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(Fluid balance) wlxslb Jols

An assessment of the patient’s fluid intake and output
including:

Oral fluids

Nasogastric fluids/feed

Intravenous fluids

Urine output

Vomiting

Drain output/stoma output
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FIG 3. ACCURATE FLUID BALANCE CHART
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FIG 4. INACCURATE FLUID BALANCE CHART

Time

08.00
09.00
10.00
1.00

12.00

13.00
14.00

15.00

16.00
17.00

Oral input

Tea

H20

Tea

Juice

IVl input

100mi??

S0mi

Tissued

Venfion sited

200mi??
Pump not
working

C(umulative  Urine output Bowels output Vomit output

input

PU+++ Diarrhoea

Bed wet Soiled bed
linen
BO+s+

?

&F Teo yohu JooST 0,9 (280 g LAz p,8 (ol o

e SOMPRY.: p.s,

o (o oly 31 wis) Oral Input ;yeuw Jof 4l
18+ Hlode cAee Cel 0 jloww &5 wB o0 ul.«vé

 goomi aled jo izxed .Cawl 00,5 Cdl e O wd Juo

gsoml Y- . 4 . PO = .
| 1300 uélg,)é U"‘H'“" JL“)-’ P)-W )-‘-J ‘5-1-»-0,, \ )‘A.O.o e lw
_ slows ouls <o (IV INPUL) abgs po 4ils 30 300,5
1.400mi s b YO+ Hlado a4 cAne Colw jo Legoo
| ' ol 00,5 €l o Wi lo
* 1,600mi )|)°‘ Cé’b )*J gs-l*° NI )‘»\5-0 sAhier el B 2
. L7oom ! Al

L X<
outpat oy b5 oS L wl js JB b s as g

RGEW] PPN Wiy WA ¥

fOlyb 288 g Lo Cud jo &l O
skl cdd) oMbl sluls gjlwasciuse -
H(Olulo 280 g Lds S 50 abgs wo Ho5 o WleMb

= : 0ie S LR

Shepherd, A. (2011). Measuring and managing fluid balance. Nursing times, 107(28), 12-16.



Measuring & Recording Urine Output

B L DL

Normal urine output
0.5 to 1.5 cc/kg/hour
A patient should be urinating at least every 6 hours.

Oliguria

Decreased urine output < 300cc/m2/24 hours
< 0.5 cc/kg/hour in children

< 1.0 cc/kg/hour in infants

Usually < 500 cc/day in adults

Anuria
No or minimal urine output
Usually < 100 mL/day in adults

Centers for Disease Control and Prevention. Urine Output. 2020. Available
-https://www.cdc.gov/dengue/training/cme/ccm/page57297.html
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NURSING CARE PLAN

Deficient Fluid Volume

ASSESSMENT

Mrs. Hilda Beck is a 72-year-old seen by her health care provider this morning after falling at home and telephoning a neighbor for assistance. She lives alone in an
apartment and has no chronic disease except for osteoarthritis of her hands. She has had diarrhea and vomiting for over 24 hours and has not eaten anything. Despite
feeling slightly nauseated, she tried to drink a little water, because she knew she needed fluid. Mrs. Beck is admitted for intravenous (IV) fluid therapy. X-ray films
indicate that she has no broken bones. Review of laboratory findings: hematocrit 55% (hemoconcentration caused by hypovolemial; sodium 148 mEqy/L, and potassium
3 mEgy/L. (Note: Mrs. Beck has hypokalemia in addition to extracellular fluid volume [ECV] deficit and hypernatremia [clinical dehydration].)

Assessment Activities Findings/Defining Characteristics

Ask Mrs. Beck to describe when her vomiting and ~ She states that her gastrointestinal (Gl) problems began suddenly yesterday and that she gets weak and
diarrhea began and any accompanying signs light-headed when she stands or sits upright, which is why she fell. She feels weak and has a dry
and symptoms. mouth.

Ask her about current status of vomiting and Says she still was vomiting earlier this morning. Has not done so for the past 3 hours. Feels slightly
diarrhea. nauseated. Had three episodes of watery diarrhea this morning and more than six yesterday.

