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Welcome to the third edition of Understanding Medical
Surgical Nursing! We have fully updated all the material,
and have added exciting new information on home health
care, end-of-life care, disaster response and bioterrorism,
stroke, and more.

‘We continue to work hard to provide a text written at an
understandable level, with features that help students under-
stand, apply, and practice the challenging content required
to function as practical/vocational nurses. We are thankful to
the many students who tell us they find the book very read-
able, and actually enjoyable. We are overjoyed to hear from
several nursing programs that their NCLEX scores soared
after adopting this textbook.

We continue to emphasize understanding, critical
thinking, and application throughout the book. We believe
that a student who learns to think critically will be better
able to apply information to new situations. We hope both
students and instructors find this third edition a practical tool
for learning and understanding medical-surgical nursing.

FEATURES OF THE BOOK

We have kept our most popular features from the first two
editions, and added new ones based on reader input.

* Questions to Guide Your Reading begin each chap-
ter. In our experience, the standard objectives found
in many textbooks have little meaning and provide
little assistance to students. Literature suggests that
comprehension increases when students read guid-
ing questions before reading the text. So we have
provided a series of questions that students should
keep in mind as they read. These questions can be
translated easily back into objectives by instructors
who prefer this format.

* Special features written by actual patients, called
Patient Perspectives, were added in the second edi-
tion. Many more have been added to this edition.
These stories help to make patients’ experiences
with illness more meaningful and personal for stu-
dents.

Preface

Web links are included in the text to help students
do further research on topics of interest. Every
effort was made to use only major established web
sites that are unlikely to change in the near future.
One of our most popular features, Critical Thinking
Exercises, has been expanded to help students prac-
tice and think about what they are learning. We
have added more math calculations and documenta-
tion practice to Critical Thinking Exercises where
applicable.

Review questions at the end of each chapter have
been updated and include alternate format items to
reflect NCLEX-PN.

Suggested Answers for the Critical Thinking
Exercises and Review Questions are included.
Research supports the importance of immediate
feedback to reinforce learning, so we feel strongly
that students should have access to correct answers
while they are studying, without having to wait for
their next instructor contact. Since there can be
many answers to some of the critical thinking ques-
tions, we have provided sample answers to help
stimulate students’ thinking.

The effects of aging on body systems have been
converted from text format to a mindmap format.
We believe this visual representation is easier to
understand and apply than the traditional text.

We have changed our Nursing Process format from
text to bullet lists. It is very easy to read, clearly
stands out, and makes interventions with rationale
very clear to students.

More Learning Tips, a very popular feature in past
editions, have been added. New to the third edition
are Nursing Care Tips and Safety Tips.

JCAHO National Patient Safety Goals are reflected
in many of the safety tips to give students an intro-
duction to these safety goals.

Nursing assessment, laboratory tests, and medica-
tions have been placed in consistent tables that are
easy to read and understand.

vii
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* Summary boxes including nursing diagnoses
have been expanded and included for most major
disorders.

* A pronunciation key for new words is found at the
beginning of each chapter.

* A review of anatomy and physiology is presented at
the beginning of each unit.

* Word-building footnotes are found throughout the
chapters to make complex medical terminology eas-
ier to understand.

* Nursing care plans with geriatric considerations
have been updated.

* Boxed presentations of Cultural Considerations,
Gerontological Issues, Home Health Hints, Ethical
Considerations, and Nutrition Notes provide valu-
able supplemental information and help students
relate text material to real life situations.

* Many new photographs and drawings have been
added to illustrate important concepts.

* A comprehensive, updated glossary of new words is
included in the appendix.

TO STUDENTS: HOW TO USE
THIS BOOK

As you begin each chapter, carefully read the section labeled
Questions to Guide your Reading. Then, when you are fin-
ished reading each chapter, go back and make sure you can
answer each question.

You will find a list of new words and their pronuncia-
tions at the beginning of each chapter. These words appear
in bold at their first use in a chapter, and they also appear in
the glossary at the end of the book. By learning the mean-
ings of these words as you encounter them, you will increase
your understanding of the material.

