sectional research
design was adopted in maternity wards of five
university medical centers the total sample size
was 358 women above the age of 28 years old who
delivered vaginally. Striae gravidarum score was
assessed using the Atwal numerical scoring system.
The association was examined between PT as the
outcome measure, defined by tears or laceration, and
the total striae scores (TSS) obtained at the abdomen,
hips, buttocks, and breast. Results showed that there
was Significantly higher TSS scores were found in
women with PT compared with women without PT
(3.60£0.39 vs. 2.31+0.23, p=.003). Specifically, striae
scores at the breast and hips were significantly higher
among women who had PT. Logistic regression
analysis revealed that TSS (OR=0.079; 95% CI 1.012,
1.151; p=.021), as well as a rise in body mass index
(BMI) during pregnancy (OR=1.025; 95% CI 1.001,
1.049; p=.043) are significant predictors of PT. This
study demonstrates a significant relation between
SG and PT. The findings suggest that SG assessment
may be used in the clinical setting by midwives and
nurses as a simple and noninvasive tool to better
define women at risk for PT [11].

Wahman A], Finan MA, Emerson SC. (2000).
Conducted a study on Striae gravidarum as
a predictor of vaginal lacerations at delivery.
A prospective observational study wa conducted to
ascertain whether striae gravidarum could predict
lacerations and their severity. The study included
168 women having vaginal delivery of infants who
weighed more than 2,000 g. The absence or presence
and degree of lacerations involving the perineum,
vagina, labia, and periurethral regions were studied
with a step-wise multivariate logistic regression
analysis. Episiotomy was found to prevent
spontaneous lacerations. Abdominal stretch marks
were found to be statistically significant predictors
of lacerations when controlling for episiotomy.
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Patients with striae gravidarum are at higher
risk for lacerations at the time of vaginal delivery
than patients who do not have abdominal stretch
marks [12].

Kapadia S et al. Conducted a study with the
objective to explore the association between striae
gravidarum and the risk for perineal tear during
childbirth. Three hundred patients delivered
normally were included in this study. Striae
gravidarum score was assessed using the Atwal
numerical scoring system. The association was
examined between striae and perineal tear as the
outcome measure, defined by tears or laceration,
and the total striae scores (TSS) was obtained.
Results: Mean age was 25.41 years ranging from
20-30 years, mean gravidity was 2.27 ranging from
1-5, mean weight gain was 9.72 Kg ranging from
5-16 Kgs and average baby birth weight was 2.8
Kg ranging from 2.1-3.5 Kg. The only predictors
of perineal tears that were found to be statistically
significant in our study were Severity of striae
gravidarum and Episiotomy given or not. In
patients with moderate to severe striae there was
tear 1105 patients as compared to 45 patients with
no or mild striae. 89 patients belonging to no or
mild striae group delivered without any perineal
tear whereas 61 patients in moderate to severe
striae group delivered without perineal tear. It is
observed that episiotomy has some protective effect
against perineal tear [6].

Conclusion

From the available research reviews it is quite
adherent that the occurrence of perineal tear
can be assumed with striae gravidarum score.
Thus, in obstetrical assessment striae score can also
be included as a noninvasive tool while examing
women during their last trimester of pregnancy. It
is a simple observation method which can be easily
followed by obstetricians and midwives in primary
and tertiary health centers, and helps in deciding
whether episiotomy to be given or not. Episiotomy
as an intervention to avoid perineal tear is yet
debatable [12]. But calculating striae score would
definitely reduce risk of severe perineal tear and
morbidity related to it.

References

1.  Smith LA, Price N, Simonite V, Burns EE. Incidence
of and risk factors for perineal trauma: A prospective

10.

11.

12.

13.

observational study. BMC Pregnancy Childbirth
2013;13:59.

Sultan AH, Thakar R, Fenner DE. Perineal and
anal sphincter trauma: Diagnosis and clinical
management. London: Springer London, 2007.

Frohlich J, Kettle C. Perineal care. BMJ Clin Evid
2015;2015.

F Hirayama, et al. Prevalence and risk factors for
third- and fourth-degree perineal lacerations during
vaginal delivery: a multi-country study. General
Obstetrics, 7 October 2011.

