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Home Parenteral Nutrition (HPN) is appropriate for patients who have intestinal failure based on an underlying pathological condition (Gillanders, et al, 2008).    A Chinese female, age 62 years, with limited English language skills required surgery to reverse an ileostomy following an anterior resection for rectal cancer.  On admission her weight was 61 kilograms.  However, she developed ongoing problems with frequent bowel obstructions and developed many complications over four months as an inpatient.  The surgeon’s planned outcome was for conservative treatment as her bowel was considered  frail for further surgery and to remain nil by mouth  for 4 - 6 months. During her hospitalisation her weight decreased to 50.4kg.

A multi-disciplinary team approach was used to review all the patient’s requirements for training on HPN prior to going home. The multidisciplinary team included the Surgical Team -medical staff, Dietitian, Pharmacist, Hospital-in-the-Home registered nurse (RN), the ward RN, and the Clinical Nurse Specialist – Intravenous & Related Therapies (CNS-IV&RT)  The first step was to arrange an interpreter to communicate the proposed plan in mandarin and gain the patient’s cooperation and trust.  The second step was to present a video, designed and developed by the Auckland Hospital Nutrition Support Team, on a laptop at the bedside as the patient tired easily.  We reviewed the patient’s learning style and repeated the  video presentation after negotiating with the patient to establish the best time of day for her learning.  The patient wrote notes in mandarin in her note book while watching the video to clarify any aspects with the interpreter.  

Initially after watching the video, she indicated “All very difficult” and the “Chinese way is to eat food”.  She started to comment on why she could not manage HPN: kitchen was too small and too difficult to move around the home with an IV pole; my home is not good enough.  She also suggested that she have the HPN in hospital overnight and go home during the day.  The third step was to negotiate the best time for education, and she agreed to have training at 1600 hours daily. She was nursed in a 4 bedded room and had a bedside table, commode, and a dedicated trolley for HPN preparation.  The patient tired  easily as on occasions she was up all night sitting on the toilet as the urge to pass bowel motions came on very quickly, with liquid bowel motions measuring 1200 ml over 8 hours.  Over 6 days, the patient learnt hand hygiene, sterile glove application, and how to prepare and administer sodium chloride flushes.  To prevent the patient feeling overwhelmed we watched the video together, provided a demonstration of a skill, before the patient attempted to complete a skill.  

During the second week of education, the husband, a New Zealander with excellent English, joined in the education sessions using the same sequence – video, demonstration, and practice of skill.  Applying the sterile gloves was a challenge, they both negotiated that the husband manage the infusion pump and the patient manage the sterile procedures.  The patient explained to me with limited English that she is good at remembering sequences for the procedures as she had worked as a ballet teacher in China.  The relationship between the helper and the person being helped is referred to as cultural competence.  Cultural competency is defined as “the acquisition of skills to better understand members of other cultures in order to achieve the best health outcome” (Durie, 2001). 

A brochure was developed on ‘Managing Total Parenteral Nutrition (TPN) at Home’.  Fortunately, the dietitian was Chinese, spoke mandarin and was able to assist in adapting an English version of the patient education brochure into mandarin characters.  However, it was a challenge for the dietitian to translate HPN and surgical related medical terms into Chinese vocabulary.  The dietitian learnt how to connect and disconnect the HPN from the intravascular catheter.

The patient’s intravenous access device was initially a triple lumen central venous catheter in the right internal jugular vein.  The catheter was replaced with a peripherally inserted central catheter (PICC) into the left basilica vein for HPN.  However, the patient was not able to self-manage the PICC due to the length of the external catheter so a 16cm extension set was added to the PICC.   Unfortunately, the patient became febrile with a temperature of 38.8C and complained of a headache.  Blood cultures were obtained from the PICC and  peripheral site, and urine sample sent to Microbiology for culture and sensitivities.  The results of the cultures was no growth and her white cell count was 6.7, haemoglobin 111 and C-Reactive Protein 21.  The PICC was replaced and inserted into her right antecubital fossa as it was considered a possible source of infection.  The patient was reviewed by the surgical team due to rigors, shaking vigorously, and slurred speech, and believed this was an Anaphylactic reaction to the TPN which was discontinued and she commenced on Dextrose infusions.  The patient believing she was allergic to TPN, required much discussion and persuasion by the dietitian to recommence the TPN.  The patient was only convinced she was not allergic when a second episode of rigors occurred before the TPN was recommenced.  

The patient became empowered with knowledge of hospital techniques and a certificate of achievement was awarded to acknowledge the patient’s learning, which she proudly displayed in her bed space.  She developed confidence to challenge nursing practice and improved her English language skills.  We developed a communication plan for the patient when at home should a problem occur; the patient was to ring her husband who would then phone the District Nurses.  In the unlikely event her husband did not respond to the phone call, the patient was to text the District Nurses to request they visit to manage any complications or issues.  Prior to discharge home we planned for two nights accommodation in the Motel opposite the hospital to build the patient’s confidence in self-management.

A surgical team review resulted in the patient having a small bowel resection with primary anastomosis and freeing of adhesions.  Post-operatively she improved and is now eating a variety of food and did not  require HPN.  She developed a post-operative wound infection which was managed by the District Nurses.  Recognising the individual and their unique cultural beliefs ensures that a quality holistic health service is provided to improve patient outcomes.  A multidisciplinary team approach is required for optimal care for patients requiring HPN.  The AuSPEN clinical practice guideline for HPN provided clinical and practical questions for managing the patient with cultural and language barriers to enhance the patient’s journey.
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