You also will encounter other learning tips to increase
your understanding and retention of the material. You may
want to develop your own memory techniques in addition to
those provided. (If you think of a good one, send it to us and
you may find it in the next edition!) Many of the learning
tips have been developed and used in our own classrooms.
We find them helpful in fostering understanding of complex
concepts or as memory aids. However, we want to stress that
memorization is not the primary focus of the text but rather
a foundation for understanding and thinking about more
complex information. Understanding and application will
serve you far better than memorization when dealing with
new situations.

Each chapter includes critical thinking case studies
designed to help you apply material that has been presented.
A series of questions related to the case study will help you
integrate the material with what you already know. These
questions emphasize critical thinking, which is based on a
foundation of recall and understanding of material. To
enhance your learning, try to answer the questions before
looking up the answers at the end of the chapter.

Review questions appear at the end of each chapter to
help you prepare for chapter tests, and also for the NCLEX-
PN. Again, to assess your learning, try to answer the ques-
tions before looking up the answers at the back of the book.

A bibliography at the end of each unit provides sources
for additional reading material. Web sites have been
included in many chapters. We believe it is important for
you to interact with current technology to expand your infor-
mation resources.

The following appendices are included for easy refer-
ence:

* NANDA nursing diagnoses

 Lab values

* Common medical abbreviations (Although it is still

important to know the abbreviations, many can
increase risk of errors. Check www.JCAHO.org for
a list of abbreviations to avoid.)

* Common prefixes and suffixes to help learn word

building techniques

SUPPLEMENTAL MATERIALS

* A new Electronic Student Guide is included with
the book. This provides practice in the form of
objective (fill-in, labeling, and flashcard) exercises,
and case studies. There are also review questions
and a practice NCLEX test. We have also included a
brief math tutorial using Unit Analysis, and practice
calculation problems. Answers are provided to all
exercises for immediate feedback.

* A paperback Student Workbook is available to pro-
vide the student additional contact and practice with
the material. Each chapter includes vocabulary prac-
tice, objective exercises, a case study or other criti-
cal thinking practice and review questions written in
NCLEX-PN format. Answers provide immediate
feedback. Rationales are provided for non-anatomy
review question answers.

* An Instructor’s Resource Disk includes an
Electronic Instructor’s Guide that provides materi-
als for use in the classroom. Each chapter has a
chapter outline with suggested classroom activities.
Also included are student activities for printing and
using for individual practice or for collaborative
learning activities. These activities help the student
to interact with the material, understand it, and
apply it. Many of the activities are based on real
patient cases and have been used with our own
practical nursing students. Feedback from students
has helped to refine the exercises. We believe the
use of collaborative learning has greatly enhanced
our students’ success in achieving their educational
and licensure goals. Another benefit is the sense of
community the students develop as a result of work-
ing in groups. A brief introduction and guidelines
for using collaborative learning techniques is
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Preface ix
included. Also included is an expanded Electronic for practical nursing students. The program allows
Test Bank, available to instructors who adopt the instructors to choose and modify the questions that
textbook, which provides test questions that assist best suit their classroom needs. Finally, for the
students to prepare for NCLEX-PN. These ques- instructor’s convenience, there is a comprehensive
tions have been prepared according to test item Power Point program for classroom presentations.
writing protocols. The questions are in multiple Images from the text have been added for the third
choice and alternate format, and test recall, applica- edition. Each presentation can be modified, reduced,
tion, and analysis of material. Many of the test or expanded by individual instructors to suit their

questions have been developed, used and refined by needs.
the authors in their own medical-surgical courses



Copyright © 2007 by F. A. Davis.

This page has been left intentionally blank.



Acknowledgements

Many people helped us make this book a reality. First and
foremost are our students, who provided us with the inspira-
tion to undertake this project. We hope that they continue to
find this text worth reading.

The F.A. Davis Company has been an exceptional pub-
lishing partner. We feel fortunate to have had their continued
enthusiasm and confidence in our book. The staff at F.A.
Davis has guided us through this project for three editions to
help us create a student-friendly book that truly promotes
understanding of medical-surgical nursing.

Lisa Deitch, Shirley Kuhn, Ilysa Richman, Darlene
Pedersen, Doris Wray, and many others have been extremely
patient and kind as we worked hard to provide a quality text
and meet deadlines.

We thank the staff of W.A. Foote Memorial Hospital in
Jackson, Michigan for allowing us access to their facility
and patients for a great photo shoot. Our photographer,
Robert Conway, did a terrific job of obtaining some chal-
lenging shots.

