
“Introduction to Clinical Nursing”.

In Section 1 of this course you will cover these topics:
Professional Nursing

Nursing Process And Critical Thinking

Managing Client Care: Documentation And Delegation

Communication And Nurse-Client Relationship

Admission, Transfer, And Discharge

Client Education And Discharge Planning

Safe Client Environment And Restraints

Topic : Professional Nursing

Topic Objective:

At the end of the topic student will able to understand:

 Nursing as a profession

 History of nursing

Definition/Overview:

Nursing is a profession focused on assisting individuals, families, and communities in

attaining, maintaining, and recovering optimal health and functioning. Modern definitions of

nursing define it as a science and an art that focuses on promoting quality of life as defined

by persons and families, throughout their life experiences from birth to care at the end of life.

Key Points:

1. History of nursing

Nursing has existed in various forms in every culture, although the definition of the term

and the practice of nursing has changed greatly over time. The oldest sense of the word

in the English language a woman employed to suckle and/or generally care for a younger

child. The former being known as a wet nurse and the latter being known as a dry nurse.

In the 15th century, this developed into the idea of looking after or advising another, not
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necessarily meaning a woman looking after a child. Nursing has continued to develop in

this latter sense, although the idea of nourishing in the broadest sense refers in modern

nursing to promoting quality of life.

Prior to the foundation of modern nursing, nuns and the military often provided nursing-

like services. The religious and military roots of modern nursing remain in evidence

today in many countries. For example: in Britain, senior female nurses are known as

sisters. It was during time of war that a significant development in nursing history arose

when Florence Nightingale, working to improve conditions of soldiers in the Crimean

War, laid the foundation stone of professional nursing with the principles summarised in

the book Notes on Nursing. Other important nurses in the development of the profession

include: Mary Seacole, who also worked as a nurse in the Crimea; Agnes Elizabeth Jones

and Linda Richards, who established quality nursing schools in the USA and Japan, and

Linda Richards who was officially America's first trained nurse, graduating in 1873 from

the New England Hospital for Women and Children in Boston.

New Zealand was the first country to regulate nurses nationally, with adoption of the

Nurses Registration Act on the 12th of September, 1901. Ellen Dougherty was the first

registered nurse. North Carolina was the first state in the United Statesto pass a nursing

licensure law in 1903.

Nurses have experienced difficulty with the hierarchy in medicine that has resulted in an

impression that nurses primary purpose is to follow the direction of medics. This

tendency is certainly not observed in Nightingale's Notes on Nursing, where the doctors

are mentioned relatively infrequently and often in critical tones, particularly relating to

bedside manner.

The modern era has seen the development of nursing degrees and nursing has numerous

journals to broaden the knowledge base of the profession. Nurses are often in key

management roles within health services and hold research posts at universities.

2. Nursing as a profession

The authority for the practice of nursing is based upon a social contract that delineates

professional rights and responsibilities as well as mechanisms for public accountability.
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In almost all countries, nursing practice is defined and governed by law, and entrance to

the profession is regulated at national or state level.

The aim of the nursing community worldwide is to develop the profession guided by

continuing education based on nursing research, and to regulate standards of competency

and ethics. There are a number of educational paths to becoming a professional nurse,

which vary greatly worldwide, but all involve extensive study of nursing theory and

practice and training in clinical skills.

Topic : Nursing Process And Critical Thinking

Topic Objective:

At the end of the topic student will able to understand:

 Evaluating Phase

 Implementing Phase

 Planning Phase

 Models For Data Collection

 Phases Of The Nursing Process

 Critical Skills

 Characteristics of the Nursing Process

Definition/Overview:

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. Characteristics of the Nursing Process

The nursing process is a cyclical and ongoing process that can end at any stage if the

problem is solved. The nursing process exists for every problem that the patient has, and

for every element of patient care, rather than once for each patient. The nurse's
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evaluation of care will lead to changes in the implementation of the care and the patient's

needs are likely to change during their stay in hospital as their health either improves or

deteriorates. The nursing process not only focuses on ways to improve the patient's

physical needs, but also on social and emotional needs as well.

 Cyclic and dynamic

 Goal directed and client centered

 Interpersonal and collaborative

 Universally applicable

 Systematic

The nursing process is not something foreign or unusually complex. On the contrary, we

use the nursing process method on a daily basis without even realizing it. For example, a

trip to the gas station to get fuel requires assessing the various prices and the number of

people waiting to get gas among other things. A subsequent decision, or Diagnosis, is

made based on the former criteria. This may include pulling into the gas station to fuel

up or going down the road for better prices and/or less of a crowd. The price is right and

there's not much of a crowd, we're pulling in. Now the Planning can take place. This may

include which pump to use, how much gas to put in the tank, whether or not to clean the

windows along with other things. We're at the pump and ready to fuel up. We must now

Implement what we planned prior to pulling up to the pump. We've pulled up on the

passenger side because the gas tank resides on this side, part of our plan. We've also

given ourselves enough room to exit without getting blocked in by another vehicle, part

of our plan also. We now unscrew the gas cap and begin fueling or Implementing what

we planned. Things went well. We are fueled up and have exited the gas station without

complication. Our Evaluation of the trip to the gas station would be a good one. We may

choose to use this method in the future. The Nursing process is that simple in theory.

However, as a nurse, the nursing process tool will be used for more complex and difficult

situations but is applied the same way as the gas station analogy.

2. Critical Skills

The nursing process involves skills a nurse should possess when he or she has to initiate

the initial phase of the process. Having these skills contributes to the greater
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improvement of the nurse's delivery of health care to the patient, including the patient's

level of health, or health status.

Cognitive or Intellectual skills, such as analyzing the problem, problem solving, critical

thinking and making judgements regarding the patient's needs. Included in these skills

are the ability to indentify, differentiate actual and potential health problems through

observation and decision making by synthesizing nursing knowledge previously

acquired.

Interpersonal skills, which includes therapeutic communication, active listening,

conveying knowledge and information, developing trust or rapport-building with the

patient, and ethically obtaining needed and relevant information from the patient which

is then to be utilized in health problem formulation and analysis.

Technical skills, which includes knowledge and skills needed to properly and safely

manipulate and handle appropriate equipment needed by the patient in performing

medical or diagnostic procedures, such as vital signs, and medication administrations.

3. Phases Of The Nursing Process

The following are the steps or phases of the nursing process.

 Assessment (of patient's needs)

 Diagnosis (of human response needs that nurses can deal with)

 Planning (of patient's care)

 Implementation (of care)

 Evaluation (of the success of the implemented care)

 Assessing Phase

The nurse should carry out a complete and holistic nursing assessment of every patient's

needs, regardless of the reason for the encounter. Usually, an assessment framework,

based on a nursing model or Waterlow scoring, is used. These problems are expressed as

either actual or potential. For example, a patient who has been rendered immobile by a

road traffic accident may be assessed as having the "potential for impaired skin integrity

related to immobility".
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4. ModelsFor Data Collection

The following nursing models are used to gather the necessary and relevant information

from the patient in order to effectively deliver quality nursing care. This will help the

nurse determine the ranking of the problems encountered.

 Gordon's functional health patterns

 Roy's adaptation model

 Body systems model

 Maslow's hierarchy of needs

 Diagnosing Phase

Nursing diagnoses are part of a movement in nursing to standardize terminology which

includes standard descriptions of diagnoses, interventions, and outcomes. Those in

support of standardized terminology believe that it will help nursing become more

scientific and evidence based.The purpose of this stage is to identify the patient's nursing

problems. Maslow's hierarchy of needs is used when the nurse prioritizes identified

nursing health problems from the patient.

5. Planning Phase

In agreement with the patient, the nurse addresses each of the problems identified in the

planning phase. For each problem a measurable goal is set. For example, for the patient

discussed above, the goal would be for the patient's skin to remain intact. The result is a

nursing care plan.

6. Implementing Phase

The methods by which the goal will be achieved is also recorded at this stage. The

methods of implementation must be recorded in an explicit and tangible format in a way

that the patient can understand should he wish to read it. Clarity is essential as it will aid

communication between those tasked with carrying out patient care.
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7. Evaluating Phase

The purpose of this stage is to evaluate progress toward the goals identified in the

previous stages. If progress towards the goal is slow, or if regression has occurred, the

nurse must change the plan of care accordingly. Conversely, if the goal has been

achieved then the care can cease. New problems may be identified at this stage, and thus

the process will start all over again. It is due to this stage that measurable goals must be

set - failure to set measurable goals will result in poor evaluations.

The entire process is recorded or documented in an agreed format in the patient's care

plan in order to allow all members of the nursing team to perform the agreed care and

make additions or changes where appropriate.

Topic : Managing Client Care: Documentation And Delegation

Topic Objective:

At the end of the topic student will able to understand:

 Impacts

 Point Of Service (POS)

 Preferred Provider Organization (PPO)

 Independent Practice Association (IPA)

 Health Maintenance Organization (HMO)

 Types Of Network-Based Managed Care Programs

 Managed Care Organizations

 Managed Care Techniques

 History

Definition/Overview:

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
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delivery systems"). According to the National Library of Medicine, the term "managed care"

encompasses 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.

The growth of managed care in the U.S. was spurred by the enactment of the Health

Maintenance Organization Act of 1973. While managed care techniques were pioneered by

health maintenance organizations, they are now used by a variety of private health benefit

programs. Managed care is now nearly ubiquitous in the U.S, but has attracted controversy

because it has largely failed in the overall goal of controlling medical costs. Proponents and

critics are also sharply divided on managed care's overall impact on the quality of U.S.

health care delivery.

Key Points:

1. History

Paul Starr suggests in his analysis of the American health care system (i.e., The Social

Transformation Of American Medicine) that Ronald Reagan was the first mainstream

political leader to take deliberate steps to reform American health care from its

longstanding not-for-profit business principles into a for-profit model that would be

driven by the insurance industry. In 1973, Congress passed the Health Maintenance

Organization Act, which encouraged rapid growth of HMOs, the first form of managed

care. Managed care plans are widely credited with subduing medical cost inflation in the

late 1980s by reducing unnecessary hospitalizations, forcing providers to discount their

rates, and causing the health-care industry to become more efficient and competitive.

Managed care plans and strategies proliferated and quickly became nearly ubiquitous in

the U.S.However, this rapid growth led to a consumer backlash. Because many managed

care health plans are provided by for-profit companies, their cost-control efforts created
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widespread perception that they were more interested in saving money than providing

health care. In a 2004 poll by the Kaiser Family Foundation, majorities of those polled

said they believed that managed care decreased the time doctors spend with patients,

made it harder for people who are sick to see specialists, and had failed to produce

significant health care savings. These public perceptions have been fairly consistent in

polling since 1997. The backlash included vocal critics, including disgruntled patients

and consumer-advocacy groups, who argued that managed care plans were controlling

costs by denying medically necessary services to patients, even in life-threatening

situations, or by providing low-quality care. The volume of criticism led many states to

pass laws mandating managed-care standards. Complying with these mandates increased

costs. Meanwhile, insurers responded to public demand by beginning to offer other

comprehensive plan options with more comprehensive care networks. In fact, between

1970 and 2005, the share of personal health expenditures paid directly out-of-pocket by

U.S. consumers actually fell from about 40 percent to 15 percent. So although consumers

faced rising health insurance premiums over the period, lower out-of-pocket costs likely

encouraged consumers to use more health care, leading to expenditure growth.

By the late 1990s, U.S.per capita health care spending began to increase again, peaking

around 2002. Despite managed care's efforts to control costs, U.S. health care spending

continues to outstrip the overall economy, rising about 2.4 percentage points faster than

annual GDP since 1970. Nevertheless, according to the trade association Americas

Health Insurance Plans, managed care is nearly ubiquitous in the U.S.; 90 percent of

insured Americans are now enrolled in plans with some form of managed care. The

National Directory of Managed Care Organizations, Sixth Edition profiles more than

5,000 plans, including new consumer-driven health plans and health savings accounts.

2. Managed Care Techniques

One of the most characteristic forms of managed care is the use of a panel or network of

health care providers to provide care to enrollees. Such integrated delivery systems

typically include one or more of the following:

 A set of selected providers that furnish a comprehensive array of health care services to

enrollees;
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 Explicit standards for selecting providers;

 Formal utilization review and quality improvement programs;

 An emphasis on preventive care; and

 Financial incentives to encourage enrollees to use care efficiently.

Provider networks can be used to reduce costs by negotiating favorable fees from

providers, selecting cost effective providers, and creating financial incentives for

providers to practice more efficiently. Other managed care techniques include disease

management, case management, wellness incentives, patient education, utilization

management and utilization review. These techniques can be applied to both network-

based benefit programs and benefit programs that are not based on a provider network.

The use of managed care techniques without a provider network is sometimes described

as "managed indemnity."

3. Managed Care Organizations

There is a continuum of organizations that provide managed care, each operating with

slightly different business models. Some organizations are made of physicians, while

others are combinations of physicians, hospitals, and other providers. Here is a list of

common MCOs:

 Group practice without walls

 Independent practice association

 Management services organization

 Physician practice management company

4. Types Of Network-Based Managed Care Programs

There are several types of network-based managed care programs. These range from

more restrictive to less restrictive, and include:

5. Health Maintenance Organization (HMO)

Proposed in the 1960s by Dr. Paul Elwood in the "Health Maintenance Strategy", the

HMO concept was promoted by the Nixon Administration as a fix to rising health care

costs and set in law as the Health Maintenance Organization Act of 1973. As defined in
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the act, a federally qualified HMO would in exchange for a subscriber fee (premium)

allow members access to a panel of employed physicians or a network of doctors and

facilities including hospitals. In return the HMO received mandated market access and

could receive federal development funds. HMOs are licensed by the state level, under a

license that is known as a certificate of authority (COA) rather than under an insurance

license. In 1972 the National Association of Insurance Commissioners adopted the HMO

Model Act, which was intended to provide a model regulatory structure for states to use

in authorizing the establishment of HMOs and in monitoring their operations. In practice,

an HMO is a coordinated delivery system that combines both the financing and delivery

of health care for enrollees. In the design of the plan, each member is assigned a

"gatekeeper", a primary care physician (PCP) who is responsible for the overall care of

members assigned to him/her. Specialty services require a specific referral from the PCP

to the specialist. Non-emergency hospital admissions also required specific pre-

authorization by the PCP. Typically, services are not covered if performed by a provider

not an employee of or specifically approved by the HMO, unless it is an emergency

situation as defined by the HMO. Financial sanctions for use of emergency facilities in

non-emergent situations were once an issue; however, prudent layperson language now

applies to all emergency-service utilization and penalties are rare. Since the 1980s, under

the ERISA Act passed in Congress in 1974 and its preemptive effect on state common

law tort lawsuits that "relate to" Employee Benefit Plans, HMOs administering benefits

through private employer health plans have been protected by Federal law from

malpractice litigation on the grounds that the decisions regarding patient care are

administrative rather than medical in nature.

6. Independent Practice Association (IPA)

An Independent Practice Association is a type of HMO that contracts with a group of

physicians to provide service to the HMO's members. Most often, the physicians are paid

on a basis of capitation, which in this context means a set amount for each enrolled

person treated. The contract itself is not binding, allowing individual doctors or the group

to sign contracts with multiple HMOs. Physicians who participate in IPAs usually also

serve fee-for-service patients not associated with managed care.
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7. Preferred Provider Organization (PPO)

Rather than contract with the various insurers and third party administrators, providers

may contract with preferred provider organizations. They generally agree to a discount

from a relative value-based fee schedule or simply a discount from whatever they bill

(which is perhaps subject to reasonable, usual, and customary limitation (generally a

percentile of national or regional charge data)). The PPO, in turn, promises convenience,

less administrative expenses, and/or prompt payment.

In terms of using such a plan, unlike an HMO plan, which has a copayment cost share

feature (a nominal payment generally paid at the time of service), a PPO generally does

not have a copay and instead offers a deductible and a coinsurance feature. The

deductible represents the first dollar of coverage and is paid by the patient. After the

deductible is met, the coinsurance portion applies. If the PPO plan is an 80% coinsurance

plan with a $1,000 coinsurance out of pocket, then the patient will pay 20% of the

allowed provider fee up to $1,000. After this amount has been paid by the patient, the

insurer will pay 100% of subsequent costs. Because the patient is picking up a substantial

portion of the "first dollars" of coverage, PPO are the least expensive types of coverage.

8. Point Of Service (POS)

A POS plan utilizes some of the features of each of the above plans. Members of a POS

plan do not make a choice about which system to use until the point at which the service

is being used. In terms of using such a plan, a POS plan has levels of progressively

higher patient financial participation as the patient moves away from the more managed

features of the plan. For example, if the patient stays in a network of providers and seeks

a referral to use a specialist, they may have a copayment only. However, if they use a

network provider, but do not seek a referral, they will pay more, and so on.

Managed care in indemnity insurance plans

Many "traditional" or "indemnity" health insurance plans now incorporate some

managed care features such as precertification for non-emergency hospital admissions

and utilization reviews. These are sometimes described as "managed indemnity" plans.
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9. Impacts

The overall impact of managed care remains widely debated. Proponents argue that it has

increased efficiency, improved overall standards, and led to a better understanding of the

relationship between costs and quality. They argue that there is no consistent, direct

correlation between the cost of care and its quality, pointing to a 2002 Juran Institute

study which estimated that the "cost of poor quality" caused by overuse, misuse, and

waste amounts to 30 percent of all direct health care spending. The emerging practice of

evidence-based medicine is being used to determine when lower-cost medicine may in

fact be more effective. Critics of managed care argue that "for-profit" managed care has

been an unsuccessful health policy, as it has contributed to higher health care costs (25-

33% higher overhead at some of the largest HMOs), increased the number of uninsured

citizens, driven away health care providers, and applied downward pressure on quality

(worse scores on 14 of 14 quality indicators reported to the National Committee for

Quality Assurance).