Assess Mrs. Beck's vital signs. Heart rate 110 beats/min with regular rhythm and a weak pulse; supine blood pressure (BP) is 90/58.

Temperature and respirations within normal limits. Postural BP measurement not taken since patient says
that she gets light-headed when she sits upright.

Evaluate physical signs of extracellular fluid Neck veins flat when she is supine; 100 mL of dark yellow urine in past 4 hours; dry mucous membranes
volume (ECV). between cheek and gum; prolonged capillary refill time of 5 seconds.
Weigh Mrs. Beck using a bed scale. Weight 120 Ibs (54.5 kg). States usual weight at home is 127 |bs (46.27 kg) (7 Ibs [3.17 kg] weight loss).

“Defining characteristics are shown in bold type.
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NURSING DIAGNOSIS: Deficient fluid volume related to increased output of Gl fluids from vomiting and diarrhea
PLANNING
Goals Expected Outcomes (NOC)'
Fluid Balance
Mrs. Beck's fluid volume will return to normal by hospital discharge. Heart rate and BP return to normal within 24 hours.
Mrs. Beck does not report light-headedness when sitting or standing within 24 hours.
Urine color becomes light yellow within 24 hours.
Daily urine output equals intake of at least 1500 mL by discharge.
Mrs. Beck will describe how to manage fluid balance at home before Mrs. Beck describes how to replace Gl fluid loss with fluids that contain sodium.
hospital discharge. She describes signs and symptoms indicating need to increase fluid and sodium intake.
"Outcome classification labels from Moorhead S et al: Nursing outcomes classification (NOC), ed 5, St Louis, 2013, Mosby.
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INTERVENTIONS' (NIC) RATIONALE
Fluid/Electrolyte Management
Provide Mrs. Beck her favorite luids at her preferred temperature. Patient-centered care takes individual preferences into account. Offer cultural

pref erences regarding temperature of oral flid influence fluid intake (Giger,
2013). In contrast to popular belief, moderate amounts of caffeinated beverages
are not likely to have excessive diureti effect (Killer et al, 2014).
Provide pitcher and glass of water at Mrs. Beck's preferred temperature at ~ Weakness or chronic lisease such as osteaarthritis of hands may make it difficul
her bedside; ensure that she can access and pour from it easily: provide ~ to manipulate a full water pitcher. Make fluid available in form that is easy for

straw if she wishes. patient to access (Felver, 2013c).
Administer 1V therapy as prescribed, monrtoring closely for early side V fluid replacement augments oral replacement when ECV deficit exits.
effects of complications. Aqe-apropriate care Is needed because of older adult's anatomical and

physiological changes that affect volume delivery {INS, 2011),
Discuss diferent ways to prevent and treat dehyration at home. Provide  Patient education is enhanced in older adults when you use multiple senses during
written handout of information. teaching sessions (Touhy and Jett, 2014),

"Intervention classiicaton labels from Bulechek GM t al Nursing interventions classification (NIC) ed §, St Louis, 2013, Mosby.
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EVALUATION
Nursing Actions Patient Response/Finding Achievement of Qutcome
Monitor it signs, ntake and output (&0}, T37° C(988° ), AR 10, HR 72 beats/min, BP 120/78 Vit igns retumec to norma range. No postura

dally weignt, and postural B whenno —— sitting, 122/78 standing, denies ihtheadeaness —— hypotension
longer ight-heaed ntake ZU[JU m, outpt 2000 ml of ot yellow uring. 180 meastrements are balanced, urn 15 ght yelow,
Today's weight 129 bs (585 kg Dally weignt retumed to Mrs. Beck's nomal
|

Assess neck vein fullness when supine, —~ Neck veins full when Suping; mucous membranes moist — Additional marke fECVaenU mal,
IUCOLS Membrangs.
Evaluate effectiveness of teaching regaiding  Mrs. Beck ioentiied salty broth and commercia Mrs. Beck destries ffective home management of
maintaining flud balance at home. electolte replacement fuids for replacing Gl furd i balance,
Joss and Indcated nesd to Increase her Intake If her
Urng bgcomes dark vellow or she becomes
t-headed whan SEInGuprg







