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ABSTRAK 

 

KARYA TULIS ILMIAH : ASUHAN KEPERAWATAN PADA PASIEN 

GAGAL JANTUNG DENGAN RISIKO GANGGUAN SIRKULASI SPONTAN  

(Studi Kasus di RSU Muhammadiyah Ponorogo) 

 

Oleh : 

FRANSISCA RUSDIANA QOTTRUN NADA  

21613426 

  

 

Risiko gangguan sirkulasi spontan  merupakan salah satu masalah yang 

muncul pada pasien gagal jantung. Pasien gagal jantung beresiko mengalami 

ketidakmampuan untuk mempertahankan sirkulasi yang adekuat akan menghadapi 

keterbatasan dalam aktivitas sehari-hari sehingga pasien sangat rentan mengalami 

depresi, stres, kecemasan dan mengendalikan perasaan sendiri. Tujuan karya tulis 

ilmiah ini untuk memberikan asuhan keperawatan pada pasien gagal jantung 

dengan masalah risiko gangguan sirkulasi spontan di RSU Muhammadiyah 

Ponorogo. 

Asuhan keperawatan ini dilakukan pada tanggal 02 Juli 2024 – 05 Juli 

2024 di ruang IPI RSU Muhammadiyah Ponorogo selama 4 hari dengan metode 

pemecahan masalah (problem solving) melalui pendekatan proses keperawatan 

yang meliputi pengkajian, diagnosa, intervensi, implementasi dan evaluasi. 

Hasil pengkajian terhadap Tn.M didapatkan data bahwa pasien mengalami 

risiko gangguan sirkulasi spontan dibuktikan dengan hipokalemia, dengan data 

subjektif pasien mengatakan sesak nafas dan kaki kanan dan kirinya bengkak. 

Data objektif yang didapatkan pasien tampak lemah, ekstremitas bawah pasien 

edema (pitting edema) dengan hasil laboratorium kalium menunjukkan 2,9 mmol/l 

(3,5 mmol/l – 4,5 mmol/l). 

Setelah dilakukan implementasi keperawatan dengan memberikan terapi 

tirah baring minimal 12 jam dan memberikan edukasi untuk menghindari manuver 

valsava selama 4 hari berturut - turut pasien menunjukkan perkembangan yang 

baik, pasien mampu mengikuti apa yang telah diperintah oleh perawat. Pasien 

gagal jantung dengan risiko gangguan sirkulasi spontan membutuhkan tindakan 

penanganan yang baik dan peran perawat maupun keluarga sangat dibutuhkan 

dalam asuhan keperawatan yang komprehensif. 

 

 

Kata kunci : Gagal Jantung, Risiko gangguan sirkulasi spontan, asuhan  

                       keperawatan 
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ABSTRAC 

 

SCIENTIFIC PAPER : NURSING CARE FOR HEARTH FAILURE PATIENTS 

AT RSIK OF SPONTANEOUS CIRCULATION DISORDERS 

(Case Study at Muhammadiyah Hospital Ponorogo) 

 

By : 

FRANSISCA RUSDIANA QOTTRUN NADA  

2161342 

 

 

The risk of spontaneous circulation disturbance is one of the issues that 

arises in heart failure patients. Patients with heart failure are at risk of being 

unable to maintain adequate circulation, which can lead to limitations in daily 

activities, making them vulnerable to depression, stress, anxiety, and difficulty 

controlling their emotions. The purpose of this scientific paper is to provide 

nursing care to heart failure patients with the problem of spontaneous circulation 

disturbance at Muhammadiyah Hospital Ponorogo. 

This nursing care was conducted from July 2, 2024, to July 5, 2024, in the 

IPI ward of Muhammadiyah Hospital Ponorogo over 4 days using the problem-

solving method through the nursing process approach, which includes 

assessment, diagnosis, intervention, implementation, and evaluation. 

Based on the assessment of Mr. M, it was found that the patient is at risk 

of spontaneous circulation disorders, as evidenced by hypokalemia. Subjective 

data from the patient includes complaints of shortness of breath and swelling in 

both right and left legs. Objective findings indicate weakness in the patient, and 

the lower extremities show pitting edema. Laboratory results show a potassium 

level of 2.9 mmol/l (3,5 mmol/l – 4,5 mmol/l). 

Following nursing interventions, including a minimum of 12 hours of bed 

rest therapy and education to avoid Valsalva maneuvers over 4 consecutive days, 

the patient showed improvement. The patient was able to comply with nursing 

instructions. Heart failure patients at risk of spontaneous circulation disturbance 

require effective management, with the role of both nurses and family members 

being crucial in comprehensive nursing care. 

 

 

Keywords : Hearth Failure, Risk of Spontaneous Circulation Disorders, Nursing   

                   Care 
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