Oakley Am, Bhimji SS, Strech marks, university
of aukl and may 28,2017. Available here https://
www.ncbi.nlm.nih.gov/pubmed/28613776.

Shital Kapadia, et al. Prediction of perineal
tear during childbirth by assessment of striae
gravidarum score. International Journal Reprod
Contracept Obstet Gynecol. 2014 Mar;3(1):208-212.

Chang, AL; Agredano, YZ; Kimball, AB. Risk
factors associated with striae gravidarum”.
J Am Acad Dermatol. 2004 Dec;51(6):881-5.
Available here: https://www.ncbi.nlm.nih.gov/
pubmed/15583577.

Osman H, Rubeiz N, Tamim H, Nassar AH. Risk
factors for the development of striae gravidarum.
American Journal of Obstetrics and Gynecology.
2007 Jan;196(1):62.€1-5. Available here: https://
www.ncbi.nlm.nih.gov/pubmed/17240237.

B. Farahnik, Kpark, J. Murase,striae gravidarum:
risk factor, prevention and management,
international journal of women’s dermatology. Int
J Womens Dermatol. 2017 Jun;3(2):77-85. Published
online 2016 Dec 6. doi: 10.1016/j.ijwd.2016.11.001.
Available here: https:/ /www.ncbi.nlm.nih.gov/
pmc/articles/PMC5440454/ .

Atwal GS, Manku LK, Griffiths CE, Polson DW.
Striae gravidarum in primepara. Br ] Dermatol.
2006 Nov;155(5):965-9. Aavailable here: https://
www.ncbi.nlm.nih.gov/pubmed/17034526.

Halperin O, Raz I, Ben-Gal L, Or-Chen K, Granot
M.Prediction of perineal trauma during childbirth
by assessment of striae gravidarum score. 25 Mar
2018, Published online: 18 Apr 2018.

Wahman A]J, Finan MA, Emerson SC. Conducted
a study on Striae gravidarum as a predictor of
vaginal lacerations at delivery. South Med ]. 2000
Sep;93(9):873-6.

Andrew V, Thakar R, Sultan AH, Jones PW.
Evaluation of postpartum perineal pain and
dyspareunia: a prospective study. Eur ] Obstet
Gynecol Repord Biol. 2008;137:152-6.

Indian Journal of Surgical Nursing / Volume 7 Number 3 / September - December 2018



Indian Journal of Surgical Nursing

Library Recommendation Form

If you would like to recommend this journal to your library, simply complete the form
below and return it to us. Please type or print the information clearly. We will forward a
sample copy to your library, along with this recommendation card.

Please send a sample copy to:
Name of Librarian

Name of Library

Address of Library

Recommended by:
Your Name/ Title
Department
Address

Dear Librarian,

I would like to recommend that your library subscribe to the Indian Journal of Surgical
Nursing. I believe the major future uses of the journal for your library would provide:

1. useful information for members of my specialty.
2. an excellent research aid.
3. an invaluable student resource.

I have a personal subscription and understand and appreciate the value an institutional
subscription would mean to our staff.

Should the journal you're reading right now be a part of your University or institution’s
library? To have a free sample sent to your librarian, simply fill out and mail this today!

Stock Manager

Red Flower Publication Pvt. Ltd.

48/41-42, DSIDC, Pocket-II

Mayur Vihar Phase-I

Delhi - 110 091(India)

Phone: Phone: 91-11-45796900, 22754205, 22756995, Cell: +91-9821671871
E-mail: sales@rfppl.co.in

© Red Flower Publication Pvt. Ltd.



Case Report DOI: http:/ /dx.doi.org/10.21088 /ijsn.2277.467X.7318.4

IJSN
Volume 7, Number 3
© Red Flower Publication Pvt. Ltd

When Heart Kills Liver: Nutmeg Liver:
Case Report

Settepalli Jasmin Debora

Abstract

Congestive hepatopathy includes a spectrum of hepatic derangements that occur in the settings of Right heart
failure. If there is subsequent hepatic fibrosis the term cardiac cirrhosis may be used. The timely diagnosis of a
cardiac etiology of liver dysfunction is important because such dysfunction is potentially reversible if the underlying
cardiac disease is treated before the development of frank cirrhosis. Below, we present a case of 18 years old
adolescent girl who was incidentally found to have Atrial Septal defect. Abdominal USG revealed Nutmeg Liver.
In this case report the literature will be discussed on cardiac events resulting in Nut Meg liver and its management.