Contributors from across the United States and Canada,

including many well-known experts in their fields, brought
expertise and diversity to the content. Their hard work is
much appreciated. Reviewers from throughout the United
States provided insights that enhanced the quality of the
text. Elizabeth Hopper provided invaluable organizational
assistance.

Many of our co-workers have contributed to this book
and given us ongoing encouragement and validation of the
worthiness of this project. Elizabeth Ackley, Marina-
Martinez Kratz, Sharon Nowak, Debra Perry-Philo, Carroll
Lutz, Suzanne Fox, Linda Nabozny, and Anna Ricks were
especially helpful in providing material, advice, and encour-
agement.

We wish to thank everyone who played a role, however
large or small, in helping us to provide a tool to help stu-
dents realize their dreams of becoming an LPN or LVN. We
hope this book will help train nurses who can provide safe
and expert care because we have helped them to learn to
think critically.

Xi



Copyright © 2007 by F. A. Davis.

This page has been left intentionally blank.



Contributors

Nancy Ahern, RN, MSN
Instructor and Program Coordinator
University of Central Florida
Cocoa, Florida

Brenda Anderson

St. Bernards Medical Center
Patient Care Manager-Education
Jonesboro, Arizona

Debra Aucoin-Ratcliff, RN, BSN, MN, DNPc
Nursing Faculty

American River College

Sacramento, California

Cynthia Francis Bechtel, MS, RN, CNE, CEN, EMT-1
Associate Professor

Anna Maria College

Paxton, Massachusetts

Virginia Birnie, RN, BScN, MSN
Nursing Instructor

Camosun College

Victoria, British Columbia

Canada

Janice L. Bradford, MS
Assistant Professor

Jackson Community College
Jackson, Michigan

Lucy L. Colo, RN, MSN
Faculty

Huron School of Nursing
East Cleveland, Ohio

Linda Hopper Cook RN, MN, PhD Candidate
Instructor

Grant MacEwan College School of Nursing
Edmonton, Alberta

Canada

Mary Dillinger, MS, RN, ACRN
Clinical Nurse Specialist

Munson Medical Center

Traverse City, Michigan

Susan Garbutt, RN, MSN, CIC
Faculty

St. Petersburg College

St. Petersburg, Florida

Karen P. Hall, RN, MSHSA, CNA-BC
Director of Patient Care Services
Doctors Medical Center

Modesto, California

Wendy Hockley, LPN, BS, MA
Manager

WA Foote Memorial Hospital
Jackson, Michigan

Lenetra Jefferson, MSN, RN, LMT, PhD Candidate
Educational Coordinator

Delgado Community college

New Orleans, Louisana

Jean Jeffries, BSN, RN
Registered Nurse
Huntsville Hospital
Huntsville, Alabama

Rodney B. Kebicz, RN, BN, MN
Instructor

Assiniboine Community College
Winnipeg, Manitoba

Canada

Lynn Keegan, RN, PhD, AHN-BC, FAAN
Director

Holistic Nursing Consultants

Port Angeles, Washington

Xiii



Copyright © 2007 by F. A. Davis.

Xiv Contributors

Marty Kohn, RN, BSN, MS, FNP-CWOCN

Nurse Practitioner Wound Care Center
Foote Hospital
Jackson, Michigan

Linda Marie Lowe, RN, BSN
Assistant Professor

University of Northern British Columbia
Prince George, British Columbia
Canada

Carroll Lutz, BSN, MA, RN
Associate Professor Emerita
Jackson Community College
Jackson, Mississippi

Marina Martinez-Kratz, RN, BSN, MS
Professor

Jackson Community College

Jackson, Michigan

Maureen McDonald, MS, RN
Professor

Massasoit Community College
Brockton, Massachusetts

Kelly McManigle, BSN, MSN
Nursing Faculty

Manatee Technical Institute
Bradenton, Florida

Betsy Murphy, FNP, CHPN
Business Relations

Capital Hospice

Fairfax, Virginia

Sharon M. Nowak, RN, MSN
Associate Professor

Jackson Community College
Jackson, Michigan

Lazette V. Nowicki, RN, MSN
Adjunct Nursing Faculty
American River College
Sacramento, California

