
“Nursing care for different genders and age groups”.

In Section 1 of this course you will cover these topics:
Succeeding As A Nursing Student

Promoting Culturally Proficient Care

Legal And Ethical Issues Of Nursing

Critical Thinking And Nursing Theory/Models

The Lpn/Lvn And The Nursing Process

Documenting And Reporting

Health Care Delivery Systems

Safety

Topic : Succeeding As A Nursing Student

Topic Objective:

After reading this topic the student will be able to:

 Explain the best way to approach your textbook and plan your study time effectively.

 Identify three strategies to use when answering various types of test questions.

 Discuss the responsibilities of the student nurse during clinical experiences.

 Briefly discuss key figures in nursing history.

 Explain key contributions in practical/vocational nursing history.

 Identify the customers, purpose, standards, and work settings of practical/vocational nurses.

 Identify professional organizations for the practical/vocational nurse and nursing student.

Definition/Overview:

Nursing Education: This education is provided to nursing students by experienced nurses

and other medical professionals who have qualified or experienced for educational tasks.

Most countries offer nurse education courses that can be relevant to general nursing or to

specialized areas including mental health nursing, pediatric nursing and post-operatory

nursing. Courses leading to autonomous registration as a nurse typically last four years.

Nurse education also provides post-qualification courses in specialist subjects within nursing.
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Key Points:

1.Nursing Education History and present

 During recent past decades, the moving on education has replaced the more practically

focused, but often ritualistic, training structure of conventional preparation. Nurse education

integrates today a broader awareness of other disciplines allied to medicine, often involving

inter-professional education, and the utilization of research when making clinical and

managerial decisions. Orthodox training can be argued to have offered a more intense

practical skills base, but emphasized the hand maiden relationship with the physician. This is

now outmoded, and the impact of nurse education is to develop a confident, inquiring

graduate who contributes to the care team as an equal. In some countries, not all qualification

courses have graduate status. Traditionally, from the times prior to Florence Nightingale,

nursing was seen as an apprenticeship, often undertaken in religious orders such as convents

by young women, although there have always been a proportion of male nurses, especially in

mental health services. In 1860 Nightingale set up the first nurse training school at St

Thomas' Hospital, London. Nightingale's curriculum was largely base around nursing

practice, with instruction focused upon the need for hygiene and task competence. Her

methods are reflected in her "Notes on Nursing", (1898).

2.Alternative approaches

 Some other nurses at that time, notably Ethel Bedford-Fenwick, were in favor of formalized

nursing registration and curriculum Fthat were formally based in higher education and not

within the confines of hospitals.

3.Nursing education in the USA

 Nurse education in the United States has been conducted within university schools, although

it is unclear who offered the first degree level program. So far as known Yale School of

Nursing became the first autonomous school of nursing in the United States in 1923. In

Europe the University of Edinburgh was the first European institution to offer a nursing

degree in 1972.
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Topic : Promoting Culturally Proficient Care

Topic Objective:

After reading this topic the student will be able to:

 Understand the history and terminology of transcultural nursing.

 Identify the importance of intercultural communication in todays world.

 Identify the role of the nurse in delivering culturally proficient care to hospitalized clients and

their families.

 List the components of a cultural assessment.

Definition/Overview:

Patient Care: Patient care is part of a nurse's role. Nurses use the nursing process to assess,

plan, implement and evaluate patient care. Patient care is founded in critical thinking and

caring in a holistic framework. Nursing care is increasingly framed in best practice, which is

the application of evidence-based concepts to patient problems in a particular setting.

Florence Nightingale is recognized as the first nurse researcher.

Transcultural Nursing: The goal of cultural awareness and cultural sensitivity is to end

prejudice and discrimination. The culturally competent professional must acquire a set of

practice skills, knowledge, and attitudes to provide culturally competent care. Culturally

competent care begins with the nurses own cultural self-awareness.

Inter-cultural Communication: A client may speak English on a social level, but be unable

to communicate on a more technical level. The nurse needs to identify the language the client

normally uses. When assessing a client, the nurse needs to consider the clients cultural

values, beliefs, and practices related to health and health care.
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Key Points:

1.Cultural Awareness

 While cultural awareness was expected to end prejudice and discrimination, the results have

often focused on differences, with the nurse unprepared to meet cultural needs.

 Having cultural sensitivity enables the nurse to be aware of the needs and feelings of ones

own culture and of other cultures.

 A culturally competent nurse has developed a set of practice skills, knowledge, and attitudes

that encompass awareness and acceptance of differences, awareness of ones own cultural

values, an understanding of cultural knowledge, an understanding of the dynamics of

differences, and the ability to adapt practice skills to fit the cultural context of the client or

patient.

 Dr. Madeleine Leininger studied and developed theories about the influences of culture on

health and illness.

 Ethnocentrism, or interpreting the beliefs and behaviors of others in terms of ones own

cultural values and traditions, is a common tendency.

 Nurses must guard against stereotyping

2.Importance of intercultural communication in todays world.

 Healthcare professionals must be aware of cultural differences in verbal and nonverbal

communication.

 Multilingual nurses have the ability to improve communication with clients from other

cultures. They should inform the facility where they work that they possess this ability.

 When the goal is to provide culturally sensitive care, it is important for the nurse to learn to

work effectively with interpreters.

 A therapeutic relationship can be promoted or hampered by the nurses understanding or lack

of understanding of transcultural communication. The healthcare profession, which includes

all nurses, has its own subculture that affects the nurses views and actions.
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3.Components of a cultural assessment.

 Understanding ones own culture is necessary to provide proficient transcultural care. The first

step for a nurse to overcome biases that can negatively impact the provision of care is

recognizing those biases.

 To provide holistic care the client must receive holistic assessment that includes cultural

status. This may require an interpreter.

 The client should perceive the nurse as supportive, effective, competent, and empathetic.

 The nurse needs to establish an open nurseclient relationship that includes respect,

genuineness, and warmth.

Topic : Legal And Ethical Issues Of Nursing

Topic Objective:

After reading this topic the student will be able to:

 Differentiate crimes from torts,.

 Define unprofessional conduct: negligence, assault/battery, false imprisonment, invasion of

privacy, and defamation.

 Describe standards of care, agency policies, and nurse practice acts that affect the scope of

nursing practice.

 Describe Good Samaritan acts and the Americans with Disabilities Act.

 Identify ways nurses and nursing students can minimize their chances of liability and explain

the purpose of professional liability insurance.

Definition/Overview:

Patient Care legal issues: The big issues concerning research today are the legal and ethical

issues surrounding it. The American Nurses Association (ANA) has set up five basic human

rights for patient protection which are: 1. Right to self determination 2. Right to privacy and

dignity 3. Right to anonymity and confidentiality 4. Right to fair treatment 5. Right to

protection from discomfort and harm.
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Nursing and ethical issues: Nurses are accountable for their actions. It is important that

nurses know the laws that regulate the practice of nursing so that they are protected from

liability.

Key Points:

1.Differentiate crimes from torts, and give examples in nursing.

 A crime is an act committed in violation of public law. The act may be intentional or

accidental.

 Civil law is public law based on a tort or civil wrong committed against a person or a persons

property. A tort may be intentional or unintentional.

2.Unprofessional conduct: negligence, assault/battery, false imprisonment, invasion of

privacy, and defamation.

 A tort is a civil wrong committed against a person or a persons property that can be classified

as intentional and unintentional.

 Examples of unintentional torts that may occur in the healthcare setting include negligence

and malpractice. There are four basic elements that must be present for nursing negligence or

malpractice to be proven: duty, breach, harm, and causation. The most common malpractice

cases involve medication errors. Nurses must always follow the facilitys policy for safe client

care to prevent a charge of negligence.

 Intentional torts include assault and battery, false imprisonment, invasion of privacy, libel

and slander, and loss of client property.

3.Standards of care, agency policies, and nurse practice acts that affect the scope of

nursing practice.

 Each state in the United States has a nurse practice act that legally defines and describes the

scope of nursing practice that the law seeks to regulate.

 Credentialing is a way in which the nursing profession can maintain standards of practice and

accountability for the educational preparation of its members.

 Accreditation is a review process that determines if predetermined standards of nursing

practice have been met.
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 Standards of practice are guidelines to ensure safe and competent nursing practice as defined

in the scope of practice by each state.

 A nurse employed by an agency must function within the policies of the employing agency.

 The Health Insurance Portability and Accountability Act (HIPAA) defines and describes the

scope of nursing practice.

 A nurse may have his or her license revoked for causes that are defined in each states nurse

practice act.

4.Good Samaritan acts and the Americans with Disabilities Act.

 Good Samaritan acts are laws designed to protect healthcare providers who provide

assistance at the scenes of emergencies from malpractice claims.

 According to the Americans with Disabilities Act, an employer may not refuse to hire a nurse

with disabilities if the nurse is able to fulfill the duties of the work role. The purposes of the

Act are to eliminate discrimination and provide enforceable standards. The Act is enforced by

the federal government.

5.Ways nurses and nursing students can minimize their chances of liability and explain

the purpose of professional liability insurance.

 Although many hospitals carry liability insurance that also covers the nurses, nurses should

consider carrying their own liability insurance.

 Student nurses are liable for their own actions and are held to the same standards of a

licensed nurse.

 Nurses may testify in a court of law as a defendant or as an expert witness.

 The nurse is responsible for checking and clarifying any ambiguous or seemingly erroneous

orders with the physician.

Topic : Critical Thinking And Nursing Theory/Models

Topic Objective:

After reading this topic the student will be able to:

 Discuss characteristics, skills, and attitudes of critical thinking.
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 Explain the importance of critical thinking to the nursing process.

 Define nursing theory.

 Compare selected theories of nursing in terms of client, environment, health, and nursing.

 Identify areas in which LPNs/LVNs can incorporate nursing theory into their nursing

practice.

Definition/Overview:

Nursing Theory: Nursing theory is the term given to the body of knowledge that is used to

support nursing practice. In their professional education nurses will study a range of

interconnected subjects which can be applied to the practice setting. This knowledge may be

derived from experiential learning, from formal sources such as nursing research or from

non-nursing sources. To speak of nursing theory is often difficult. Nursing is many things to

many people. Most universally agreed upon is that Nursing is a science involving people,

environment and process fueled by a vision of transcendence in the context of healthcare. It is

interesting to note that 90% of all Nursing theories have been generated in the last 20 years.

Many schools encourage students to formulate personal philosophies or mid-range theories of

Nursing as part of their curriculum. Some might argue that this multiplicity of theory is

detrimental to the practice and undermines common vision. Others would say that the nature

of the young science is sufficiently far reaching to require such tactics in order to elicit true

consensus.

Nursing Models: Nursing models are conceptual models, constructed of theories and

concepts. They are used to help nurses assess, plan, and implement patient care by providing

a framework within which to work. They also help nurses achieve uniformity and seamless

care.

Key Points:

1.Characteristics, skills, and attitudes of critical thinking.

 Nursing practice is based on sound reasoning and committed to safe and effective client care.

This requires a system for making decisions and prioritizing actions. It must be logical,

purposeful, organized, and disciplined.
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 The term inductive reasoning is used to describe the process of looking at specific pieces of

information and making a generalization. Deductive reasoning is used to confirm general

information by organizing and checking more specific information.

 Critical thinkers must be independent thinkers, willing to accept responsibility for their

thoughts and actions, and have the integrity and fair-mindedness to concede that they may

have made an error. Everyone can develop critical thinking skill with practice. Critical

thinking helps nurses find unique solutions to unusual problems.

2.Importance of critical thinking to the nursing process.

 Nursing process is a model for making nursing decisions. It shares many characteristics of

critical thinking (orga-nized, logical, purposeful). When using the nursing process, the nurse

assesses the client for information that defines the problem and suggests possible solutions.

Critical thinking skills help the nurse to organize data into subjective data (apparent only to

the person being affected) and objective data (apparent to the observer). These are used in

formulating a nursing diagnosis. After consideration, the nurse chooses the best solution to

implement and monitors the situation to see that the solution is effective. If it is not, the nurse

uses an alternative solution.

 Decision making is a critical-thinking process for choosing the best actions to meet a desired

goal. Nurses must make decisions and assist clients to make decisions..

 Other nursing decisions may involve values, time-management, and setting priorities. These

require critical thinking to choose the best action to meet the desired goal.

3.Define nursing theory.

 A theory is a way of looking at a discipline in a way that can be communicated to others.

Florence Nightingale was the first nursing theorist. Until 1859 nursing practice was based

upon theory borrowed from medicine. Nursing theory reflects the beliefs of the developer.

Every nursing theory addresses and explains the relationships of these four elements: nursing,

the client, health, and the environment.

 Other models of health and wellness are used by nurses, including the wellness model, body

systems model, Maslows Hierarchy of Needs, and developmental theories that discuss

holistic treatment.
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4.Identify areas in which LPNs/LVNs can incorporate nursing theory into their nursing

practice.

 Understanding nursing theory helps the LPN/LVN develop a personal nursing philosophy,

participate in the nursing process, and provide culturally competent care.

Topic : The Lpn/Lvn And The Nursing Process

Topic Objective:

After reading this topic the student will be able to:

 Identify essential characteristics of the nursing process.

 Describe the components of the nursing process.

 Identify the purpose of assessing.

 Differentiate objective and subjective data, and primary and secondary data.

 Identify three methods of data collection, and give examples of how each is useful.

Definition/Overview:

Licensed practical nurses: Licensed practical nurses (LPNs) are also known as licensed

vocational nurses (LVNs) in California and Texas and as registered practical nurses (RPNs)

in Ontario. They are called enrolled nurses (ENs) in Australiaand state enrolled nurses

(SENs) in the United Kingdom. LPNs generally have more training than certified nursing

assistants, and less training than registered nurses.

Nursing Process: The nursing process is a process by which nurses deliver care to patients,

supported by nursing models or philosophies. The nursing process was originally an adapted

form of problem-solving and is classified as a deductive theory.

Key Points:

1.Identify essential characteristics of the nursing process.

 The nursing process is a systematic, logical method of providing individualized nursing care.

It allows the nurse to follow a process for decision making and an organized way to deliver
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care. The nursing process provides structure and guidance for nurses as they provide client

care.

2.Describe the components of the nursing process.

 The nursing process consists of five steps: assessing, diagnosing, planning, implementing,

and evaluating. The steps are logical but more than one component may be involved at a

time.

 Assessment involves collection, organization, validation, and documentation of information.

This information is used to plan care and help decide whether or not the client is making

progress. Accurate information is essential in all steps of the nursing process. Cultural

differences should always be included.

 Diagnosis involves looking at the assessment information and determining the actual or

potential problems of the client. It is done by the RN with information contributed by the

LPN/LVN.

 Planning requires the use of critical thinking to decide what nursing measures are most likely

to solve a clients health problems.

 Implementation is the action phase when the nurse actually puts the plans into action, and

follows directions in the written care plan.

 Evaluation allows the nurse to determine whether or not the plan worked. Ineffective actions

are deleted and replaced with others that work better.

3.Identify the purpose of assessing.

 All phases of the nursing process depend on accurate and complete data collection. The RN is

responsible for the initial assessment while the LPN/LVN contributes information.

Assessment focuses on the clients response to a health problem.

4.Differentiate objective and subjective data, and primary and secondary data.

 Subjective data is also referred to as symptoms and is apparent only to the person affected.

Examples include itching, pain, nausea, and anxiety. It may also include the clients

sensations, feelings, values, and perception of his situation. Objective data is also referred to

as signs and is information that can be viewed by an observer or tested against an accepted
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standard. Examples include vital signs, skin temperature, and urine output. Objective data

may be used to validate subjective data.

 The client is considered the primary source of data. Other sources, such as family members,

are secondary sources. Secondary sources should be identified.

5.Identify three methods of data collection, and give examples of how each is useful.

 Observing provides information by using the senses. Although most observation is done by

sight, the other senses are utilized as well. The nurse uses observation to provide general

information about the clients physical, social, and emotional status.

 Interviewing is communication with a purpose: to obtain information, identify problems, or

supply information to the client. Interviewing helps the nurse determine the level of

knowledge the client has about a subject and helps determine the need for further teaching. It

also supplies the nurse with more specific data about the clients physical, social, and

emotional status.

 Examination involves the use of the senses to detect health problems. To conduct an

examination the nurse inspects the clients body, palpates for abnormal sensations, auscultates

internal sounds, and uses percussion to identify abnormalities in body cavities.

Topic : Documenting And Reporting

Topic Objective:

After reading this topic the student will be able to:

 Discuss reasons for keeping client records.

 Identify and discuss guidelines for effective recording that meet legal and ethical standards.

 List the measures used to maintain the confidentiality of records, including computer records.

 Identify abbreviations and symbols commonly used for charting.

 Compare and contrast different documentation systems.

Definition/Overview:

Nurse record keeping: Nurses are knowledge workers whose main responsibility is to

provide safe and effective care within constantly evolving health care systems. Nurses
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collaborate with one another, as well as doctors, aides and technicians, to provide holistic

care to patients. Although advocating for patient safety is a nurse's role, it is also necessary

for the patient to be an active participant in their safety. Patient safety is a collaborative goal

that requires concerted efforts from the patient and all members of the health care team. It is

also a means to foster communication between the patient and the nurse including other

health care members to better patient's health.

Document keeping: Multiple systems for documentation of client information are in use.

Each has advantages and disadvantages. Source-oriented recording is the traditional way of

recording client information. Each department makes notations in a separate section of the

chart. Narrative charting is used in the source-oriented record. It is particularly useful in

emergencies or when information requires more space than what is provided on a flow sheet

(see Figure 6-2 for example). Problem-oriented records arrange client data according to

individual problems. This method encourages collaboration among members of the

healthcare team. There are four basic components: database, problem list, plan of care, and

progress notes. Flow sheets and discharge notes are added as needed

Key Points:

1. Discuss reasons for keeping client records.

 Different health professionals who care for the same client use the written record as the

primary means of communication. The client record lists needs, progress, and current health

status. The chart is used differently by different professionals for planning client care. The

clients record is a legal document that is admissible as evidence in court. While the record is

the property of the healthcare agency, the client has a right to a copy of the information. The

client may object to confidential information being presented in court. Because the record

provides a comprehensive view of the client, the information can be valuable for education,

research, and healthcare analysis. The client record may be audited by JCAHO or other

accrediting agencies. The chart may be used as proof that the client has indeed received care

for a specific disease before reimbursement is made by Medicare.
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2. Identify and discuss guidelines for effective recording that meet legal and ethical

standards.

 Healthcare personnel must maintain client confidentiality as well as meeting legal standards

for recording. Charting must be done chronologically. Date and time are included with all

entries. Military time may be used (Figure 6-1). Frequency of documentation is dictated by

agency policy. Avoid block charting. Documentation should be done sequentially with late

entries clearly marked. The chart entries should be legible, permanent, and spelled correctly.

Use only accepted abbreviations, symbols, and terminology. Charting must be accurate, and

consist of facts and not interpretations. Descriptions of behavior should be given. Errors must

be corrected so that the error is still legible (Figure 6-2). The information should be

appropriate, pertinent, and free of stereotypes. Charting is done using phrases rather than

sentences for conciseness. Completion of an incident report should not be recorded in the

nurses notes.

3. List the measures used to maintain the confidentiality of records, including computer

records.

 Generally speaking, the client has control of who views his or her medical records. A signed

release must be given to allow review, copying, or release of information from the record.

The release specifies what information may be released to whom.

 Access to a clients record should not be allowed to anyone other than healthcare providers

involved in his or her care.

 Student and graduate health professionals may be allowed to read client records for

educational and research purposes. In any research papers or presentations the client may not

be identified by name or any statement. Students should hold all information in confidence.

Notes or worksheets should not be left where visitors or other clients may see them.

 When using computerized charting, each healthcare worker needs a password to enter files.