Topic : Communication And Nurse-Client Relationship

Topic Objective:

At the end of the topic student will able to understand:

 Peplaus Theory

 Clients Perspectives

 Building Trust

 Emotional Support

 Humor

 Practice Of The Nurse-Client Relationship

Definition/Overview:

The nurse-client relationship in Hildegard E. Peplaus theories is essential to nursing practice.

Peplau thought the basic element of the relationship is what goes on between the nurse and

patient (Interpersonal Theory 5). The relationship depends on the interaction of thoughts,

feelings, and actions of each person .The patient will experience better health when all their
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needs are fully considered in the relationship (Peplau, Interpersonal Relations 9).

Key Points:

1. Peplaus Theory

In 2005, McNaughton performed a case study with 5 nurse-client groups to determine if

Hildegard Peplaus theory of the nurse-client relationship was correct. Audio recordings

and the Relationship Form, which rates the interaction during each phase of the nurse-

client relationship on a scale of 1(beginning of orientation phase) to 7(end of resolution

phase), examined the phases the relationship went through. During the orientation phase,

the nurse assessed the client, identified problems, and discussed plans for the visit. In the

working phase, the client identified their problems, asked questions, and recognized the

nurse was beneficial. In the resolution phase, problems were solved, the client became

independent and established goals, and the relationship ended.

2. Clients Perspectives

Coatsworth-Puspoky, Forchuk, and Ward-Griffin conducted a study on clients

perspectives in the nurse-client relationship. Interviews were done with participants from

Southern Ontario, ten had been hospitalized for a psychiatric illness and four had

experiences with nurses from community-based organizations, but were never

hospitalized. The participants were asked about experiences at different stages of the

relationship. The research described two relationships that formed the bright side and the

dark side. The bright relationship involved nurses who validated clients and their

feelings. For example, one client tested his trust of the nurse by becoming angry with her

and revealing his negative thoughts related to the hospitalization. The client stated, shes

trying to be quite nice to meif shes able to tolerate this occasional venomous attack,

which she has done quite well right up to now, it will probably be a very beneficial

relationship . The dark side of the relationship resulted in the nurse and client moving

away from each other. For example, one client stated the nurses general feeling was

when someone asks for help, theyre being manipulative and attention seeking . The nurse

didnt recognize the client who has an illness with needs therefore; the clients avoided the

nurse and perceived the nurse as avoiding them. One patient reported, thenurses all

stayed in their central station. They didnt mix with the patientsThe only interaction you
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have with them is medication time . Neither trust nor caring was exchanged so

perceptions of mutual avoiding and ignoring resulted. One participant stated, no one

cares. It doesnt matter. Its just, they dont want to hear it. They dont want to know it; they

dont want to listen .The relationship that developed depended on the nurses personality

and attitude. These findings bring awareness about the importance of the nurse-client

relationship.

3. Building Trust

Building trust is beneficial to how the relationship progresses. Wiesman used interviews

with 15 participants who spent at least three days in intensive care to investigate the

factors that helped develop trust in the nurse-client relationship. Patients said nurses

promoted trust through attentiveness, competence, comfort measures, personality traits,

and provision of information. Every participant stated the attentiveness of the nurse was

important to develop trust. One said the nurses are with you all the time. Whenever

anything comes up, theyre in there caring for you . Competence was seen by seven

participants as being important in the development of trust. I trusted the nurses because I

could see them doing their job. They took time to do little things and made sure they

were done right and proper, stated one participant . The relief of pain was seen by five

participants as promoting trust. One client stated, they were there for the smallest need. I

remember one time where they repositioned me maybe five or six times in a matter of an

hour . A good personality was stated by five participants as important. One said, they

were all friendly, and they make you feel like theyve known you for a long time

.Receiving adequate information was important to four participants. One participant said,

they explained things. They followed it through, step by step . The findings of this study

show how trust is beneficial to a lasting relationship.

4. Emotional Support

Yamashita, Forchuk, and Mound conducted a study to examine the process of nurse case

management involving clients with mental illness. Nurses in inpatient, transitional, and

community settings in four cities in Ontariowere interviewed. The interviews show the

importance of providing emotional support to the patients. One nurse stated that if the
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client knows somebody really cares enough to see how they are doing once a weekby

going shopping with them or to a doctors appointment. To them it means the world . The

interviews showed it was crucial to include the family as therapeutic allies. A nurse

stated that were with the families. We can be with them as oppositional and overly

involved and somewhere else in between, and were in contact with them as much as they

want. With frequent contact the nurse was able to discuss possibilities with the family.

The study reaffirmed the importance of emotional support in the relationship.

5. Humor

Humor is important in developing a lasting relationship. Astedt-Kurki, Isola, Tammentie,

and Kervinen asked readers to write about experiences with humor while in the hospital

through a patient organization newsletter. Letters were chosen from 13 chronically ill

clients from Finland. The clients were also interviewed in addition to their letters. The

interviews reported that humor played an important role in health. A paralyzed woman

said,well you have to have a sense of humour (sic) if you want to live and survive. You

have to keep it up no matter how much it hurts . Humor helped clients accept what

happened by finding a positive outlook. One participant stated, when youre sick as you

can be and do nothing but lie down and another person does everything in her power to

help, humour (sic) really makes you feel good . Humor also serves as a defense

mechanism, especially in men. A participant said, formale patients humour (sic) is also a

way of concealing their feelings. Its extremely hard for them to admit their afraid . The

patient finds it easier to discuss difficult matters when a nurse has a sense of humor. A

nurse who has a sense of humour (sic),thats the sort of nurse you can talk to, thats the

sort of nurse you can turn to and ask for help reported a participant . This study lends

support that if humor is generally important to people, then in times of change it will

remain important.

6. Practice Of The Nurse-Client Relationship

The theory of the nurse-client relationship is important to the outcome of the patient.

However, little to no evidence exists to support when and where this theory is practiced.

Also, little to no evidence exists to support exactly who uses this theory. More research
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needs to be done to provide evidence to support this theory

Topic : Admission, Transfer, And Discharge

Topic Objective:

At the end of the topic student will able to understand:

 Peplaus Theory

 Clients Perspectives

 Building Trust

 Emotional Support

 Humor

 Practice Of The Nurse-Client Relationship

Definition/Overview:

A patient is any person who receives medical attention, care, or treatment. The person is

most often ill or injured and in need of treatment by a physician or other medical

professional, although one who is visiting a physician for a routine check-up may also be

viewed as a patient.

Key Points:

1. Alternative Terminology

Due to concerns such as dignity and political correctness, the term patient is not always

used to refer to a person receiving health care. Other terms that are sometimes used

include health consumer, health care consumer or client. These may be used by

governmental agencies, insurance companies, patient groups, or health care facilities

(who may object to some implications of the word patient).

In nursing homes and assisted living facilities, the term resident is generally used in lieu

of patient. But it is not uncommon for staff members at such a facility to incorrectly use

the term patient in reference to residents. Similarly, those receiving home health care are

called clients.

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

17
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



2. Etymology

Patient is derived from the Latin word patiens, the present participle of the deponent verb

pati, meaning "one who endures" or "one who suffers". Patient is also the adjective form

of patience. Both senses of the word share a common origin.

In itself the definition of patient doesn't imply suffering or passivity but the role it

describes is often associated with the definitions of the adjective form: "enduring trying

circumstances with even temper".

Some have argued recently that the term should be dropped, because it underlines the

inferior status of recipients of health care. For them, "the active patient is a contradiction

in terms, and it is the assumption underlying the passivity that is the most dangerous".

Unfortunately the alternative terms also seem to raise objections:

 Client, whose Latin root cliens means "one who is obliged to make supplications to a

powerful figure for material assistance", carries a sense of subservience.

 Consumer suggests both a financial relationship and a particular social/political stance,

implying that health care services operate exactly like all other commercial markets. Many

reject that term on the grounds that consumerism is an individualistic concept that fails to

capture the particularity of health care systems.

3. Outpatient Vs Inpatient

An outpatient is a patient who is not hospitalized overnight but who visits a hospital,

clinic, or associated facility for diagnosis or treatment. Treatment provided in this

fashion is called ambulatory care. Outpatient surgery eliminates inpatient hospital

admission, reduces the amount of medication prescribed, and uses a doctor's time more

efficiently. More procedures are now being performed in a surgeon's office, termed

office-based surgery, rather than in an operating room. Outpatient surgery is suited best

for healthy people undergoing minor or intermediate procedures (limited urologic,

ophthalmologic, or ear, nose, and throat procedures and procedures involving the

extremities).

An inpatient on the other hand is "admitted" to the hospital and stays overnight or for an
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indeterminate time, usually several days or weeks (though some cases, like coma

patients, have stayed in hospitals for years).

In Section 2 of this course you will cover these topics:
Bathing, Bed-Making, And Maintaining Skin Integrity

Personal Hygiene

Vital Signs

Physical Assessment

Body Mechanics

Exercise And Ambulation

Infection Control

Topic : Bathing, Bed-Making, And Maintaining Skin Integrity

Topic Objective:

At the end of the topic student will able to understand:

 Patient Rights

 Universal Precaution

 Ambulation

 Applying antiembolic stockings

 Bedpan use and output measurement

 Oral care

 Dressing

 Feeding

 Hair care

 Bedmaking

 Nail care

 Bedbath

 Serving water

 Positioning

 Range-of-motion exercises

 Vital signs
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Definition/Overview:

Nursing assistant skills are the set of learned tasks used by nursing assistants in helping

residents or patients with activities of daily living (ADLs) and providing bedside care--

including basic nursing procedures--under the supervision of a Registered Nurse (RN) or

Licensed Practical Nurse (LPN).

Key Points:

1. Patient Rights

It is the job of the entire health care team to make sure that a patient's rights are always

adhered to, these include, but are not limited to the right to privacy and dignity while

care is being given, the right to be informed of their care plan, the right to be included

when making their care plan, the right to accept or refuse treatment, and the right to

confidentiality of their patient information.

2. Universal Precaution

Proper hand washing is an important part of nurse assisting. It is the first step in

preventing the spread of germs. Hand washing must be performed both before and after

contact with a patient. Hands that do not appear soiled can still spread disease. It is

important to wash hands even when using gloves as they do not provide an absolute

barrier to the transmission of disease.

Gloves should be worn as needed, such as when exposure to bodily fluids is likely, when

perineal or fingernail care is given, or when the patient is infected with a pathogen that is

spread by direct contact (such as MRSA).

3. Ambulation

Ambulation assistance is a set of techniques for helping patients to walk. One example is

the use of a gait belt or transfer belt for patients who cannot stand on their own. The gait

belt is put around the patient's waist and enables the assistant to lift the patient safely

without straining his or her back. It can be used to help patients get in and out of bed, get
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up from a chair, or enter a walker.

Walkers help the elderly get exercise. Many elderly patients cannot walk on their own

due to osteoporosis or other conditions. Exercise promotes movement, helps with

circulation, helps the patient heal faster, be in better health, and ultimately have a longer,

happier life.

4. Applying antiembolic stockings

An antiembolic stocking is a device that is used on patients under observation for (or at

risk for) circulation problems. It is a high sock which applies pressure on the legs to

prevent blood clots. It may also have a hole on the top or bottom of the foot for comfort,

and easy access to the feet, so that the nurse assistant doesn't need to remove the sock

every two hours to check circulation.

5. Bedpan use and output measurement

A bedpan is a device that is placed under patients who are unable to get up and use a

bedside toilet or go to the restroom. It is used to catch all of the urine and feces. The

patient must be properly wiped and cleaned after elimination to prevent infection. The

color, odor, consistency, and amount of urine is often measured and recorded. If a bowel

movement has taken place, thatis noted along with any significant characteristics of the

stool.

6. Oral care

Denture and mouth care is very important in providing proper hygiene for patients. Teeth

must be cleaned in the morning and after each meal. This will help prevent tooth decay

or gum conditions that could lead to tooth loss. When providing oral care, it is important

to check the patient's teeth, lips, mouth, and tongue for bleeding and discoloration, sores,

odor, cracking, or coating, and to report unexpected observations to the nurse

immediately.

7. Dressing

For the dependent patients dressing is not an easy task. In fact it is very difficult and
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needs to be done properly. The best way to ensure that it is done right is to dress the

weak side first so that the patient can help with their strong side, and to undress the

strong side first so they can help undress the weak side as much as possible.

8. Feeding

Patients must not be overassisted in feeding or they may stop helping themselves.

Assistance should be confined to those parts of the task they cannot accomplish for

themselves. For example, a patient who cannot load a spoon but is capable of conveying

it to his mouth should be assisted only in loading the spoon. He should convey it to his

mouth himself, even if it would be faster for the assistant to do this for him.

9. Hair care

Providing hair care will help patients feel good about themselves. Long-term-care

facilities may have a salon where residents can have their hair done once a week just as

they would at home. Hair must be maintained every day as well. Hair should be brushed

from roots to ends, and care should be taken to avoid irritating the patient's scalp.

10. Bedmaking

Bedmaking as practiced by a nurse assistant is a skilled task that must be performed

precisely. The bed must be wrinkle-free to prevent bedsores, which not only cause

discomfort to the patient but can cause serious health problems, and the open end of the

pillow case must be facing away from the door to prevent an infection control issue.

There are specific bedmaking techniques for use when a bed is occupied by a patient.

11. Nail care

Nail care is important to ensure that Bacteria do not enter the nail bed and cause serious

infections in elderly patients. It is helpful to soak nails for at least five minutes to help

loosen dirt and germs that are lodged in nail beds.

12. Bedbath
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Due to lack of staff, patients may only get a full bath once or twice a week; on other

days, patients get bedbaths. This involves cleaning the underarms, torso, and perineal

areas.

13. Serving water

Fresh ice water should be offered frequently (at least once every 8 hours) to promote

hydration. It is important to encourage drinking, because it is not unusual for elderly

patients to be unaware of thirst and thus be easily subject to dehydration.

14. Positioning

Positioning refers to a set of techniques for changing the posture of a bedridden person in

order to avoid health problems such as bedsores. Many states require that bedridden

persons be checked and repositioned at intervals of two hours or less.

15. Range-of-motion exercises

If not exercised, joints gradually lose their ability to move. Nurse assistants must be able

to assist patients in performing a series of Range of motion range-of-motion.

16. Vital signs

Vital signs (such as the patient's temperature, respiration, blood pressure, pulse, and level

of pain) are often taken and recorded at least once a day depending on the physician's

order. Increasing temperature can indicate infection or other disorder, decreasing

temperature can indicate shock or decreased cardiac output; increasing blood pressure

may require medical treatment and special diets while decreasing blood pressure may

indicate shock or hemorrhage; and irregular, weak, fast, or slow pulse can indicate heart

problems. If a patient's vital signs have changed significantly within a short period of

time, a double check for accuracy may be warranted. Any unusual findings should be

brought to the attention of a supervising nurse or doctor.

Topic : Personal Hygiene

Topic Objective:
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At the end of the topic student will able to understand:

 Nurse's Role

 Recent changes in this profession have:

 Critical Thinking

 Complexity of nurse work

 Patient factors and safety

 Nursing Assessments

 Scarce Medical Resources

Definition/Overview:

Nurses are knowledge workers whose main responsibility is to provide safe and effective

care within constantly evolving health care systems. Nurses 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.

Key Points:

1. Nurse's Role

Nursing is the protection, promotion, and optimization of health and abilities, prevention

of illness and injury, alleviation of suffering through diagnosis and treatment of human

response, and advocacy in the care of individuals, families, communities, and

populations.

The nursing method is the basis of all clinical judgments and includes all dealings made

by nurses in providing care to patients. Considerations for culture, safety, education,

health and wellness, patient care, self-health promotion, and planning for long-term

health maintenance are included in nursing measures.
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2. Recent changes in this profession have:

 Increased the role to provide greater focus on primary care to emphasize prevention and

maintenance of health

 A more whole person (including spiritual, physical, and mental components) approach to

health care.

 Including detection and intervention when a breakdown in care occurs in order ɚto reduce

adverse effects or events for patients.

 Nurses perform clinical decision-making using the nursing process as a framework. Overall,

it is a problem-solving activity focusing on recognizing and defining patient issues and

selecting appropriate interventions.

3. Critical Thinking

According to the Ebright et al. several factors related to safety influence a nurses ability

to make logical and accurate decisions:

 Knowledge base

 Attention

 Barriers to care (like workplace obstacles)

 Number of tasks

 Missing essential information

 Behaviors not encouraging of productive thought

4. Complexity of nurse work

Due to the increasingly complex nature of the role of nurses, everyday nursing duties are

also a challenge in protecting the safety of every patient. Ebright et al (2005) found the

following factors related to safety of delivering patient care:

 Variety of supply locations

 Locating supplies when not found in designated areas or not adequately stocked

 Repetitive travel (to patients rooms, nurses stations, supply locations, etc.)

 Unexpected situations, interruptions and distractions

 Pauses to wait for system services (computers or medication carts)
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 Inadequate resource access for further care and new procedures

 Miscommunication

 Errors due to handwriting and labeling

5. Patient factors and safety

These are some of the areas of which nurses are responsible for that are significant in

ensuring patient safety in a hospital setting:

6. Nursing Assessments

 Mobility: affects patients ability to move independently and control body movement. This

includes skin assessment of risk for pressure ulcers and infections of wounds.