Introduction: Congestive hepatopathy is also known as Nutmeg liver and chronic passive congestion of the liver,
which is an liver dysfunction due to venous congestion, usually caused by congestive heart failure, The gross
pathological appearance of a liver with Nutmeg is Speckled like a grated nut meg kernel [6]. Treatment is directed
to remove the cause. So, therapy aimed at improving Right heart function. True nutmeg liver is usually second to
left sided heart failure causing congestive right heart failure and the treatment options are limited [12].

Case Report: A 18 years old adolescent girl with a known atrial septal defect, cystichygroma in the left neck,
presented to the cardiology department complaining of shortness of breath (grade IV), non productive cough,
orthopnea, fatigue. On physical examination the findings were Tachypnea, cold extremities and bibasilar crackles on
pulmonary auscultation; An abdominal ultra sound was requested and the findings were congestive hepatopathy,
splenomegaly minimal left pleural effusion and moderate volume of ascities. X-ray showed cardiomegaly
obliterating left CP angle, patchy air space opacities, right mid zone and lower zone pulmonary edema changes.
2D Echo cardiogram showed cyanotic heart disease, Large oss with atrial septal defect with predominantly left to
right shunt, dilated right atria, right ventricle& pulmonary artery; severe tricuspid regurgitation with moderate
pulmonary artery hypertension, Right ventricular dysfunction with moderate atrial regurgitation; mild pulmonary
edema, global hypokinesia of left ventricle, mild left ventricle systolic dysfunction.

Conclusion: The study highlight cardiac cause should be thought for differential diagnosis when patient presents
with liver cirrhosis; the incidence of patients with Nutmeg liver are presenting in general practice.

Keywords: Congestive Hepatopathy; Right Heat Failure; Atrial Septal Defect; Nut Meg Liver; Congestive Heart
Failure; Liver Dysfunction; Cirrhosis of Liver.

heart failure, The gross pathological appearance of
a liver with Nutmeg is Speckled like a grated nut
meg kernel; The dart spots represent the dilated
and congestive hepatic venules and small hepatic
veins; long standing hepatic congestion can lead
to fibrosis ,if the cause is right heart failure it is

Introduction

Congestive hepatopathy is also known as
Nutmeg liver and chronic passive congestion of
the liver, which is an liver dysfunction due to

venous congestion, usually caused by congestive
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called cardiac cirrhosis [7,8]. USG, Doppler studies
of the portal and hepatic arteries and veins; ECG
and Echo cardiogram are useful tools to detect
hepatic congestion and assess fibrosis; MRI MR
elastrography are understudy [5]. In ascities cases
paracentesis should be done and high protien in
ascitic fluid reflects rupture of hepatic lymphatic
system. A marked elevated serum N-terminal pro
BNP level distinguished ascities due to heart failure
from ascities related to cirrhosis. Improvement
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in liver biochemical tests with treatment of the
underlying cardiac conditions provides support for
diagnosis [6]. Treatment is directed to remove the
cause. So, therapy aimed at improving Right heart
function. True nutmeg liver is usually second to left
sided heart failure causing congestive right heart
failure and the treatment options are limited [12].

Case Report

A 18 years old adolescent girl with a known
atrial septal defect, cystichygroma in the left
neck, presented to the cardiology department
complaining of shortness of breath (grade 1V),
non productive cough, orthopnea, fatigue.
On physical examination the findings were
Tachypnea, cold extremities and bibasilar crackles
on pulmonary auscultation: signs and symptoms of
decompensate CHF prompted further evaluation
with 2D Echo cardiogram which showed cyanotic
heart disease, Large oss with atrial septal defect
with predominantly left to right shunt, dilated right
atria, right ventricle & pulmonary artery; severe
tricuspid regurgitation with moderate pulmonary
artery hypertension, Right ventricular dysfunction
with moderate atrial regurgitation; mild pulmonary
edema, global hypokinesia of left ventricle, mild
left ventricle systolic dysfunction. An abdominal
ultra sound was requested and the findings were
congestive hepatopathy, splenomegaly minimal
left pleural effusion and moderate volume of
ascities. X-ray showed cardiomegaly obliterating
left CP angle, patchy air space opacities, right mid
zone and lower zone pulmonary edema changes.
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Fig. 2: Percentages of Symptoms and Signs in Nutmeg Liver