This password must never be given to anyone else.

 Computer terminals must not be left unattended. Client information on a monitor screen must

not be displayed where others may see it.
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4. Identify abbreviations and symbols commonly used for charting.

 Only commonly accepted abbreviations, symbols, and terms specified by agency policy

should be used in charting. If in doubt, write the term out in full.

5. Compare and contrast different documentation systems.

 Multiple systems for documentation of client information are in use. Each has advantages and

disadvantages. Source-oriented recording is the traditional way of recording client

information. Each department makes notations in a separate section of the chart. Narrative

charting is used in the source-oriented record. It is particularly useful in emergencies or when

information requires more space than what is provided on a flow sheet (see Figure 6-2 for

example). Problem-oriented records arrange client data according to individual problems.

This method encourages collaboration among members of the healthcare team. There are four

basic components: database, problem list, plan of care, and progress notes. Flow sheets and

discharge notes are added as needed (Figure 6-3).

 There are also several methods for documenting client information in the progress notes.

SOAP refers to subjective data, objective data, assessment, and plan. Modified versions of

this method also exist (Figure 6-4). PIE/APIE charting is similar to SOAPIE charting.

Assessment, problem, intervention, and evaluation are charted in this nursing process-based

system (Figure 6-4). Focus charting is intended to make client concerns the focus of care. The

focus may be a client problem, condition, behavior, symptom, or strength. Progress notes are

organized into data (D), action (A), and response (R), referred to as DAR. Flow sheets may

be used to record additional data. The CORE documentation system focuses on the nursing

process. It consists of database, plans of care, flow sheets, progress notes, and discharge

summary. Charting by exception involves documentation of only significant findings or

exceptions to norms. Flow sheets highlight significant findings and define assessment

parameters (Figure 6-5). Documentation is done by referring to the agencys printed standards

of nursing practice, which eliminates repetitive charting. FACT charting is designed to

eliminate unnecessary data. The four elements are individualized flow sheets, standardized

assessment, concise integrated progress notes, and timely entries. Outcome documentation

focuses on a clients behavior in relation to predetermined outcomes.

 Computerized documentation allows information to be cross-indexed and retrieved in a

variety of formats. Systems can generate a work list of treatments and procedures, provide

results of client laboratory tests, suggest a list of interventions for a specific nursing
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diagnosis, and alert the nurse to possible drug interactions. Nurses choose from standardized

lists of terms or type narrative information into the computer.

 Case management emphasizes cost-effective care within an established length of stay. A

multidisciplinary approach is used to planning and documenting care. Critical pathways are

used to list what clients should achieve on each day of care. If a goal is not met a variance is

documented, stating the unexpected event, cause, and actions taken to correct it.

Topic : Health Care Delivery Systems

Topic Objective:

After reading this topic the student will be able to:

 Differentiate primary, secondary, and tertiary healthcare delivery services.

 Compare the characteristics of nursing in the outpatient setting to those of institutionalized

nursing care.

 Describe the functions and purposes of the healthcare agencies outlined in this chapter.

 Discuss health care as a right and the essentials of the Patients Bill of Rights.

Definition/Overview:

Managed Care: The term "managed care" is used to describe a variety of techniques

intended to reduce the cost of providing health benefits and improve the quality of care

("managed care techniques"), organizations that use those techniques or provide them as

services to other organizations ("managed care organizations"), or systems of financing and

delivering health care to enrollees organized around managed care techniques and concepts

("managed care delivery systems").

Medical care programs: Medical care programs intended to reduce unnecessary health care

costs through a variety of mechanisms, including: economic incentives for physicians and

patients to select less costly forms of care; programs for reviewing the medical necessity of

specific services; increased beneficiary cost sharing; controls on inpatient admissions and

lengths of stay; the establishment of cost-sharing incentives for outpatient surgery; selective

contracting with health care providers; and the intensive management of high-cost health care

cases. The programs may be provided in a variety of settings, such as Health Maintenance

Organizations and Preferred Provider Organizations.
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Key Points:

1. Differentiate primary, secondary, and tertiary healthcare delivery services.

 Healthy People 2010 focuses on improving the health of individuals, communities, and the

nation. In the past 25 years stress has been put on maintaining health rather than treating

illness. Areas such as nutrition and weight control, stress management, and exercise are

stressed. Risk factors and cultural differences are evaluated as well

 Diagnosis and treatment of illness is no longer being done exclusively in hospitals and

physicians offices but rather in community-based agencies. Rehabilitation is being used to

restore people to their previous level of health.

 A variety of services may be provided by a healthcare institution. An inpatient remains in a

healthcare agency for at least 24 hours. An outpatient requires care but does not remain in the

institution. Outpatient care may be given by public health agencies, from the CDC to the

county or city level. It is also given in doctors offices, ambulatory care centers, and industrial

clinics. It may be available at home healthcare agencies or daycare centers for adults or

children. Inpatient care is usually given in hospitals or extended care facilities such as nursing

homes, retirement and assisted-living centers, and rehabilitation centers.

2. Compare the characteristics of nursing in the outpatient setting to those of

institutionalized nursing care.

 The role of the nurse varies with the needs of the client. Care given by an LPN/LVN is

supervised by a registered nurse whether the LPN/LVN is employed in an outpatient setting

or an inpatient setting. LPNs/LVNs in the hospital setting provide much of the direct care.

They work closely with the RN to establish a care plan and evaluate the result of the plan.

LPNs/LVNs in long-term care have increased responsibility including coordination of client

care and supervision of unlicensed nursing assistants. LPNs/LVNs in outpatient settings may

provide direct care, administer medications, assist with clerical duties, obtain specimens,

provide treatments, and assist with procedures. They may perform health screenings and

counselling
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3. Functions and purposes of the healthcare agencies outlined in this chapter.

 Outpatient services are provided in a variety of settings. Each setting has a unique purpose

and niche. Discuss the care delivered by each of the outpatient providers listed in the text.

 Inpatient services are traditionally provided in hospitals and extended-care facilities, such as

nursing homes. The number of services may vary in hospitals depending upon whether they

are rural or urban, large or small, and acute- or chronic-care institutions. Some hospitals are

part of large for-profit organizations. Many clients in hospitals are critically ill and require

increasingly complex care.

 Extended-care facilities include skilled nursing facilities and extended-care facilities such as

day care, assisted-living, and retirement centers. Short-term care may be provided in these

facilities rehabilitation units. Some clients require long-term custodial care, and the agency

becomes, in effect, their home. The clients are referred to as residents.

 Specific legislation exists regarding long-term care (OBRA, the Omnibus Budget

Reconciliation Act of 1987). There are specific guidelines related to admission and continued

care in a long-term care facility.

 Some agencies provide care while the client is an inpatient and continue on an outpatient

basis. Hospice provides care to terminally ill clients. Crisis centers may provide emergency

services and continue to work with the client long-term after discharge. The client may be

referred to self-help and support groups during his hospital stay and continue in them after

discharge.

4. Health care as a right and the essentials of the Patients Bill of Rights.

 Self-determination in health care has become more widespread since the 1960s. This involves

informed consent, confidentiality, and the right to refuse treatment. Goals of health care

include the return of independence to the client, and the idea that health is a responsibility of

the client, healthcare providers, and society. The client must actively accept responsibility for

his health care. This is frequently impossible when the client is ill.

 The Patients Bill of Rights was published in 1973, and revised in 1992. Review the

information contained in this document. The client must be informed of his rights, and sign a

copy of the Bill of Rights before care can be provided. In cases where the client is

unconscious, a surrogate decision maker may sign.
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Topic : Safety

Topic Objective:

After reading this topic the student will be able to:

 Discuss factors that affect peoples ability to protect themselves from injury.

 Provide safety teaching for clients of various ages.

 Identify common potential hazards in the home and in healthcare settings.

 Plan strategies to maintain safety in the healthcare setting, home, and community.

Definition/Overview:

Injury Prevention: Injury prevention focuses on predicting potentially harmful situations

and avoiding them and education so that clients can protect themselves and their families

from injury.

Safety Hazards: Some types of safety hazards, such as fire, excess noise, and hazardous

waste exposure exist both in the community and in the healthcare institution. Nurses must be

aware of the hazards that exist and the preventive practices they must follow in the

institution. Client teaching should include this same information for people in the community

setting.

Key Points:

1.Factors that affect peoples ability to protect themselves from injury.

 Injury prevention focuses on predicting potentially harmful situations and avoiding them and

education so that clients can protect themselves and their families from injury.

 People can learn to protect themselves from injury. Childrens curiosity often exceeds their

judgment. The elderly may have sensory or motor deficits that increase their chances of

injury. Specific safety mea-sures for each age group are listed in Box 8-1 in the student

textbook.

 Other factors that may affect clients safety include lifestyle factors, health status and

mobility, cognitive awareness, sensory-perceptual alterations, emotions, the ability to

communicate, environment, and safety awareness.
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2.Provide safety teaching for clients of various ages.

 When conducting a safety assessment interview the nurse should focus on the clients age and

developmental level and whether the client or caregiver is aware of age-specific injuries and

prevention. Since fall injuries are a particular problem the nurse should carefully evaluate the

clients risk for a fall and perform actions to prevent this from occurring. The nurse should

determine the clients level of knowledge about specific safety risks and provide appropriate

information. Nurses should assess the cultural background of the client since some groups are

at higher risk for certain types of illness or injury.

3.Identify common potential hazards in the home and in healthcare settings.

 Scalds and burns may occur due to exposure to steam or hot water, particularly in clients

whose sensitivity is impaired. Burns may also occur due to chemicals, electricity, or sunburn.

Fires can result from cooking, heating appliances, smoking, or children playing with matches.

Most falls occur in the home. Many older adults who live alone fear falling and being unable

to summon help. Suffocation and asphyxiation may occur when food or another object

becomes lodged in the throat. Excessive noise due to loud music or environment can damage

hearing. Electrical shock can occur due to faulty wiring. Poisoning can occur from household

products.

4.Plan strategies to maintain safety in the healthcare setting, home, and community.

 Some types of safety hazards, such as fire, excess noise, and hazardous waste exposure exist

both in the community and in the healthcare institution. Nurses must be aware of the hazards

that exist and the preventive practices they must follow in the institution. Client teaching

should include this same information for people in the community setting.

 Noise should be kept to a minimum for the physiologic and mental well-being of clients and

staff. Exposure to radiation can cause injury. Nurses need to protect themselves when

exposure to radiation is a possibility, either during diagnostic testing or when a client has

radiation therapy. Familiarity with OSHA regulations regarding bloodborne pathogens and

tuberculosis will aid in the prevention of exposure to infectious waste. Material Safety Data

Sheets (MSDS) are available for hazardous chemicals used in the agency. Disasters may

occur in the hospital or outside the hospital. Teamwork is essential for a successful outcome.
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Disaster drills may be held. Triage is important to prioritize care for the wounded. Personnel

should be aware of emergency codes used in their agencies

 CPR may be necessary during an emergency and certification is required in healthcare

agencies.

 In Section 2 of this course you will cover these topics:
Infection Control And Asepsis

Admission, Transfer, And Discharge

Life Span Development

Client Communication

Sensory Perception

Self Concept

Sexuality

Stress And Coping

Topic : Infection Control And Asepsis

Topic Objective:

After reading this topic the student will be able to:

 Discuss helpful and harmful actions of microorganisms.

 Name six links in the chain of infection.

 Define nosocomial infection.

 Explain the difference between nonspecific and specific defense systems of the body.

Definition/Overview:

Asepsis: Asepsis is the practice to reduce or eliminate contaminants (such as bacteria,

viruses, fungi, and parasites) from entering the operative field in surgery or medicine to

prevent infection. Ideally, a field is "sterile" free of all contaminants a situation that is

difficult to attain. However, elimination of infection is the goal of asepsis, not sterility.

Infection Defense: Nonspecific defenses against infection include anatomic and physiologic

barriers and the inflammatory response.

Nosocomial infection:.Infections that occur after hospital admission and for which the client

had no symptoms when admitted are called nosocomial infections.
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Key Points:

1.Helpful and harmful actions of microorganisms.

 Harmless microorganisms found in and on the body are known as resident or normal flora.

Many of them perform useful protective functions, such as synthesis of vitamin K.

Colonization occurs when strains of microorganisms become resident flora.

 An invasion of the body by a disease-producing organism is termed an infection. Infections

may be local or systemic.

 The causative organism is called the infectious agent. Microorganisms that cause disease are

called pathogens. Virulence is the ability of the microorganism to cause disease and survive

inside and outside the body.

 True pathogens cause disease in healthy individuals. A pathogen that causes disease only in a

susceptible person is called opportunistic. An infection without signs or symptoms is called

asymptomatic or subclinical.

 Infections that can be passed from one person to another are called communicable. They are a

major cause of death throughout the world, and must be reported to the Centers for Disease

Control and Prevention (CDC.)

 Infections that occur in a healthcare setting are called nosocomial infections. The three most

common causative organisms that cause exogenous infections are E. coli, Staphylococcus

aureus, and Enterococcus species.

2.Name six links in the chain of infection.

 The infectious agent is the first link in the chain of infection. The agents ability to cause

infection is influenced by a number of factors. A person or animal that has the potential for

causing infection but has no signs or symptoms of disease is called a carrier.

 The place where the organism naturally lives is called the reservoir. This can include humans,

animals, plants, insects, birds, or substances that can be ingested. Persons with low resistance

are at higher risk of infection.

 The infectious agent must have a way to leave the reservoir. Any body fluid can provide this

exit route.

 The mode of transmission is the way in which the organism gets to the host. There are three

possible modes: direct transmission, indirect transmission, or airborne transmission.
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 Most organisms enter through the same routes they use to leave the body. Intact skin provides

a barrier to prevent the entry of many organisms.

 The host must be susceptible in order for the agent to cause an infection. Susceptibility is

increased by many factors: age, heredity, stressors, nutrition, medications, and other diseases

such as burns and emphysema.

 Infections may be prevented by breaking any of the links in the chain of infection.

3.Nosocomial infection.

 Many factors contribute to nosocomial infections. Improper handwashing is considered to be

the leading cause of healthcare-associated infections and the spread of multi-resistant

organisms.

 Nurses should follow hospital policy regarding catheterization technique, closed wound

drainage systems, IV fluid and tubing changes, suctioning technique, and other procedures

that carry a high risk of infection.

 Organisms that can survive treatment with antibiotics are called resistant organisms.

 Responsible use of antibiotic therapy, including finishing the prescribed course of treatment,

is considered to be the best way to limit the development of resistant organisms.

4.Difference between nonspecific and specific defense systems of the body.

 Intact skin and mucous membranes (anatomic barriers) and body secretions (physiologic

barriers) offer nonspecific defenses against the invasion of microorganisms.

 The inflammatory response is a nonspecific defense reaction of tissues exposed to infection

or injury. It occurs in three stages to destroy or incapacitate the microorganisms.

 Specific defenses or immune defenses work against identified foreign proteins. These are

considered to be invaders and are called antigens.

 Immunity is the term that refers to the resistance of the body to infection. In active immunity

the body produces its own antibodies. In passive immunity the person receives antibodies

from another source.

 Antibody-mediated defense is dependent upon B-lymphocytes, which attack when they sense

an invader. Cell-mediated defense acts through the T-cell system. If the T-cells do not

function people cannot defend themselves against most infections. HIV is an example of

depressed T-cell function.
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Topic : Admission, Transfer, And Discharge

Topic Objective:

After reading this topic the student will be able to:

Discuss the common reactions that a client might have to the admission, transfer, and

discharge processes.

Describe the environment in which the client may experience dehumanization.

Describe the procedural steps for admission, transfer, and discharge.

Discuss how nursing process applies to admission, transfer, and discharge.

Definition/Overview:

Admission: Entry (e.g., hospital admission is entry into the hospital).

Against medical advice (AMA): Departure of a client from the hospital or health care

facility without the written permission of a physician.

Coping behaviors: Actions people perform in times of crisis or stress, in an attempt to deal

with their feelings.

Dehumanization: Process of ignoring unique human qualities (as when hospitalized clients

have to surrender their belongings, privacy, and independence).

Discharge: Official procedure by which the client leaves the health care facility and returns

home or to another setting.

Orientation: Introduction of clients to the people and facility to which they are admitted;

awareness of place and time and family members; program or time period provided for newly

hired individuals to prepare them for their position.

Transfer: Move to another unit or to a different facility as a result of a client or physician

request.
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Key Points:

1.Discuss the common reactions that a client might have to the admission, transfer,

and discharge processes.

 Clients responses to hospitalization, transfer, or discharge are influenced by their age, gender,

religion, culture, and coping behaviors (crying, anger, overeating, or smoking, performed in

times of stress). Emotional discomfort (anxiety) and fear of the unknown, which causes a

sense of insecurity, are two common responses. Children may experience separation anxiety

if they think their caregiver will leave them.

 When the nurse is aware of clients responses to hospitalization, discharge, or transfer to a

new facility, he or she spends time helping the client adjust to the new surroundings, and

treats the client with respect.

2.Describe the environment in which the client may experience dehumanization.

 Dehumanization is the removal of unique human qualities. When clients surrender their

clothing and independence and are referred to as a number or diagnosis, they may feel

anxious and suffer a loss of identity. Children may experience separation anxiety as well if

parents are not allowed to stay during the admission procedure.

 The nurse can combat dehumanization by avoiding situations that produce this feeling. The

nurse should regard each client as a unique individual and maintain the clients personal

dignity. The clients cultural differences must always be taken into account by the nurse

during the admission process and subsequent care.

3.Describe the procedural steps for admission, transfer, and discharge.

 Medical records are initiated in the admitting department, even if the client is admitted

through the emergency department.

 At the time of admission clients are informed about their legal rights and other legal

information, such as advance directives is discussed. Clients are provided with an

identification bracelet.

 Federal regulations contained in the Health Insurance Portability and Accountability Act of

1996 (HIPAA) mandate that client privacy must be protected at all times. Clients may opt to

release or withhold information.
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 The clients room should be prepared prior to his arrival. Clients should be introduced to the

personnel and the unit upon arrival. Client valuables must be sent home or stored

appropriately. (See Figure 10-2 for an example of a valuables record.)

 The RN is responsible for the initial assessment and care plan development. The LPN/LVN

may assist with certain portions of data collection. (Figure 10-1 shows an example of an

admission assessment.)

 Clients may be transferred within the facility due to change of condition, or simply by client

request. A physicians order is usually required. A report of condition should be given to the

receiving unit by the nurse caring for the client.

 The client must be reassessed upon transfer for health issues, safety precautions, and

understanding about the reason for transfer. The LPN/LVN may assist with gathering this

information and the subsequent updating of the clients care plan.

 When discharged the client may return home or go to another health facility. The physician

must provide a written order unless the client decides to leave against medical advice. In this

case the supervisor and physician must be notified, and proper documentation must be

completed. In all cases appropriate documentation of discharge is required, including a

discharge summary.

 Nursing activities regarding discharge will depend upon where the client is going and the

clients condition at the time. Usually the client will be assisted to gather their belongings and

the admissions office will be notified. Teaching must be completed and referrals must be

made. The client is transported to the discharge location.

4.Discuss how the nursing process applies to admission, transfer, and discharge.

 Assessment of a clients status is done and documented whenever he is admitted, transferred,

or discharged.

 The RN identifies nursing diagnoses for the newly-admitted client based upon the initial

assessment. Diagnoses specifically related to the admission process may include Anxiety,

Fear, Powerlessness, Social Isolation, and Disturbed Personal Identity.

 Short- and long-term goals are set by the nurse. Common goals may include having the client

state his fears and verbalize decreased anxiety.

 Appropriate interventions are planned to meet the goals. Common interventions include

orientation to hospital staff and environment, the opportunity for clients to place belongings
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as they wish and the opportunity for the client to ask questions. Box 10-1 in the student

textbook includes specific information to cover while orienting a client to the hospital.