 Level of awareness: impairs the patients ability to communicate signs of healing or

worsening conditions. This relates to how the patient communicates with the nurse and

possible interventions related to sedation and lack of consciousness, if applicable

 Critical condition: patients in critical condition require a great deal of care and should be

monitored more closely for changes in condition.

 Mental state: those with impaired mental ability will also require more individualized care to

provide safety when they are unable to make sound decisions for themselves.

7. Patient Rights for Medication Administration

 Right patient - nurses should take steps to accurately identify the correct patient to receive

medication before administering it.

 Right Medication - nurses should take steps to accurately identify the correct medication to

be received before administering it to the patient.

 Right dose - nurses should take steps to accurately identify the correct dosage of medication

before administering it to the patient.

 Right Route - nurses should take steps to accurately identify the correct route the patient is to

receive the medication before administering it.

 Right Time - nurses should take steps to administer medication in a timely fashion as

ordered by the physician.

 Right Documentation - nurses should take steps to accurately document the medication
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administration after administering it.

8. Hygiene and Cleanliness

 Hand washing - nurses should wash their hands or use a hand sanitizer before and after each

patient interaction.

9. Patient's Role

It is required that nurses and other hospital staff members wash or sanitize their hands

upon entering and leaving your room to reduce spread of infection.

Three things patients should ask themselves to ensure their safety while staying at the

hospital:

 Why am I at the hospital?

 What is my treatment?

 Why should I have this treatment?

10. Importance of Questions:

 Patients should always ask questions if they do not understand something.

 The health care team should keep patients informed and educated regarding the patient's

care.

 Do not feel scared to the call light.

 Patients can ask for a written form of information including explanations about your

procedure, illness, health, etc. For example, you can ask to see your medical records.

11. Medications:

 The nurses must always check the patient's wrist band before giving medications or

treatments.

 Patients should ask questions about the medications they are receiving when they don't

understand something.

 Ask if there are any side effects to be aware of.

 Know if the medication will change mental and physical functioning
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 Bring a list of home medications: over the counter medications, herbal, vitamins and/or

supplements for the health care staff to put in the chart.

12. Personal Issues:

 Individuals have the right to daily personal cleanliness and clean sheets/blankets.

 Patients should leave any and all valuables such as: wallets, money, jewelry, etc that they do

not want lost at home OR request them to be locked up.

 Patients should inform staff of any physical or mental changes, no matter how minor they

may be, as soon they occur.

13. Importance of Plan of Care:

 Patients should know what the plan of care the health care staff have planned for them and if

it matches their wishes.

 Cooperation is important to the patient's plan of care.

 Patients should not adjust dressing changes, IVs, or any type of treatment without consulting

the nurse. These regimens have a purpose.

 Patients should follow the plan of care that is recommended after they leave the hospital.

14. Errors

14.1. How do mistakes happen?

In order to prevent errors in health care settings, it may be helpful to

understand how those errors occur. One analogy used to explain the error

process is called the Swiss Cheese Model (Reason, 2000). The idea behind

this analogy is that in health care, precautions against errors are put in place

like stacks of Swiss cheese, acting as barriers to making mistakes. However,

no barrier is perfect (each piece of Swiss cheese has a few holes it). When an

error is able to slip through one of the holes in the barrier that means the

safety check has failed. The hope is that if you have a stack of Swiss cheese

(in other words multiple safety checks), somewhere along the line that error

will run into a dead-end.

It happens occasionally that the error is allowed to pass through each piece of
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cheese and actually arrive at the patients bedside. At this point, a critical error

has occurred, which may or may not result in serious injury to the patient.

Ultimately this series of small errors lead to one large adverse event (Reason,

2000).

How does your level of understanding play a role in your safety?

 According to the Institute of Medicine (2004) almost half of all Americans do not understand

the meaning of health terms or how to use the information that is given to them by their

health care providers.

 In this country, 46% of adults cannot read and about one-third of senior citizens are either

unable to perform or understand instructions given to them by their care providers (Shutan,

2001).

 Imagine how this lack of understanding negatively affects that persons overall health. It has

even been shown in studies that not understanding healthcare instructions leads to negative

results in terms of their overall health, including a higher rate of surgery and more frequent

trips to the emergency room (AHRQ, 2004).

 It is important that patients act as active participants in their own health, i.e. always ask

questions maintain informed and to understand the plan of care.

15. Statistics about health care errors

 In a group of 22 studies, prescription medication histories included at least one error in 67%

of all cases (Tam et al., 2005). Errors in medication history taking can lead to several

negative outcomes including life long disability or even death.

 Up to 27% of all hospital prescribing errors can be attributed to incomplete medication

histories at the time of admission (Tam et al, 2005).

 In a recent Institute of Medicine report, it was found that medical errors account for

anywhere between 44,000 to 98,000 deaths annually in U.S. hospitals and that 58% of these

deaths could have been prevented (IOM, 2000).

 A national survey of the American public and practicing physicians revealed that 35% of the

physicians surveyed, had made errors related to a patients care (Blendon et al., 2002). 42%

of the American public surveyed had experienced an error either in the care of a family

member or their own personal health care. One third of the American public surveyed
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revealed that a health care professional or the physician themselves had either informed them

of the error or apologized for the error that had taken place (Blendon et al., 2002).

16. What is being done to prevent errors?

 McFadden et al. (2006), found that the most widespread error reducing method being used in

health care organizations to date is the development of blame free error reporting systems.

Blame free reporting systems allow hospital employees to report errors for the purpose of

correcting hospital policy and procedures. This report also showed that very few hospitals

are statistically analyzing the data reported by the hospital employees in order to make

corrections within their institution (McFadden, Stock, & Gowen, 2006).

 The Institute of Medicine believes that a National Patient SafetyCenter should be formed to

ensure patient safety within health care settings. This organization would be committed to

research, tracking, and goal setting. This organization would also work with health care

organizations to implement corrections in protocols that have already been identified as

problem areas through the use of blame free error reporting systems. A main goal of the

Center for Patient Safety would be reducing medical errors by 50%within 5 years.

17. Other methods to improve safety include:

 Better lighting and less clutter in work areas where medications are prepared, keeping

distractions to a minimum, and keeping noise levels down.

 Drug companies and health care facilities are also standardizing medication labels and

packaging.

 Medications that can have a particularly dangerous effect are being marked as high alert.

 Many hospitals are investing in technology to minimize errors, such as machines that

dispense medications for just one patient at a time.

 Patients are given identification bracelets showing their names and allergies.

 All medical personnel are required to wear name tags showing their level of training.

18. Ethics

18.1. Dignity

Nurses and health care workers have the responsibility to uphold the dignity

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

30
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



and worth of all people they encounter regardless of race, sex, ethnicity,age,

religion, beliefs, values, socioeconomic status, and sexual orientation. In

addition, it is also the responsibility of patients and their families to mutually

respect the dignity of their health care providers and staff.

For example, a nurse caring for an unconscious patient should provide the

same or higher level of care as though the patient were conscious. Extra

precautions to protect dignity such as speaking respectfully to the patient,

covering the patient should be used. Also, informing the patient about care

needing to be done prior to initiation acknowledges their dignity.

19. Autonomy

Allowing the patient to make their own decisions about their care, regardless of the belief

of the family members or the health care provider, is very important. Everyone has a

right to dictate what care they get at all stages of life.

20. Informed Consent

Informed consent is a critical aspect of patient rights as well as for protection of the

health care providers involved. Patients have the right to refuse any procedure and

medication, even if others consider their best interest to receive the care. Respecting this

right of the patient is a very important aspect of medical ethics. Requiring written

informed consent offers evidence in the court of law that defends the actions of the

doctors or nurses involved. There are also protocols that dictate that informed consent

must be received before any procedure may be undertaken.

21. End of life

In order to provide the level of care a patient desires during life threatening and end of

life illnesses, nurses and health care providers need to understand their wishes. It is

controversial in situations when a health care professional performs procedures or life

extending care if the patient clearly desires minimal or comfort measures only.

22. Advanced Directives
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An advance directive is a legal document that a patient signs defining the type of health

treatment and care they would like to receive in various health situations that may arise.

For example, the directives would describe the kind of care a patient wishes to receive in

the event that they contract an illness that they are unlikely to recover from, or if they are

permanently unconscious. Different health situations may warrant different directives

from the patient.

A living will is a type of advanced directive. It is a legal document that a competent

individual freely signs defining the type of medical treatment and care they would like to

receive in the event that their health stability should decrease such that they are no longer

capable of making important health decisions on their own behalf. A living will does not

give anyone else a legal right or responsibility to make health care decisions on the

behalf of a patient .

Without written documentation that expresses the patient's wishes, confusion can occur,

leading to errors in providing or withholding the care of the patient. This error may lead

to ignoring of patient autonomy.

23. Truth Telling

Patients may have a right to know the truth from health care professionals about their

diagnosis and prognosis.

24. Scarce Medical Resources

There are limited resources in health care, which present ethical dilemmas for those who

work in this field. One aspect of providing ethical care is for nurses and health

professionals to avoid duplication and wasteful use of resources. For example, while

some medical tests may be needed to provide safe care, multiple tests may be wasteful

without providing useful information. However, the cost of safety equipment such as a

bed that alarms when the patient is out of bed, or use of pumps to provide medications

may be justified by preventing medication errors or falls.

Topic : Vital Signs
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Topic Objective:

At the end of the topic student will able to understand:

 Sixth sign

 Fifth sign

 Additional signs

 Primary four

Definition/Overview:

Vital signs are measures of various physiological statistics often taken by health

professionals in order to assess the most basic body functions. Vital signs are an essential

part of a case presentation.

Key Points:

1. 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

The equipment needed is a thermometer, a sphygmomanometer, and a watch.

Though a pulse can often be taken by hand, a stethoscope may be required for a patient

with a very weak pulse.

2. Additional signs

While various additional signs have been proposed, none have been officially universally

adopted due to the expense in obtaining equipment required to diagnose and the

difficulty in training entry-level professionals.

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

33
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



3. Fifth sign

The phrase "fifth vital sign" usually refers to pain, as perceived by the patient on a Pain

scale of 0-10. For example, the Veterans Administration made this their policy in 1999.

However, some doctors have noted that pain is actually a subjective symptom, not an

objective sign, and therefore object to this classification.

Other sources include pulse oximetry as their fifth sign.

Some sources consider pupil size, equality, and reactivity to light to be a vital sign as

well.

4. Sixth sign

There is no standard "sixth vital sign", and the use is much more informal and discipline-

dependent than with the above, but some proposals (excluding the fifth sign candidates

above) include:

 Urinary continence

 End-tidal CO2

 Emotional distress

 Spirometry

 Glucose

 Functional Status

 Intracranial pressure

 Skin signs (color)

Topic : Physical Assessment

Topic Objective:

At the end of the topic student will able to understand:

 Components of a nursing assessment

 Nursing history

 Psychological and social examination
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 Physical examination

 Documentation of the assessment

 Assessment tools

Definition/Overview:

Nursing assessment is the gathering of information about a patient's physiological,

psychological, sociological, and spiritual status. Stage one of the nursing process

Assessment is the first stage of the nursing process in which the nurse should carry out a

complete and holistic nursing assessment of every patient's needs, regardless of the reason

for the encounter. Usually, an assessment framework, based on a nursing model is used.

The purpose of this stage is to identify the patient's nursing problems. These problems are

expressed as either actual or potential. For example, a patient who has been rendered

immobile by a road traffic accident may be assessed as having the "potential for impaired

skin integrity related to immobility".

Key Points:

1. Components of a nursing assessment

1.1. Nursing history

Taking a nursing history prior to the physical examination allows a nurse to establish a

rapport with the patient and family. Elements of the history include:

 health status

 course of present illness including symptoms

 current management of illness

 past medical history including family's medical history

 social history

 perception of illness

2. Psychological and social examination
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The psychological examination may include;

 Clients perception (why they think they have been referred/are being assessed; what they

hope to gain from the meeting)

 Emotional health (mental health state, coping styles etc)

 Social health (accommodation, finances, relationships, genogram, employment status, ethnic

back ground, support networks etc)

 Physical health (general health, illnesses, previous history, appetite, weight, sleep pattern,

diurinal variations, alcohol, tobacco, street drugs; list any prescribed medication with

comments on effectiveness)

 Spiritual health (is religion important? If so, in what way? What/who provides a sense of

purpose?)

 Intellectual health (cognitive functioning, hallucinations, delusions, concentration, interests,

hobbies etc)

3. Physical examination

A nursing assessment includes a physical examination: the observation or measurement

of signs, which can be observed or measured, or symptoms such as nausea or vertigo,

which can be felt by the patient. The techniques used may include Inspection,Palpation,

Auscultation and Percussion in addition to the "vital signs" of temperature, blood

pressure, pulse and respiratory rate, and further examination of the body systems such as

the cardiovascular or musculoskeletal systems.

4. Documentation of the assessment

The assessment is documented in the patient's medical or nursing records, which may be

on paper or as part of the electronic medical record which can be accessed by all

members of the healthcare team.

5. Assessment tools

A range of instruments has been developed to assist nurses in their assessment role.

These include:

 the index of independence in activities of daily living
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 the Barthel index

 the Crighton Royal behaviour rating scale

 the Clifton assessment procedures for the elderly

 the general health questionnaire

 the geriatric mental health state schedule

Other assessment tools may focus on a specific aspect of the patient's care. For example,

the Waterlow score deals with a patient's risk of developing a Bedsore (decubitus ulcer),

the Glasgow Coma Scale measures the conscious state of a person, and various pain

scales exist to assess the "fifth vital sign".

Topic : Body Mechanics

Topic Objective:

At the end of the topic student will able to understand:

 Body Mechanics

 Basics

 Scope Of Practice

 Licensing, Regulations

 Health Services

Definition/Overview:

The application of kinesiology to the use of proper body movement in daily activities, to the

prevention and correction of problems associated with posture, and to the enhancement of

coordination and endurance.

Key Points:

1. Body Mechanics

Kinesiology, also known as Human Kinetics, is the science of human movement. It

focuses on how the body functions and moves. A kinesiological approach applies

scientific and evidence based medical principles towards the analysis, preservation and
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enhancement of human movement in all settings and populations. Kinesiologists work in

research, the fitness industry, clinically, and in industrial environments. It is not to be

confused with Applied Kinesiology, an alternative medicine technique.

2. Basics

 In North America, kinesiologist are conferred a Bachelor of Science degree (or higher) in

Kinesiology or Human Kinetics.

 Kinesiologists assess human movement, performance, and function by applying the sciences

of biomechanics, anatomy, physiology, and motor learning

 Kinesiologists are involved in the rehabilitation, prevention, and management of disorders to

maintain, rehabilitate, or enhance movement, function or performance in the areas of sport,

recreation, work, and exercise.

 Kinesiologists also provide consulting services, conduct research, and develop policies

related to rehabilitation, human motor performance, ergonomics, and occupational health

and safety.

3. Scope Of Practice

The practice of Kinesiology is the assessment of movement, performance, and function;

and the rehabilitation, prevention, and management of disorders to maintain, rehabilitate,

and enhance movement, performance, and function in the areas of sport, recreation,

work, exercise, and activities of daily living.

4. Licensing, Regulations

Kinesiology was made a regulated health profession in the province of Ontarioin the

summer of 2007 and similar proposals have been made for other Canadian provinces.

In the United States, the American Kinesiology Association is the national kinesiology

organization of university departments providing professional information about

kinesiology degree programs.

5. Health Services

 Health Promotion: Kinesiologists working in the health promotion industry focus on
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working with individuals to enhance the health, fitness, and well-being of the individual.

Kinesiologists can be found working in fitness facilities, personal training/corporate wellness

facilities, and industry.

 Clinical/Rehabilitation: Kinesiologists work with individuals with disabling conditions to

assist in regaining their optimal physical function. They work with individuals in their home,

fitness facilities, rehabilitation clinics, and at the worksite. They also work alongside

physiotherapists.

 Ergonomics: Kinesiologists work in industry to assess suitability of design of workstations

and provide suggestions for modifications and assistive devices.

 Health and Safety: Kinesiologists are involved in consulting with industry to identify hazards

and provide recommendations and solutions to optimize the health and safety of workers.

 Disability Management/Case Coordination: Kinesiologists recommend and provide a plan of

action to return an injured individual to their optimal function in all aspects of life.

 Management/Research/Administration/Health and Safety: Kinesiologists frequently fulfill

roles in all above areas, perform research, and manage businesses.

In Section 3 of this course you will cover these topics:
Disaster Management Bioterrorism

Pain Management

Alternative Therapies And Stress Management

Medication Administration

Nutritional Management And Ng Intubation

Specimen Collection

Diagnostic Procedures

Topic : Disaster Management Bioterrorism

Topic Objective:

At the end of the topic student will able to understand:
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Definition/Overview:

Bioterrorism is terrorism by intentional release or dissemination of biological agents

(bacteria, viruses or toxins); these may be in a naturally-occurring or in a human-modified

form.