Debra Perry-Philo, BSN, MSN
Nursing Faculty

Jackson Community College
Jackson, Michigan

Lynn Dianne Phillips, RN, MSN, CRNI
Nursing Instructor

Butte College

Oroville, California

MaryAnne Pietraniec-Shannon, PhD, APRN, BC
Professor

Lake Superior State University

Sault Sainte Marie, Michigan

Ruth Remington, PhD, APRN, BC
Assistant Professor

University of Massachusetts, Lowell
Lowell, Massachusetts

Patrick M. Shannon, JD, EdAD, MPH
Attorney

Bay Mills Community College
Brimley, Michigan

Susan Smith, BS, MS, RNC, CAN
President/Educator

SK Smith Consulting

Warriors Mark, Pennsylvania

Rita Bolek Trofino, MNEd, RN

Director of Healthcare Programming and Initiatives
Pennsylvania Highlands Community College
Johnstown, Pennsylvania

Deborah L. Weaver, RN, PhD
Associate Professor

Valdosta State University
Valdosta, Georgia

Jennifer Whitley, RN, MSN, CNOR
Educator

Huntsville Hospital

Huntsville, Alabama

Bruce K. Wilson, PhD, RN, CNS
Professor

University of Texas-Pan American
Edinburg, Texas



Contributors to
Previous Editions

We would like to acknowledge and thank the following individuals for their contributions to the first two editions. All con-
tributions have helped to make Understanding Medical Surgical Nursing what it has evolved into today.

Jeanette Acker, RN, BSN
Manager, Stepdown Unit

W.A. Foote Memorial Hospital
Jackson, Michigan

Betty J. Ackley, RN, MSN, EdS
Professor of Nursing

Jackson Community College
Jackson, Michigan

Joseph Catalano, RN, PhD
Professor of Nursing

East Central University
Ada, Oklahoma

Elizabeth Chapman, RN, MS, CCRN
Nursing Faculty

Mississippi Gulf Coast Community College
Gulfport, Mississippi

ICU Staff Nurse

Hancock Medical Center

Bay St. Louis, Mississippi

Kathleen R. Culliton, APRN, MS, GNP
Assistant Professor

Weber State University

Ogden, Utah

Constance Monlezun Darbonne, RN, MPH, CFNP

Family Nurse Practitioner

Clinical Instructor, Community Health
McNeese State University

Lake Charles, Louisiana

Sharon Gordon Dawson, RN, MSN, CNOR
Educator, Surgical Services

Swedish Medical Center

Englewood, Colorado

Vera Dutro, RN, BSN, OCN
Infusion Nurse

Zanesville Infusion Therapy
Zanesville, Ohio

Rowena Elliott, MS, RN, CNN, C, CLNC
Assistant Professor

University of Mississippi

Jackson, Mississippi

Mary Friel Fanning, RN, MSN, CCRN
Director, Adult Cardiac Nursing Units
West Virginia University Hospitals
Morgantown, West Virginia

Donna D. Ignatavicius, MS, RN, CM

Clinical Nurse Specialist in
Medical/Surgical/Gerontological Nursing

Calvert Memorial Hospital

Owner/Consultant, DI Associates

Prince Frederick, Maryland

Cheryl L. Ivey, RN, MSN
Department Director
Emory University Hospital
Atlanta, Georgia

Josephine Whitney Johns, RN, OCN, CRNI
South Mississippi Home Health
Oncology Specialty Nurse

Board of Director, Mississippi Cancer Pain Initiative

Co-founder, Mississippi Gulf Coast Chapter
Oncology Nurse Association
Gulfport, Mississippi



Copyright © 2007 by F. A. Davis.

XVi Contributors to Previous Editions

Elaine Kennedy, EAD, RN
Professor of Nursing
Wor-Wic Community College
Salisbury, Maryland

Gail Ladwig, RN, MSN, CHTP

Associate Professor of Nursing

Coordinator JCC/UM BSN Transfer Program
Jackson Community College

Jackson, Michigan

Diane Lewis, RN, MS
Hospice of Grant/Riverside Methodist Hospitals
Westerville, Ohio