 Evaluation of whether the stated goals have been met is the final step of the nursing process.

 An example of the nursing process related to admission is included in the Nursing Process

Case Study in this chapter of the student textbook.

 Assessment issues related to transfer include the clients health status, the clients

understanding about the reason for the transfer, and necessary safety precautions. Cultural

considerations may need to be assessed here, also.

 Diagnosing, planning, and implementing may relate to deficient knowledge related to the

transfer, potential for injury, and anxiety. Explanations and safety precautions as well as

documentation of physical status are possible interventions to include in the care plan.

 The clients vital signs and general health status are evaluated after the transfer is completed.

 Assessment issues related to discharge include the clients emotional and physical readiness,

support system, understanding of discharge instructions, progress expectations, and home

environment safety.

 Two common nursing diagnoses related to discharge are Deficient Knowledge and Insecurity

regarding self-care. Interventions may include obtaining help from community agencies,

special preparation prior to discharge (such as learning to perform some ADLs), and written

and verbal discharge instructions.

 When discharge is completed details of the clients departure and reaction are noted on the

chart. The client may be given the opportunity to evaluate his or her care.

Topic : Life Span Development

Topic Objective:

After reading this topic the student will be able to:

 Differentiate growth from development.

 List factors that influence growth and development.

 Describe the significant characteristics and nursing implications of the stages of growth and

development from infancy through old age.

 Trace stages of psychosocial development according to Erikson.
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Definition/Overview:

Maximum Life Span: Maximum life span is a measure of the maximum amount of time one

or more members of a group has been observed to survive between birth and death.

Growth: Growth refers to physical change and increase in size. Growth rate is rapid in the

early stages of life and slows to a minimal rate by adulthood.

Key Points:

1.Differentiate growth from development.

 Growth refers to physical change and increase in size. Growth rate is rapid in the early stages

of life and slows to a minimal rate by adulthood.

 Development is the behavioral aspect of growth, which includes the ability to walk, to talk,

and to run. It continues into old age while growth usually only takes place during the first 20

years of life.

 Growth and development take place in an organized way at rates that vary from individual to

individual.

2.List factors that influence growth and development.

 The factors that influence growth and development are genetic and environmental. While the

rate of growth and development varies according to the individual, the sequence of growth

and development is predictable.

 Growth and development are commonly thought of as having five major components:

physiologic, psychosocial, cognitive, moral, and spiritual.

3.Describe the significant characteristics and nursing implications of the stages of

growth and development from infancy through old age.

 There are two stages of intrauterine life: embryonic and fetal.

 Infants undergo significant physiologic changes in weight, length, head growth, vision, and

motor development.

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

28
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



 Newborn babies can be assessed immediately by the Apgar scoring system. The Denver

Developmental Screening Test (DDST) is used to screen children from birth to 6 years of

age.

 Toddlers develop from having no voluntary control to being able to walk and speak

 During the preschool period physical growth slows, but control of the body and coordination

increases greatly

 During the school-age period between 6 and 12 years of age, the child gains weight rapidly

and may appear less thin than previously

 Adolescence is the period when the individual becomes physically and psychologically

mature and acquires a personal identity

 Adulthood often includes moving away from home and establishing ones own living

arrangements

 The middle-aged person looks older and feels older. Youthfulness and physical strength can

no longer be taken for granted

 As a person ages, a number of physical changes occur. Some are visible, but many others are

not

4.Trace stages of psychosocial development according to Erikson.

 Erikson describes eight stages of psychosocial development, each with a central task that

must be successfully completed to pass on to the next stage. The eight stages are trust versus

mistrust (birth to 18 months, early childhood (18 months to 3 years), late childhood (3 to 5

years), school age (6 to 12 years), adolescence (12 to 20 years), young adulthood (18 to 25

years), adulthood (25 to 65 years), and maturity (65 years to death).

Topic : Client Communication

Topic Objective:

After reading this topic the student will be able to:

 Describe essential aspects of communication and the communication process.

 Describe factors influencing the communication process.

 Differentiate between verbal and nonverbal communication.
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 Explain techniques the nurse can use to help the client express thoughts, feelings, and

concerns.

Definition/Overview:

Closed-ended questions: Questions that generally require only "yes" or "no" or short factual

answers.

Communication: Exchange of information or thoughts between two or more people through

language, the arts, or body actions.

Gestures: Hand and body motions that may emphasize and clarify the spoken word.

Group: Two or more people who have shared needs and goals, who take each other into

account in their actions, and who thus are held together and set apart from others because of

their interactions.

Helpful Communication: Exchange of information, thoughts, or feelings between two or

more people which encourages further sharing.

Interview: Planned communication; conversation with a purpose.

Nonverbal communication: Exchange of information or thoughts without use of words;

examples include gestures, facial expressions, and touch.

Open-ended questions: Questions that invite a person to explore their thoughts or feelings.

Personal space: The distance people prefer in interactions with others.

Therapeutic communication: Client-centered, goal-directed, and time-limited

communication.

Unhelpful communication: Exchange that hinders or blocks the transfer of information and

feelings.

Validation: Form of feedback that provides confirmation that both parties have the same

basic understanding of the message and the feedback.
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Key Points:

1.Describe essential aspects of communication and the communication process.

 The foundation of the nurseclient relationship is communication, the exchange of information

or thoughts between two people.

 Communication may encourage sharing of thoughts or feelings or block the transfer of

information or feelings. There are a variety of techniques toenhance communication.

2.Describe factors influencing the communication process.

 Knowing the clients developmental stage helps the nurse to modify the message. Gender also

influences communication and it may be helpful to have a provider be the same gender as the

client. Validation ensures that the nurse and client have the same basic understanding.

 Personal space is the distance preferred in interactions with others. It varies between

individuals and cultures. It is important for the client to know when the nurse will invade his

or her personal space to perform care. Territoriality is what the client considers as his or hers

and may include hospital equipment. The nurse must consider this when caring for the client.

A comfortable private environment will also enhance client communication.

 Voice tone and words may vary, depending on the relationship of the communicators.

Communication within a group may also vary, depending on the members of the group and

their reasons for participation.

3.Differentiate between verbal and nonverbal communication.

 Verbal communication uses the spoken or written word. Nonverbal communication uses

gestures, facial expressions, and touch.

 Eighty to 90% of what is communicated is nonverbal, even though both types of

communication happen at the same time.

 When using verbal communication the person is able to choose his words. The choice may be

guided by his background, culture, age, and education. Nurses must pay particular attention

to how they word communication with clients.

 Nonverbal communication is also known as body language. It is more difficult to control and

can either support or contradict the verbal message. Nonverbal communication involves

appearance, posture, facial expressions, gestures, and gait.
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 Nurses should verify that the communication used is appropriate for the cultural background

of the client.

4.Explain techniques the nurse can use to help the client express thoughts, feelings, and

concerns.

 Therapeutic communication is client-centered, goal-directed, and time-limited

communication. It is used to help clients express their own feelings while avoiding blocking

the clients communication.

 Communication is enhanced by the use of special techniques by the nurse. Nurses should be

familiar with a variety of techniques even though they may be more comfortable using only a

few.

 Communication with clients should be gentle and respectful. Confidentiality should be

observed. Questions should be used to gain information. Make sure to follow up on

information that is unfamiliar to avoid inadvertently harming a client.

 Active listening involves listening attentively for key themes when communicating. It is a

type of nonverbal behavior. It is conveyed by nodding, uttering, uh huh, repeating the clients

words, or saying, I see.

 Silence can also be considered a therapeutic technique.

Topic : Sensory Perception

Topic Objective:

After reading this topic the student will be able to:

 Describe factors influencing the sensory experience.

 Discuss factors that place a client at risk for sensory disturbances.

 Describe essential components in assessing a clients sensory-perceptual function.

 Identify clinical signs and symptoms of sensory overload and deprivation.

Definition/Overview:

Senses: Senses are the physiological methods of perception. The senses and their operation,

classification, and theory are overlapping topics studied by a variety of fields, most notably
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neuroscience, cognitive psychology (or cognitive science), and philosophy of perception. The

nervous system has a specific sensory system, or organ, dedicated to each sense.

Sensory Reception: Reception through the powers of physical awareness, hearing, sight,

smell, taste, touch, and comprehensible upon transfer to intellect.

Perception and confusion: Although confusion can occur in clients of all ages, it most

frequently occurs in older clients. Nurses need to implement interventions directed at

promoting and maintaining orientation in clients who are experiencing circumstances that are

likely to produce confusion

Key Points:

1.Describe factors influencing the sensory experience.

 Any alteration in clients sensory functions can affect their ability to function in the

environment. Awareness is the ability to perceive environmental stimuli and body reactions

and to respond appropriately through thought and action.

2.Discuss factors that place a client at risk for sensory disturbances.

 Factors that contribute to sensory disturbances include sensory deprivation, sensory overload,

and sensory deficits. Nurses can provide interventions to increase or decrease environmental

stimuli in clients who are at risk for sensory alterations. Arrangements should be made for

homebound or shut-in clients to have regular visitors with whom to socialize and interact.

3.Describe essential components in assessing a clients sensory-perceptual function.

 There are four aspects of the sensory process that enable an individual to be aware of his

surroundings. These aspects are stimulus, receptor, impulse conduction, and perception.

Sensory perception involves the conscious organization and translation of the data into

meaningful information. The brain must be alert to receive and interpret stimuli.

4.Identify clinical signs and symptoms of sensory overload and deprivation.

 Too much or too little stimulation from one or more senses results in physical and mental

symptoms. Sensory deprivation is generally thought of as a decrease in or lack of meaningful
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stimuli. Because of this reduced stimulation, a person becomes more acutely aware of the

remaining stimuli and often perceives these in a distorted manner. Thus the person often

experiences alterations in perception, cognition, and emotion. Sensory overload generally

occurs when a person is unable to process or manage the amount or intensity of sensory

stimuli. Sensory overload can prevent the brain from ignoring or responding to specific

stimuli. The person usually feels overwhelmed and does not feel in control.

Topic : Self Concept

Topic Objective:

After reading this topic the student will be able to:

 Define the four personal and social dimensions of self-concept.

 Summarize Eriksons theory of the effects of psychosocial crises on self-concept and self-

esteem.

 Describe the four components of self-concept.

 Identify common stressors affecting self-concept and coping strategies.

Definition/Overview:

Self concept: Self-concept or self identity refers to the global understanding a sentient being

has of him or her. It presupposes but can be distinguished from self-consciousness, which is

simply an awareness of one's self. It is also more general than self-esteem, which is the

purely evaluative element of the self-concept.

The self-concept is normally viewed as being composed of relatively permanent self-

assessments, such as personality attributes, knowledge of one's skills and abilities, one's

occupation and hobbies, and awareness of one's physical attributes.

Self Esteem: In psychology, self-esteem reflects a person's overall evaluation or appraisal of

her or his own worth.

Self-esteem encompasses beliefs (for example, "I am competent/incompetent") and emotions

(for example, triumph/despair, pride/shame). Behavior may reflect self-esteem (for example,

assertiveness/timorousness, confidence/caution).
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Psychologists usually regard self-esteem as an enduring personality characteristic (trait self-

esteem), though normal, short-term variations (state self-esteem) occur.

Key Points:

1.Define the four personal and social dimensions of self-concept.

 Because self-concept influences all areas of life, a positive self-concept is essential to a

persons physical and psychological well being. Self-concept not only influences how one

thinks, talks, and acts, but also how one treats others. Choices are made based on ones self-

concept. It affects ones ability to develop loving relationships as well as the ability to make

changes in ones life. A nurse who has a positive self-concept is better equipped to assist

clients in meeting their needs.

 Self-concept is a view of oneself from several angles. These angles include self-knowledge,

self-expectation, social self, and social evaluation.

2.Summarize Eriksons theory of the effects of psychosocial crises on self-concept and

self-esteem.

 Social theorist, Erik Erikson, identified eight psychosocial life stages and the developmental

tasks associated with each. An individuals self-concept develops as a result of social

interactions with others.

 The development of ones self-concept occurs in three basic steps. First the infant learns that

the physical self is separate from the environment. As a child one internalizes others attitudes

toward self. Finally the child and adult internalize the standards of society. The areas on

which people base their self-concept include vocational performance, intellectual functioning,

physical appearance, sexual attractiveness and performance, being liked by others, ability to

cope with and resolve problems, and ability to be independent.

3.Describe the four components of self-concept.

 The four components of self-concept include body image, role performance, personal

identity, and self-esteem. Body image is how a person perceives the size, appearance, and

functioning of the body and body parts.

 Role performance is a comparison of what a person actually does in a role and the

expectations of performance in that role. A persons personal identity is often viewed in terms
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of name, sex, age, race, ethnic origin, or culture, occupation or roles, talents, and situational

characteristics such as marital status and education. An individuals personal identity evolves

throughout life. An individual develops self-esteem by comparing his own perfor-mance and

standards against his own ideal self and that of others.

4.Identify common stressors affecting self-concept and coping strategies.

 To perform a psychosocial assessment, the nurse must establish trust and a working

relationship with the client.

 It is important that the nurse assess the client to identify any stressors that may affect aspects

of the self-concept.

 Assessments for self-concept should include questions to evaluate the clients personal

identity, body image, family relationships, work roles, and social roles. When stressors are

identified, the nurse should also identify the clients coping style and determine whether it is

effective.

 Self-esteem is ones judgment of ones own worth. If the persons self-concept does not match

with the ideal self, then low self-esteem results.

Topic : Sexuality

Topic Objective:

After reading this topic the student will be able to:

 Define key terms related to sexuality.

 Describe sexual development and concerns across the life span.

 Identify factors influencing sexuality throughout the life span.

 Discuss essential aspects of the sexual response cycle.

Definition/Overview:

Sex: In biology, sex is a process of combining and mixing genetic traits, often resulting in the

specialization of organisms into male and female types (or sexes). Sexual reproduction

involves combining specialized cells (gametes) to form offspring that inherit traits from both

parents. Gametes can be identical in form and function (known as isogametes), but in many

cases an asymmetry has evolved such that two sex-specific types of gametes (heterogametes)
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exist: male gametes are small, motile, and optimized to transport their genetic information

over a distance, while female gametes are large, non-motile and contain the nutrients

necessary for the early development of the young organism.

Gametes: An organism's sex is defined by the gametes it produces: males produce male

gametes (spermatozoa, or sperm) while females produce female gametes (ova, or egg cells);

individual organisms which produce both male and female gametes are termed

hermaphroditic. Frequently, physical differences are associated with the different sexes of an

organism; these sexual dimorphisms can reflect the different reproductive pressures the sexs

experience.

Sexual Reproduction: Sexual reproduction is a process where organisms form offspring that

combine genetic traits from both parents. Genetic traits are contained within the

dioxyribonucleic acid (DNA) of chromosomes by combining one of each type of

chromosomes from each parent, an organism is formed containing a doubled set of

chromosomes.

Key Points:

1.Define key terms related to sexuality.

 The word sex has several meanings. It can refer to an individuals gender or it can refer to the

act of having sex (coitus). Sexuality is a multifaceted concept that is a part of our identity as a

complete person.

 Many factors influence sexuality, including health, medications, and sexual myths and

misconceptions.

2.Describe sexual development and concerns across the life span.

 By 3 years of age, a child begins to develop a gender identity..

 Puberty is a key time in the development of sexuality. Children need to be educated about

body changes and about the reproductive process. Parents should be the primary educators in

this area.

 All children need to be taught information about sexual abuse that includes what it is, and

what to report to a responsible adult.

 Adolescents need accurate information about sex and issues related to sex.
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3.Identify factors influencing sexuality throughout the life span.

 Different cultures view sexuality and sexual activities differently. The nurse must recognize

his or her own values about sexuality and respect the clients values when giving client care.

 Prevention of sexually transmitted diseases is an essential part of sexual health teaching.

 Prevention of unwanted pregnancies should be addressed with adolescents and adults.

 Screenings for cancer will result in early detection and a greater chance of cure

 Pregnancy may enhance sexuality for a women and her partner, or it may decrease desire.

 Sexual orientation is the preference of a person for one sex or the other.

 Many problems arise in relationships because of basic differences in the male and female

sexual response patterns.

 Some alternate forms of sexual expression for the adult may be illegal or harmful to others.

4.Discuss essential aspects of the sexual response cycle.

 Health issues like heart disease, diabetes, degenerative joint disease, stroke, and other

disorders can interfere with sexuality. Heart disease can affect how people express sexuality.

Long-term diabetes mellitus can lead to the development of erectile dysfunction. The impact

of surgeries that alter or remove body parts that are directly linked with sexual functioning

can affect an individuals ability to function sexually. Other issues that can impact sexual

functioning include chronic pain, STDs, which can be acquired by people of all ages, and

altered mental status.

 Older adults continue to function sexually despite physical changes. They learn to adapt

sexual activity to their physical limitations. Older adults may broaden the definition of

sexuality to include touching, hugging, comfort, warmth, and spirituality. Women may

experience an increase in sexual desire after menopause. Personal, religious, and cultural

values can influence sexuality in adults.

Topic : Stress And Coping

Topic Objective:

After reading this topic the student will be able to:

 Discuss the three main models of stress.

 Describe the three stages of Selyes general adaptation syndrome.
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 Identify physiological and psychological indicators of stress.

 Differentiate four levels of anxiety.

Definition/Overview:

Stress: (biological), physiological or psychological stress; some types include:

 Chronic stress, persistent stress which can lead to illness and mental disorder

 Eustress, positive stress that can lead to improved long-term functioning

 Workplace stress, stress caused by employment

Key Points:

1.Three main models of stress.

 The three main models of explaining the effects of stress are stimulus-based, response-based,

and transaction-based.

 The stimulus-based model defines stress as a life event or a set of circumstances that result in

physiological or psychological reactions that may increase a persons vulnerability to illness.

 Holmes and Rahe (1967) assigned a numerical value to designated life events and used these

values as a scale to estimate the degree of stress an individual was experiencing.

 Hans Selye, a recognized authority in the field of stress, identified three stages in the stress

response.

 Richard Lazarus theory stated that the body and the environment are inseparable and

continuously affect one another.

2.Identify physiological and psychological indicators of stress.

 Stress is a state of physiological and psychological tension that affects the whole

personphysically, emotionally, intellectually, socially, and spiritually.

3.Differentiate four levels of anxiety.

 Anxiety is a state of mental uneasiness. The most common of stress response, anxiety has

four levels: mild, moderate, severe, and panic.

 In Section 3 of this course you will cover these topics:
Loss, Grieving, And Death
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Introduction To The Body

Health Assessment

Vital Signs

Pain: The Fifth Vital Sign

Hygiene

Skin, Integrity, And Wound Care

Oxygenation
Topic : Loss, Grieving, And Death

Topic Objective:

After reading this topic the student will be able to:

 Define chronic illness.

 Explain factors that influence chronic illness.

 Describe the role of the nurse in caring for the chronically ill.

 Discuss the roles of the client and nurse in rehabilitation.

Definition/Overview:

Death: Death is the cessation of the biological functions that define living organisms. It

refers both to a specific event and, particularly in humans, to a condition, the true nature of

which it has for millennia been a central concern of the world's religious traditions and

philosophers to penetrate. Numerous factors can cause death: predation, disease, habitat

destruction, senescence, conflict, malnutrition, for example, or mere accidents resulting in

terminal physical injury. Principal cause of death in people in developed countries is disease

precipitated by aging. The chief concern of medical science has been to postpone and avert

death. Precise medical definition of death, however, becomes more problematical,

paradoxically, as scientific knowledge and technology advance.

Chronic Illness: In medicine, a chronic disease is a disease that is long-lasting or recurrent.