According to the U.S. Centers for Disease Control and Prevention (CDC) 1:

A bioterrorism attack is the deliberate release of viruses, bacteria, or other germs (agents)

used to cause illness or death in people, animals, or plants. These agents are typically found

in nature, but it is possible that they could be changed to increase their ability to cause

disease, make them resistant to current medicines, or to increase their ability to be spread

into the environment. Biological agents can be spread through the air, through water, or in

food. Terrorists may use biological agents because they can be extremely difficult to detect

and do not cause illness for several hours to several days. Some bioterrorism agents, like the

smallpox virus, can be spread from person to person and some, like anthrax, cannot.

Key Points:

1. History

Biological terrorism dates as far back as ancient Roman civilization, where dead and

rotting animals were thrown into wells to poison water supplies. This early version of

biological terrorism was used to destroy enemy forces covertly. It continued on into the

14th century where the bubonic plague was used to infiltrate enemy cities, both by

instilling the fear of infection in residences, in hopes that they would evacuate, and also

to destroy defending forces that would not yield to the attack. The use of disease as a

weapon in this stage of history exhibited a lack of control aggressors had over their own

biological weapons. Primitive medical technology provided limited means of protection

for the aggressor and a battle's surrounding geographical regions. After the battle was

won, the inability to contain enemies who escaped death led to widespread epidemics

affecting not only the enemy forces, but also surrounding regions' inhabitants. Due to the

use of these biological weapons, and the apparent lack of medical advancement

necessary to defend surrounding regions from them, widespread epidemics such as the

bubonic plague quickly moved across all of Western Europe, destroying a large portion
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of its population. The victims of biological terrorism in fact became weapons themselves.

This was noted in the MiddleAges, but medical advancements had not progressed far

enough to prevent the consequences of a weapons use (Eitzen and Takafuji, 1997).

In the 15th century, smallpox was used on contaminated clothing to defeat South

American and Native American forces (Bock, 2001). Again, the use of biological

weapons, for which limited protection and containment was available, led to casualties

on both sides of battles. Bioterrorism continued to be an effective method of weakening

an adversary but it was also difficult to contain. In the Revolutionary War, colonists were

vaccinated from the smallpox virus and then used the virus to intentionally infect

enemies. This demonstrated a major advancement in the evolution of bioterrorism. Once

the ability to defend from biological warfare became possible through medical

advancement, the weapons became far more valuable.

As time continued the use of biological warfare became more and more sophisticated.

Countries were developing weapons that delivered much higher effectiveness and less

chance of infecting the wrong party. One significant enhancement in biological weapon

development was the first use of anthrax. Anthrax effectiveness was initially limited to

victims of large dosages. This became a weapon of choice because it is easily transferred,

has a high mortality rate, and could be easily obtained. Also, variants of the anthrax

bacterium can be found all around the world making it the biological weapon of choice

in the early 19th century. Another property of anthrax that helped fuel its use as a

biological weapon is its poor ability to spread far beyond the targeted population.

By the time World War I began, attempts to use anthrax were directed at animal

populations. This was ineffective. Instead, the use of poisonous mustard gas became the

biological weapon of choice. The sheer horror of its effects lead to a treaty called the

Geneva Protocol of 1925. The treaty was created to prevent the use of asphyxiating gas

as a method of biological warfare (Brooks, 2001). While this was a significant

advancement toward the prevention of biological weapon use, the treaty said nothing

about weapon development. Secretly, biological weapon development programs existed

in many nations. While no documented instances of biological weapon use exist it is

believed that this was primarily due to the programs immaturity and not the
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unwillingness to use them.

American biological weapon development began in 1942. President Franklin D.

Roosevelt placed George W. Merck in charge of the effort to create a development

program. These programs continued until 1969, when by executive order President

Richard Nixon shut down all programs related to American offensive use of biological

weapons (http://fas.org/nuke/guide/usa/cbw/bw.html).

Accusations of the use of biological weapons against North Koreawere spread during

Vietnam,however it is believed that those accusations were propaganda developed by the

North Korean regime to villainize American Armed Forces. As the 1970s passed, global

efforts to prevent the development of biological weapons and their use were widespread.

In 1972 the prohibition of development, production and stockpiling biological weapons

was developed.

In the 1980s Iraq made substantial efforts to develop and stockpile large amounts of

biological weapons. By the end of the 80s Iraqhad several sites dedicated to the research

and development of biological warfare. They began to test their findings in the late 80s.

These actions lead to the first Gulf war in which Iraqs biological weapons were

dismantled and destroyed.

Since that time, efforts to use biological warfare has been more apparent in small radical

organizations attempting to create fear in the eyes of large groups. Some efforts have

been partially effective in creating fear, due to the lack of visibility associated with

modern biological weapon use by small organizations. In 1995 a small terrorist group

launched a terrorist attack aboard a Tokyo subway. The attack killed twelve and affected

more than 5000. The response of Japanese emergency services successfully prevented an

outcome with much higher mortality rates.

In the United States a more recent biological terrorism attack occurred in 2001 when

letters laced with infectious anthrax were delivered to news media offices and the U.S

Congress (Johnston, 2005). The letters killed 5. While many believed this attack to be in

relation to Iraqs development of biological weapons, tests on the anthrax strand used in

the attack pointed to a domestic source.
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2. Types of biological agents

The CDC has defined and categorized bioterrorism agents according to priority 2 as

follows:

2.1. Category A agents

These are biological agents with both a high potential for adverse public health

impact and that also have a serious potential for large-scale dissemination. Many of

these agents require Biosafety Level 4 laboratories. The Category A agents are

anthrax, smallpox, plague, botulism, tularemia, and viral hemorrhagic fevers.

2.2. Anthrax

Anthrax is a non-contagious disease. An anthrax vaccine does exist but requires

many injections and has side effects that render it unsuitable for general use.

2.3. Smallpox

Smallpox is a highly contagious virus. It transmits easily through the atmosphere and

has a high mortality rate (20-40%). Smallpox was eliminated in the world in the

1970s, thanks to a worldwide vaccination program. However, some virus samples are

still available in Russian and American laboratories. Some believe that after the

collapse of the Soviet Union, cultures of smallpox have become available in other

countries. Although people born pre-1970 will have been vaccinated for smallpox

under the WHO program, the effectiveness of vaccination is limited since the vaccine

provides high level of immunity for only 3 to 5 years. As a biological weapon

smallpox is dangerous because of the highly contagious nature of both the infected

and their pox. Smallpox occurs only in humans, and has no external hosts or vectors.

2.4. Botulinum toxin

Botulinum toxin is one of the deadliest toxins known, and is produced by the

bacterium Clostridium botulinum. Botulism causes death by respiratory failure and

paralysis. It is not easy to obtain even though it is found in the cosmetic products
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Botox and Dysport.

2.5. Plague

Plague is a disease caused by the Yersinia pestis bacterium. Rodents are the normal

host of plague, and the disease is transmitted to humans by flea bites and

occasionally by aerosol in the form of pneumonic plague. The disease has a history

of use in biological warfare dating back many centuries, and is considered a threat

due to its ease of culture and ability to remain in circulation among local rodents for

a long period of time.

3. Viral hemorrhagic fever

This includes the Filoviridae (containing the Marburgand Ebola genera), and the

Arenaviridae (for example Lassa or Machupo). Ebola has fatality rates ranging from 50-

90%. No cure currently exists, although vaccines are in development. The United

Statesand the erstwhile Soviet Union both investigated the use of Ebola for biological

warfare, and the Aum Shinrikyo group possessed cultures of the virus. Ebola kills its

victims through multiple organ failure and hypovolemic shock. Marburg was first

discovered in Marburg, Germany. Fatality rates range from 25-100%, and although a

vaccine is in development, no treatments currently exist aside from supportive care. The

Arenaviruses have a greatly reduced fatality rate, but a larger presence, chiefly in central

Africa and South America. Many of the Arenaviruses can be aerosol transmitted, making

them particularly viable for bioterrorism.

4. Tularemia

Tularemia, or rabbit fever, has a very low fatality rate if treated, but can severely

incapacitate. The disease is caused by the Francisella tularensis bacterium. It has been

widely produced for biological warfare due to its highly infective nature, and ease of

aerosolization.

5. Category B agents
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Category B agents are moderately easy to disseminate and have low mortality rates.

Brucellosis (Brucella species) Brucellosis is an infectious disease caused by the bacteria

of the genus Brucella. These bacteria are primarily passed among animals, and they

cause disease in many different vertebrates. Various Brucella species affect sheep, goats,

cattle, deer, elk, pigs, dogs, and several other animals. Humans become infected by

coming in contact with animals or animal products that are contaminated with these

bacteria. In humans brucellosis can cause a range of symptoms that are similar to the flu

and may include fever, sweats, headaches, back pains, and physical weakness. Severe

infections of the central nervous systems or lining of the heart may occur. Brucellosis

can also cause long-lasting or chronic symptoms that include recurrent fevers, joint pain,

and fatigue

 * Epsilon toxin of Clostridium perfringens

 * Food safety threats (e.g., Salmonella species, E coli O157:H7, Shigella, Stash)

 Glanders (Burkholderia mallei)

 Melioidosis (Burkholderia pseudomallei)

 Psittacosis (Chlamydia psittaci)

 Q fever (Coxiella burnetii)

 Ricin toxin from Ricinus communis (castor beans)

 Staphylococcal enterotoxin B

 Typhus (Rickettsia prowazekii)

 Viral encephalitis (alphaviruses, e.g.: Venezuelan equine encephalitis, eastern equine

encephalitis, western equine encephalitis)

 Water supply threats (e.g., Vibrio cholerae, Cryptosporidium parvum)

6. Category C agents

Category C agents are pathogens that might be engineered for mass dissemination

because they are easy to produce and have potential for high morbidity or mortality

(examples: nipah virus, hantavirus and multi-drug resistant Tuberculosis (MTB).

7. Modern bioterrorist incidents
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1915-16 livestock sabotage by Germany:

Dr Anton Dilger, a German-American physician, worked for Germanyin the U.S. (

Chevy Chase and Baltimore) in 1915 and 1916 with cultures of anthrax and glanders

with the intention of biological sabotage on behalf of the German government. Other

German agents are known to have undertaken similar sabotage efforts during WWI in

Norway, Spain,Romania and Argentina.

8. 1984 Rajneeshee Salmonella attack

In 1984, followers of the Bhagwan Shree Rajneesh attempted to control a local election

by incapacitating the local population by infecting salad bars in eleven restaurants,

doorknobs, produce in grocery stores and other public domains with Salmonella

typhimurium in the city of The Dalles,Oregon. The attack caused about 751 people to get

sick (no fatalities). This incident was the first known bioterrorist attack in the United

States in the 20th century.

9. 2001 Anthrax Attack

In September and October of 2001, several cases of anthrax broke out in the United

Statesin the 2001 anthrax attacks, caused deliberately. This was a well-publicized act of

bioterrorism. It motivated efforts to define biodefense and biosecurity, where more

limited definitions of biosafety had focused on unintentional or accidental impacts of

agricultural and medical technologies.

Topic : Pain Management

Topic Objective:

At the end of the topic student will able to understand:

 Types of pain

 Method

 Medical Specialties

Definition/Overview:
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Pain management (also called pain medicine) is the medical discipline concerned with the

relief of pain.

Key Points:

1. Types of pain

Acute pain, such pain resulting from trauma, often has a reversible cause and may

require only transient measures and correction of the underlying problem. In contrast,

chronic pain often results from conditions that are difficult to diagnose and treat, and that

may take a long time to reverse. Some examples include cancer, neuropathy, and referred

pain. Often, pain pathways (nociceptors) are set up that continue to transmit the sensation

of pain even though the underlying condition or injury that originally caused pain has

been healed. In such situations, the pain itself is frequently managed separately from the

underlying condition of which it is a symptom, or the goal of treatment is to manage the

pain with no treatment of any underlying condition (e.g. if the underlying condition has

resolved or if no identifiable source of the pain can be found).

2. Method

Pain management generally benefits from a multidisciplinary approach that includes

pharmacologic measures (analgesics such as narcotics or NSAIDs and pain modifiers

such as tricyclic antidepressants or anticonvulsants), non-pharmacologic measures (such

as interventional procedures, physical therapy and physical exercise, application of ice

and/or heat), and psychological measures (such as biofeedback and cognitive therapy).

The World Health Organization (WHO) recommended a pain ladder for managing

analgesia which was first described for usage in cancer pain, but can be used by medical

professionals as a general principle when dealing with analgesia for any type of pain.

3. Medical Specialties

Pain management practitioners come from all fields of medicine. Most often, pain

fellowship trained physicians are anesthesiologists, neurologists, physiatrists or

psychiatrists. Some practitioners focus more on the pharmacologic management of the

patient, while others are very proficient at the interventional management of pain.
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Interventional procedures - typically used for chronic back pain - include: epidural

steroid injections, facet joint injections, neurolytic blocks, Spinal Cord Stimulators and

intrathecal drug delivery system implants, etc. Over the last several years the number of

interventional procedures done for pain has grown to a very large number.

As well as medical practitioners, the area of pain management may often benefit from

the input of Physiotherapists, Chiropractors, Clinical Psychologists and Occupational

therapists, amongst others. Together the multidisciplinary team can help create a package

of care suitable to the patient. One of the pain management modalities are trigger point

injections and nerve blocks utilizing long acting anesthetics and small doses of steroids.

Topic : Alternative Therapies And Stress Management

Topic Objective:

At the end of the topic student will able to understand:

 Historical Foundations

 Models Of Stress Management

 Health Realization/Innate Health Model

 Techniques Of Stress Management

 Measuring Stress

 Effectiveness Of Stress Management

Definition/Overview:

Stress management encompasses techniques intended to equip a person with effective coping

mechanisms for dealing with psychological stress, with stress defined as a person's

physiological response to an internal or external stimulus that triggers the fight-or-flight

response. Stress management is effective when a person utilizes strategies to cope with or

alter stressful situations.
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Key Points:

1. Historical Foundations

Walter Cannon and Hans Selye used animal studies to establish the earliest scientific

basis for the study of stress. They measured the physiological responses of animals to

external pressures, such as heat and cold, prolonged restraint, and surgical procedures,

then extrapolated from these studies to human beings.

Subsequent studies of stress in humans by Richard Rahe and others established the view

that stress is caused by distinct, measureable life stressors, and further, that these life

stressors can be ranked by the median degree of stress they produce (leading to the

Holmes and Rahe Stress Scale). Thus, stress was traditionally conceptualized to be a

result of external insults beyond the control of those experiencing the stress. More

recently, however, it has been argued that external circumstances do not have any

intrinsic capacity to produce stress, but instead their effect is mediated by the individual's

perceptions, capacities, and understanding.

2. Models Of Stress Management

2.1. Transactional Model

Richard Lazarus and Susan Folkman suggested in 1984 that stress can be thought of

as resulting from an imbalance between demands and resources or as occurring

when pressure exceeds one's perceived ability to cope. Stress management was

developed and premised on the idea that stress is not a direct response to a stressor

but rather one's resources and ability to cope mediate the stress response and are

amenable to change, thus allowing stress to be controllable.

In order to develop an effective stress management programme it is first necessary to

identify the factors that are central to a person controlling his/her stress, and to

identify the intervention methods which effectively target these factors. Lazarus and

Folkman's interpretation of stress focuses on the transaction between people and

their external environment (known as the Transactional Model). The model

conceptualizes stress as a result of how a stressor is appraised and how a person
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appraises his/her resources to cope with the stressor. The model breaks the stressor-

stress link by proposing that if stressors are perceived as positive or challenging

rather than a threat, and if the stressed person is confident that he/she possesses

adequate rather than deficient coping strategies, stress may not necessarily follow

the presence of a potential stressor. The model proposes that stress can be reduced

by helping stressed people change their perceptions of stressors, providing them

with strategies to help them cope and improving their confidence in their ability to

do so.

3. Health Realization/Innate Health Model

The health realization/innate health model of stress is also founded on the idea that stress

does not necessarily follow the presence of a potential stressor. Instead of focusing on

the individual's appraisal of so-called stressors in relation to his or her own coping skills

(as the transactional model does), the health realization model focuses on the nature of

thought, stating that it is ultimately a person's thought processes that determine the

response to potentially stressful external circumstances. In this model, stress results from

appraising oneself and one's circumstances through a mental filter of insecurity and

negativity, whereas a feeling of well-being results from approaching the world with a

"quiet mind," "inner wisdom," and "common sense".

This model proposes that helping stressed individuals understand the nature of thought--

especially providing them with the ability to recognize when they are in the grip of

insecure thinking, disengage from it, and access natural positive feelings--will reduce

their stress.

4. Techniques Of Stress Management

There are several ways of coping with stress. Some techniques of time management may

help a person to control stress. In the face of high demands, effective stress management

involves learning to set limits and to say "No" to some demands that others make.

Techniques of stress management will vary according to the theoretical paradigm

adhered to, but may include some of the following:

 Autogenic training
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 Cognitive therapy

 Conflict resolution

 Exercise

 Meditation

 Deep breathing

 Nootropic

 Relaxation techniques

 Fractional relaxation

 Progressive relaxation

 Stress balls

 Natural medicine

 Clinically validated alternative treatments

 Time management

 Listening to certain types of relaxing music, particularly:

 New Age music

 Classical music

5. Measuring Stress

Levels of stress can be measured. One way is through the use of the Holmes and Rahe

Stress Scale to rate stressful life events. Changes in blood pressure and galvanic skin

response can also be measured to test stress levels, and changes in stress levels. A digital

thermometer can be used to evaluate changes in skin temperature, which can indicate

activation of the fight or flight response drawing blood away from the extremities. Stress

management has physiological and immune benefit effects.