Blood test revealed elevated total bilirubin levels
(3.9 mg/dl), direct bilirubin 1.7 mg/dl, indirect
bilirubin 2.2mg/dl, SGPT 13 U/L, serum albumin
29gm/dl, globulin 51gm/dl, raised total iron
binding capacity 387 pgm/dl, serum iron 42ng/
dl, serum ferratin 10.94ng/ml, with Hb-6.0gm/dl,
serum sodium level as 129 mmol/lit. Prothrombin
concentration - 71.6%, International Normalized
Ratio 1.46. The client was diagnosed as Nutmeg
liver which is also called as congestive hepatopathy.
Accordingly the patient was placed on symptomatic
treatment T.frusalac 40 mg, T.lanoxin 0.25mg,
T. augmentin 625 mg, T.somfral 40 mg, Syr. Ascoril
5mg, T Motar LC, T Abflo 100 mg. comprehensive
Nursing care was carried as per the needs and
priorities by using nursing process.

Discussion

Liver is a largest solid organ, weighing
approximately 3lb (1500 gms), located in the
right upper quadrant, beneath the diaphragm.
liver consists of three lobes divided in to eight
independent segments, each of which has its own
vascular in flow, out flow and biliary drainage,
because of this division into self contained units,
each can be resected without damaging those
remaining.

Right lobe: Anterior (segments V and VIII) and
posterior (segments VI and VII).

Left lobe: medial (segment-IV) and Lateral
(segments II and III); the left lobe extends across the
midline in to the left upper quadrant;

Caudate lobe: (segment-I)

Microscopically the liver consists of functional
units called lobules composed of portal triads in
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which the bile ducts, hepatocytes and artery are
located. The portal triads are then bounded by
sinusoids and a central vein. Across section of a
classic lobule or acinus is hexagonal. Blood supply
derived from both artery and vein. 25% of cardiac
output flows through the liver per minute. portal
vein (after draining the mesenteric vein and
pancreatic an splenic veins) and hepatic artery (off
the aorta via the celiac trunk) enter the liver at the
porta hepatis or hilum (a horizontal tissue in the
liver containing blood and lymph vessels, nerves
and the hepatic ducts). 75% is supplied by the portal
vein; each segment receives a branch of the portal
vein and 25% is supplied by the hepatic artery.
Blood from both portal and hepatic artery mixes
together in the hepatic sinusoids and then flow
through hepatic vessels. Venous drainage begins in
the central veins in the center of the lobules; central
veins empty in to the hepatic veins, which empty in
to inferior vena cava.

The incidence of congestive hepatopathy,
significant fibrosis or cardiac cirrhosis ranges
between 15%-65% of patients with significant
heart failure. By today’s accounts cardiac cirrhosis
is rare [1].

Pathophysiology alteration as Increased pressure
in the sub lobular branches of the hepatic veins
causes an engorgement of venous blood, and is
most frequently due to chronic cardiac lesions,
especially those affecting the right heart, the blood
being dammed back in the inferior vena cava and
hepatic veins. central regions of the hepatic lobules
are red brown and stand out against the non
congested, tan colored liver, Centrilobular necrosis
occurs [5,6].

Macroscopically, the liver has a pale and spotty
appearance in the affected areas, as stasis of the
blood causes pericentral hepatocytes to become
deoxygenated compared to the relatively better
oxygenated peri portal hepatocytes adjacent to the
hepatic arterioles. This retardation of the blood also
occurs in lung lesions, such as chronic interstitial
pneumonia, pleural effusions and intra thoracic
tumors [6,8].

Clinical manifestations depend largely up on
the primary lesions giving rise to the condition.
In addition to the heart or lung symptoms, there
will be a sense of fullness and tenderness in the
right hypochondric region. Gastro intestinal
catarrh is usually present, and vomiting of blood
may occur [2]. There is usually more or less
jaundice owing to portal obstruction, ascities occur,
followed later by generalized edema. The stools

are light or clay colored, and urine is colored by
bile. On palpation hepatomegaly, tenderness
extending several inches below the costal margin
of the ribs [3,4].