The term chronic describes the course of the disease, or its rate of onset and development. A

chronic course is distinguished from a recurrent course; recurrent diseases relapse repeatedly,

with periods of remission in between. As an adjective, chronic can refer to a persistent and

lasting medical condition. Chronicity is usually applied to a condition that lasts more than

three months.
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Key Points:

1.Chronic illness.

 An illness that develops slowly and lasts a long time is referred to as a chronic illness.

Characteristics of a chronic illness include slow development, a long course, and a partial

recovery. The family faces an enormous financial burden. With proper treatment, the

manifestations of chronic disease subside and the individual goes into a remission, but the

disease does not go away. An exacerbation occurs when the symptoms are reactivated,

causing the client to seek medical attention.

 Examples of a chronic illness include cardiovascular disease, obstructive pulmonary disease,

diabetes mellitus, and cancer.

2.Explain factors that influence chronic illness.

 There are several predisposing factors that lead to chronic illness. These include age,

genetics, lifestyle, and use of tobacco or alcohol. Other factors that can lead to chronic illness

are physiologic factors, including high blood pressure, high blood cholesterol, and obesity.

There is also an association between disease occurrence and the race of individuals.

 Prevention and reduction of disability is an important nursing responsibility. Primary

prevention is an educational approach. It refers to health promotion and specific protection

against disease before it occurs. Secondary prevention focuses on early detection and prompt

intervention. Tertiary prevention focuses on prevention of further complications and

restoration of functioning to the highest possible level.

3.Describe the role of the nurse in caring for the chronically ill.

 Because chronic illness takes the lives of more than 1.7 million Americans each year, nurses

have a tremendous responsibility in caring for these individuals. The nurse must perform a

holistic assessment that includes the individuals physical, psychologic, social, and financial

status.

 Three important goals in caring for a chronically ill person should include prevention and

reduction of disability, physical and mental activity to the level recommended by the

rehabilitation team, and clarification of healthcare goals.
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 Chronic pain, ongoing medical costs, and difficulty carrying out the activities of daily living

all challenge the coping skills of chronically ill clients. Identification of usual coping methods

and development of alternative approaches can assist a clients adjustment to the chronic

illness.

 The professional nurse has the responsibility to define the goals and evaluate the outcome

that was achieved.

 Criteria for discharge from the hospital should include the client or responsible family

members ability to demonstrate or explain preventative measures, self-care measures, and

recognition of those activities for which they will need help as well as who will be available

to assist them. Other criteria include the availability of community resources and plans for

follow-up care.

4.Discuss the roles of the client and nurse in rehabilitation.

 The process of restoring a persons ability to return to a former capacity following an injury or

illness is referred to as rehabilitation.

 The nurse has two major responsibilities when working with clients who have disabilities.

The first is to see that disability from disease is limited as much as possible. This includes

early recognition of symptoms, ensuring that the client and family members are aware of the

signs and symptoms, and prevention of deformities with turning frequently and proper

positioning. The second responsibility is to support the nursing plan and to implement the

appropriate rehabilitation program. The client has the best opportunity if the goals are short-

term, realistic, and measurable.

 The rehabilitation team is responsible for arriving at an ideal plan for the client, but the client

must have a positive attitude and be motivated for the plan to be successful.

Topic : Introduction To The Body

Topic Objective:

After reading this topic the student will be able to:

 Define the terms anatomy and physiology.

 Describe the levels of organization of the human body from the very simple to the very

complex.

 Describe the structure of a cell.
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 Understand the functions of the cell organelles.

Definition/Overview:

Body: With regard to living things, a body is the integral physical material of an individual.

"Body" often is used in connection with appearance, health issues and death. The study of the

workings of the body is physiology.

Human Anatomy: Human anatomy, which, with physiology and biochemistry is a

complementary basic medical science is primarily the scientific study of the morphology of

the adult human body. Anatomy is subdivided into gross anatomy and microscopic anatomy.

Gross anatomy (also called topographical anatomy, regional anatomy, or anthropotomy) is

the study of anatomical structures that can be seen by unaided vision. Microscopic anatomy is

the study of minute anatomical structures assisted with microscopes, which includes

histology (the study of the organization of tissues), and cytology (the study of cells).

Anatomy, physiology (the study of function) and biochemistry (the study of the chemistry of

living structures) are complementary basic medical sciences which are usually taught

together (or in tandem).

Physiology: Human physiology is the science of the mechanical, physical, and biochemical

functions of humans in good health, their organs, and the cells of which they are composed.

The principal level of focus of physiology is at the level of organs and systems.

Key Points:

1.Anatomy and physiology.

 Two fields of study form the basis for the study of medicine. Anatomy is the study of the

structure of the body that includes size, shape, and composition. Physiology is the study of

how the body and its parts function.

2.Describe the levels of organization of the human body from the very simple to the very

complex.

 The level of organization begins with chemicals and progresses to cells, tissues, organs, organ

systems, and the organism as a whole.
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3.Describe the structure of a cell.

 All living things share a common characteristic: they are made up of cells. Cells are the basic

unit of all life. The cell is the simplest structure that possesses all the characteristics of life:

organization, metabolism, responsiveness, homeostasis, growth, and reproduction.

 Like the body, cells have a skin or membrane that functions as a boundary between the

internal and external environment of cells. This skin is more properly known as the cell

membrane or plasma membrane. Structurally it is a selectively permeable double-layered

membrane that is composed of phospholipids, cholesterol, and proteins.

 The different proteins found in the cell membrane generally fall into one of five categories:

receptors, enzymes, channels, transporters, or antigens.

 The main substance filling the inside of the cell is a colloidal or jellylike suspension known

as cytoplasm. This suspension consists of minerals, nutrients, and enzymes in water. Many of

the cells chemical reactions occur in the cytoplasm. Most of the organelles are found there.

4.Understand the functions of the cell organelles.

 Organelles are special subdivisions, similar to the human bodys organs, which carry out

many of the functions of the cell. The most prominent organelle is the nucleus where the

DNA of the cell is located.

 The nucleolus is a small sphere within the nucleus composed of DNA, RNA, and protein

where ribosomes are assembled. When the ribosomes leave the nucleus, they serve as sites

for protein synthesis.

 The endoplasmic reticulum is a network of membrane-bound tubules that extend from the

cell membrane to the nuclear membrane.

 Mitochondria are large organelles surrounded by adouble membrane and are referred to as

power plants.

 Golgi apparatus consists of layers of flat, membranous sacs that function to package and

modify proteins received from the endoplasmic reticulum.

 Lysosomes are small membranous sacs that contain digestive enzymes and function to break

down wastes and foreign material.

 Peroxisomes are small membranous sacs that contain oxidase enzymes that detoxify harmful

substances.

 Centrioles are a pair of rod-shaped structures located outside the nucleus.

 Some cells contain small projections know as cilia and flagella.
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Topic : Health Assessment

Topic Objective:

After reading this topic the student will be able to:

 Discuss the LPNs/LVNs role in health assessment.

 Identify the purposes of the physical health examination.

 List three types of physical assessment.

 Discuss preparation of client and environment.

Definition/Overview:

Health assessment: A health assessment is a plan of care that identifies the specific needs of

the client and how those needs will be addressed by the facility.

Licensed practical nurse (LPN): LPNs can perform simple as well as complex medical

procedures, but must operate under the supervision of either a registered nurse (RN) or a

physician. They can administer some medications, in some states may start IV's and

administer IV push medications, monitor patient response to medications, implement wound

care, perform vital sign measurements (blood pressure, heart rate, pain management,

temperature, rehabilitation, oxygen saturation, etc), maintain patient records, and collect

blood and urine samples for lab testing. They may perform simple lab diagnostic procedures

like urinalysis.

Key Points:

1.LPNs/LVNs role in health assessment.

 The clients initial admission assessment is the responsibility of the RN. The LPN/LVN may

assist in gathering some of the information for this assessment.

 LPNs/LVNs may perform focused assessments. These may cover the entire body or a specific

problem related to clients complaints, the nurses observation, or the clients presenting

problem.

 The LPN/LVN may explain the health assessment to the client and offer reassurance if

anxiety is problem. Assistance may be given in disrobing and positioning. The LPN/LVN

prepares the environment appropriately.
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2.Identify the purposes of the physical health examination.

 A physical assessment is performed to determine the clients current health status. The RN

performs the database (admission) assessment, providing a baseline by which to evaluate

changes.

 Focused assessments provide information about specific body systems or body parts in

relation to client complaints, the nurses observation of problems, clients presenting problem,

nursing interventions, or medical therapies.

3.List three types of physical assessment.

 The RN conducts a complete assessment of the client on admission to the facility. The

LPN/LVN may be asked to assist in collecting some data. This assessment includes a full

head-to-toe physical assessment as well as a health history. The database assessment collects

information regarding the clients impairments, disabilities, living arrangements, valuables,

and anything else pertinent to care.

 The LPN/LVN may conduct a focused assessment at the beginning and end of the shift. It is a

systematic gathering of information and is always conducted in the manner that requires the

fewest position changes for the client.

 A body parts assessment assesses a specific area of the clients body in relation to a client

complaint, a nurses observation of a problem, or a medical therapy. The nurse may repeat this

assessment as often as necessary.

4.Preparation of client and environment.

 LPNs/LVNs explain the purpose of the assessment, where it will be done, and what will be

done to the client. The nurse reassures clients that the assessment will not be painful. Clients

may need assistance undressing and need to empty their bladders before beginning.

 The nurse may need to position and reposition the client several time during a thorough

assessment. It is important to consider the clients ability to assume a position. The nurse will

most frequently assess clients in bed in the supine position or sitting up in a chair.

 The nurse protects the clients modesty with appropriate drapes (coverings), which also

provide warmth. The LPN/LVN considers the clients cultural views regarding body exposure

during assessment.
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 The nurse prepares the environment so it is convenient for both client and nurse. It should be

well-lit, warm, and private. Family members and friends should not be present unless

requested by the client.

Topic : Vital Signs

Topic Objective:

After reading this topic the student will be able to:

 Describe factors that affect the vital signs and their accurate measurement.

 Identify normal ranges for each vital sign and variations by age.

 Describe ways in which the body produces and loses heat.

 Describe the bodys temperature-regulating system.

Definition/Overview:

Vital Signs: Nurses may take a person's vital signs several times a day. Vital signs include

taking and recording a patient's temperature, blood pressure, respirations, pulse, and pain

level. Other things recorded in vital signs may be weight (especially for renal patients), bowel

movements, and blood pressure measurements which are taking in different positions (in

heart patients, for example, it is common to do a lying then standing measurement to assess

the cardiovascular system's ability to compensate).

Vital signs are usually done with an electronic machine (commonly called a Dynamap) in

modern first world countries, however all nurses are usually trained to also use manual

equipment. These include a sphygmomanometer for blood pressure and a thermometer for

temperature. Nurses are also trained in use of a stethoscope to hear heart, lung and bowel

sounds on patients of all ages.

Primary four: There are four vital signs which are standard in most medical settings:

 Body temperature

 Pulse rate (or heart rate)

 Blood pressure

 Respiratory rate
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Key Points:

1.Factors that affect the vital signs and their accurate measurement.

 The clients age and gender may affect vital signs. Race also affects certain vital signs.

 Body temperature reflects the balance between heat produced and heat lost from the body.

Factors affecting heat production are basal metabolic rate, muscle activity, thyroxin output,

sympathetic stimulation, and fever.

 Multiple factors may affect a clients body temperature. They include age, circadian rhythms,

exercise, hormones, stress, and environmental temperatures in extreme ranges. Temperature

measurements vary slightly depending on the site used for assessment

 The nurse should consider multiple factors when assessing a clients pulse. Age, gender,

exercise, fever, medications, stress, loss of blood from the vascular system, and position

changes are possible causes of increased or decreased pulse rates.

 The clients respiratory rate is usually influenced by the same factors that affect the pulse rate,

particularly exercise and anxiety. Medications, altitude, increased intracranial pressure,

environmental factors, and cardiovascular problems may also affect the respirations

 Blood pressure is affected by factors similar to pulse. These include age, exercise, stress,

race/ethnicity, obesity, gender, medications, diurnal variations, and disease processes.

Position changes may cause orthostatic hypotension.

 The nurse should always be aware of the clients own baseline data when assessing vital signs.

Certain cardiovascular disorders may necessitate the use of alternate methods of assessment

(other than palpation), including Doppler equipment or apical pulse.

2.Identify normal ranges for each vital sign and variations by age.

 Normal vital signs are usually listed by age and given in ranges. Temperatures range over a

24-hour period

 Childrens temperatures tend to fluctuate more until puberty. Elderly people are sensitive to

extremes in temperature because of inadequate diet, loss of subcutaneous fat, lack of activity,

and reduced efficiency of the temperature regulating system. Accidental hypothermia can be

induced by the use of sedatives, which decrease metabolic rate.

 Pulse rates tend to decrease as age increases. Infants may have pulse rates as high as 180

beats per minute, while the average in an adult or elderly person is 80 beats per minute.
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 Blood pressure rises with age, reaches a peak at the onset of puberty, and then tends to

decline. The formula for the normal systolic blood pressure of a child is: Normal systolic BP

5 80 1 (2/3 childs age in years).

 In elderly people, elasticity of the arteries is decreased, causing an elevation of both systolic

and diastolic pressures.

3.Describe ways in which the body produces and loses heat.

 Body temperature is the balance between heat produced and heat lost from the body. Heat is

produced as the by-product of metabolism.

 In addition to the basal metabolic rate, muscle activity, thyroxine output, production of

catecholamines, and fever cause heat production. Conscious adjustments may also be made.

 Body temperature is maintained when cold sensors in the brain are stimulated. Three

physiologic processes increase body temperature: shivering, inhibition of sweating, and

vasoconstriction.

 Body temperature is lowered when the hypothalamus senses excess heat. Heat is lost by

sweating and peripheral vasodilation. Conscious adjustments may also be made.

4.Describe the bodys temperature-regulating system.

 The bodys temperature is regulated by the hypothalamus, which senses excess or deficient

body heat. Normal core temperature (the temperature deep within body tissues) is said to be

in balance when the amount of heat produced exactly equals the amount of heat lost.

 Pyrexia, hyperthermia, or fever occurs when the body temperature is above the usual range.

A very high fever is called hyperpyrexia (above 41C). Very high fevers can cause damage to

multiple organs. A client with a fever is called febrile. There are four common types of

fevers: intermittent, remittent, relapsing, and constant.

 The hypothalamus attempts to regulate the temperature by heat-loss responses (sweating, hot

flushed skin), or by heat-producing responses such as shivering. Hypothermia is core body

temperature below the lower limit of normal. It may be accidental or induced.

 Three mechanisms of hypothermia are excessive heat loss, inadequate heat production to

counteract the loss, and impaired hypothalamic temperature regulation.
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Topic : Pain: The Fifth Vital Sign

Topic Objective:

After reading this topic the student will be able to:

 Identify types and categories of pain according to location, etiology, and duration.

 Differentiate pain threshold from pain tolerance.

 Describe pain transmission, perception, interpretation, and modulation.

 Describe the gate control theory and its application to nursing care.

Definition/Overview:

Pain Tolerance: Pain tolerance is the amount of pain that a person can withstand before

breaking down emotionally and/or physically.

Nociceptive (Tissue) Pain: Nociceptivepain results from tissue damage. Intact neurons

dutifully report damage, and pain is experienced. Nociceptive pain can be subdivided into

somatic and visceral (gut) pain. Nociceptivepain can be experienced as sharp, dull, or aching.

There may be radiation of the pain, especially visceral pain, but it will not be in a direct nerve

distribution. For example, gallbladder pain can radiate to the scapula. Nociceptive pain is

generally responsive to NSAIDs (nonsteroidal anti-inflammatory drugs) and opioids.

Conditions associated with inflammation, bone pain, and joint disease are particularly

responsive to NSAIDs.

Neuropathic (Nerve) Pain: Neuropathic> pain may occur when there is either damage to or

dysfunction of nerves in the peripheral or central nervous system. Faulty signals are sent to

the brain and experienced as pain. Neuropathic pain can be either peripheral (outside the

central nervous system) or central in origin. Examples of neuropathic pain include diabetic

neuropathy, trigeminal neuralgia, postherpeticzoster pain (peripheral pains), and the thalamic

pain syndrome (a central pain). Neuropathic pain frequently coexists with nociceptivepain.

Examples include trauma that damages tissue and nerves, burns (that burn skin as well as

nerve endings), and external nerve compression. Examples of the latter include tumor nerve

compression and sciatica from herniated discs pressing on nerves.
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Key Points:

1.Categories of pain according to location, etiology, and duration.

 Pain is an unpleasant and very individualized sensation. It is a difficult concept for clients to

communicate. The nurse is faced with a complex situation when assessing pain and

developing a plan to relieve it.

 Pain that lasts only for a short time is known as acute pain. Chronic pain lasts beyond the

typical healing period, usually longer than 3 to 6 months. Chronic pain that continues despite

therapeutic interventions is intractable pain.

 Pain that originates in the skin or subcutaneous tissue is known as cutaneous pain. Somatic

pain arises from ligaments, tendons, bones, blood vessels, and nerves. Visceral pain is the

result of stimulating pain receptors in the abdominal cavity, cranium, and thorax.

 Pain that is perceived at its source and extends to nearby tissues is called radiating pain.

Referred pain is felt in a part of the body that is removed from the source of the pain.

Neuropathic pain is shooting or stabbing pain and often occurs in clients with conditions such

as diabetes. Phantom pain is a painful sensation perceived in a body part that is missing.

2.Differentiate pain threshold from pain tolerance.

 The amount of pain stimulation required for an individual to feel pain is known as the pain

threshold. Pain reaction includes the autonomic nervous system and behavioral responses to

pain.

 The maximum amount and duration of pain an individual is willing to endure is known as

pain tolerance. This may be affected by multiple factors.

3.Perception of pain

 Transmission and perception of pain is not completely understood. Nociceptors are

stimulated by noxious stimuli, which may be mechanical, thermal, or chemical. Different

types of nerve fibers conduct different pain sensations.

 Endogenous opioids (enkephalins, dynorphins, and beta endorphins) inhibit pain impulses in

the central and peripheral nervous systems at the same sites that exogenous opioid analgesics

bind to provide pain relief. Eventually the body adapts to the pain even though the impulse

continues to be transmitted.
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4.Describe the gate control theory and its application to nursing care.

 The gate control theory suggests that a nerve pathway can carry only a few messages at a

time. If an additional, different message is sent (pressure or heat, for example), the pain

message is diminished or totally blocked.

Topic : Hygiene

Topic Objective:

After reading this topic the student will be able to:

 Describe the kinds of hygienic care the LPN/LVN provides to clients.

 Identify factors influencing personal hygiene.

 Identify normal and abnormal findings obtained during inspection and palpation of the skin,

feet, nails, mouth, hair, eyes, ears, and nose.

 Describe nursing interventions for the skin, feet, nails, mouth, hair, eyes, ears, and nose.

Definition/Overview:

Hygiene: Hygiene refers to practices associated with ensuring good health and cleanliness.

Such practices vary widely and what is considered acceptable in one culture may be

unacceptable in another. In medical contexts, the term "hygiene" refers to the maintenance of

health and healthy living. The term appears in phrases such as personal hygiene, domestic

hygiene, dental hygiene, and occupational hygiene and is frequently used in connection with

public health. The term "hygiene" is derived from Hygieia, the Greek goddess of health,

cleanliness and sanitation. Hygiene is also a science that deals with the promotion and

preservation of health also called hygienics.

Food and cooking hygiene: The purposes of food and cooking hygiene are to prevent food

contamination, the transmission of disease, and to prevent food poisoning.
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Key Points:

1.Kinds of hygienic care the LPN/LVN provides to clients.