6. Effectiveness Of Stress Management

Positive outcomes are observed using a combination of non-drug interventions:

 treatment of anger or hostility,

 autogenic training

 talking therapy (around relationship or existential issues)

 biofeedback
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 cognitive therapy for anxiety or clinical depression

Topic : Medication Administration

Topic Objective:

At the end of the topic student will able to understand:

 Classification

 Types of medicines:

 Types of medication

 For the cardiovascular system

 For the gastrointestinal tract or digestive system

 For the central nervous system

 For pain & consciousness (analgesic drugs)

 For musculo-skeletal disorders

 For the ear, nose and oropharynx

 For the respiratory system

Definition/Overview:

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. Medication is 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.

Key Points:
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1. Classification

Medication can be usually classified in various ways, e.g. by its chemical properties,

mode of administration, or biological system affected. An elaborate and widely used

classification system is the Anatomical Therapeutic Chemical Classification System

(ATC system).

2. Types of medicines:

 Antipyretics : reducing fever (pyrexia)

 Analgesics : painkillers

 Anti-malarial drugs : treating malaria

 Antibiotics : inhibiting germ growth

 Antiseptics : prevention of germ growth near burns, cuts and wounds

3. Types of medication

4. 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

5. For the cardiovascular system

 General: beta-receptor 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.

6. For the central nervous system

hypnotic, anaesthetics, antipsychotic, antidepressant (including tricyclic antidepressants,
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monoamine oxidase inhibitor, lithium salt, selective serotonin reuptake inhibitor), anti-

emetic, anticonvulsant and antiepileptic, anxiolytic, barbiturate, movement disorder drug,

stimulant (including amphetamines), benzodiazepine, cyclopyrrolone, dopamine

antagonist, antihistamine, cholinergic, anticholinergic, emetic, cannabinoids, 5-HT

antagonist

7. For pain & consciousness (analgesic drugs)

The main classes of painkillers are NSAIDs, opioids and various orphans such as

paracetamol, tricyclic antidepressants and anticonvulsants.

8. For musculo-skeletal disorders

 NSAIDs (including COX-2 selective inhibitors), muscle relaxant, neuromuscular drug

 General: adrenergic neurone blocker, astringent, ocular lubricant

 Diagnostic: topical anesthetics, sympathomimetics, parasympatholytics, mydriatics,

cycloplegics

 Anti-bacterial: antibiotics, topical antibiotics, sulfa drugs, aminoglycosides,

fluoroquinolones

 Anti-viral:

 Anti-fungal: imidazoles, polyenes

 Anti-inflammatory: NSAIDs, corticosteroids

 Anti-allergy: mast cell inhibitors

 Anti-glaucoma: adrenergic agonists, beta-blockers, carbonic anhydrase

inhibitors/hyperosmotics, cholinergics, miotics, parasympathomimetics, prostaglandin

agonists/prostaglandin inhibitors. nitroglycerin

9. For the ear, nose and oropharynx

 sympathomimetic, antihistamine, anticholinergic, NSAIDs, steroid, antiseptic, local

anesthetic, antifungal, cerumenolyti

10. For the respiratory system

 bronchodilator, NSAIDs, anti-allergic, antitussive, mucolytic, decongestant
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 corticosteroid, beta-receptor antagonist, anticholinergic, steroid

11. For endocrine problems

androgen, antiandrogen, gonadotropin, corticosteroid, growth hormone, insulin,

antidiabetic (sulfonylurea, biguanide/metformin, thiazolidinedione, insulin), thyroid

hormones, antithyroid drugs, calcitonin, diphosponate, vasopressin analogues

12. For the reproductive system or urinary system

antifungal, alkalising agent, quinolones, antibiotic, cholinergic, anticholinergic,

anticholinesterase, antispasmodic, 5-alpha reductase inhibitor, selective alpha-1 blocker,

sildenafil, fertility medication

13. For contraception

 Hormonal contraception

 Ormeloxifene

 Spermicide

14. For obstetrics and gynecology

NSAIDs, anticholinergic, haemostatic drug, antifibrinolytic, Hormone Replacement

Therapy, bone regulator, beta-receptor agonist, follicle stimulating hormone, luteinising

hormone, LHRH

gamolenic acid, gonadotropin release inhibitor, progestogen, dopamine agonist,

oestrogen, prostaglandin, gonadorelin, clomiphene, tamoxifen, Diethylstilbestrol

15. For the skin

emollient, anti-pruritic, antifungal, disinfectant, scabicide, pediculicide, tar products,

vitamin A derivatives, vitamin D analogue, keratolytic, abrasive, systemic antibiotic,

topical antibiotic, hormones, desloughing agent, exudate absorbent, fibrinolytic,

proteolytic, sunscreen, antiperspirant, corticosteroid antibiotic, antifungal, antileprotic,

antituberculous drug, antimalarial, anthelmintic, amoebicide, antiviral, antiprotozoal
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16. For immunology

vaccine, immunoglobulin, immunosuppressant, interferon, monoclonal antibody

17. For allergic disorders

anti-allergic, antihistamine, NSAIDs

18. For Nutrition

tonic, iron preparation, electrolyte, parenteral nutritional supplement, vitamins, anti-

obesity drug, anabolic drug, haematopoietic drug, food product drug

19. For Neoplastic Disorders

cytotoxic drug, sex hormones, aromatase inhibitor, somatostatin inhibitor, recombinant

interleukins, G-CSF, erythropoietin

20. For Euthanasia

An euthanaticum is used for euthanasia and physician-assisted suicide.

Euthanasia is not permitted by law in many countries, and consequently medicines will

not be licensed for this use in those countries.

21. Legal Considerations

Medications may be divided into over-the-counter drugs (OTC) which may be available

without special restrictions, and prescription only medicine (POM), which must be

prescribed by a licensed medical practitioner. The precise distinction between OTC and

prescription depends on the legal jurisdiction.

The International Narcotics Control Board of the United Nations imposes a world law of

prohibition of certain medications. They publish a lengthy list of chemicals and plants

whose trade and consumption (where applicable) is forbidden. OTC medications are sold

without restriction as they are considered safe enough that most people will not hurt
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themselves accidentally by taking it as instructed. Many countries, such as the United

Kingdom have a third category of pharmacy medicines which can only be sold in

registered pharmacies, by or under the supervision of a pharmacist.

22. Other/related topics

Polypharmacy: suggests that multiple use of prescribed and non-prescribed medications,

(use of 5 or more), can have adverse effects on the recipient.

Zoopharmacognosy: Animal usage of drugs and non-foods.

23. Blockbuster drug

A blockbuster drug is a drug generating more than $1 billion of revenue for its owner

each year. The search for blockbusters has been the foundation of the R&D strategy

adopted by big pharmaceutical companies, but this looks set to change. New advances in

genomics, and the promise of personalized medicine, are likely to fragment the

pharmaceutical market.

A recent report from Urch Publishing estimated that about one third of the pharma

market by value is accounted for by blockbusters. About 100 products are blockbusters.

The top seller was Lipitor, a cholesterol-lowering medication marketed by Pfizer with

sales of $12.2 billion.

24. Medication Administration Recrod

A Medication Administration Record or MAR is the report that serves as a legal record

of the drugs administered to a patient at a facility by a nurse or other healthcare

professional. The nurse or healthcare professional signs off on the record at the time that

the drug or device is administered. This report also documents that appropriate therapy is

provided to the patient. They are commonly referred to as a drug chart. The actual chart

varies from hospital to hospital and country to country. However they are typically of the

format:
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 Administrative/Demographics

 Patient Name (often Surname, First name or similar)

 Patient Medical Record Number

 Ward +/- bed number

 Treating team details

 Allergies

 Other, variable - weight, special diet, oxygen therapy, application time of topical local

anaesthetic e.g. EMLA

 Prescription Details

 Drug name

 Dosage strength

 Route

 Frequency

 Prescribing doctor details, signature

 Day by day chart where carers/nurses administering medications can sign when medication

has been given

Topic : Nutritional Management And Ng Intubation

Topic Objective:

At the end of the topic student will able to understand:

 Dietary Manager Training

 NG Intubation

 Technique

 Uses

 Contraindications

 Complications

Definition/Overview:

Dietary Managers specialize in providing optimum nutritional care through foodservice
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management. They work in hospitals, long-term care, schools, correctional facilities, and

other non-commercial foodservice settings. Dietary managers are certified by the Dietary

Managers Association (DMA), a national not-for-profit association.

In order to become a dietary manager, applicants must have a composite of education and

experience that will allow them to take the Certified Dietary Manager Exam. The education

and experience, along with passing the certification exam, certify Dietary Managers.

Key Points:

1. Dietary Manager Training

Dietary Manager Training Programs allow applicants to gain the education and

experience needed to sit for the certification exam. A Dietary Manager Training Program

consists of a minimum of 120 hours of distance education or classroom hours and a

minimum of 150 hours of field experience. A Registered Dietitian oversees the entire

field experience process. Training programs consist of the following curriculum:

 Nutrition and Medical Nutrition Therapy

 Management of Foodservice Operations

 Human Resource Management

 Sanitation and Food Safety.

2. NG Intubation

Nasogastric intubation is a medical process involving the insertion of a plastic tube

(nasogastric tube, NG tube) through the nose, past the throat, and down into the stomach.

3. Technique

Before an NG tube is inserted, the Health Care Provider - most often the nurse, must

measure with the tube from the tip of the patient's nose, to their ear and down to the

xyphoid process. Then the tube is marked at this level to ensure that the tube has been

inserted far enough into the patient's stomach. The end of a plastic tube is lubricated and

inserted into one of the patient's anterior nares. It is then moved through the nasal cavity

and down into the throat. Once the tube is past the pharynx, it is rapidly inserted down
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into the stomach.

During the tube's insertion, the patient may gag; in this situation the patient is given

water to drink, and the tube continues to be inserted as the patient swallows. Great care

must be taken to ensure that it has not passed through the windpipe and down into the

lungs. To ensure proper placement it is recommended (though not unequivocally

confirmed) that injection of air into the tube be performed, if the air is heard in the

stomach with a stethoscope, then the tube is in the correct position. Another method is to

aspirate fluid from the tube with a syringe. This fluid is then tested with pH paper (note

not litmus paper) to determine the acidity of the fluid. If the pH is 5.5 or below then the

tube is in the correct position. If this is not possible then correct verification of tube

position is obtained with an X-ray of the chest/abdomen.This is the most reliable means

of insuring proper placement of a NG tube. If the tube is to remain in place then a tube

position check is recommended before each feed and at least once per day.

4. Uses

The main use of a nasogastric tube is for feeding and for administering drugs and other

oral agents (such as activated charcoal and radiographic contrast material). For drugs and

for minimal quantities of liquid, a syringe is used for injection into the tube. For

continuous feeding, a gravity based system is employed, with the solution placed higher

than the patient's stomach. If accrued supervision is required for the feeding, the tube is

often connected to an electronic pump which can control and measure the patient's intake

and signal any interruption in the feeding.

Treatment for Superior Mesenteric Artery Syndrome or severe anorexia can include

nasogastric feeding to stabilize body weight.

Nasogastric aspiration (suction) is the process of draining the stomach's contents via the

tube. Nasogastric aspiration is mainly used to remove gastric secretions and swallowed

air in patients with gastrointestinal obstructions. Nasogastric aspiration can also be used

in poisoning situations when a potentially toxic liquid has been ingested, for preparation

before surgery under anesthesia, and to extract samples of gastric liquid for analysis.

If the tube is to be used for continuous drainage, it is usually appended to a collector bag
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placed below the level of the patient's stomach; gravity empties the stomach's contents. It

can also be appended to a suction system,however this method is often restricted to

emergency situations, as the constant suction can easily damage the stomach's lining.

It has also been used in GuantanamoBay detention camp to force feed at least one

prisoner.

5. Contraindications

Nasogastric intubation is contraindicated (inadvisable) in patients with base of skull

fractures, severe facial fractures especially to the nose and obstructed esophagus and/or

obstructed airway.

6. Complications

Minor complications include nose bleeds, sinusitis, and a sore throat. Sometimes more

significant complications occur including erosion of the nose where the tube is anchored,

esophageal perforation, pulmonary aspiration, a collapsed lung, or intracranial placement

of the tube.

In Section 4 of this course you will cover these topics:
Urinary Elimination

Bowel Elimination

Heat And Cold Therapies

Wound Care And Dressings

Respiratory Care

Circulatory Maintenance

Intravenous Therapy

Topic : Urinary Elimination

Topic Objective:

At the end of the topic student will able to understand:

 Anatomy of the bladder and outlet

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

61
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



 Physiology of urination

 Storage phase

 Voiding phase

 Voluntary control

 Experience of urination

 Disorders of urination

 Effects of deafferentation

 Effects of spinal cord transection

 Clinical conditions

 Male urination

 Female urination

 Urination after injury

Definition/Overview:

Urination, also known as micturition, voiding, and, more rarely, emiction, is the process of

disposing urine from the urinary bladder through the urethra to the outside of the body. In

healthy adults, the process of urination is under voluntary control; in infants and individuals

with neurological injury, urination may occur as an involuntary reflex.

Key Points:

1. Anatomy Of The Bladder And Outlet

The main organs involved in urination are the bladder and the urethra. The smooth

muscle of the bladder, known as the detrusor, is innervated by sympathetic nervous

system fibers from the lumbar spinal cord and parasympathetic fibers from the sacral

spinal cord. Fibers in the pelvic nerves constitute the main afferent limb of the

voiding reflex; the parasympathetic fibers to the bladder that constitute the excitatory

efferent limb also travel in these nerves. Part of the urethra is surrounded by the

external urinary sphincter, which is innervated by somatic fibers originating in the

sacral cord, in an area termed Onuf's nucleus.
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Muscle bundles pass on either side of the urethra, and these fibers are sometimes

called the internal urethral sphincter, although they do not encircle the urethra.

Farther along the urethra is a sphincter of skeletal muscle, the sphincter of the

membranous urethra (external urethral sphincter). The bladder's epithelium is termed

transitional epithelium which contains a superficial layer of dome-like cells and

multiple layers of stratified cuboidal cells underneath when evacuated. When the

bladder is fully distended the superficial cells become squamous (flat) and the

stratification of the cuboidal is reduced in order to provide lateral stretching.

2. Physiology Of Urination

The physiology of micturition and the physiologic basis of its disorders are subjects about

which there is much confusion, especially at the supraspinal level. Micturition is

fundamentally a spinobulbospinal reflex facilitated and inhibited by higher brain centers and,

like defecation, subject to voluntary facilitation and inhibition.

In healthy individuals, the lower urinary tract has two discrete phases of activity: the storage

phase, when urine is stored in the bladder; and the voiding phase, when urine is released

through the urethra. The state of the reflex system is dependent on both a conscious signal

from the brain and the firing rate of sensory fibers from the bladder and urethra. At low

bladder volumes, afferent firing is low, resulting in excitation of the outlet (the sphincter and

urethra), and relaxation of the bladder. At high bladder volumes, afferent firing increases,

causing a conscious sensation of urinary urge. When the individual is ready to urinate, he or

she consciously initiates voiding, causing the bladder to contract and the outlet to relax.

Voiding continues until the bladder empties completely, at which point the bladder relaxes

and the outlet contracts to re-initiate storage. The muscles controlling micturition are

controlled by the autonomic and somatic nervous systems. During the storage phase the

internal urethral sphincter remains tense and the detrusor muscle relaxed by sympathetic

stimulation. During micturition, parasympathetic stimulation causes the detrusor muscle to

contract and the internal urethral sphincter to relax. The external urethral sphincter (sphincter

urethrae) is under somatic control and is consciously relaxed during micturition.

In infants, voiding occurs involuntarily (as a reflex). The ability to voluntarily inhibit

micturition develops at the age of 2-3 years, as control at higher levels of the central nervous
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system develops. In the adult, the volume of urine in the bladder that normally initiates a

reflex contraction is about 300-400 ml.

3. Storage Phase

During storage, bladder pressure stays low, because of the bladder's highly compliant

nature. A plot of bladder (intravesical) pressure against the volume of fluid in the bladder

(called a cystometrogram) will show a very slight rise as the bladder is filled. This

phenomenon is a manifestation of the law of Laplace, which states that the pressure in a

spherical viscus is equal to twice the wall tension divided by the radius. In the case of the

bladder, the tension increases as the organ fills, but so does the radius. Therefore, the

pressure increase is slight until the organ is relatively full. The bladder smooth muscle

has some inherent contractile activity; however, when its nerve supply is intact, stretch

receptors in the bladder wall initiate a reflex contraction that has a lower threshold than

the inherent contractile response of the muscle.

Action potentials carried by sensory neurons from stretch receptors in the urinary bladder

wall travel to the sacral segments of the spinal cord through the pelvic nerves. Since

bladder wall stretch is low during the storage phase, these afferent neurons fire at low

frequencies. Low-frequency afferent signals cause relaxation of the bladder by inhibiting

sacral preganglionic neurons and exciting lumbar sympathetic preganglionic neurons.

Conversely, afferent input causes contraction of the sphincter through excitation of

Onuf's nucleus, and contraction of the bladder neck and urethra through excitation of the

sympathetic preganglionic neurons.

As the bladder becomes full, afferent firing increases, yet the micturition reflex can be

voluntarily inhibited until it is appropriate to begin voiding (e.g. a bathroom is reached).

4. Voiding Phase

 Voiding begins when a voluntary signal is sent from the brain to begin urination, and

continues until the bladder is empty.