Gary S. Lott, RN, MS

Instructor of Nursing

Mississippi Gulf Coast Community College
Gulfport, Mississippi

Sharon D. Martin, MSN, BSN, APRN, BC
Associate Professor of Nursing

Saint Joseph’s College

Standish, Maine

Deborah J. Mauffray, RN, MSN, CNS, CDE, CWOCN

Clinical Nurse Specialist in Wound, Ostomy, and
Incontinence

Memorial Hospital at Gulfport

Gulfport, Mississippi

Cindy Meredith, MSN, RN
Director and Instructor of Nursing
Spring Arbor University

Spring Arbor, Michigan

Marsha A. Miles, RN, MSN, CCRN
Instructor

Valdosta State University

College of Nursing

Valdosta, Georgia

Debbie Millar, MEd, BScN, RN, MBA Candidate
Clinical Educator

Humber River Regional Hospital

Toronto, Ontario

Canada

Kathy Neeb, ADN, BA

RN Consultant

North Memorial Occupational Health Clinic
Robbinsdale, Minnesota

Winifred J. Ellenchild Pinch, EdAD, MEd, MS, RN, BS
Professor

Creighton University

Omaha, Nebraska

Larry Purnell, PhD, MSN, BSN, FAAN
Professor

University of Delaware

Sudlersville, Maryland

Deborah L. Roush, RN, MSN
Assistant Professor

Valdosta State University
College of Nursing

Valdosta, Georgia

Valerie C. Scanlon, PhD
Professor

College of Mount St. Vincent
Bronx, New York

Kate Schmitz, RN, MS

Clinical Nurse, Emergency Department
St. Joseph Hospital

Creighton University Medical Center
Omaha, Nebraska

Sally Schnell, RN, MSN, CNRN
Professional Education Coordinator
Regional Organ Bank of Illinois
Chicago, Illinois

Jill Secord, RN, BSN, CRNI
University of Michigan Health System—-M-CARE
Jackson, Michigan

George B. Smith, MSN, BSN, ADN
Nursing Faculty

Hillsborough Community College
Tampa, Florida

Martha Spray, RN, BSN, MS
Adult PN Instructor

Mid East Ohio Vocational School
Zanesville, Ohio

Rose Utley, PhD, RN

Associate Professor

Southwest Missouri State University
Rogersville, Missouri

Kathleen Kelley Walsh, RN, MS
Professor of Nursing

Jackson Community College
Jackson, Mississippi

JoAnn Widner, RN, MS

Health Educator

Central North Alabama Health Services, Inc.
Huntsville, Alabama



Reviewers

Deborah L. Benns, MSN, BSN, BA, RN
Nursing Professor

Rend Lake College

Ina, Illinois

William Beiswenger, RN, MA, CDE

Certified Diabetes Educator

W.A. Foote Memorial Hospital Diabetes Center
Jackson, Michigan

Nicholle Bieberdorf, RN, BAN
Practical Nursing Instructor
Northwest Technical College
Bemidji, Minnesota

L. Adrienne Bowlus, MSN, RN
Instructor

Apollo School of Practical Nursing
Lima, Ohio

Rosemary Brown, RN, MSN, FNP-C
Program Coordinator

Idaho State University

Pocatella, Idaho

Monica Cauley, RN, MSN, GNP/GCNS

Chair, Health Science

Larleen B. Wallace Community College, MacAuthor
Campus

Opp, Alaska

Jessie Chatman Williams, RN, MA
Nursing Instructor

Mineral Area College

Park Hills, Missouri

Michelle Colleran Cook, MS, RN
Nursing Professor

MassBay Community College
Framingham, Massachusetts

Robin S. Culbertson, RN, MSN, EDS
Nursing Instructor

Okaloosa Applied Technology Center
Fort Walton Beach, Florida

Kim DeEll, RN, BSN

Nursing Instructor

Malaspina University College
Duncan, British Columbia, Canada

Carol Duell, MSN, CRNP

Nursing Instructor

Eastern Center for Arts and Technology
Willow Grove, Pennsylvania

Theresa Ellis, MSN, CS
Clinical Quality Specialist
Foote Hospital

Addison, Michigan

Andi Foley, RN, BSN, CEN
Charge RN

Lakeland Regional Medical Center
Lakeland, Florida

Madeline Gervase, MSN, CCRN, FNP, RN
Assistant Professor

Union County College

Plainfield, New Jersey

Tracey A. Hartke, MSN, RN
Front Range Community College
Westminster, Colorado

Dorothy A. Hogan, RN, MN
Nursing Faculty

Wayne Community College
Goldsboro, North Carolina

Xvii



Copyright © 2007 by F. A. Davis.