 Hygienic care involves the skin (including the perineal area), hair, nails, teeth, oral and nasal

cavities, eyes, and ears. Bedmaking and changing clients clothing is also included. In addition

to daily routine care, clients may require hygienic care after they become soiled from

perspiration or vomiting, or after using a bedpan or urinal.

 Clients require care at intervals throughout the day, including early morning care, morning

care, afternoon care, bedtime care, and as-needed care.

 The skin is the largest body organ. It protects underlying tissues and regulates body

temperature. The skin contains microorganisms that are not usually harmful. Sebum is

secreted by the skin.

 Cleaning baths are given for hygiene purposes and may be done by clients in a tub or shower,

or with partial or total assistance of the nurse if they are bedridden or unable to take a shower.

 Perineal care is provided for clients who are unable to care for themselves.

 Foot care is particularly important for diabetic clients.

 Therapeutic baths, such as sitz baths, are given for physical effects. Medications may be

placed in the water. The water temperature and time for the bath may be specified.

 Clients who need assistance with toileting may use a bedpan or urinal. It is important to place

the bedpan or urinal correctly.

 Assess the clients nails for abnormalities and trim them straight across. Refer clients who

have diabetes or circulatory impairment to a podiatrist for nail care.

 Provide hair care, including shampooing as needed, to clients who are unable to perform it

for themselves or who are ill and neglect grooming .

 Oral care involves caring for the teeth or dentures, gums, and oral mucous membranes. An

unconscious client may need special oral care.

 Clients may need special care of eyeglasses, contact lenses, or hearing aids.

2.Identify factors influencing personal hygiene.

 If possible, allow clients to continue their preferred hygiene routines.

 Clients cultural and ethnic backgrounds may influence their hygiene practices. Be aware that

not all cultures practice daily bathing or other hygiene measures. African-American clients

may need special hair care Assess the clients self-care ability to perform personal hygiene.
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 The age of the client may suggest certain nursing implications for bathing. Give newborns are

a sponge bath to prevent heat loss. Elderly adults may have dry skin and therefore not require

complete baths daily.

 Clients may have knowledge deficits related to hygienic measures. Provide education

regarding skin care, foot care, nail care, or oral care.

3.Identify normal and abnormal findings obtained during inspection and palpation of

the skin, feet, nails, mouth, hair, eyes, ears, and nose.

 Assess the clients skin during the bath. Abnormalities may include dryness, dermatitis, acne,

erythema, hirsutism, or open areas.

 Inspect the clients feet for infection (especially in elderly clients). Other foot problems

include calluses, corns, odors, warts, fissures, and fungal infections.

 Trim and file the clients nails. Ridges, discoloration, and thickening may indicate fungal

infection.

 Inspect the clients oral cavity for intact mucous membranes and presence of teeth appropriate

to. Redness and swollen gums indicate periodontal disease. Dental caries may be seen. Dry

mouth, lesions, and poor oral hygiene may be the result of age, illness, or medications.

Clients who wear dental appliances or have impaired immunity are at higher risk for

developing oral lesions.

 Hair gives each client a unique appearance. Lack of attention to hair care may indicate a

persons feelings or general state of health. Clients may have hair loss (alopecia) due to

medications. In elderly clients the hair is generally thinner. Abnormalities include dandruff

and infestations of parasites such as ticks or head lice, called pediculosis. Scabies may also be

observed. Don gloves prior to assessing the hair.

 Normally the eyes require no special care because they are washed with tears. In unconscious

clients or clients with infections or irritation, excessive drainage may accumulate along the

edges of the eyelid.

 Assess clients for use of glasses, contact lenses, or an artificial eye. The ears normally require

minimal hygiene. Identify cerumen and remove it gently during the bath. Assess clients for

the use of a hearing aid

 The nose usually requires no special care. If the external nares are encrusted, clean them with

a cotton-tipped applicator.
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4.Describe nursing interventions for the skin, feet, nails, mouth, hair, eyes, ears, and

nose.

 Nursing interventions for the skin assist clients improve or maintain cleanliness and

circulation, and provide a sense of well-being. These interventions may include teaching

about personal cleanliness and infection prevention. The nurse may assist the client, if

necessary, or the client may independently perform bathing and perineal care Assist the client

with dressing if needed.

 Teaching the client about correct nail and foot care, proper footwear, and ways to prevent

foot problems are nursing actions for care of the feet. Wash the feet and trim the nails for

clients who are dependent .

 Plans for assisting the client with hair care should include the clients personal preferences,

energy level, and agency policy. Care includes brushing and combing hair daily and

shampooing if indicated. African-American clients may require special hair care

 Teaching about specific oral hygiene measures is a major role in promoting oral health. The

LPN/LVN should be aware of specific information to be provided at different stages

throughout the life span. Oral care may include brushing and flossing the teeth and caring for

dentures. Clients who are unconscious may require special safety measures . Perform

eye care while wearing gloves. Moisten and wipe away dried secretions. Unconscious clients

may require special care. Clean eyeglasses with warm water and dry them with a soft cloth.

The client may care for contact lenses but the nurse may need to remove them if the client is

unable to do it

 The client (or nurse) may cleanse the ears during the bath, removing accumulated cerumen.

Teach clients to avoid using any objects to remove cerumen. Remove, clean, and replace

hearing aids

 Most clients do not need special care of the nose. The client may remove dried secretions

with a washcloth or a moistened cotton-tipped applicator.
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Topic : Skin, Integrity, And Wound Care

Topic Objective:

After reading this topic the student will be able to:

 Describe factors affecting skin integrity.

 Describe the three phases of wound healing.

 Describe factors that affect wound healing.

 Discuss measures to prevent and treat pressure ulcer formation.

Definition/Overview:

Wound Healing: Wound healing, or wound repair, is the body's natural process of

regenerating dermal and epidermal tissue. When an individual is wounded, a set of complex

biochemical events takes place in a closely orchestrated cascade to repair the damage.

Ulcers: Ulcers are healing wounds that develop on the skin, mucous membranes, or eye.

Although they have many causes, they are marked by:

o Loss of integrity of the area

o Secondary infection of the site by bacteria, fungus or virus

o Generalized weakness of the patient

o Delayed healing

Key Points:

1.Describe factors affecting skin integrity.

 Because the skin is the largest organ in the body that functions to protect the body and to help

maintain health, nurses must be aware of the risk factors and specific measures that promote

optimal skin conditions. Risk factors include age, peripheral arterial circulation, medications,

exposure to sunlight, and impaired nutrition.

 A description of a wound includes how it was acquired, its degree of contamination, its tissue

layer involvement, and its type (such as pressure wound).

 Wound healing is the regeneration of tissues and occurs by primary intention (example:

surgical incision) or secondary intention (examples: pressure ulcer).
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 The nurse must be alert for manifestations that indicate wound-healing complications such as

hemorrhage (internal or external), infection, dehiscence, or evisceration.

2.Describe the three phases of wound healing.

 The phases of healing are steps in the bodys natural process of tissue repair. These stages are

inflammatory, proliferative, and maturation. During the inflammatory phase, which starts

immediately after injury, two major processes occur. These are hemostasis and phagocytosis.

 The second phase of healing, which is proliferation, occurs between day 3 and day 21. During

this phase, granulation tissue is formed, filling in the wound. The wound may close

(epithelialization) or may become covered with scar tissue called eschar.

 The last stage called maturation begins around day 21 and can extend for several years after

the injury. During this stage collagen fibers reorganize and the wound is remodeled and

contracted. If an abnormal amount of collagen is produced, a hypertrophic scar or keloid

develops.

 Exudate is material composed of fluid and cells that escape from the blood vessels during the

inflammatory process and is deposited in tissue or on tissue surfaces. The appearance and

amount of the exudate will vary according to the tissues involved, level of inflammation, and

the presence of microorganisms. There are three major types of wound exudates: serous,

purulent, and sanguineous.

3.Describe factors that affect wound healing.

 Factors that affect the healing of a wound include age, lifestyle, exercise, nutrition,

medications, and infection.

 Wound healing requires a diet rich in protein, carbohydrates, lipids, vitamins A and C, and

minerals, such as iron, zinc, and copper. If there are no contraindications, the client should

take in at least 2500 mL of fluids daily.

 Contamination of a wound surface with pathogens usually results in infection. Provide

excellent infection control. If infection is suspected, a wound culture should be obtained. Lab

results should be monitored for any indications of infection.

 Because people who exercise regularly tend to have good circulation, they are likely to heal

more rapidly. Immobile clients should be repositioned frequently to keep pressure off the

wound.
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4.Discuss measures to prevent and treat pressure ulcer formation.

 It is important for the nurse to recognize clients who are at risk for pressure ulcer formation

and to provide education for those clients and the support people who provide care for the

client. High-risk clients include those who are immobile, incontinent, have an altered level of

consciousness, and those who are compromised nutritionally.

 To prevent pressure ulcers, the nurse provides meticulous skin care and nutritional

supplements for those clients who are nutritionally compromised. Important interventions for

protection of the skin include keeping it clean and dry, avoiding massaging the bony

prominences, frequent repositioning on a wrinkle-free foundation, and avoiding shearing

forces or friction that can contribute to tissue damage.

 A variety of mechanical devices are available to reduce the pressure on body parts of clients

who are confined to bed. The nurses use support devices to decrease pressure to bony

prominences, reduce shearing and friction, and decrease moisture.

 A support device such as an eggcrate mattress helps to distribute the body weight in addition

to increasing comfort.

 Body pressure areas are dependent on the positioning of the client.

 To allow the healing process to proceed without interruption, interventions should include

minimizing direct pressure, use of pressure-relieving devices, keeping the wound clean and

infection-free, and performing range-of-motion exercises.

Topic : Oxygenation

Topic Objective:

After reading this topic the student will be able to:

 Outline the structure and function of the respiratory system.

 Describe the processes of breathing (ventilation) and gas exchange (respiration).

 Identify factors influencing respiration and circulatory function.

 Identify common signs of impaired respiratory function.
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Definition/Overview:

Respiratory System: In living organisms, a respiratory system functions to allow gas

exchange. The gases that are exchanged, the anatomy or structure of the exchange system,and

the precise physiological uses of the exchanged gases vary depending on the organism.

Oxygenation: Oxygenation refers to the amount of oxygen in a medium. In blood it may be

taken to be synonymous with saturation, which describes the degree to which the oxygen-

carrying capacity ofhaemoglobin is utilised, normally 98-100%.

Key Points:

1.Outline the structure and function of the respiratory system.

 Respiration, the process of gas exchange between the individual and the environment, can be

divided into two components: ventilation and respiration.

 Structures of the respiratory system function to provide oxygen to the body, eliminate carbon

dioxide, maintain acidbase balance, and protect the airway from infection.

 The respiratory system is divided structurally into the upper and lower respiratory systems.

The mouth, nose, pharynx, and larynx compose the upper respiratory system. The lower

respiratory system includes the trachea and lungs with bronchi, bronchioles, alveoli,

pulmonary capillary network, and pleural membranes. The respiratory zone of the lungs

includes the respiratory bronchioles, alveolar ducts, and alveoli.

2.Describe the processes of breathing (ventilation) and gas exchange (respiration).

 Ventilation is accomplished through inspiration when air flows into the lungs and expiration

when air moves out of the lungs. There are three basic phases of respiration: ventilation

brings the air into the body; the gases are exchanged in the respiratory bronchioles and

alveoli; and then the gases are transported between the tissues and the lungs. The medulla and

the pons in the brain stem are the respiratory centers that control breathing. Pulmonary

diseases like COPD, trauma, and drugs can interfere with effective ventilation.

 Diffusion is movement of gases or other particles from an area of greater concentration to an

area of lower pressure or concentration. Pressure differences in the gases on each side of the

respiratory membrane allow oxygen to move from the alveoli into the blood and allow carbon

dioxide from the blood to move back into the alveoli to be eliminated.
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 Transporting the respiratory gases is a part of the respiratory process. Factors that affect the

rate of oxygen transport from the lungs to the tissues include cardiac output, number of

erythrocytes, and exercise.

 Respiratory rate and depth is controlled by nerves and the concentration of certain gases in

the blood. An area in the medulla in the brain senses increases in the concentration of CO2 or

hydrogen ions and triggers the rate and depth of respiration to achieve and maintain the

correct concentration of gases. Also assisting this process is a special nerve that senses a

decrease in the oxygen and stimulates the respiratory system to increase respirations. In a

normal individual the stimulus of respiration is the carbon dioxide concentration. Clients with

certain lung ailments can develop a hypoxic drive. In these clients the decreased

concentration of oxygen is the stimulus for respiration. These clients must have low rates of

oxygen to avoid respiratory problems or death.

3.Identify factors influencing respiration and circulatory function.

 Conditions that can affect respiratory function are problems in the movement of air into or

out of the lungs, diffusion of oxygen and carbon dioxide between the alveoli and pulmonary

capillaries, and the transportation of the gases via the blood.

 The three major alterations in respiration are hypoxia, altered breathing pattern, and

obstructed or partially obstructed airway.

 Hypoxia is a condition of insufficent oxygen in the body. It can result from too little oxygen

in inhaled air or an insufficient amount delivered to tissues. Hypercarbia or hypercapnia

occurs when hyperventilation causes carbon dioxide to accumulate in the blood. Cyanosis is a

bluish discoloration of the skin, nailbeds, and mucous membranes. Clubbing, a condition

where the ends of the fingers and toes increase in size, can occur as a result of a long-term

lack of oxygen.

 Breathing patterns refer to the rate, volume, rhythm, and relative ease of respiration. A

normal breathing pattern, or eupnea, is quiet, rhythmic, and effortless. Tachypnea, or rapid

breathing rate, is seen with fevers, metabolic acidosis, pain, hypercapnia, or hypoxemia.

Apnea is defined as periods of no breathing. Hyperventilation is an increased rate and depth

of respirations. Kussmauls breathing is a type of hypoventilation associated with metabolic

acidosis. This breathing is the bodys attempt to rid itself of excess body acids.

Hypoventilation is a condition where there is insufficient alveolar ventilation, which can lead

to hypoxia.
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 A complete or partially obstructed airway can occur anywhere along the upper or lower

respiratory passageways. Upper airway obstruction can be caused by a foreign object, the

tongue, or by secretions collecting in the passageways. Lower airway obstruction involves

partial or complete blockage of the passageways in the bronchi and lungs. Intercostal

retractions or drawing of the skin and muscle against the ribs indicates extreme breathing

effort. Stridor is a harsh, high-pitched sound that can be heard with airway obstruction. With

an airway obstruction the client may exhibit adventitious or abnormal breath sounds,

restlessness, and dyspnea.

 Cardiovascular function can be altered by conditions that affect the cardiac output, blood

flow, or composition of the blood and its ability to transport oxygen and carbon dioxide.

Decreased cardiac output can occur with heart muscle damage from heart attack, congestive

heart failure, and myocarditis. Abnormalities of the heart rate and rhythm can decrease

cardiac output .Atherosclerosis is a common cause of ischemia, a lack of blood supply to

tissues and organs due to obstructed circulation.

 When veins do not function properly, blood may pool in veins. Blood clots can form. If a

blood clot breaks loose and become an embolus, it can travel to the pulmonary circulation

and impair the blood flow. No gas exchange occurs in the area of impaired blood flow.

 Blood volume affects tissue oxygenation. Both hypovolemia and hypervolemia can lead to

tissue ischemia.

 Lack of red blood cells, low hemoglobin levels, or abnormal hemoglobin structure all affect

tissue oxygenation.

 Factors that can affect oxygen delivery and oxygen entering the bloodstream include cardiac

or respiratory diseases such as anemia and narcotic medications such as morphine and

meperidine. When stress causes hyperventilation, oxygen levels in arterial blood rise and

carbon dioxide levels fall. Repressed anger has been connected to higher incident of heart

disease. Gender is thought to affect cardiopulmonary function. The estrogen in

premenopausal women has a protective effect, slowing the progress of atherosclerosis and

reducing the risk of cardiovascular disease.
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4.Identify common signs of impaired respiratory function.

 With hypoxia, signs or symptoms can include cyanosis, anxious appearance of the face,

altered breathing pattern, and a complaint of fatigue. The clients fingers and toes may be

clubbed if there has been a long-term lack of oxygen. Because healthy individuals do not

produce sputum, the presence of sputum indicates a respiratory disorder.

 In Section 4 of this course you will cover these topics:
Nutrition And Diet Therapy

Fluids, Electrolytes, And Acid Base Balance

Urinary Elimination

Gastrointestinal Elimination

Medications

Iv Therapy

Perioperative Nursing

Topic : Nutrition And Diet Therapy

Topic Objective:

After reading this topic the student will be able to:

 Identify essential nutrients and the dietary sources of each.

 Describe normal digestion, absorption, and metabolism of carbohydrates, proteins, and fats.

 Explain essential aspects of energy balance.

 Discuss body weight and body mass standards.

Definition/Overview:

Nutrition: Nutrition (also called nourishment or aliment) is the provision, to cells and

organisms, of the materials necessary (in the form of food) to support life. Many common

health problems can be prevented or alleviated with good nutrition.

The diet of an organism refers to what it eats. Dietitians are health professionals who

specialize in human nutrition, meal planning, economics, preparation, and so on. They are

trained to provide safe, evidence-based dietary advice and management to individuals (in

health and disease), as well as to institutions.

Poor Diet: Poor diet can have an injurious impact on health, causing deficiency diseases such

as scurvy, beriberi, and kwashiorkor; health-threatening conditions like obesity and metabolic
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syndrome, and such common chronic systemic diseases as cardiovascular disease, diabetes,

and osteoporosis.

Key Points:

1.Identify essential nutrients and the dietary sources of each.

 Nutrients are the substances found in foods that provide the nutrition necessary for the body

to continue to function and regulate body processes. The essential nutrients, water,

macronutrients (carbohydrates, proteins, and fats), and micronutrients (vitamins and

minerals) are in balance when the bodys intake is normal.

 Dietary sources for carbohydrates include breads, cereals, rice, and pasta. Protein sources

include meat, poultry, fish, dry beans, eggs, and nuts. Fats are obtained in salad oils,

margarine, and butter. Water-soluble vitamins are replenished through daily dietary intake.

Fat-soluble vitamins can be stored and thus a daily intake is not necessary. Both

microminerals and macrominerals are found in vegetables, fruits, whole grains, and meats.

The Food Pyramid provides a guide to daily dietary needs.

 Water promotes metabolic processes within cells, serves as a transporter for nutrients and

waste products, acts as a lubricant, provides insulation and shock absorption, and facilitates

the maintenance of body temperature.

 Age, body fat, and gender affect total body water. The percentage of water decreases with

increasing age and increases with decreasing age. For instance, an infants percentage of water

to body weight is very high, whereas an elderly persons percentage of water to body weight is

low. Woman have more body fat than men, so women have a lower percentage of water, and

men have more.

2.Normal digestion, absorption, and metabolism of carbohydrates, proteins, and fats.

 Carbohydrates, proteins, and fats are used to fuel the bodys energy needs.

 Carbohydrates are broken down into glucose and can be stored in the form of glycogen, and

the glucose that is not stored as glycogen is stored in the form of fat. Simple carbohydrates

are water-soluble. Fruits and sugar cane are considered to be natural simple carbohydrates;

corn syrup and table sugars are processed simple carbohydrates and are frequently found in

processed foods such as cakes and cookies.
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 Insoluble starches (do not dissolve in water). Examples are grains, beans (legumes), and

potatoes. They are also carbohydrates, but are known as complex carbohydrates. Fiber, such

as found in bran and vegetables, is also a complex carbohydrate and promotes elimination

and appetite satiety.

 Amino acids are the end-product of protein breakdown, which occurs with digestion in the

small intestines. Essential amino acids must be available in the body for the synthesis of

protein and cannot be manufactured by the body. Ingested foods provide the source of

essential amino acids. Nonessential amino acids are those in which the body has sufficient

amounts to promote protein synthesis.