 Bladder afferent signals ascend the spinal cord to the periaqueductal gray, where they project

both to the pontine micturition center and to the cerebrum . At a certain level of afferent

activity, the conscious urge to void becomes difficult to ignore. Once the voluntary signal to
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begin voiding has been issued, neurons in pontine micturition center fire maximally, causing

excitation of sacral preganglionic neurons. The firing of these neurons causes the wall of the

bladder to contract; as a result, a sudden, sharp rise in pressure in intravesical pressure

occurs. The pontine micturition center also causes inhibition of Onuf's nucleus, resulting in

relaxation of the external urinary sphincter. When the external urinary sphincter is relaxed

urine flows from the urinary bladder when the pressure there is great enough to force urine to

flow through the urethra. The micturition reflex normally produces a series of contractions of

the urinary bladder.

 The flow of urine through the urethra has an overall excitatory role in micturition, which

helps sustain voiding until the bladder is empty.

 After urination, the female urethra empties by gravity. Urine remaining in the urethra of the

male is expelled by several contractions of the bulbospongiosus muscle.

5. Voluntary Control

 The mechanism by which voluntary urination is initiated remains unsettled. One possibility

is that the voluntary relaxation of the muscles of the pelvic floor causes a sufficient

downward tug on the detrusor muscle to initiate its contraction. Another possibility is the

excitation or disinhibition of neurons in the pontine micturition center, which causes

concurrent contraction of the bladder and relaxation of the sphincter.

 There is an inhibitory area for micturition in the midbrain. After transection of the brain stem

just above the pons, the threshold is lowered and less bladder filling is required to trigger it,

whereas after transection at the top of the midbrain, the threshold for the reflex is essentially

normal. There is another facilitatory area in the posterior hypothalamus. In humans with

lesions in the superior frontal gyrus, the desire to urinate is reduced and there is also

difficulty in stopping micturition once it has commenced. However, stimulation experiments

in animals indicate that other cortical areas also affect the process.

 The bladder can be made to contract by voluntary facilitation of the spinal voiding reflex

when it contains only a few milliliters of urine. Voluntary contraction of the abdominal

muscles aids the expulsion of urine by increasing the pressure applied to the urinary bladder

wall, but voiding can be initiated without straining even when the bladder is nearly empty.

 Voiding can also be consciously interrupted once it has begun, through a contraction of the

perineal muscles and the external sphincter can be contracted voluntarily, which will prevent
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urine from passing down the urethra.

6. Experience Of Urination

 Need to urinate is experienced as an uncomfortable, full, feeling. It is highly correlated with

the fullness of the bladder. In males the feeling of the need to urinate can be sensed at the

base of the penis, even though the neural activity associated with a full bladder comes from

the bladder itself. In females the need to urinate is felt in the lower abdomen in the region of

the bladder.

 Release of urine is experienced as a lessening of the uncomfortable, full, feeling. In most

people it is a relief if their bladder is full.

 Post-micturition convulsion syndrome, the feeling of a shiver running down the spine

following urination, occurs in more than 80% of males, but also occurs in more than 55% of

females. Its explanation is unknown.

7. Disorders Of Urination

 People showing the physician Constantine the African urine samples for diagnosis

Experimentally induced disorders

 There are three major types of bladder dysfunction due to neural lesions: the type due to

interruption of the afferent nerves from the bladder; the type due to interruption of both

afferent and efferent nerves; and the type due to interruption of facilitatory and inhibitory

pathways descending from the brain. In all three types the bladder contracts, but the

contractions are generally not sufficient to empty the viscus completely, and residual urine is

left in the bladder. Paruresis, also known as shy bladder syndrome, is an example of a

bladder interruption from the brain that often causes total interruption until the person has

left a public area.

8. EffectsOf Deafferentation

When the sacral dorsal roots are cut in experimental animals or interrupted by diseases of

the dorsal roots such as tabes dorsalis in humans, all reflex contractions of the bladder

are abolished. The bladder becomes distended, thin-walled, and hypotonic, but there are

some contractions because of the intrinsic response of the smooth muscle to stretch.
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EffectsOf Denervation

When the afferent and efferent nerves are both destroyed, as they may be by tumors of

the cauda equina or filum terminale, the bladder is flaccid and distended for a while.

Gradually, however, the muscle of the "decentralized bladder" becomes active, with

many contraction waves that expel dribbles of urine out of the urethra. The bladder

becomes shrunken and the bladder wall hypertrophied. The reason for the difference

between the small, hypertrophic bladder seen in this condition and the distended,

hypotonic bladder seen when only the afferent nerves are interrupted is not known. The

hyperactive state in the former condition suggests the development of denervation

hypersensitization even though the neurons interrupted are preganglionic rather than

postganglionic.

9. EffectsOf Spinal Cord Transection

During spinal shock, the bladder is flaccid and unresponsive. It becomes overfilled, and

urine dribbles through the sphincters (overflow incontinence). After spinal shock has

passed, the voiding reflex returns, although there is, of course, no voluntary control and

no inhibition or facilitation from higher centers when the spinal cord is transected. Some

paraplegic patients train themselves to initiate voiding by pinching or stroking their

thighs, provoking a mild mass reflex. In some instances, the voiding reflex becomes

hyperactive. Bladder capacity is reduced, and the wall becomes hypertrophied. This type

of bladder is sometimes called the spastic neurogenic bladder. The reflex hyperactivity is

made worse by, and may be caused by, infection in the bladder wall.

10. Clinical Conditions

 Many clinical conditions can cause disturbances to normal urination. Here is a partial list:

 Urinary incontinence, or the inability to hold urine

 Stress urinary incontinence, incontinence that occurs as a result of external mechanical

disturbances

 Urge urinary incontinence, incontinence that occurs as a result of the uncontrollable urge to

urinate

 Mixed urinary incontinence, a combination of the two types of incontinence

 Urinary retention, the inability to initiate urination
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 Overactive bladder, a strong urge to urinate, usually accompanied by detrusor overactivity

 Interstitial cystitis, a condition characterized by urinary frequency, urgency, and pain

 Prostatitis, a supposed inflammation of the prostate gland that can cause urinary frequency,

urgency, and pain

 Benign prostatic hyperplasia, an enlargement of the prostate that can cause urinary

frequency, urgency, retention, and the dribbling of urine

 Urinary tract infection, which can cause urinary frequency and dysuria

 Oliguria refers to a low urine output, usually due to a problem with the upper urinary tract

 Anuria refers to absent or almost absent urine output.

 Urination techniques

 Due to the differences in where the urethra ends, males and females use different techniques

for urination.

11. Male Urination

Because of the flexible and protruding nature of the penis, it is simple to control the

direction of the urine stream. This makes it easy to urinate while standing; many males

urinate this way. Extant foreskin (acropostheon) may block the direct path of the

outgoing stream by causing turbulence, resulting in a slower but thicker stream of urine

that may also dribble. A retracted or absent foreskin may have a more focused stream of

urine that travels at the same speed it exits the urethra. When a male is done urinating, he

will usually shake and/or gently squeeze his penis to expel the excess urine trapped in the

opening of the foreskin or on the glans. Trousers usually have a fly allowing men to

urinate without lowering the whole trousers: The fly has buttons or a zipper. Either just

the fly is opened or also the fastening at the waist. If underpants are worn, the fly of the

underpants is used or their front-side is lowered. All combinations are possible. Trousers

without a fly, like some jogging trousers, usually have an elastic waist band allowing

lowering the front side like underpants. When out in public, many men urinate into a

urinal, while at home they will usually urinate into a toilet. Urinals are uncommon in

private dwellings, although their lack of standing water is environmentally beneficial and

makes urination into them quiet.

12. Female Urination
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In females, the urethra opens straight into the vulva. Because of this, the urine does not

exit at a distance from her body and is therefore very hard to control. Because of surface

tension in the urine, the easiest method is to rely simply on gravitational force to take

over once the urine has exited her body. This can easily be achieved if the female is

sitting on a toilet. When sitting, it helps if the female leans forward and keeps her legs

together, as this helps direct her stream downwards. When not urinating into a toilet,

squatting is the easiest way for a female to direct her urine stream. Some females use one

or both hands to focus the direction of the urine stream, which is more easily achieved

while in the squatting position.

Women who wear pants, trousers, or shorts will need to lower these garments to urinate.

Women wearing skirts or dresses only need to raise them to their waists to urinate, just

lowering the underpants. While urinating in the squatting position, pants are often just

lowered to the midst of the thighs, and some women lift the midst of the lowered

underpants up. Some women hold the front of their underpants or bikinipants to the side,

hence not having to lower them.

It is possible for many females to urinate standing while spreading their legs. This

technique for urinating while standing can be common when females often wear a

sarong, skirt, or other such open bottomed garments, and either wear no underwear, or

remove it. It is considered normal for females to urinate like this in many parts of Africa,

whereas in contrast, it is not completely accepted in countries such as Indiawhere it also

occurs in some areas. In Africa, even signs which forbid public urination often show a

picture of a female urinating while standing. . It is mostly in West Africa, like Ghana and

Nigeria, that it is considered normal for a female to urinate standing up. In many other

parts it mostly occurs in the countryside or not at all.

Though uncommon, it is possible for females to urinate standing up in a way similar to

that of males. This may be done by spreading the labia minora open in a certain way and

orienting the pelvis at an angle and rapidly forcing the urine stream out. An alternative

method is to use a tool known as a female urination device to assist.

13. Urination AfterInjury

Occasionally, if a male's penis is damaged or removed, or a female's genitals/urinary
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tract is damaged, other urination techniques must be used. Most often in such cases,

doctors will reposition the urethra to a location where urination can still be

accomplished, usually in a position that would only promote urination while

seated/squatting, though a permanent urinary catheter may rarely be used in some cases.

Topic : Bowel Elimination

Topic Objective:

At the end of the topic student will able to understand:

 Forms

 Indeterminate Colitis

 Symptoms And Diagnosis

 Treatment

 Prognosis

 Recent Findings

Definition/Overview:

In medicine, inflammatory bowel disease (IBD) is a group of inflammatory conditions of the

large intestine and, in some cases, the small intestine.

Key Points:

1. Forms

The main forms of IBD are Crohn's disease and ulcerative colitis (UC). Accounting for

far fewer cases are other forms of IBD:

 Collagenous colitis

 Lymphocytic colitis

 Ischaemic colitis

 Diversion colitis

 Behet's syndrome

 Infective colitis
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2. Indeterminate Colitis

 The main difference between Crohn's disease and UC is the location and nature of the

inflammatory changes. Crohn's can affect any part of the gastrointestinal tract, from mouth

to anus (skip lesions), although a majority of the cases start in the terminal ileum. Ulcerative

colitis, in contrast, is restricted to the colon and the rectum.

 Microscopically, ulcerative colitis is restricted to the mucosa (epithelial lining of the gut),

while Crohn's disease affects the whole bowel wall.

 Finally, Crohn's disease and ulcerative colitis present with extra-intestinal manifestations

(such as liver problems, arthritis, skin manifestations and eye problems) in different

proportions.

 Rarely, a definitive diagnosis of neither Crohn's disease nor ulcerative colitis can be made

because of idiosyncrases in the presentation. In this case, a diagnosis of indeterminate colitis

may be made. Although a recognised definition, not all centres refer to this.

3. Symptoms And Diagnosis

Although very different diseases, both may present with any of the following symptoms:

abdominal pain, vomiting, diarrhea, hematochezia (bright red blood in stools), weight

loss and various associated complaints or diseases like arthritis, pyoderma gangrenosum,

and primary sclerosing cholangitis. Diagnosis is generally by colonoscopy with biopsy of

pathological lesions.

4. Treatment

Depending on the level of severity, IBD may require immunosuppression to control the

symptom, such as prednisone, infliximab (Remicade), azathioprine (Imuran),

methotrexate, or 6-mercaptopurine. More commonly, treatment of IBD requires a form

of mesalamine. Often, steroids are used to control disease flares and were once

acceptable as a maintenance drug. In use for several years in Crohn's disease patients and

recently in patients with Ulcerative Colitis, biologicals has been used such as the

intravenously administered Remicade. Severe cases may require surgery, such as bowel

resection, strictureplasty or a temporary or permanent colostomy or ileostomy.

Alternative medicine treatments for bowel disease exist in various forms, however such

methods concentrate on controlling underlying pathology in order to avoid prolonged
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steroidal exposure or surgical excisement.

Usually the treatment is started by administering drugs with high anti-inflammatory

affects, such as prednisone. Once the inflammation is successfully controlled, the patient

is usually switched to a lighter drug to keep the disease in remission, such as Asacol, a

mesalamine. If unsuccessful, a combination of the aforementioned immunosuppression

drugs with a mesalamine (which may also have an anti-inflammatory effect) may or may

not be administered, depending on the patient.

5. Prognosis

While IBD can limit quality of life because of pain, vomiting, diarrhea, and other

socially unacceptable symptoms, it is rarely fatal on its own. Fatalities due to

complications such as toxic megacolon, bowel perforation and surgical complications are

also rare.

While patients of IBD do have an increased risk of colorectal cancer this is usually

caught much earlier than the general population in routine surveillance of the colon by

colonoscopy, and therefore patients are much more likely to survive.

The goal of treatment is toward achieving remission, after which the patient is usually

switched to a lighter drug with fewer potential side effects. Every so often an acute

resurgence of the original symptoms may appear: this is known as a "flare-up".

Depending on the circumstances, it may go away on its own or require medication. The

time between flare-ups may be anywhere from weeks to years, and varies wildly between

patients - a few have never experienced a flare-up.

6. Recent Findings

A recent hypothesis posits that some IBD cases are caused by an overactive immune

system attacking various tissues of the digestive tract because of the lack of traditional

targets such as parasites and worms. The number of people being diagnosed with IBD

has increased as the number of infections by parasites, such as roundworm, hookworm

and human whipworms, has fallen, and the condition is still rare in countries where

parasitic infections are common. This is similar to the hygiene hypothesis applied to
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allergies.

Initial reports suggest that "helminthic therapy" may not only prevent but even cure (or

control) IBD: a drink with roughly 2,500 ova of the Trichuris suis helminth taken twice

monthly decreased symptoms markedly in many patients. It is even speculated that an

effective "immunization" procedure could be developedby ingesting the cocktail at an

early age. Prebiotics and probiotics are showing increasing promise as treatments for

IBD) and in some studies have proven to be as effective as prescription drugs.

More recently, research has shown that IL-23 is overexpressed in tissues taken from

Mouse models of IBD. The group showed that knocking out IL-23 (heterodimer of IL-

12p40 and IL-23p19) severely reduced inflammation of the bowel, both in terms of cells

and proinflammatory cytokine production. Also, they found that a novel group of CD4+

T lymphocytes, Th17 T cells, are highly upregulated in bowels of diseased mice. Taken

together, the group shows that IL-23 but not IL-12 (IL-12p40 and IL-12p35; share a

subunit) drives innate and T cell mediated intestinal inflammation.

In 2005 New Scientist published a joint study by BristolUniversity and Bath

Universityon the apparent healing power of cannabis on IBD. Reports that cannabis

eased IBD symptoms indicated the possible existence of cannabinoid receptors in the

intestinal lining, which respond to molecules in the plant-derived chemicals. CB1

cannabinoid receptors which are known to be present in the brain exist in the endothelial

cells which line the gut, it is thought that they are involved in repairing the lining of the

gut when damaged. The team deliberately damaged the cells to cause inflammation of

the gut lining and then added synthetically produced cannabinoids; the result was that gut

started to heal: the broken cells were repaired and brought back closer together to mend

the tears. It is believed that in a healthy gut, natural endogenous cannabinoids are

released from endothelial cells when they are injured, which then bind to the CB1

receptors. The process appears to set off a wound-healing reaction, and when people use

cannabis, the cannabinoids bind to these receptors in the same way. Previous studies

have shown that CB1 receptors located on the nerve cells in the gut respond to

cannabinoids by slowing gut motility, therefore reducing the painful muscle contractions

associated with diarrhoea. The team also discovered another cannabinoid receptor, CB2,

in the guts of IBD sufferers, which was not present in healthy guts. These receptors,
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which also respond to chemicals in cannabis, appear to be associated with apoptosis

programmed cell death and may have a role in suppressing the overactive immune

system and reducing inflammation by moping up excess cells.

Topic : Heat And Cold Therapies

Topic Objective:

At the end of the topic student will able to understand:

 History of Heat therapy

 Heat Therapy Mechanism

 Cold Compression Therapy

Definition/Overview:

Heat therapy is the application of heat to the body for pain relief and health. It can take the

form of a hot cloth, hot water, ultrasound, heating pad, and many others. It can be beneficial

to those with arthritis and stiff muscles and tissue.

Key Points:

1. History of Heat therapy

Heat has been used for therapeutic purposes for thousands of years. Many ancient

civilizations worshipped figures of the sun, such as the Egyptians, who worshipped

the sun god Ra.

2. Heat Therapy Mechanism

One of the major uses is in the treatment of infection and cancers by the use of heat.

Cancer cells and many bacteria have poor mechanisms for heat regulation and are

very vulnerable to heat induced death where normal healthy human cells do not. Take

for example when your body fights off infection it produces fever (pyrexia) - a raise

in body temperature to kill off pathogens. Many human infections are yeast

(Candida) related with the production lactic and other fermented acids commonly
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causing inflammation. Increasing temperature ceases such production.

3. Cold Compression Therapy

 Cold compression therapy combines two of the principles of R.I.C.E. (Rest, Ice,

Compression, Elevation) to reduce pain and swelling from a sports or activity injury to soft

tissues. The therapy is especially useful for sprains, strains, pulled muscles and pulled

ligaments.