Term cardiac cirrhosis denotes any type of hepatic
fibrosis occurring in cardiac patient. Our case report
is in agreement with the previous observations of
chronic liver injury due to long term congestive
heart failure [9]. Though the incidence of cardiac
cirrhosis is low but causes are same like Ischemic
heart disease, Cardiomyopathy, Valvular heart
disease, Primary lung disease, Pericardial diseases.
Incidence of valvular heart disease decreased with
increased incidence of, cardiomyopathy as an
etiology of cardiac cirrhosis [9,10]. Our case had
presented with shortness of breath (grade IV), non
productive cough, orthopnea, fatigue. On physical
examination the findings were Tachypnea, cold
extremities and bibasilar crackles on pulmonary
auscultation. On evaluation the cause was cyanotic
heart disease, Large oss with atrial septal defect
predominantly with left to right shunt, dilated right
atria, right ventricle & pulmonary artery; severe
tricuspid regurgitation with moderate pulmonary
artery hypertension, Right ventricular dysfunction
with moderate atrial regurgitation; mild pulmonary
edema, global hypokinesia of left ventricle, mild
left ventricle systolic dysfunction leading to
chronic congestive heart failure. This further leads
to passive congestion and relative ischemia due
to poor circulation eventually leading to necrosis
and fibrosis of liver predominantly of centrilobular
region [11,12]. Chronic congestive heart failure
established on long history of 6 years for which
treatment was consumed of which records were
not available. Deranged Liver Function Test with
markedly increased bilirubin levels and SGPT.
Metabolic and synthetic functions of liver were
also compromised evident from decreased serum
albumin and deranged PT/INR.

The cornerstone of management of all forms of
congestive hepatopathy from asymptomatic mild
elevations in hepatic indices to cardiac cirrhosis is
targeted toward treating the underlying cardiac
function and any triggers accounting for acute
decompensation jaundice, hepatic congestion and
ascities may respond dramatically to therapy with
diuretics; however these drugs should be used
with caution to avoid dehydration, hypotension
and hepatic ischemia by precipitating zone 3
necrosis [1,2]. It is of vital importance to maintain
an adequate cardiac output. Our case was treated
symptomatically; Serial large volume paracentesis
can relieve symptoms in those with diuretic
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refractory tense cardiac ascities, but overtime can
lead to protein loss and exacerbate the protein
malnutrition commonly seen in those with advanced
heart failure [1,3]. Trans jugular intra hepatic Porto
systematic shunts or peritoneal venous shunts are
contraindicated in this population as they can lead
to exacerbation of the underlying heart failure [2].
Cautious use of anticoagulants is advised because
patients have a baseline mild increase in PT/INR and
are especially sensitive to warfarin and other related
compounds. Inpatients refractory to medical therapy
who are suitable operative candidates both LVAD
implantation have been shown with the failing heart,
In patients with established cirrhosis, combined heart
and liver transplant is a feasible option. Recently,
there has been a report of possible reversal of cardiac
cirrhosis with heart transplantation alone, effectively
removing the source of the insult. However, such
cases are the expectation [2,3].

Classically Nursing Management for Nut Meg
liver or cardiac cirrhosis focus on goals such as
optimizing remaining liver function, stabilize
decompositions and collaborating professionals in
health care team. The anticipated patient trajectory
with chronic liver failure may plateau prior to
decompensation then deteriorate rapidly. Patients
may be expected to have needs in the following
areas. Development of orthostatic hypotension
dictates the need for slow deliberate movements to
prevent dizziness and falls; Skin will be dry, there
will be an increase in bruising due to reduction of
the platelet count and levels of coagulation factors.
Our case presented with orthostatic hypotension
and dry skin was noted which were handled by
nursing interventions such as careful awakening,
Elevate the head of the bed (reducing nocturia),
Drink two cups of cold water 30 minutes before
arising and Shift from supine to an erect position in
gradual stages; Treated Anemia, avoided physical
exertion, advised not to stain during micturation
or defecation, not to consume heavy carbohydrate
meal to avoid exacerbation of symptoms.