 All essential amino acids and some nonessential amino acids are contained in complete

proteins, such as meats, poultry, fish, dairy products, and eggs. Foods such as vegetables that

lack essential amino acids are known as incomplete proteins. Complementary proteins are

derived from a combination of two vegetables.

 Protein metabolism includes three activities: anabolism (building tissue), catabolism

(breaking down tissue), and nitrogen balance. Nitrogen reflects the status of the bodys protein

balance: that is, anabolism vs. catabolism. The liver synthesizes body proteins from amino

acids.

 Lipids are greasy substances that cannot be dissolved in water. Saturated fats, a form of

lipids, are solid at room temperature.

 Simple lipids are also known as glycerides, such as triglyceride, monoglycerides, and so on.

Triglycerides can be either saturated or unsaturated. Saturated fats are more solid at room

temperature than unsaturated fats, and are found in animal products. Saturated fats contribute

to elevated blood cholesterol, whereas unsaturated fats do not.

 Lipids are digested in the small intestines and are broken down into glycerol, fatty acids, and

cholesterol, which are then transported to the liver to be converted into soluble lipoproteins.

Lipoproteins are the cholesterol transporters of the body and the substances measured when a

lipid profile is ordered.

 Vitamins are needed daily to initiate metabolic processes. Water-soluble vitamins, vitamin C,

and B-complex vitamins, cannot be stored in the body and must be taken in through daily

dietary intake. Fat-soluble vitamins and vitamins A, D, E, and K are stored in the body, and

daily dietary intake is not absolutely necessary.

 Calcium, phosphorus, sodium, potassium, magnesium, chloride, and sulfur are classified as

macrominerals. Iron, zinc, manganese, iodine, fluoride, copper, cobalt, chromium, and

selenium, are classified as microminerals.
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 Vegetables, fruits, whole grains, and meats are the source of minerals.

3.Essential aspects of energy balance.

 Food provides the body with the energy (kilocalories) necessary to perform body functions.

Energy from foods and the expenditure of energy should be balanced.

 Metabolism is the mechanism used to maintain body processes or body functions.

Metabolism is also the means by which the body expends energy. The basal metabolic rate

(BMR) is the rate at which the body metabolizes food to maintain the energy requirements.

4.Discuss body weight and body mass standards.

 Assessment of a clients nutritional status includes the clients height and weight,

determination of ideal body weight (IBW), and calculation of body mass index (BMI).

Maintaining IBW occurs when food intake balances energy expenditure. The term obesity is

used when a clients body weight is 20 percent greater than IBW. Undernutrition occurs when

there is insufficient nutritional intake to meet the energy requirements of the body. Risk

factors associated with undernutrition include inadequate consumption of calories, inability to

digest or absorb nutrients, and so on.

 Body Mass Index (BMI) is an indicator of a persons weight that reflects changes in fat stores.

It is a calculation of height in relation to weight.

 Weigh a client at the same time daily, in the same clothes, and using the same scale. Special

scales are available for clients who cannot stand or who are bedridden.

Topic : Fluids, Electrolytes, And Acid Base Balance

Topic Objective:

After reading this topic the student will be able to:

 Discuss the function, distribution, and regulation of fluids and electrolytes.

 Identify factors affecting normal body fluids, electrolytes, and acidbase balance.

 Identify nursing interventions for clients with acidbase disorders.

 Teach clients measures to maintain fluid and electrolyte balances.
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Definition/Overview:

Electrolyte: Electrolytes play a vital role in maintaining homeostasis within the body. They

help to regulate myocardial and neurological function, fluid balance, oxygen delivery, acid-

base balance and much more. Electrolyte imbalances can develop by the following

mechanisms: excessive ingestion; diminished elimination of an electrolyte; diminished

ingestion or excessive elimination of an electrolyte. The most common cause of electrolyte

disturbances is renal failure.

Electrolyte Disturbance: The most serious electrolyte disturbances involve abnormalities in

the levels of sodium, potassium, and/or calcium. Other electrolyte imbalances are less

common, and often occur in conjunction with major electrolyte changes. Chronic laxative

abuse or severe diarrhea or vomiting can lead to electrolyte disturbances along with

dehydration. People suffering from bulimia or anorexia are at especially high risk for an

electrolyte imbalance.

Key Points:

1.Discuss the function, distribution, and regulation of fluids and electrolytes.

 Homeostasis is affected by temperatures, exercise, water, salt, everyday life, and to a much

greater extent, disease processes and medical interventions.

 Fluid within cells is called intracellular fluid. Fluid that transports nutrients to the cell and

wastes from the cell is called extracellular fluid, and fluid that surrounds the cell and is in the

interstitial spaces is known as interstitial fluid (little or no protein). Intravascular fluid, also

known as plasma, is found in the blood and is rich in protein and albumin. Transcellular fluid

includes cerebrospinal, pleural, peritoneal, and synovial fluid.

 Ions, electrically charged particles, can be positively charged cations or negatively charged

anions. Cations include sodium, potassium, calcium, and magnesium. Anions include

chloride, bicarbonate, phosphate, and sulfate.

 Electrolytes are necessary to maintain fluid balance, acidbase balance, enzyme reactions, and

neuromuscular reactions.

 Extracellular fluid, plasma, and interstitial fluid, contain the major cation sodium and the

major anions chloride and bicarbonate. Intracellular fluid contains the major cations

potassium and magnesium and the major anions phosphate and sulfate. There is a balance

between cations and anions between fluid compartments.
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 Normal fluid and electrolyte losses can be maintained by homeostatic mechanisms, but the

excess loss of fluids from vomiting and so forth can result in fluid and electrolyte imbalance.

 Average adult intake (food, water, and digestion of food) and output (urine, feces, and

perspiration, and via the skin and lungs) is approximately 2,500 mL of liquid a day. Urine

volume increases as fluid intake increases.

 Unnoticeable fluid loss can occur through the skin and lungs, or feces. These are known as

insensible losses.

 The concentration of specific electrolytes differs between compartments, but a balance of

cations and anions should exist. Electrolytes enter the body through dietary intake and are

excreted in urine (or when other fluids are lost). They are not stored in the body.

 Because electrolytes come from dietary sources, the nurse must consider cultural food

preferences when clients have electrolyte imbalances. Include appro-priate client teaching.

2.Identify factors affecting normal body fluids, electrolytes, and acidbase balance.

 Age, gender, body size, environmental temperature, and lifestyle affect body fluids,

elecrolytes, and acidbase balance.

 Buffers, the respiratory system, and the renal system maintain the balance of electrolytes.

 Bicarbonate and carbonic acid are the major buffer systems used to maintain acidbase

balance. Bicarbonate is used to neutralize acidic (pH less than 7.35) body fluid. Carbonic acid

is used to neutralize alkaline (pH greater than 7.45) body fluid. If bicarbonate is depleted,

acidosis can occur; and if carbonic acid is depleted, alkalosis can result.

 The lungs regulate acidbase balance in the short term by altering the rate and depth of

respirations in response to acidotic and alkalotic environments. If acidotic, the lungs increase

the rate and depth of respirations in an attempt to get rid of excess carbon dioxide (CO2), by

breaking carbonic acid into CO2 and hydrogen. If alkalotic, the lungs decrease rate and depth

of respirations in an attempt to hold onto CO2, which combines with hydrogen to make

carbonic acid.

 The kidneys, long-term regulators of acidbase balance, assist with the maintenance of

acidbase balance by retaining or excreting bicarbonate and hydrogen ions. When acidotic, the

kidneys excrete hydrogen ions and retain bicarbonate. When alkalotic, the kidneys excrete

bicarbonate and retain hydrogen ions.

 When systems are unable to compensate, respiratory acidosis, respiratory alkalosis, metabolic

acidosis, and metabolic alkalosis result.
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3.Identify nursing interventions for clients with acidbase disorders.

 Assessment data that indicates an acidbase balance include changes in respiratory effort or

rate and other vital signs. Take note of a change in the clients level of consciousness (LOC).

Also note abnormal muscle movement or reflexes, headache, nausea, vomiting, or a change

in intake or output.

 Potential nursing diagnoses related to acidbase imbalances include deficient fluid volume,

excess fluid volume, impaired gas exchange.

 Monitor the clients arterial blood gases (ABGs), vital signs (particularly respirations), lung

sounds, and pulse oximetry.Also monitor changes in LOC, seizures, or changes in reflexes;

complaints of numbness or tingling in fingers or toes; and headache. Report these findings to

the RN.A change in urinary output or nasogastric tube output is also significant.

 Because electrolytes contribute to acidbase regulation, also monitor intake and output and

serum electrolyte levels.

 Report changes in vital signs, LOC, laboratory data, or fluid balance to the physician.

4.Teach clients measures to maintain fluid and electrolyte balances.

 Fluid and electrolyte balance is normally maintained through drinking fluids and eating a

balanced diet.

 Foods that are high in sodium can cause fluid retention leading to increased blood pressure

and edema. Corticosteroids can also cause this problem. Loss of body fluids occurs through

vomiting, diarrhea, excess perspiration, and medical interventions such as diuretics,

nasogastric suction, or draining wounds.

 The nurse records intake and output to assist with tracking the fluid balance. Intake includes

any fluid that is taken into the body. Clients can assist by reporting all fluid intake and

allowing the nurse to measure urine output, although other types of output must be measured

as well.
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Topic : Urinary Elimination

Topic Objective:

After reading this topic the student will be able to:

 Describe the process of urination.

 Identify factors that influence urinary elimination.

 Describe common alterations in urine production and elimination.

 Describe nursing assessment of urinary function.

Definition/Overview:

Urinary System: The urinary system (also called excretory system or the genitourinary

system (GUS)) is the organ system that produces, stores, and eliminates urine. In humans it

includes two kidneys, two ureters, the bladder, and the urethra. The analogous organ in

invertebrates is the nephridium.

Urinary Physiology: Human beings typically have two kidneys. The kidneys are bean-

shaped organs, which lie in the abdomen, rump or retroperitoneal to the organs of digestion,

around or just below the ribcage and close to the lumbar spine. The organ is about the size of

a human fist and is surrounded by what is called peri-nephricfat, and situated on the superior

pole of each kidney is an adrenal gland. The kidneys receive their blood supply of 1.25 L/min

(25% of the cardiac output) from the renal arteries which are fed by the Abdominalaorta. This

is important because the kidneys' main role is to filter water soluble waste products from the

blood. The other attachment of the kidneys are at their functional endpoints the ureters, which

lies more medial and runs down to the trigoneof the bladder.

Key Points:

1. Describe the process of urination.

 Urinary elimination depends on effective functioning of the cardiovascular and nervous

systems as well as the four urinary tract organs: kidneys, ureters, bladder, and urethra. The

functional unit of the kidney is the nephron. Controlled by the hormones antidiuretic hormone

(ADH) and aldosterone, the nephrons filter, reabsorb, and secrete water and sodium, affecting

the amount of urine formed. Each nephron has a glomerulus and a tuft of capillaries,
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surrounded by Bowmans capsule. The glomerular capillaries are porous and allow fluid and

solutes to move across this membrane into the capsule. Hormones like ADH and aldosterone

control the excretion and reabsorption of water and sodium.

 Other urinary tract organs include the ureters, which move the urine from the renal pelvis to

the bladder. Urine exits from the bladder via the urethra, which is controlled by an internal

and an external sphincter muscle.

 Common terms for urination include micturition, voiding, and urination. The process of

emptying the bladder occurs when the stretch receptors respond to the pressure of the urine

by transmitting impulses to the spinal cord, causing the internal sphincter to relax and

stimulate the urge to void. The internal sphincter muscle is situated at the base of the urinary

bladder and it is under involuntary control. The external sphincter muscle is under voluntary

control of the individual nervous system.

2. Identify factors that influence urinary elimination.

 Numerous factors affect the volume and characteristics of the urine produced and the manner

in which it is excreted.

 The fetal kidney begins to excrete minimally concentrated, pale urine between the 11th and

12th week. of development. Ability to concentrate urine effectively occurs between the first

and second year.

 Full urinary control usually occurs by the age of 4 to 5 years. After 50 years the kidney

begins to diminish in size and function. With increasing age changes include loss of

nephrons, decreasing renal blood flow, decreasing ability to concentrate urine, and decreasing

bladder muscle tone, which can result in urinary incontinence.

 Psychosocial factors that can affect the micturition reflex include need for and availability of

privacy, ability to assume a normal position, adequate time to relax abdominal, perineal

muscles, and the external urethral sphincter.

 A clients diet influences urination. Urinary output normally increases with increases in fluid

intake. Foods high in sodium can cause fluid retention. Some foods and fluids can change the

color of the urine.

 Many medications can interfere with the normal urination process and cause retention.

Examples of these include antispasmodics, antidepressants, antihypertensives, antihistamines,

and diuretics. Regular exercise increases the muscle tone of the bladder and sphincters and

also increases the metabolic rate.
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3. Describe common alterations in urine production and elimination.

 Although individual patterns vary, most people void about five to seven times a day, usually

on awakening, before going to bed, and around mealtimes. Terms that describe alterations in

urine production include polyuria, oliguria, anuria, enuresis, hematuria, incontinence, and

retention.

 By planning interventions such as bladder training, pelvic muscle exercises, a skin care

regimen, and the use of external urinary drainage devices such as a condom catheter, the

nurse can decrease the incidences of incontinence and skin breakdown.

4. Describe nursing assessment of urinary function.

 The nurse determines the clients normal voiding pattern and frequency, appearance of the

urine and any recent changes, any past or present problems with urination, the presence of an

ostomy, and factors influencing the elimination pattern.

 Complete physical assessment includes palpation of the kidneys and bladder to detect

tenderness. The urethral meatus of both males and females should be inspected for swelling,

discharge, and inflammation. Other areas for observation include the skin for edema, changes

in color, texture, and turgor as well as irritation or excoriation from incontinence.

Topic : Gastrointestinal Elimination

Topic Objective:

After reading this topic the student will be able to:

 Describe the functions of the lower intestinal tract.

 Identify factors that influence fecal elimination and patterns of defecation.

 Distinguish normal from abnormal characteristics and constituents of feces.

 Describe methods used to assess the intestinal tract.

Definition/Overview:

Hyperkalemia: (AE) or Hyperkalaemia(BE) is an elevated blood level of the electrolyte

potassium. The prefix hyper- means high (contrast with hypo-, meaning low). The middle

kalrefers to kalium, which is neo-Latin for potassium. The end portion of the word, -emia,

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

71
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



means "in the blood". Extreme degrees of hyperkalemia are considered a medical emergency

due to the risk of potentially fatal arrhythmias.

Intestine: In anatomy, the intestine is the segment of the alimentary canal extending from the

stomach to the anus and, in humans and other mammals, consists of two segments, the small

intestine and the large intestine. In humans, the small intestine is further subdivided into the

duodenum, jejunum and ileum while the large intestine is subdivided into the cecum and

colon.

Key Points:

1.Describe the functions of the lower intestinal tract.

 The primary functions of the large intestine (colon) are the absorption of water and

electrolytes, the mucal protection of the intestinal wall, and fecal elimination.

 The large intestine is a muscular tube with seven parts: the cecum; ascending, transverse, and

descending colons; sigmoid colon; rectum; and anus or external orifice. Peristalsis propels the

contents of the intestines forward. Products of elimination include flatus and feces.

 The most distal portion of the rectum is the anal canal, which is bounded by an internal and

an external sphincter muscle. The internal sphincter is under involuntary control, and the

external sphincter normally is voluntarily controlled. Distended veins in the anus or rectum

are called hemorrhoids.

 Elimination of the waste products from the body, referred to as feces or stool, is an essential

function to maintain health. The function of expelling feces from the anus and rectum is

called defecation. The frequency and amount of defecation vary with the individual. The

defecation reflex makes the individual aware of the need to defecate. Ignoring or suppressing

the reflex can result in constipation.

2.Identify factors that influence fecal elimination and patterns of defecation.

 Factors that affect defecation are developmental level, diet, fluid intake, activity and exercise,

psychological factors, regularity of defecation, medications, diagnostic procedures,

anesthesia, and pathologic conditions.
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3.Distinguish normal from abnormal characteristics and constituents of feces.

 When inspecting a clients stool, the nurse must observe its color, consistency, shape, amount,

odor, and presence of abnormal constituents.

4.Describe methods used to assess the intestinal tract.

 The nurse assesses the intestinal tract by performing a physical examination of the abdomen,

rectum, and anus, and by inspecting the feces and reviewing any data obtained from relevant

diagnostic tests such as barium swallow and barium enema.

Topic : Medications

Topic Objective:

After reading this topic the student will be able to:

 Define selected terms related to the administration of medications.

 Describe legal aspects of administering drugs.

 Identify physiologic factors and individual variables affecting medication action.

 Describe physiologic variables that alter medication administration and effectiveness.

Definition/Overview:

Medication: Medication, also referred to as medicine, is usually a drug or any other

substance used to prevent or cure disease or to relieve pain, anxiety or any form of perceived

discomfort, such as hunger. Medicationis often used to mean the act of administering

medicines or drugs. Other synonyms include pharmacotherapy, pharmacotherapeutics, drug

treatment. Drug treatment, that is: The administration of drugs with therapeutic intention,

usually characterizes and distinguishes the practice of Medicine (and the Medical Specialties)

from the art of Surgery (and its derived Surgical Specialties). This practical (more than

theoretical) distinction if deeply rooted in the History of Medicine. The science of

administering drugs to humans in the clinical setting is termed clinical pharmacology. The

emphasis on drug treatment plays an essential role in distinguishing medical from surgical

practice and patient practice.
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Types of medicines:

1. Antipyretics : reducing fever (pyrexia)

2. Analgesics : painkillers

3. Anti-malarial drugs : treating malaria

4. Antibiotics : inhibiting germ growth

5. Antiseptics : prevention of germ growth near burns, cuts and wounds

Types of medications (type of pharmacotherapy)

For the gastrointestinal tract or digestive system

 Upper digestive tract: antacids, reflux suppressants, antiflatulents, antidopaminergics, proton

pump inhibitors, H2-receptor antagonists, cytoprotectants, prostaglandin analogues

 Lower digestive tract: laxatives, antispasmodics, antidiarrhoeals, bile acid sequestrants,

opioids

For the cardiovascular system

 General: beta-receptor blocker or beta blocker, calcium channel blockers, diuretics, cardiac

glycosides, antiarrhythmics, nitrate, antianginals, vasoconstrictor, vasodilator, peripheral

activator

 Affecting Blood pressure: ACE inhibitors, angiotensin receptor blockers, alpha blocker

 Coagulation: anticoagulant, heparin, antiplatelet drug, fibrinolytic, anti-hemophilic factor,

haemostatic drugs

 Atherosclerosis/cholesterol agents: hypolipidaemic agents, statins.

For the central nervous system

Psychiatric medication

Key Points:

1.Define selected terms related to the administration of medications.

 A medication, also referred to as a drug, is a substance administered for the diagnosis, cure,

treatment, relief, or prevention of disease. The written direction for the preparation and
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administration of a drug is called a prescription. Prescriptions are usually dispensed by

physicians and dentists.

 A drug may have four different names: generic, official, chemical, and trademark or brand

names. Drugs are available in multiple forms.

 Drugs are produced from plant, mineral, and animal sources as well as from synthetic

processes in the laboratory. Drugs must be pure and of uniform strength if drug dosages are

to be predictable in their effect. Drug standards ensure uniform quality. In the United States,

official drugs are designated by the Federal Food, Drug, and Cosmetic Act. These drugs are

officially listed in the United States Pharmacopeia (USP).

2.Describe legal aspects of administering drugs.

 Under the law, nurses are responsible for their own actions whether or not a written order

exists. Administration of controlled substances is governed by law and by the policies and

procedures of the healthcare agency. Nurses responsibilities regarding medication

administration are defined by the state nurse practice acts. Nurses must record the use of

controlled substances on agency forms and dispose of unused controlled substances

according to facility policy.