 Cold compression wraps should be used for 20 minutes every two hours the first day a soft

tissue injury occurs. Thereafter they should be used 2 to 3 times a day until pain and swelling

diminishes.

 Cold Compression is a combination of cryotherapy and compression, and other uses also

include surgeries.

 Topic : Wound Care And Dressings

Topic Objective:

At the end of the topic student will able to understand:

 History of Heat therapy

 Heat Therapy Mechanism

 Cold Compression Therapy

Definition/Overview:

The history of wound care spans from prehistory to modern medicine. As wounds naturally

heal by themselves, regardless of whether recovery from the scar or recovery from lost body

tissue was a possibility, hunter-gatherers would have noticed several factors and certain

herbal remedies would speed up or assist the process, especially if it was grievous. In ancient

history, this was followed by the realisation of the necessity of hygiene and the halting of

bleeding, where wound dressing techniques and surgery developed. Eventually the germ

theory of disease also assisted in improving wound care.

Key Points:
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1. Ancient Medical Practice

The treatment of acute and chronic wounds is an ancient area of specialization in medical

practice, with a long and eventful clinical history that traces its origins to ancient Egypt

and Greece. The Papyrus of Ebers, circa 1500 BC, details the use of lint, animal grease,

and honey as topical treatments for wounds. The lint provided a fibrous base that

promoted wound site closure, the animal grease provided a barrier to environmental

pathogens, and the honey served as an antibiotic agent. The Egyptians believed that

closing a wound preserved the soul and prevented the exposure of the spirit to "infernal

beings," as was noted in the Berlin papyrus. The Greeks, who had a similar perspective

on the importance of wound closure, were the first to differentiate between acute and

chronic wounds, calling them "fresh" and "non-healing", respectively. Galen of

Pergamum, a Greek surgeon who served Roman gladiators circa 120-201 A.D., made

many contributions to the field of wound care. The most important was the

acknowledgment of the importance of maintaining wound-site moisture to ensure

successful closure of the wound. There were limited advances that continued throughout

the Middle Ages and the Renaissance, but the most profound advances, both

technological and clinical, came with the development of microbiology and cellular

pathology in the 19th century.

2. Honey

Honeys antibacterial properties help promote healing infected wounds. Honey used as an

topical ointment.

3. 19th Century

The first advances in wound care in this era began with the work of Ignaz Philipp

Semmelweis, a Hungarian obstetrician who developed sterile surgical procedures, and

Louis Pasteur, a French scientist known as the "father of microbiology" for his germ

theory of disease. Semmelweis's work was furthered by an English surgeon, Joseph

Lister, who began treating his surgical gauze with carbolic acid, known today as phenol,

and subsequently dropped his surgical team's mortality rate by 45%. Building on the

success of Lister's pretreated surgical gauze, Robert Wood Johnson, co-founder of

Johnson & Johnson, began producing gauze and wound dressings treated with iodine.
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These innovations in wound-site dressings marked the first major steps forward in the

field since the advances of the Egyptians and Greeks centuries earlier. The next advances

would arise from the development of polymer synthetics for wound dressings and the

"rediscovery" of moist wound-site care protocols in the mid 20th century.

4. Wound-Site Dressing

4.1. 1950s onward

With advancements in material and tissue sciences,louis grant smells the field of

wound-site dressings increased considerably. The ability to bolster wound-site re-

epithelialization has been improved as well as improving their clinical efficacy.

With the advent of fibrous synthetics of nylon, polyethylene, polypropylene, and

polyvinyls in the 1950s, researchers and doctors in the field of wound care are able

to significantly accelerate the natural wound healing process. Following the research

and articles of George Winter and Howard Maibach in the 1960s, testing the

efficacy of synthetic "wet" polymer wound dressings, the 1970s and 1980s

represented the dawn of modern wound care treatment. In the 1990s, improvements

in composite and hybrid polymers expanded the number of available materials for

wound dressings. These improvements, coupled with the developments in tissue

engineering, have given rise to a new class of wound dressings called "living skin

equivalents." Often cited as a misnomer because they lack key components of no

louis whole living skin, "living skin equivalents" represent the future of wound

dressings and possess the potential to serve as cellular platforms for the release of

growth factors essential for proper wound healing. Other new developments have

been focusing on handling patients concerns. Affected individuals often report pain

as dominant in their lives and the pain associated with louis... ...nothingthese chronic

wounds should be handled as one of the main management priorities. Symptomatic

treatment of pain as part of patient centered concerns must go hand-in-hand with

treating the underlying etiology or cause of the wound.

 Topic : Respiratory Care

Topic Objective:
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At the end of the topic student will able to understand:

 Roles And Responsibilities

 Certification, Education, And Training

 Canada

 United States

 History

 Regulatory Bodies And Professional Societies In The United States

Definition/Overview:

Respiratory Therapy is categorized as an allied health profession in the United States and

Canada. Formerly there was distinction between Certified Respiratory Therapy Technicians

(CRTT) and Registered Respiratory Therapists (RRT), but in the United States, all

Respiratory Care Practitioners (RCP) are now called Therapists, either Certified Respiratory

Therapists (CRT) or Registered Respiratory Therapists (RRT). Respiratory Therapists (RTs)

specialize in the assessment and treatment of respiratory and cardiovascular pathologies.

These include chronic lung problems (e.g., asthma, bronchitis, emphysema, COPD), and

more acute multi-systemic problems stemming from other pathological conditions such as

heart attacks, stroke, or trauma as well as complications at birth. RTs are specialists in

airway management, mechanical ventilation, blood acid/base balance, and critical care

medicine. RTs work closely with other medical disciplines such as physicians, nurses,

speech therapists and physical therapists etc.

Key Points:

1. Roles And Responsibilities

Respiratory Therapists (RTs) can be found in hospital intensive care units ICU's,

emergency rooms (ER), operating rooms (OR), delivery rooms, and medical flight teams.

Airway and ventilator management as well as clinical assessment including acid-base

balance are the main clinical roles provided by a respiratory therapist. Their roles also

include vascular access for intravenous lines (IV), arterial line insertions for arterial

blood gas (ABG), and performing endotracheal intubation. They are an essential part of

the Code Blue (Cardiac Arrest) team. Some RTs are specially trained in helping in the
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operating room (OR), high-risk deliveries, Intra Aortic Balloon Pump management,

extracorporeal membrane oxygenation (ECMO), chest tube and central line insertion,

pulmonary function testing (PFT), and Clinical Exercise Stress Testing. Other roles

include assisting in tracheostomy and bronchoscopy procedures. RTs may also provide

an important role in the homecare environment. The homecare RT role is different from

the hospital RT role in that there are fewer technical resources available. A homecare RT

must rely more on clinical assessments and experience-related decision making when

evaluating the patient's current condition. Because of the potential for professional

isolation and with limited collaborative assistance available, homecare RTs would

benefit from hospital-based clinical experience before engaging in homecare work.

2. Certification, Education, And Training

All Respiratory Therapists are required to complete a minimum of Associate's Degree

program supported by the Committee on Accreditation for Respiratory Care (CoARC),

or its predecessor the Joint Review Committee for Respiratory Therapy Education

(JRCRTE), or accredited by the Commission on Accreditation of Allied Health

Education Programs (CAAHEP), or in Canada, by the Council on Accreditation for

Respiratory Therapy Education (CoARTE). There are four and five year Bachelor degree

programs as well as Master's degree programs offered by some schools. Therapist

holding Bachelor Degrees can go on to earn Masters degreesin health related fields such

as MPH, as well as Doctoral degrees such as a PhD, or EdD. After graduation, the

therapist must then take a national exam and obtain proper licensure for their State or

Providence .

3. Canada

In Canada, credentialing is governed by the Canadian Board for Respiratory Care

(CBRC) or also known as Le Conseil Canadien Des Soins Respiratoires (CCSR).

Therapists obtain the Registered Respiratory Therapist (RRT) credential by successfully

completing the written and clinical simulation parts of the Canadian Society of

Respiratory Therapists (CSRT) Certification Examination.

4. United States
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In the US, a two tiered system exists that is administered by the National Board for

Respiratory Care (NBRC). First a certification exam can be taken, and if passed, the

therapist is designated Certified Respiratory Therapist (CRT). After that, a written

registry exam and a separate clinical simulation exam can be taken, and if passed, will

earn the designation of Registered Respiratory Therapist (RRT). Also, further

examination for Neonatal/Pediatric Specialist may be taken allowing RT's to be

designated as Neonatal-Pediatric Specialists (CRT-NPS or RRT-NPS). CRT status with

one year experience in Neonatal or Pediatric Respiratory Care following Certification, or

RRT status is required for eligibility to take the NPS exam. Other exams that RT's are

eligible to take include Certified Pulmonary Function Technologist (CPFT), and

Registered Pulmonary Function Technologist (RPFT). Some RTs go on to become sleep

study technicians and obtain the credential of Registered Polysomnographic Sleep

Technologist (RPSGT) which is governed by the Board of Registered Polysomnographic

Technologists (BRPT).

5. History

Respiratory Therapy has grown considerably through the past four decades. There was a

time when Respiratory Therapists were on-the-job trained technicians, with little formal

education. Their main function was to ensure safe oxygen use, to administer intermittent

positive pressure breathing (IPPB) treatments, to perform cardiopulmonary resuscitation

(CPR), and to operate negative pressure (iron lung) ventilators. They were initially titled

Inhalation Therapists. With the advent of positive pressure mechanical ventilators, the

more widespread hospital provision of Neonatal and Pediatric care, more sophistocated

pulmonary function testing (PFT), a need for thoroughly trained clinical practitioners

presented itself. Over the years "respiratory technicians" have evolved to being college

and University trained clinicians who work in a variety of settings.

6. Regulatory Bodies And Professional Societies In The United States

 In the United States respiratory therapy is regulated by the individual states. All states except

for Hawaii and Alaska require licensure by the individual state, including the District of

Columbia and Puerto Rico. Others accept the accreditation granted by the NBRC . The

American Association for Respiratory Care is only professional organization in the United
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States specifically for Respiratory Care Practitioners.

 In order to be considered for admission to a respiratory therapy program, a strong high

school background (typically grades of B+ or higher) in science and math at the senior

matriculation level is usually required. The program of study varies from one school to

another, but all programs include the following:

 Courses in anatomy, physiology, pathophysiology, pharmacology, chemistry, physics,

microbiology, hemodynamics, mechanical ventilation, statistics, healthcare law, and medical

ethics are required. Pass marks are usually set high. These studies relate to all body systems.

Extra focus is spent on the respiratory, cardiovascular, neurological and renal systems.

 Class sizes are usually small and offer classroom as well as clinical "hands-on" experiences.

Some schools offer online courses. Many applicants already hold science degrees.

Traditionally there is a measurable attrition rate due to a student's failure to meet expected

performance standards. Most of the schools do not allow multiple rewrites of failed exams.

The material from the entire program must be mastered, applied and retained. There is no

"cook book" practice. RTs must think quickly under stressful situations and make the proper

life-or-death decisions. RTs function as a patient advocate, as well as a staff, physician and

patient resource. RTs function as a member of the health care team.

In Section 5 of this course you will cover these topics:
Central Vascular Access Devices

Orthopedic Interventions

Perioperative Care

End-Of-Life Care

Advanced Nursing Skills

Community-Based Nursing

 Topic : Central Vascular Access Devices

Topic Objective:

At the end of the topic student will able to understand:

 Intravenous Access Devices

 Needle And Syringe

 Peripheral Iv Lines

 Central Iv Lines
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 Peripherally Inserted Central Catheter

 Central Venous Lines

 Implantable Ports

 Forms Of Intravenous Therapy

 Intravenous Drip

 Iv Fluids

 Infusion Equipment

 Intermittent Infusion

 Risks Of Intravenous Therapy

 Infection

 Phlebitis

 Fluid Overload

 Electrolyte Imbalance

 Embolism

 Extravasation

Definition/Overview:

HyperCVAD is a chemotherapy regimen used to treat some forms of leukemia, non-Hodgkin

lymphoma (high grade) and lymphoblastic lymphoma.

Key Points:

1. Summary

The term 'hyper' refers to the hyperfractionated nature of the chemotherapy, which is

given in smaller doses, more frequently, to minimize side-effects. 'CVAD' is the acronym

of the some of the drugs used in courses A and B. The protocol was originally developed

to treat leukemia in young, fit and ambulant patients, but has since begun to be used

more widely.

2. Indications

Hyper-CVAD chemotherapy is generally reserved for use in the treatment of serious and

aggressive forms of hematological malignancy. There are serious side-effects and
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complications arising from the administration of the various agents, which require

careful management in an appropriate health-care setting. Patients who receive hyper-

CVAD receive a careful work-up to assess their overall wellness prior to the

commencement of the regime, in order to minimise undesirable outcomes. Patients

considered for the protocol will generally be under 65.

3. Administration

Each course is given up to 4 times, with up to 8 cycles in total. Each cycle is

approximately two to three weeks apart. The aim is to administer as many cycles as

possible or necessary in as short a time as possible. Timing of cycles will be somewhat

dependent on the patient's recovery from the last cycle. The regimen is usually

administered on an in-patient basis, using a continuous venous access device such as a

peripherally inserted central catheter (PICC), a hickman line or a port-a-cath. It should be

noted that the exact combination of drugs used, doses and protocols used for

administration are generally determined on a facility-by-facility basis - the following is a

general guide. Dosage is individualized, based on factors such as body-weight, body

surface area and the overall health of the patient.

4. Course A:

 Cyclophosphamide (Cytoxan) is an alkylating agent given at 300mg/m2 by IV for 3 hours (6

doses) Days 1, 2, and 3

 Vincristine (Oncovin) is a mitotic inhibitor, 2mg IV Days 4 and 11

 Doxorubicin (Adriamycin or Rubex) is an antibiotic with anti-tumour effects, 50mg/m2 IV

Day 4

 Dexamethasone is an Immunosuppressant 40mg/day IV or PO Days 1 to 4 Days 11-14

 Cytarabine or Ara-C (Cytosar) is an antimetabolite 70mg IT Day 7

 Mesna (Uromitexan) is a compound used to reduce the incidence of haemorrhagic cystitis, a

common side-effect of the administration of cyclophosphamide. It is generally given via

intravenous infusion or orally at the same time as cyclophosphamide.

 Methotrexate, an antimetabolite, may be given via the intrathecal route when it is necessary

to give chemotherapy which will pass through the blood-brain barrier. 12mg IT Day 2
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5. Course B:

 Methotrexate 1000mg/m2 IV over 24 hours Day 1

 Leucovorin 25mg/ m2 IV 24 hours after starting methotrexate infusion Q6H X 6 doses.

Leucovorin is used as a 'rescue' agent to prevent excessive cellular damage by methotrexate.

 Sodium bicarbonate 600mg PO (starting day before methotrexate) TID X 4 Days. Sodium

bicarbonate is used to produce a mild metabolic alkalosis, desirable when administering

large quantities of methotrexate. Urine pH values will be checked to ensure alkalosis prior to

the commencement of methotrexate.

 Cytarabine3000mg/m2 IV over 2 hours Q12H X 4 doses Days 2 and 3

6. Side-Effects

The side-effects of the administration of the chemotherapeutic agents used in hyper-

CVAD are complex, and are often dependent on the overall health of the patient.

7. Hematologic And Immune System

The majority of patients will experience a degree of pancytopenia, including anaemia,

thrombocytopenia, and leukopenia, due to the myelosuppressive effect of chemotherapy.

Anaemia and thrombocytopenia can cause clinical problems, and transfusion of red

blood cells and platelets may be necessary supportive therapies. Leukopenia, particularly

neutropenia may lead to profound compromise of the immune system until the number of

neutrophils recovers. Patients must therefore be vigilant to ensure that they report any

fevers to their clinician. Anti-infective drugs are commonly given as a prophylaxis

during and in-between cycles, to prevent against community acquired infections. Patients

are also at risk of hospital acquired infections, such as methicillin-resistant

staphylococcus aureus (MRSA) and Vancomycin-Resistant Enterococcus (VRE). It is

not uncommon for patients to require hospitalisation to treat infections.

8. Other Side-Effects

Hair-loss is a common side-effect. Nausea and vomiting are commonly experienced both

during and following administration. A variety of antiemetic drugs may be used,

including granisetron, ondansetron, metoclopramide and cyclizine.
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Fertility is often compromised following the administration of hyper-CVAD

chemotherapy. Patients who wish to may elect to store gametes as a contingency.

Peripheral neuropathy may be problematic following the administration of vincristine.

 Topic : Orthopedic Interventions

Topic Objective:

At the end of the topic student will able to understand:

 History

 Arthroscopy

 Joint replacement

 Pediatric orthopaedics

Definition/Overview:

Orthopedic surgery or orthopedics (also spelled orthopaedics) is the branch of surgery

concerned with acute, chronic, traumatic, overuse injuries and other disorders of the

musculoskeletal system. Orthopedic surgeons address most musculoskeletal ailments

including arthritis, trauma and congenital deformities using both surgical and non-surgical

means. Nicholas Andry coined the word "orthopaedics", derived from Greek words for

orthos ("correct", "straight") and paideia ("rearing" (usually of child)), in 1741, when at the

age of 81 he published Orthopaedia: or the Art of Correcting and Preventing Deformities in

Children. In the USthe spelling orthopedics is standard, although the majority of university

and residency programs, and even the AAOS, still useAndry's spelling. Elsewhere, usage is

not uniform; in Canada, both spellings are common; orthopaedics usually prevails in the rest

of the Commonwealth, especially in Britain.