Ascites may cause early satiety; low zinc levels
in liver disease may result in diminished taste or
metallic taste; patients develop severe muscle
wasting and malnutrition. In our patient minimal
ascities and severe muscle wasting was appreciated,
so, encouraged to consume small and frequent
feeds. Depressed immune system increases the risk
of infection; presence of ascities creates the risk of
peritonitis. Psycho social issues as chronicity of the
situation will have profound impact on the family
unit and increase stress; depression can occur in

both patient and primary care giver. Ethical issues
such as lack of available organs and prolonged
hospitalizations increase the risk of sepsis, which
prevents transplantation and leads to discussions
of with drawl of life support. Discharge planning
is vital because recovery periods are short and
re hospitalization can be frequent as the patient
decompensate. Family and patient needs assistance
with home care, rehabilitation, medications,
office visits.

Over time, hepatic function typically remains
stable and even when cardiac cirrhosis and ascities
ensure, patients with congestive hepatopathy rarely
develop other features of hepatic insufficiency.
Several studies have addressed the prognostic
importance of liver function abnormalities as
predictors. Batin etal demonstrated that the
greatest prognosticators in CHF were AST and total
Bilirubin [1].

Conclusion

A patient with ASD with LV dysfunction
developing chronic right sided heart failure due to
pulmonary hypertension causes passive congestion
on hepatic veins leading to relative ischemia
and eventually to hepatic necrosis and fibrosis
and raised portal hypertension [9]. The study
highlight cardiac cause should be thought for
differential diagnosis when patient presents with
liver cirrhosis; the incidence of patients with
Nutmeg liver are presenting in general practice.
It is important that nurses understand the common
causes, pathophysiological alterations, clinical
manifestationsand complicationsofcardiaccirrhosis
as well as the complexities of patient management,
and should assess the need, prioritize, prevent the
complications and restore liver function, stabilize
decompensation with collaboration of health team
and provide high quality care for the clients with
cardiac hepatopathy.
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AK, Kallestal C, Lagerlof F, et al. Caries-preventive
effect of fluoride toothpaste: A systematic review.
Acta Odontol Scand 2003; 61: 347-55.

Article in supplement or special issue

[3] Fleischer W, Reimer K. Povidone iodine
antisepsis. State of the art. Dermatology 1997; 195
Suppl 2: 3-9.

Corporate (collective) author

[4] American Academy of Periodontology. Sonic
and ultrasonic scalers in periodontics. ] Periodontol
2000; 71: 1792-801.

Unpublished article

[6] Garoushi S, Lassila LV, Tezvergil A,
Vallittu PK. Static and fatigue compression test
for particulate filler composite resin with fiber-
reinforced composite substructure. Dent Mater
2006.

Personal author(s)

[6] Hosmer D, Lemeshow S. Applied logistic
regression, 2nd edn. New York: Wiley-Interscience;
2000.

Chapter in book

[7] Nauntofte B, Tenovuo J, Lagerlof F. Secretion
and composition of saliva. In: Fejerskov O,
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Kidd EAM, editors. Dental caries: The disease
and its clinical management. Oxford: Blackwell
Munksgaard; 2003. p. 7-27.

No author given

[8] World Health Organization. Oral health
surveys - basic methods, 4th edn. Geneva: World
Health Organization; 1997.

Reference from electronic media

[9] National Statistics Online — Trends in suicide
by method in England and Wales, 1979-2001. www.
statistics.gov.uk/downloads/theme_health/HSQ
20.pdf (accessed Jan 24, 2005): 7-18. Only verified
references against the original documents should
be cited. Authors are responsible for the accuracy
and completeness of their references and for correct
text citation. The number of reference should be
kept limited to 20 in case of major communications
and 10 for short communications.

More information about other reference types
is available at www.nlm.nih.gov/bsd/uniform_
requirements.html, but observes some minor
deviations (no full stop after journal title, no issue
or date after volume, etc).

Tables

Tables should be self-explanatory and should
not duplicate textual material.

Tables with more than 10 columns and 25 rows
are not acceptable.

Table numbers should be in Arabic numerals,
consecutively in the order of their first citation in
the text and supply a brief title for each.

Explain in footnotes all non-standard
abbreviations that are used in each table.

For footnotes use the following symbols, in this
sequence: *, 9, 1, 11,

Illustrations (Figures)

Graphics files are welcome if supplied as Tiff,
EPS, or PowerPoint files of minimum 1200x1600
pixel size. The minimum line weight for line art is
0.5 point for optimal printing.