3.Identify physiologic factors and individual variables affecting medication action.

 The therapeutic effect of a drug, also referred to as the desired effect, is the reason the drug is

prescribed. Drugs may have unintended actions such as untoward effects, drug reactions,

allergies, toxicity, idiosyncratic effects, interactions with other medications, and iatrogenic

disease.

 The action of the drug in the body can be described in terms of its half-life. The half-life is

the time interval required for the bodys elimination processes to reduce the concentration of

the drug in the body by one half. There are four processes that occur for the drug to move

through the body: absorption, distribution, metabolism, and excretion.

 A drug may have a completely different effect from the normal or expected one and cause

unpredictable and unexplained symptoms. Ethnicity and culture may contribute to differences

in responses to medications. The route of administration also affects medication action..
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4.Describe physiologic variables that alter medication administration and effectiveness.

 The nurse should review the clients medical history and medication history prior to

medication administration. The nurse should review cultural and religious beliefs and

practices as well as use of herbal remedies and alternative treatments with the client.

 It is essential that the nurse have knowledge of growth and development. Infants usually

require small dosages because of their body size and the immaturity of their organs,

especially the liver and kidneys. They often do not have all the enzymes required for drug

metabolism and therefore may require different medications than adults. In adolescence or

adulthood, allergic reactions may occur to drugs formerly tolerated. Factors to consider when

administering medications to adults include maternal health considerations, the potential for

polypharmacy as clients grow older and memory declines, physiologic changes that affect

responses to medications, and attitudes of adults toward medical care and medications. The

nurse should explain the reasons for the medication and the medications effects to the adult.

Topic : Iv Therapy

Topic Objective:

After reading this topic the student will be able to:

 Discuss the objectives of IV therapy.

 Identify the types of infusion devices used in parenteral therapy.

 Identify peripheral veins appropriate for use in IV therapy.

 Describe factors that influence needle selection.

Definition/Overview:

Intravenous therapy: Intravenous therapy or IV therapy is the giving of liquid substances

directly into a vein. It can be intermittent or continuous; continuous administration is called

an intravenous drip. The word intravenous simply means "within a vein", but is most

commonly used to refer to IV therapy. Therapies administered intravenously are often called

specialty pharmaceuticals.

Compared with other routes of administration, the intravenous route is the fastest way to

deliver fluids and medications throughout the body. Some medications, as well as blood

transfusions and lethal injections, can only be given intravenously.
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Needle and syringe: The simplest form of intravenous access is a syringe with an attached

hollow needle. The needle is inserted through the skin into a vein, and the contents of the

syringe are injected through the needle into the bloodstream. This is most easily done with an

arm vein, especially one of the metacarpal veins. Usually it is necessary to use a tourniquet

first to make the vein bulge; once the needle is in place, it is common to draw back slightly

on the syringe to aspirate blood, thus verifying that the needle is really in a vein; then the

tourniquet is removed before injecting.

Key Points:

1.Discuss the objectives of IV therapy.

 Some state boards of nursing allow the LPN/LVN to perform venipunctures, monitor IV

administration and the IV site, change IV dressings, and administer IV fluids following

certification. Nurses must understand and know the laws in their state that apply to IV

therapy and how they impact nursing practice. Breach of duty occurs when certain events

take place that may foreseeably cause a specific harm.

 Standards of care must be developed within orga-nizations to measure quality based on

expectations of service. A departure from accepted standards of practice related to IV therapy

is considered malpractice; the nurse must be fully aware of the standards of practice involved

in IV therapy.

 A report should be filed every time there is a deviation from the standard for internal quality

assurance, and as a record of an event.

 Healthcare agencies are required to have a plan in place for postexposure prophylaxis. The

treating agency will evaluate the risk of exposure, evaluate the source client, evaluate the

exposed person, and decide on prophylaxis or therapy and follow-up care. Physical hazards

include abrasions, contusions, chemical exposure, and latex allergy.

 Body fluids maintain blood volume, transport nutrients to and from cells, regulate body

temperature, and acidbase in digestion. There is a continuous exchange of fluid between

intracellular fluid and extracellular fluid. Homeostasis occurs with intake and output.

 Movement of particles occurs through passive diffusion, osmosis, osmotic pressure, filtration,

and active transport.

 Electrolytes separate in solution and become electrically charged particles called ions. They

are either negatively charged anion or positively charged cation. The total cations and anions
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in a given compartment must be equal to have balance. A loss or gain upsets a delicate

chemical balance.

 To provide safe care, the nurse must understand the actions of isotonic, hypertonic, and

hypotonic IV solutions.

 The kidneys and the lungs are the major organs responsible for regulating acidbase balance.

There are two types of acidbase imbalances: metabolic and respiratory.

 The pH of fluid refers to hydrogen ion concentration of that fluid. There are three main

regulators that maintain the pH of the blood: the chemical buffer system, the lungs, and the

kidneys. The body has a strong tendency toward acidity and needs a buffering system that is

more base than acid. The main buffer pair is sodium bicarbonate and carbonic acid.

 The following ranges are average values: pH 5 7.357.45; Paco2 5 3545 mm HG; HCO3 5

2226 mEq/L.Verify the pH level. Establish the primary cause of disturbance. Decide if

compensation has started. Monitor the value other than the major source of the imbalance.

The other value shows the bodys attempt to compensate.

2.Identify the types of infusion devices used in parenteral therapy.

 The LPN/LVNs knowledge about IV equipment is essential for the safe delivery of IV

therapy. To provide safe care, the nurse must be able to identify the appropriate equipment

and understand the purpose of IV therapy for each client. There are two types of infusion

systems: the glass system and the plastic system. Advantages of the glass system include: it is

very clear, which makes the reading of the fluid level more accurate, and it is inert.

Disadvantages of the glass system include: breakage, glass shattering, storage space, rigidity,

and difficult disposal. Advantages of plastic systems are there is no vacuum, and they are

flexible and collapsible. Disadvantages of plastic bags are that determining fluid level is more

difficult and the bag can puncture easily.

 ALL containers require some type of administration set to deliver fluid to the client. The most

commonly used ones are the primary, or macro, set and the pediatric, or micro-drip, set. In

the pediatric setting, buritrols/burrettes are used to deliver a precise amount of fluid and

prevent fluid overload. Administration set components include a spike/piercing pin, flange,

drop orifice, drip chamber, tubing, clamp, injection ports, check valve, hub, and filter.

 Scalp vein needles (butterfly needle) and over-the-needle catheters (ONC) are commonly

used peripheral in-fusion devices. The LPN/LVN who is certified in IV therapy can change
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the site dressing on a central, PICC line, or midline catheter. Check for the LPN/LVN scope

of practice in regard to IV therapy in your state.

 Controllers and pumps are used to control infusion flow rate. They have alarms to signal a

change in the normal flow rate of IV solution, but the nurse is responsible for monitoring the

IV and ensuring its accuracy.

 An intermittent infusion device maintains a venous access in the client who must receive IV

medications regularly or intermittently but who doesnt require a continuous flow of fluids.

Licensed vocational/practical nurses who hold an intravenous therapy certificate can instill a

minute amount of heparin or normal saline into an intermittent infusion lock for the purpose

of patency. Licensees must demonstrate competence prior to the performance of the

procedure.

 To minimize the clients fear and anxiety regarding IV therapy, the nurse instructs the client

on the purpose of the IV, the mechanics of the insertion process, and the degree of discomfort

expected. Distraction techniques are used for adults and children.

3.Identify peripheral veins appropriate for use in IV therapy.

 To perform IV therapy, the nurse must understand the integumentary and venous systems. It

is important to develop the ability to assess veins and determine suitability for venous access.

 Many factors influence the vein selection for IV cannulation. Factors that are considered are

expected duration of therapy, condition of veins; cannula size and solution to be infused; and

client age, level of consciousness, activity level, dominant extremity, and preexisting disease.

4.Describe factors that influence needle selection.

 Over-the-needle catheters (ONC) are used for long-term infusion therapy and for the delivery

for viscous fluids like blood.

 When selecting a cannula, the nurse should use the smallest gauge and shortest length that

will accommodate the necessary therapy.

 Scalp vein needles, also called butterfly needles, are used for short-term therapy.They are

frequently used for infants, children, and adults with small veins.
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Topic : Perioperative Nursing

Topic Objective:

After reading this topic the student will be able to:

 Describe the phases of the perioperative period.

 Discuss various types of surgery according to degree of urgency, degree of risk, and purpose.

 Identify nursing responsibilities in planning perioperative nursing care.

 Describe essential preoperative teaching, including pain control, moving, leg exercises, and

coughing and deep-breathing exercises.

Definition/Overview:

Perioperativenursing: Perioperative nursing is a uniquely exciting specialty area focused on

care for patients undergoing any type of surgery. The nurses provide care pre-operatively

(before), intra-operatively (during), and post-operatively (after surgery).

Key Points:

1.Describe the phases of the perioperative period.

 Surgery is a planned physical alteration that encompasses three phases: preoperative,

intraoperative, and postoperative.

2.Discuss various types of surgery according to degree of urgency, degree of risk, and

purpose.

 Surgical procedures may be categorized according to purpose, degree of urgency, and degree

of.

 The responsibilities of the LPN/LVN are usually confined to client care in the postoperative

period, although preoperative preparation is within the scope of the LPN/LVN.

3.Identify nursing responsibilities in planning perioperative nursing care.

 In the preoperative phase, the client signs the surgical consent form, screening tests are

performed, and the nurse performs a complete physical assessment and determines nursing

diagnoses for the client.
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 Clients receive a variety of drug agents during the perioperative period. To ensure client

safety, the nurse must be familiar with the action of those medications as well as the side

effects and contraindications.

 Facilities traditionally have a standard checklist for the nurse to use to ensure that the

preoperative preparations have been completed. The tasks that must be completed include

gathering and completing all pertinent records so that operating and recovery room personnel

can refer to them for the clients baseline, completing all physical preparation to ensure client

safety, and completing client teaching.

 For many surgical procedures, the surgeon will order antiemboli stockings or sequential

compression devices to be used postoperatively for the prevention of deep vein thrombosis.

 RNs work intraoperatively as members of the surgical team. LPNs/LVNs do not work in the

operating room unless they have gone back to school and become surgical technicians or

RNs. The RN functions as the clients advocate, maintains the clients safety, and continually

assesses the needs of the client and the surgical team. Anesthetic agents usually are

administered by an anesthesiologist or nurse anesthetist.

 One of the nurses responsibilities in the postoperative phase (immediately postanesthetic) is

to prepare for ongoing care by obtaining and setting up any special equipment that will be

needed by the client postoperatively or ordering any that was not previously ordered. The

nurse assesses the client and checks the PACU record. The nurse consults the physicians

postoperative orders regarding dietary orders, positioning and activity, medications and

fluids, and laboratory tests. The nurse performs the following assessments: level of

consciousness, vital signs, skin color and temperature, comfort, fluid balance, dressing and

bedclothes, drains, and tubes.

 The client will start to experience pain after the anesthesia effects wear off. In addition to

pain medication prescribed by the physician, the nurse can provide nonpharmacologic pain

relief such as ensuring that the client is warm, providing back rubs, position changes,

diversional activities, and adjunctive measures such as use of imagery.

 Deep-breathing exercises help remove mucus, which can form and remain in the lungs due to

the effects of general anesthetic and analgesics. An incentive spirometer is often ordered for

the postoperative client to encourage deep breathing.

 Some clients return from surgery with a nasogastric (NG) in place with orders to connect the

tube to suction. The suction ordered can be continuous or intermittent. Fluids and electrolytes

must be replaced intravenously when gastric suction or continuous drainage is ordered due to

the loss of fluids through suctioning. Nasogastric tubes may be irrigated if the lumen
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becomes clogged and are generally irrigated before and after tube feedings or the instillation

of medications. Nasogastric irrigation may require a physicians order, particularly following

gastrointestinal surgery.

 A suction regulator with a drainage receptacle connects to a wall outlet that provides negative

pressure. Check the receptacle frequently to prevent excess drainage from interfering with the

suction apparatus. Empty or change the receptacle according to facility policy. Portable

electric suction units or pumps (e.g., the Gomco pump) may be used in the home or when

wall suction is not available in the facility.

4.Describe essential preoperative teaching, including pain control, moving, leg exercises,

and coughing and deep-breathing exercises.

 To avoid potential postoperative complications, it is important that nurses provide thorough

preoperative teaching that includes the importance of early ambulation, how to do leg

exercises, splinting, deep-breathing and coughing techniques, and how pain will be controlled

after surgery.

 In Section 5 of this course you will cover these topics:
Activity, Rest, And Sleep

Client Teaching

Emergency Room And Urgent Care Nursing

Nursing Care In Ambulatory Settings

Leadership And Professional Development

Preparing To Take The Licensure Exam

Finding That First Job
Topic : Activity, Rest, And Sleep

Topic Objective:

After reading this topic the student will be able to:

 Describe basic elements of normal movement.

 Compare effects of exercise and immobility on body systems.

 Identify and assess factors influencing human mobility including body alignment,

activityexercise patterns, and activity tolerance.

 Use proper body mechanics when positioning, moving, lifting, and ambulating clients.
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Definition/Overview:

Sleep: Sleep is a natural state of bodily rest observed throughout the animal kingdom. It is

common to all mammals and birds, and is also seen in many reptiles, amphibians and fish. In

humans, other mammals, and a substantial majority of other animals which have been studied

such as fish, birds, ants, and fruit-flies regular sleep is essential for survival. However its

purposes are only partly clear and are the subject of intense research.

R.E.M: Rapid eye movement (REM) sleep is a normal stage of sleep characterized by rapid

movements of the eyes. REM sleep is classified into two categories: tonic and phasic. It was

identified and defined by Kleitman and Aserinsky in the early 1950s

Key Points:

1.Describe basic elements of normal movement.

 Organs function at their best when the body is aligned. The line of gravity is an imaginary

vertical line drawn through the bodys center of gravity. The center of gravity is the point at

which all of the bodys mass is centered, and the foundation on which it rests achieves

balance. In humans weight must be centered along the line of gravity to achieve stability

 Skeletal muscles are attached to two bones at the joint with several types of synovial joint

movement. The range of motion of a joint is the maximum movement possible for that joint.

 The sense of balance (equilibrium) depends on integration of stimuli from several organs,

including the eyes, inner ear, and muscles of the head and neck.

2.Compare effects of exercise and immobility on body systems.

 A sedentary lifestyle or immobility due to illness increases the risk of major disease.

Moderate exercise such as early ambulation may decrease this risk.

 Signs of immobility are most often seen in the musculoskeletal system. Common problems

include osteoporosis, atrophy, contractures, foot drop, and joint pain and stiffness (ankylosis).

 Effects of inactivity in the cardiovascular system include diminished cardiac reserve,

increased use of the Valsalva maneuver, orthostatic hypotension, venous stasis, dependent

edema, thrombophlebitis, and emboli.

 The respiratory system demonstrates decreased movement when breathing, pooling of

secretions, hypostatic pneumonia, and atelectasis as the result of immobility.
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 Urinary stasis, renal calculi, and urinary retention are effects of immobility on the urinary

system.

 Immobility may disrupt normal appetite (causing anorexia) and bowel habits.

 Skin turgor may decrease and the risk of pressure ulcers increase when the client is immobile

for a period.

 Loss of independence and self-esteem may trigger feelings of apathy or aggression.

3.Identify and assess factors influencing human mobility including body alignment,

activityexercise patterns, and activity tolerance.

 Numerous factors affect an individuals body alignment, mobility, and activity level. Growth

and development, physical and mental health, and nutrition are involved.

 Assessment of body alignment includes viewing the client from lateral, anterior, and posterior

perspectives. Poor posture causes lower back pain and fatigue.

 The gait is assessed to determine the clients mobility and risk for a fall that could cause

injury. The client should walk with head erect, vertebral column upright, and looking straight

ahead. The heel strikes the ground before the toe, and the gait is smooth, coordinated, and

rhythmic.

 Inspect, palpate, and assess the joints for active or passive range of motion.

 Note the clients requirements for assistance with turning, walking, or standing, and

coordination and balance. Also note whether the client has appropriate ambulatory aids. and

correctly uses them.

 Assess the clients vital signs before and 5 minutes after activity to determine exercise

tolerance.

 When collecting information regarding problems of immobility, obtain an exercise history;

inspect, palpate, auscultate, and monitor laboratory tests; and measure body weight and

intake and output.

4.Use proper body mechanics when positioning, moving, lifting, and ambulating clients.

 When moving a client up in bed, move the bed to a flat position and obtain the clients help by

flexing the knees, folding the arms across the chest, or asking him or her to use the trapeze.

 Assume a broad base of support. Tighten the gluteal, abdominal, and leg muscles and move

the client as you shift your weight from one leg to the other.
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 A turn sheet or lift sheet distributes the clients weight more evenly and decreases friction,

thus decreasing the nurses workload.

 When turning and positioning a client, place the clients near arm, foot, and ankle across the

body. Go to the other side of the bed and turn the client toward you. This makes it easier to

turn the client. Use your weight to pull the client to face you

 When assisting a client to sit on the side of the bed, raise the head of the bed as high as it will

go to decrease the distance the client needs to move to sit up. Tighten the gluteal, abdominal,

leg, and arm muscles to protect your muscles from strain. Pivot on the balls of the feet to

prevent twisting your spine.

 When transferring a client from bed to a chair (Figure 32-38), ask the client to move near the

edge of the bed and lean forward slightly. The client should place his or her hands on the bed

surface or the nurses shoulders so that he can push while standing. This decreases the

potential for strain on the nurses back. The nurse should stand in front of the client, lean

forward from the hips and flex the hips, knees, and ankles.

Topic : Client Teaching

Topic Objective:

After reading this topic the student will be able to:

 Discuss the three main concepts of learning theory.

 Describe the three main domains of learning.

 Identify factors that influence learning throughout life and factors that inhibit learning.

 Contrast the nursing process and teaching process.

Definition/Overview:

Client teaching: Client education is a dynamic, integrated, and multifaceted teaching-

learning process in which the nurse and client work together to change unhealthy behaviors.

Participants exchange information, emotions, perceptions, and attitudes. Each client has

unique learning needs regarding intellectual knowledge, skills, or behaviors. Compliance is

the extent to which a persons behavior coincides with medical or health advice.
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Learning theory: In psychology and education, a common definition of learning is a process

that brings together cognitive, emotional, and enviromental influences and experiences for

acquiring, enhancing, or making changes in one's knowledge, skills, values, and world views.

Key Points:

1.Discuss the three main concepts of learning theory.

 Client education is a dynamic, integrated, and multifaceted teaching-learning process in

which the nurse and client work together to change unhealthy behaviors. Participants

exchange information, emotions, perceptions, and attitudes. Each client has unique learning

needs regarding intellectual knowledge, skills, or behaviors. Compliance is the extent to

which a persons behavior coincides with medical or health advice.

 There are three main theories of human learningbehaviorism, cognitivism, and humanism.

Behaviorism is the belief that environment influences behavior. Thorndike, Skinner, and

Bandura contributed to the behaviorism movement.

 Cognitivism defines learning as a complex thinking process. The learner constantly structures

and processes information from many sources. Cognitivists emphasize the importance of

individual perception and motivation, as well as the teacherlearner relationship and

environment. Developmental readiness and individual readiness (called client motivation) are

other key factors. Important cognitive theorists are Piaget and Bloom.

 Humanism focuses on both cognitive and affective qualities of the learner. Learning focuses

on self-development, achieving full potential, and learning what the person needs (what is

relevant). Maslow and Rogers are leading humanists.

2.Describe the three main domains of learning.

 The nurse should address each of the three domains of learning identified by Bloom in client

teaching to ensure successful learning by the client.