An orthopedic (orthopaedic) oncologist is a medical doctor and surgeon who specializesin

the diagnoses and treatment of primary malignant tumors of the bones. An orthopedic

oncologist in the United States must complete 4 years of medical school. Following

graduation from medical school, the completion of an orthopedic surgical residency is

required. This residency program is typical 5 years in length and focuses on general

orthopedic surgical techniques for common orthopedic injuries. As the residency progresses,
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the level of injury, disease and trauma treated by the resident becomes increasingly complex.

By completion of the residency program, the orthopedic surgeon should be able to

competently diagnose and treat a variety of injury and trauma to the boney structures of the

body. At this point, most orthopedic physicians become attending doctors specializing in

general Orthopedic surgey. However, aspiring orthopedic surgeons who wish to sub-

specialize in orthopedic oncology must complete an additional phase to their training known

as a fellowship. A fellowship in orthopedic oncology general lasts an additional two to three

years following the completion of the residency. During this time, the physician will learn in

depth about the pathology and treatment of various forms of primary malignant neoplasm

affecting the boney structures of the human body. The physician will study directly under an

experienced attending orthopedic oncologist with one-on-one mentoring. The fellowship is

designed to be an intense immersion into a complex medical topic. Due to the relative rarity

of primary bone tumor in relation to other forms of cancer, there are fewer then two hundred

orthopedic oncologists practicing around the United States, nearly all of whom work in

major urban teaching hospitals. While general orthopedic surgeons may be qualified to

perform surgical intervention on these tumors, it is advisable when confronted with primary

malignancy of bone to seek out the treatment of an orthopedic oncologist, due to their

increased knowledge and experience dealing with these rare and very serious tumors.

Key Points:

1. History

Jean-Andre Venel established the first orthopedic institute in 1780, which was the

first hospital dedicated to the treatment of children's skeletal deformities. He is

considered by some to be the father of orthopedics or the first true orthopedist in

consideration of the establishment of his hospital and for his published methods.

Antonius Mathysen, a Dutch military surgeon, invented the plaster of Paris cast in

1851.
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Many developments in orthopedic surgery resulted from experiences during wartime.

On the battlefields of the Middle Ages the injured were treated with bandages soaked

in horses' blood which dried to form a stiff, but unsanitary, splint. Traction and

splinting developed during World War I. The use of intramedullary rods to treat

fractures of the femur and tibia was pioneered by Dr. Kuntschner of Germany. This

made a noticeable difference to the speed of recovery of injured German soldiers

during World War II and led to more widespread adoption of intramedullary fixation

of fractures in the rest of the world. However, traction was the standard method of

treating thigh bone fractures until the late 1970s when the Harborview MedicalCenter

in Seattle group popularized intramedullary fixation without opening up the fracture.

External fixation of fractures was refined by American surgeons during the Vietnam

War but a major contribution was made by Gavril Abramovich Ilizarov in the USSR.

He was sent, without much orthopedic training, to look after injured Russian soldiers

in Siberia in the 1950s. With no equipment he was confronted with crippling

conditions of unhealed, infected, and malaligned fractures. With the help of the local

bicycle shop he devised ring external fixators tensioned like the spokes of a bicycle.

With this equipment he achieved healing, realignment and lengthening to a degree

unheard of elsewhere. His Ilizarov apparatus is still used today as one of the

distraction osteogenesis methods.

David L. MacIntosh pioneered the first successful surgery for the management of the

torn anterior cruciate ligament of the knee. This common and serious injury in skiers,

field athletes, and dancers invariably brought an end to their athletics due to

permanent joint instability. Working with injured football players, Dr. MacIntosh

devised a way to re-route viable ligament from adjacent structures to preserve the

strong and complex mechanics of the knee joint and restore stability. The subsequent

development of ACL reconstruction surgery has allowed numerous athletes to return

to the demands of sports at all levels.

Modern orthopaedic surgery and musculoskeletal research has sought to make

surgery less invasive and to make implanted components better and more durable.

2. Arthroscopy
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The use of arthroscopic tools has been particularly important for injured patients.

Arthroscopy was pioneered in the early 1950's by Dr. Masaki Watanabe of Japan to

perform minimally invasive cartilage surgery and re-constructions of torn ligaments.

Arthroscopy helped patients recover from the surgery in a matter of days, rather than the

weeks to months required by conventional, 'open' surgery. Knee arthroscopy is one of the

most common operations performed by orthopedic surgeons today and is often combined

with meniscectomy or chondroplasty.

3. Joint Replacement

The modern total hip replacement was pioneered by Sir John Charnley in England in the

1960s. He found that joint surfaces could be replaced by metal or high density

polyethylene implants cemented to the bone with methyl methacrylate cement. Since

Charnley, there have been continuous improvements in the design and technique of joint

replacement (arthroplasty) with many contributors, including W. H. Harris, the son of R.

I. Harris, whose team at Harvard pioneered uncemented arthroplasty techniques with the

bone bonding directly to the implant.

Knee replacements using similar technology were started by McIntosh in rheumatoid

arthritis patients and later by Gunston and Marmor for osteoarthritis in the 1970s. The

modern knee replacement was developed by Dr. John Insall and Dr. Chitranjan Singh

Ranawat in New Yorkutilizing a fixed bearing, and by Dr Frederick Buechel and Dr

Michael Pappas utilizing a mobile bearing. Uni-compartment knee replacement, in which

only one side of an arthritic knee is replaced, is a smaller operation and has become

popular recently.

Joint replacements are available for other joints on a limited basis, most notably

shoulder, elbow, wrist, ankle, and fingers.

In recent years, surface replacement of joints, in particular the hip joint, have become

more popular amongst younger and more active patients. This type of operation delays

the need for the more traditional and less bone-conserving total hip replacement, but

carries significant risks of early failure from fracture and bone death.

One of the main problems with joint replacements is wear of the bearing surfaces of
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components. This can lead to damage to surrounding bone and contribute to eventual

failure of the implant. Use of alternative bearing surfaces has increased in recent years,

particularly in younger patients, in an attempt to improve the wear characteristics of joint

replacement components. These include ceramics and all-metal implants (as opposed to

the original metal-on-plastic). The plastic (actually ultra high molecular weight

polyethylene) can also be altered in ways that may improve wear characteristics.

4. Pediatric Orthopaedics

The treatment of children with muscoloskeletal problems remains an integral part of

modern orthopaedic surgery. Many fractures and injuries occur in children due to their

high activity level and unique immature skeleton. Treatment of fractures in children is

different than adults due to active growth plates in their bones. Damage to the growth

plate can lead to significant problems with later bone growth, and at-risk fractures have

to be monitored with care.

The treatment of scoliosis is a mainstay of pediatric orthopaedics. For poorly understood

reasons, curvature develops in the spine of some children, which if left untreated leads to

undesirable deformity and may progress to cause chronic pain and breathing problems.

The treatment of scoliosis is quite complicated and often involves a combination of

bracing and surgery.

Children have other unique musculoskeletal conditions that have been a focus of

orthopedics since Hippocrates, including conditions such as club foot and congenital

dislocation of hip (also known as developmental dysplasia of the hip). In addition,

infections in bones and joints (osteomyelitis) in children are common. In the US,

specialized hospitals such as the Shriners Hospitals for Children have provided a

substantial portion of treatment for children with musculoskeletal deformities and

diseases.

 Topic : Perioperative Care

Topic Objective:

At the end of the topic student will able to understand:
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 Perioperative Period

 Perioperative Care

Definition/Overview:

The perioperative period is the time period surrounding a patient's surgical procedure; this

commonly includes ward admission, anesthesia, surgery and recovery.

Perioperative,generally refers to the three phases of surgery preoperative, intraoperative,

postoperative. The goal of perioperative care is to provide better condition for patients before

operation, during operation and after operation

Key Points:

1. Perioperative Care

Perioperative care is a process of caring in relation to surgery, usually taken as death

within two weeks of a surgical procedure. One of the vital steps in the decision to

perform a surgical procedure is to weigh the benefits against the risks. Anaesthestists

(and internists) employ various methods in assessing whether a patient is fit for surgery,

and various statistical tools are available. Cardiovascular disease and pulmonary disease

are both associated with poor outcome of surgery.

Most hospitals have regular meetings to discuss surgical complications and perioperative

mortality. Specific cases may be investigated more closely if a preventable cause has

been identified.

In many countries, statistics are kept by mandatory reporting of perioperative mortality.

These may then be used in league tables that compare the quality of hospitals. Critics of

this system point out that perioperative mortality may not reflect poor performance but

could be caused by other factors, e.g. a high proportion of acute/unplanned surgery.

2. Perioperative Period

The perioperative period is the time period surrounding a patient's surgical procedure;

this commonly includes ward admission, anesthesia, surgery, and recovery. Perioperative
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generally refers to the three phases of surgery: preoperative, intraoperative, and

postoperative. The goal of perioperative care is to provide better conditions for patients

before operation, during operation, and after operation.

 Topic : End-Of-Life Care

Topic Objective:

At the end of the topic student will able to understand:

 Hold Their Hand

 Patient Advocate

 Good Care

 Family Dynamics

 Universal Grief

 Care Strategy

Definition/Overview:

End-Of-Life Care: In end of life care, culture and spirituality play a very important role in

terms of the desicion making to limit care, the autonomy of the patient and customs and

rituals in the preparation for death. In other words, cultural competence is of vital importance

for the well-being of the patient and their family in end of life care.

Carey & Cosgrove (2006) give an overview of these factors surrounding end of life care. In

western culture, the autonomy of the patient is given great importance and there is a focus on

the rights of the patient to be informed about their condition. In many non-western cultures,

however, there is a preference for the family to know about the condition of the patient,

giving the family the ability to decide how much they would like to disclose to the patient.

According to some cultures, e.g. Islamic cultures, it is unethical to inform the patient

directlty of their condition. Carey & Cosgrove (2006) discuss the potential difficulties of

facilitating cultural beliefs in end of life care as well.

Key Points:
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1. Care Strategy

In end of life care, culture and spirituality play a very important role in terms of the

desicion making to limit care, the autonomy of the patient and customs and rituals in the

preparation for death. In other words, cultural competence is of vital importance for the

well-being of the patient and their family in end of life care.

Carey & Cosgrove (2006) give an overview of these factors surrounding end of life care.

In western culture, the autonomy of the patient is given great importance and there is a

focus on the rights of the patient to be informed about their condition. In many non-

western cultures, however, there is a preference for the family to know about the

condition of the patient, giving the family the ability to decide how much they would like

to disclose to the patient. According to some cultures, e.g. Islamic cultures, it is unethical

to inform the patient directlty of their condition. Carey & Cosgrove (2006) discuss the

potential difficulties of facilitating cultural beliefs in end of life care as well.

When a patient reaches the end of life care, he or she is dying. The doctors can do

nothing more to help. The patient ,now considered terminal, usually has a DNR or Do

Not Resuscitate Code status. Most medical personnel have great difficulty giving end of

life care, unless he or she sees death as part of the circle of life. Some nurses consider

being with a patient as he or she dies to be a great honor. There is never a time in

someones life where being a nurse can make more of a difference.

2. Universal Grief

Experiencing the grief that comes with finding out a loved one is dying is one of the

most difficult parts of life for anyone. Families of a terminal patient do not know what to

do or how to feel or if even what they are feeling is normal. What nurses must remember

is grief is universal. Grief affects a persons whole body, physically, emotionally and

mentally. The impact of grief plays a role into how a family member acts towards other

family members and the medical staff. The best thing nurses can do is simply listen and

offer emotional support.

3. Family Dynamics
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Family dynamics are complicated and often affect the way one grieves. The bitterness

directed at a dying father may be due to unresolved anger issues based on a childhood of

alcoholism or abuse. A spouse that refuses to leave a bedside may be atoning for feelings

of guilt in a loveless marriage based on lies and cheating. Nurses are not here to judge

the patient or family and our professionalism is above that level. Our first priority is

always to protect the patient, providing care and comfort in his or her final days,

regardless of the type of person he or she may have been prior to arriving at deaths

doorway.

4. Good Care

Good physical care is still mandatory for a dying patient. Simply because a patient is

dying and may only have a few days left to live does not give medical staff a reason to

stop performing the basic activities of daily living. Good physical hygiene and oral

hygiene will provide a sense of comfort as the end draws near. A sponge bath may

soothe aches and pains unlike any pain medicines are capable of doing. Hand massages

with lotion are an amazing way to help someone forget about his constant pain, at least

temporarily, and helpsto connect with the patient while talking one on one.

5. Patient Advocate

Nurses must educate families and patients that a PCA (Patient Controlled Analgesic)

device is patient controlled. Families are not to administer medication by pushing the

button, as this can cause decreased respirations if the patient is not controlling the

amount of medication. A nurse is the patients advocate and in the end, patients deserve

adequate pain control. If the patient is having break through pain the nurse must alert the

doctor.

6. Hold Their Hand

Finally, often a dying patient will not leave until everyone has come to say goodbye or

until everyone has left the bedside. Mothers know their children would not be able to

handle that moment even though children profess the need to be there. Many patients die
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within minutes of family members leaving the bedside for the first time in weeks. When

family members leave, nurses need to sit and hold the patient's hand, because no one

should die alone. Every patient deserves the utmost respect and the gentlest of care at the

end of his or her life.

 Topic : Advanced Nursing Skills

Topic Objective:

At the end of the topic student will able to understand:

 Critical Thinking

 Problem Sensitivity

 Chemistry

 Customer and Personal Service

 Biology

 Medicine and Dentistry

 Judgment and Decision Making

 Oral Comprehension

 Reading Comprehension

 Social Perceptiveness

 Service Orientation

 Other Healthcare Workers

 Education And Regulation

Definition/Overview:

A nurse is responsiblealong with other health care professionalsfor the treatment, safety, and

recovery of acutely or chronically ill or injured people, health maintenance of the healthy,

and treatment of life-threatening emergencies in a wide range of health care settings. Nurses

may also be involved in medical and nursing research and perform a wide range of non-

clinical functions necessary to the delivery of health care. Nurses also provide care at birth

and death.

Key Points:
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1. Education And Regulation

Nursing education, regulation, roles, and titles vary in different countries, but in general

reflect an increasing level of responsibility and status. The nursing career structure does

not vary throughout the world. Typically there are several distinct levels of nursing

practitioner distinguished by increasing education, responsibility, and skills. The major

distinction is between task-based nursing and professional nursing. Nurses throughout

the world are increasingly employed as advanced practice nurses, such as clinical nurse

specialists and nurse practitioners, who diagnose health problems and prescribe

medications and other therapies. At the top of the educational ladder is the doctoral-

prepared nurse. Nurses may gain a PhD or another doctoral degree, specializing in

research, clinical nursing, and so forth. These nurses practice nursing, teach nursing, and

carry out nursing research. As the science and art of nursing has advanced, so has the

demand for doctoral-prepared nurses.

In various parts of the world, the educational background for nurses varies widely. In

some parts of eastern Europe, nurses are high school graduates with twelve to eighteen

months of training. In contrast, Chile requires any registered nurse to have at least a

bachelor's degree.

Nurses are the largest group of providers in the health care system--there are over two

million registered nurses in the United States of America (U.S.) alone, comprising about

13% of the fifteen million workers in the health care and social assistance category

tracked by the U.S. Department of Labor.

Nursing is one of the most female-dominated occupations, but the number of males

entering the profession is increasing. For example, in 2000 only 5.4% of registered

nurses in the U.S.were male, however, that percentage represents a 226% increase over

the previous two decades.. In 2007, internationally, 10.7% of registered nurses and

10.4% of licensed practical nurses were male.. Although the rise in the number of males

entering and working in the nursing profession is an ongoing trend, females continue to

predominate in nursing, as well as in the health care sector as a whole. Governments

regulate the profession of nursing to protect the public.
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2. Other Healthcare Workers

Health care settings generally involve a wide range of medical professionals who work in

collaboration with nurses.

3. Speaking

Talking to others to effectively convey information.

4. Service Orientation

Actively looking for ways to help people.

5. Social Perceptiveness

Being aware of others' reactions and understanding why they react the way they do.

6. Reading Comprehension

Understanding written sentences and paragraphs in work related documents.

7. Oral Comprehension

The ability to listen to and understand information and ideas presented through spoken

words and sentences.

8. Judgment and Decision Making

Weighing the relative costs and benefits of a potential action.

9. Medicine and Dentistry

Knowledge of the information and techniques needed to diagnose and treat injuries,

diseases, and deformities. This includes symptoms, treatment alternatives, drug

properties and interactions, and preventive health care measures.

10. Biology

Knowledge of plant and animal living tissue, cells, organisms, and entities, including
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their functions, interdependencies, and interactions with each other and the environment.

11. Customer and Personal Service

Knowledge of principles and processes for providing customer and personal services

including needs assessment techniques, quality service standards, alternative delivery

systems, and customer satisfaction evaluation techniques.

12. Chemistry

Knowledge of the composition, structure, and properties of substances and of the

chemical processes and transformations that they undergo.This includes uses of

chemicals and their interactions, danger signs, production techniques, and disposal

methods.

13. Problem Sensitivity

The ability to tell when something is wrong or is likely to go wrong. It does not involve

solving the problem, only recognizing there is a problem.

14. Critical Thinking

Using logic and analysis to identify the strengths and weaknesses of different

approaches.
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