When possible, please place symbol legends
below the figure instead of to the side.

Original color figures can be printed in color at
the editor’s and publisher’s discretion provided the
author agrees to pay.

Type or print out legends (maximum 40
words, excluding the credit line) for illustrations
using double spacing, with Arabic numerals
corresponding to the illustrations.

Sending a revised manuscript

While submitting a revised manuscript,
contributors are requested to include, along
with single copy of the final revised manuscript,
a photocopy of the revised manuscript with
the changes underlined in red and copy of the
comments with the point to point clarification to
each comment. The manuscript number should
be written on each of these documents. If the
manuscript is submitted online, the contributors’
form and copyright transfer form has to be
submitted in original with the signatures of all
the contributors within two weeks of submission.
Hard copies of images should be sent to the office
of the journal. There is no need to send printed
manuscript for articles submitted online.

Reprints

Journal provides no free printed reprints,
however a author copy is sent to the main author
and additional copies are available on payment
(ask to the journal office).

Copyrights

The whole of the literary matter in the journal is
copyright and cannot be reproduced without the
written permission.

Declaration

A declaration should be submitted stating that
the manuscript represents valid work and that
neither this manuscript nor one with substantially
similar content under the present authorship
has been published or is being considered for
publication elsewhere and the authorship of this
article will not be contested by any one whose
name (s) is/are not listed here, and that the order of
authorship as placed in the manuscript is final and
accepted by the co-authors. Declarations should be
signed by all the authors in the order in which they
are mentioned in the original manuscript. Matters
appearing in the Journal are covered by copyright
but no objection will be made to their reproduction
provided permission is obtained from the Editor
prior to publication and due acknowledgment of
the source is made.
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Approval of Ethics Committee

We need the Ethics committee approval letter
from an Institutional ethical committee (IEC) or
an institutional review board (IRB) to publish
your Research article or author should submit a
statement that the study does not require ethics
approval along with evidence. The evidence could
either be consent from patients is available and
there are no ethics issues in the paper or a letter
from an IRB stating that the study in question does
not require ethics approval.

Abbreviations

Standard abbreviations should be used and be
spelt out when first used in the text. Abbreviations
should not be used in the title or abstract.

Checklist
* Manuscript Title
* Covering letter: Signed by all contributors

* Previous publication/ presentations
mentioned, Source of funding mentioned

¢ Conflicts of interest disclosed

Authors
* Middle name initials provided.

e Author for -correspondence,
address provided.

with e-mail

*  Number of contributors restricted as per the
instructions.

* Identity not revealed in paper except title page
(e.gname of the institute in Methods, citing
previous study as ‘our study’)

Presentation and Format
* Double spacing
* Margins 2.5 cm from all four sides

* Title page contains all the desired information.
Running title provided (not more than 50
characters)

* Abstract page contains the full title of the
manuscript

* Abstract provided: Structured
provided for an original article.

abstract

* Key words provided (three or more)
* Introduction of 75-100 words
* Headings in title case (not ALL CAPITALS).

References cited in square brackets

*  References according to the journal’s instructions

Language and grammar
*  Uniformly American English

* Abbreviations spelt out in full for the first time.
Numerals from 1 to 10 spelt out

* Numerals at the beginning of the sentence spelt
out

Tables and figures

*  No repetition of data in tables and graphs and in
text.

* Actual numbers from which graphs drawn,
provided.

* Figures necessary and of good quality (color)

* Table and figure numbers in Arabic letters (not
Roman).

* Labels pasted on back of the photographs (no
names written)

* Figurelegends provided (not more than 40 words)

* Patients’ privacy maintained, (if not permission
taken)

*  Credit note for borrowed figures/tables provided

*  Manuscript provided on a CDROM (with double
spacing)

Submitting the Manuscript
* Isthejournal editor’s contact information current?

* Is the cover letter included with the manuscript?
Does the letter:

1. Include the author’s postal address, e-mail
address, telephone number, and fax number for
future correspondence?

2. State that the manuscript is original, not
previously published, and not under concurrent
consideration elsewhere?

3. Inform the journal editor of the existence of any
similar published manuscripts written by the
author?

4. Mention any supplemental material you are
submitting for the online version of your
article. Contributors” Form (to be modified as
applicable and one signed copy attached with
the manuscript)
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