3.Identify factors that influence learning throughout life and factors that inhibit

learning.

 Factors such as motivation, readiness to learn, involvement in the learning process, relevance

to the learner, feedback, and nonjudgmental support impact how quickly and how much a

person learns.
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 To promote learning, nurses use logically organized teaching materials that progress from the

simple to complex, repeat key information, provide positive feedback, ensure a comfortable

environment, and plan a short time interval between learning and application.

 Factors that inhibit learning include intense emotions such as fear or anxiety; physiologic

events such as critical illness, pain, or sensory deficits; cultural barriers such as language; and

psychomotor abilities such as muscle strength and motor coordination.

4.Contrast the nursing process and teaching process.

 The teaching process and the nursing process are very similar.

Topic : Emergency Room And Urgent Care Nursing

Topic Objective:

After reading this topic the student will be able to:

 Identify the role of the LPN/LVN in emergency care/urgent care (EC/UC).

 Discuss safety precautions used in the EC/UC setting.

 Prioritize triage in the EC/UC setting.

 Identify and describe airway management and CPR.

Definition/Overview:

Emergency Department: The emergency department (ED), sometimes termed the

emergency room (ER), emergency ward (EW), accident & emergency (A&E) department or

casualty department is a hospital or primary care department that provides initial treatment to

patients with a broad spectrum of illnesses and injuries, some of which may be life-

threatening and requiring immediate attention. Emergency departments developed during the

20th century in response to an increased need for rapid assessment and management of

critical illnesses. In some countries, emergency departments have become important entry

points for those without other means of access to medical care.

Emergency and CPR: The primary concern for any client in the emergency care setting is

airway management. The nurse is responsible for assessing changes in the clients respiratory

or breathing pattern at all times. Oxygen therapy and adjuncts are frequently used in

maintaining airways.
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Key Points:

1.Identify the role of the LPN/LVN in emergency care/urgent care (EC/UC).

 LPN/LVNs are responsible for a variety of tasks in the emergent or urgent care setting

including collecting data, administering nursing interventions, and providing discharge

planning when applicable. The LPN always works under the supervision of the RN or

physician in the emergency room setting. The LPN or LVN may not be able to accept verbal

orders in the EC setting. This is determined by the states nurse practice act, state board of

nursing where the nurse is licensed, and facility policy.

 When LPNs/LVNs have more advanced training, they can perform intravenous cannulation,

phlebotomy, IV medication administration, and dressing applications.

 Much of the health care for minority populations is delivered in emergency room or urgent

care centers.

 The nurse must follow the facilitys policy for treating minors without a consenting adult.

There may be exceptions of the requirements for consent in situations that are life

threatening, or in situations that include sexually transmitted diseases, drugs, alcohol abuse,

and pregnancy.

2.Discuss safety precautions used in the EC/UC setting.

 Safety is the primary concern for the healthcare professional at all times. Standard

Precautions include gloves, masks, gowns, protective eyewear, face shields, and careful hand

washing. Appropriate use of these precautions limits the transfer of pathogens. Precautions

are especially important in the care of combative and confused clients. The Centers for

Disease Control and Prevention mandates clinical guidelines for safe practice.

3.Prioritize triage in the EC/UC setting.

 For an emergency care unit to respond to large numbers of clients with varying levels of

acuity, there must be a system in place to triage clients. Triage is the way to determine which

client has the most emergent or pressing problem, prioritizing from most serious to stable

clients. Clients are usually prioritized byABCD: airway, breathing, circulation, deformity.

 Urgent care clients require continuous monitoring for acute changes, but they usually receive

care on a first-come, first-served basis.
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 Prior to receiving treatment in the emergency or urgent care setting, the client must sign

consent for treatment and confidentiality forms. Although privacy may be challenging in the

EC, HIPAA regulations must be followed by all members of the healthcare team.

 In most cases, the nurse obtains the consent for minors from a parent or guardian. Exceptions

to this rule are the following: a life-threatening situation, sexually transmitted diseases, drug

or alcohol abuse, or pregnancy. If no parent or guardian is present, then the decision to treat is

up to the provider. When a verbal telephone consent is obtained, BOTH nurses must

document it in the chart.

 The nurse collects basic information from the client, including height, weight, vital signs,

level of pain, medication history, chief complaint, present illness, and health history. The

nurse performs a complete review of systems, including integument, head and neck,

respiratory, cardiovascular, musculoskeletal, neurological, genitourinary, reproductive,

psychological, spiritual, social, and developmental. The nurse also gives the client

information about the waiting period.

 A physician, nurse practitioner, or physicians assistant performs a physical examination. The

nurse may initiate treatment, such as applying a hot or cold pack to an injury, before the

examination. The nurse utilizes the various treatment protocols and standing orders to initiate

nursing care and also communicates with the attending physician.

 Treatment of the client in the EC unit requires communication and use of ancillary

department staff. Staff use informatics, computers, and traditional methods such as physicians

orders to communicate with ancillary services.

 Laboratory tests may include a peak flow test, electrocardiography (ECG), or imaging

techniques such asx-rays or MRI.

4.Identify and describe airway management and CPR.

 The primary concern for any client in the emergency care setting is airway management. The

nurse is responsible for assessing changes in the clients respiratory or breathing pattern at all

times. Oxygen therapy and adjuncts are frequently used in maintaining airways.

 The nurse conducts an initial survey of airway, breathing, and circulation (ABCs) on clients

in the emergency care setting. The airway must be maintained for patency (openness),

airflow, and adequate ventilation. In cases of trauma, a client must have cervical spine

alignment (C spine) performed. Breathing must be evaluated for rate, rhythm, and quality.

Oxygen adjunct devices that deliver high-flow O2 (nonrebreather, bag-valve-mask unit,
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endotracheal tube via intubation) may be used. Low-flow devices such as nasal cannula,

Venturi mask, and face masks can also support ventilation in minor cases of compromise.

 Staff perform cardiopulmonary resuscitation, a combination of oral resuscitation and external

cardiac massage, on clients in emergency care who have an absent pulse. If life-threatening

dysrhythmia occurs in cardiac arrest, a defibrillator may be used.

 The Heimlich maneuver is necessary for clients who have an airway obstruction due to a

foreign body object. Food is a common cause of choking. The tongue is the most common

cause for obstruction in the unconscious client. The universal sign for choking is typically

demonstrated by the hand or hands at the throat, for an individual who is consciously

choking. If a client asks for assistance or becomes unconscious, abdominal thrusts are

administered. Within the EC setting, medical instruments such as Magill forceps may be used

by the physician to remove objects in the airway if necessary.

 Given the severity and acuteness of clients in the emergency care setting, the nurse and other

health-care professionals are required to maintain standards of practice and certification in

life support, including basic life support, advanced cardiac life support, and pediatric

advanced life support.

Topic : Nursing Care In Ambulatory Settings

Topic Objective:

After reading this topic the student will be able to:

 Describe the LPN/LVN scope of practice in the ambulatory setting.

 Discuss reporting structure in an ambulatory setting.

 Identify nursing responsibilities in planning ambulatory nursing care.

 Identify HIPAA requirements that impact nursing care in an ambulatory setting.

Definition/Overview:

Patient Care: Patient care is part of a nurse's role. Nurses use the nursing process to assess,

plan, implement and evaluate patient care. Patient care is founded in critical thinking and

caring in a holistic framework. Nursing care is increasingly framed in best practice, which is

the application of evidence-based concepts to patient problems in a particular setting.

Florence Nightingale is recognized as the first nurse researcher.
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Key Points:

1.Describe the LPN/LVN scope of practice in the ambulatory setting.

 The LPN/LVN employed in an ambulatory setting will be supervised by an RN or physician

although the degree of supervision may vary depending on the type of employment. When

employed in a setting where an RN or physician is not physically present, such as a school

nurse or in home health care, the LPN/LVN should be familiar with policies and protocols

and use them correctly.

2.Discuss reporting structure in an ambulatory setting.

 The policies and protocols of the employing agency cover reporting of information. The

LPN/LVN should be familiar with these protocols to report information to the correct person

in a timely manner. Report abnormal assessment data and lab results to the supervising

person. The protocol determines who notifies the client.

3.Identify nursing responsibilities in planning ambulatory nursing care.

 Although clients are in a variety of settings, some basic nursing considerations remain the

same in all settings. These include client coping, client values and wishes concerning care,

safety issues, and the clients need for knowledge concerning the health problem. Assess

client needs, coping, values, and safety issues for each client and initiate appropriate

interventions. Perform assessments specific to the clients health problem, applying

appropriate interventions.

 For clients having surgery, provide preoperative information about preparation for surgery

and the need for another person to transport the client to and from the facility before and after

the procedure. Provide instruction in self-care after the procedure.

4.Identify HIPAA requirements that impact nursing care in an ambulatory setting.

 Be aware that other clients in the waiting area may be able to hear conversations at the

receptionists window regarding insurance issues or treatment.

 Do not leave results of diagnostic tests on an answering machine, voice mail, or with another

person, not even a family member. If leaving a message, simply identify yourself by name
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and leave a call-back number. Inform the client in advance to expect a call so that you are not

confused with a telemarketer.

Topic : Leadership And Professional Development

Topic Objective:

After reading this topic the student will be able to:

 Discuss factors that govern the licensure process.

 Describe the purpose of nurse practice acts.

 Identify important attributes of effective leaders.

 Understand the various reporting techniques and types of paperwork involved in the nursing

process.

Definition/Overview:

Professional Development: Professional development often refers to verbal and tactile skills

required for maintaining a specific career path or to general skills offered through continuing

education, including the more general skills area of personal development. It can be seen as

training to keep current with changing technology and practices in a profession or in the

concept of lifelong learning. Developing and implementing a program of professional

development is often a function of the human resources or organization development

department of a large corporation or institution.

Key Points:

1.Discuss factors that govern the licensure process.

 Licensure is the process by which a government agency gives permission for an individual to

engage in an occupation or profession. It certifies that the individual has attained the

minimum requirements necessary to protect the public safety and welfare. These

requirements are outlined in the nurse practice acts for each state.

 Requirements of obtaining a license vary from state to state but generally include: 1)

Completion of at least 2 years of high school or its equivalent; 2) have completed an

approved LPN/LVN program; 3) Be a U.S. citizen or have a valid visa. If someone meets

these requirements they are eligible to right the licensing exam.
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 The NCLEX-PN examination is the licensing exam. It is designed to measure knowledge in a

number of areas to determine that a student can practice safely. The National Council of State

Boards of Nursing develops the exam and is responsible for issuing licenses to those who

pass the exam.

 Licenses may not be issued to those convicted of certain crimes, to those who are mentally ill,

or those addicted to alcohol or other drugs.

 In Texas and California the license is for vocational nursing. All other states license practical

nurses.

 Licenses are issued for a defined period of time. It is up to each licensee to keep the license

current and meet any continuing education requirements.

2.Describe the purpose of nurse practice acts.

 A nurse practice act establishes a board of nursing, outlines the requirements for licensure,

and provides the circumstances for suspension and revocation of the license. Each state or

territory has its own nurse practice act.

The 1998 Code of Ethics for Licensed/Practical/Vocational Nurses provides a guideline

for practice. Statements from professional organizations are not state law; they merely

serve as guidelines for practice

3.Identify important attributes of effective leaders.

 Leadership is a process used to move a group toward setting and achieving goals. There are

several different styles of leadership: autocratic, laissez faire, and democratic. Leaders will

change styles in order to maximize leadership effectiveness.

 One of the first leadership roles that an LPN/LVN may experience is that of a team leader. As

such, the LPN/ LVN may assign staff, take and give reports, make client rounds and

assessment, assist in administration of medications and treatments, facilitate team

conferences, and collaborate with team members.

 A team leader must be familiar with the scope of practice of all team members to delegate

tasks appropriately. Delegation includes prioritization and assignment of activities, and

results in increased efficiency. Delegation increases team members knowledge and sense of

responsibility, and adds to their job satisfaction. Team leaders may have difficulty delegating

or may not know how to delegate. Delegation skills can be learned. Team members may be
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afraid to accept assignments because of fear of failure. They need time to ask questions and

seek clarification before beginning the task.

4.Understand the various reporting techniques and types of paperwork involved in the

nursing process.

 Shift reporting is an important delegation of responsibility and an accounting as to what has

been done. Shift report is the most effective way to pass information from one shift to

another. It can take many forms. It may be oral, may be a part of walking rounds, it may be

taped or it may be written.

 Taped report has been adopted by many facilities to save time and provide floor coverage

during report. Nurses going off duty tape report on their clients one at a time, leaving the

others to cover the floor. Nurses coming on shift listen one at a time, again leaving the other

nurses to provide floor coverage. Some disadvantages are that sometimes the report can be

difficult to hear or understand and questions must be tabled until the end.

 An oral report can be delivered in the report room or while making client rounds. Advantages

are that questions can be addressed immediately and, if on rounds, clients can be checked at

the same time. Disadvantages are that the report cannot start until all staff has arrived and

confidentiality may be breached when report is given on rounds in semi-private rooms.

 Written report is frequently used in long-term care facilities. Each nurses station has a report

or communication book. Written reports should be concise, state the residents name, the

problem, what was done, and if anything else needs to be done by oncoming shift.

 In addition to shift report, nurses also need to provide information on assigned clients at other

times. For example, when a nurse leaves the unit to attend a meeting or in-service, or when

the nurse is transferring another client, or when he or she leaves to go on a break.

 SBAR is a JCAHO-approved method of hand off. Situation, background, assessment and

recommendation.

 Paperwork is becoming more important but procedures are in place to limit necessary

paperwork. For example narrative notes have been replaced by flow sheets and other forms of

abbreviated charting.

 Physicians orders can take many forms, including handwritten, verbal, preprinted or standing,

and telephone orders.

 The LPN/LVN completes an incident or occurrence report when client care is not consistent

with the standards of expected care.
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Topic : Preparing To Take The Licensure ExamB

Topic Objective:

After reading this topic the student will be able to:

 Describe the purpose of the examination.

 Explain how the National Council of State Boards of Nursing develops the test plan and the

test.

 Identify how to get a copy of the current NCLEX-PN test plan.

 Explain the concept of a multistate compact.

Definition/Overview:

USMLE: The United States Medical Licensing Examination or USMLE is a multi-part

professional exam sponsored by the Federation of State Medical Boards (FSMB) and the

National Board of Medical Examiners (NBME). Medical doctors are required to pass before

being permitted to practice medicine in the United States of America. It consists of three

steps; all three must be passed before an MD medical school graduate is eligible to apply for

a license to practice medicine in the United States. U.S. osteopathic medical school graduates

are permitted to take the USMLE for medical licensure, but they may also get medical

licensure in most states by taking the Comprehensive Osteopathic Medical Licensing

Examination (COMLEX) instead. Students who have graduated from non-US medical

schools must pass all three steps of the USMLE to be licensed to practice in the US,

regardless of the title of their degree. Overall pass rates for first time USMLE Step 1 test

takers are: 93% for U.S. MD medical school graduates, 76% for U.S. osteopathic medical

school graduates, and 71% for foreign medical school graduates

Key Points:

1.Describe the purpose of the examination.

 The LPN/LVN must pass the NCLEX-PN to practice nursing. The purpose of the test is to

protect the public by ensuring that all who pass have entry level skills required for safe,

effective nursing. The test is available in all 50 states, the District of Columbia, various U.S.

territories, Korea, England, and Hong Kong.
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2.Explain how the National Council of State Boards of Nursing develops the test plan

and the test.

 The National Council of State Boards of Nursing, Inc. (NCSBN) develops the NCLEX-PN.

The test takes into consideration each states laws, regulations, and nurse practice acts.

 A job analysis performed every 3 years identifies tasks performed by entry-level LPNs/LVNs

during their first year of practice, and these are used for question development.

3.Identify how to get a copy of the current NCLEX-PN test plan.

 The NCLEX-PN test plan is available on the website of the National Council of State Boards

of Nursing (www.ncsbn.org).

4.Explain the concept of a multistate compact.

 A multistate compact is an agreement among a group of states to honor each others

LPN/LVN licensure. LPNs/LVNs may practice in any of the states within the compact

agreement as long as they practice within the respective states nurse practice act.

Topic : Finding That First Job

Topic Objective:

After reading this topic the student will be able to:

 Describe the components of a portfolio.

 Develop a cover letter for an entry-level job.

 Prepare a rsum.

 Define professional behavior.

Definition/Overview:

Professional manner: Professional manner is the practice of doing a better job than an

amateur would. To repair a car in a professional manner would be to expertly diagnose the

problem, repair the problem in a cost efficient manner, and to complete the repair in a timely

manner.
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Key Points:

1.Describe the components of a portfolio.

 Prior to preparing a portfolio, students need to decide where they want to work and have all

documents as well as a timeline prepared.

 A portfolio is an account of the students skills as they relate to a position. It is developed over

time and prepares the job candidate for the interview process by emphasizing strengths,

education, and experience. The portfolio includes a title page, table of contents,

cover/introduction letter, application, rsum, work samples, writing samples, student

reflection, awards, achievements, community service, clinical evaluations, recommendation

letters, sample thank you and resignation letters, licenses, CPR cards, any other certifications,

and a prepared reference list.

2.Develop a cover letter for an entry-level job.

 The cover letter communicates essential professional and educational qualifications that in

turn motivate the employer to learn more about the students qualifications.

 Address the cover letter to the correct personmake sure the name is spelled correctly. This is

a first impression.

 The introduction explains the intent to apply for a specific position, with details of the ad or

job listing. New graduates should include the name of their school and date of graduation.

 The body of the letter contains the qualifications. It should communicate to the employer why

the student should be hired instead of someone else. Include educational experience,

strengths, skills, clinical experiences, and awards or accomplishments. The closing paragraph

restates interest in the position and requests an interview.

 The letter should be structurally correct. Spell out all terms.

3.Prepare a rsum.

 The rsum is a clear, concise summary that is planned, informative, organized, and depicts the

students professional experiences and educational background.

 There are three rsum formats: chronological, functional, and combination. The rsum should

be professionally presented, structurally and grammatically correct, and written on high-

quality paper with appropriate contact information.
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 The components of the rsum include the heading, job objective, summary of qualifications,

educational history, experience, and achievements. References, both professional and

personal, are available on request. The reference list is prepared in advance and placed in the

portfolio.

 Job applications should be completely and accurately filled out.

 Job applicants use an interview to sell themselves to the employer. Be sure to make a good

first impression. Think ahead and prepare for the interview by imagining the types of

questions that may be asked, the purpose of the interview, and the job requirements.

 A professional appearance is necessary for an interview. Wear conservative business clothing

that is ironed, closed toed shoes with hose, a conservative hairstyle, and limited jewelry.

 Arrive at least 15 minutes early for the interview. Be positive, polite, and confident. Show

your enthusiasm for the position.

 Use a firm handshake and state your name clearly. Remember to smile. Address interviewers

by their courtesy titles. Answer questions completely but avoid rambling.

 Ask at least two appropriate questions.

 Following the interview, express appreciation for the interviewers time and the opportunity to

interview. Write a thank you letter that also reminds the interviewer of interest in the

position.

 Interviewers should not ask questions regarding age, race, religion, marital status, or

birthplace.

 When a job offer is received, be sure to obtain all necessary information: salary, date and

time of orientation, dress for orientation, and paperwork completion. The orientation program

helps new employees take on the responsibilities of their new position.

4.Define professional behavior.

 A profession requires specialized knowledge, skill, and preparation. Professionalism

demonstrates those characteristics and behaviors that portray the profession positively.

 The probationary period is a block of time during which new employees adjust to the

responsibilities and requirements of a job and the immediate supervisor evaluates their

performance. After the probationary period, most facilities evaluate employees on a yearly

basis.

 Continuing education is a responsibility of the professional nurse and must be pursued

consistently
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