xviii Reviewers

Phyllis Sue Howard, RN, BSN
Administrator, PN Program

Ashland Community & Technical college
Ashland, Kentucky

Connie Hunt, RN, BSN
Instuctor, Practical Nursing
Indian Capital Technology Center
Stilwell, Oklahoma

Theresa Isom, AD, BS, MS

Nursing Coordinator

Tennessee Technology Center at Mempbhis
Memphis, Tennessee

Jaclynn A. Johnson, RNC, MSN
Lead Instructor, 1% Level Nursing
La Junta, Colorado

Ethel M. Jones, RN, MSN, Ed. S., DSNc¢
Coordinator, Practical Nursing

H. Councill Trenholm State Technical College
Montgomery, Alabama

Linda Kimble, MSN, RN, CNP

Director

The Robert T. White School of Practical Nursing
Alliance, Ohio

Ellen Anne Kliethermes, RN
Instructor

Nichols Career Center

Loose Creek, Missouri

Cynthia L. Lapp, RN, BS

LPN Instructor — Level 2

Charles H. Bohlen Jr. Technical Center
Watertown, New York

Cathy A. Learn, RN, MSN, MA
Director, Nursing

Mid East Career and Technology Schools
Zanesville, Ohio

Patricia B. Lisk, RN, BSN
Instructor

Augusta Technical College
Augusta, GA 30906

Linda K. Maranville, RN, BSN, PHN
Instructor

American Career College

Los Angeles, California

Patricia Marrow, RN, BSN, MA
Nursing Educator, LPN Program
Daytona Beach Community College
Daytona Beach, Florida

Mary Patricia Norrell, RNC, BSN, MS
Chair, Practical Nursing Program

Ivy Tech State College

Columbus, Indiana

Darlene D. Pedersen, MSN, APRN, BC
Director and Psychotherapist
PsychOptions

Philadelphia, Pennsylvania

LuAnn J. Reicks, RNBC, BS, MSN
Professor; PN Coordinator

Iowa Central Community College
Fort Dodge, Iowa

Carleen J. Ronchetti, RN, MS
Nursing Instructor

Lake Superior College

Duluth, Minnesota

Denise Root, RN, ADN, BSN, MSN
Director, Nursing Department

Otero Junior College

LaJunta, Colorado

Glynda Renee Sherrill, RN, BSN,
PN Instructor

Indian Capital Technology Center
Tahlequah, Oklahoma

Penny Snyder, RN, BSN
Assistant Professor

North Central State College
Mansfield, Ohio

Frances Swasey, RN, MN
Chair, Nursing Department
College of Eastern Utah
Price, Utah

Beverley D. Turner, RN, MA
Campus Director

Desert Career College

Palm Springs, California

Rita Van Horn, RN, PHD
Director of Nursing
Bellingham Technical College
Bellingham, Washington



Copyright © 2007 by F. A. Davis.

Catherine Wardlow, RN, BS, Med, MS
Practical Nursing Instructor

Francis Tuttle Technology Center
Oklahoma City, Oklahoma

Deborah L. Weaver, RN, PHD
Associate Professor, Nursing
Valdosta State University
Valdosta, Georgia

Reviewers

Martha Williams, BA, RN
Professor

Central Texas College
Brady, Texas

Christina Wilson, RN, BAN, PHN
Faculty, Practical Nursing Department
Anoka Technical College

Anoka, Minnesota

XiX



Copyright © 2007 by F. A. Davis.

This page has been left intentionally blank.



Contents

UNIT ONE
Understanding Health Care Issues |
Chapter | Critical Thinking and the Nursing Process
Paula D. Hopper and Linda S.Williams
Critical Thinking and Safe Care 3

Critical Thinking Attitudes 3

Knowledge Base 3

Critical Thinking Skills 4
Nursing Process 5

Role of the Licensed Practical Nurse and Licensed

Vocational Nurse 5

Data Collection 6

Nursing Diagnosis 7

Plan of Care 8

Implementation 9

Evaluation 10

Review Questions 10

Chapter 2 Issues in Nursing Practice 12
Lenetra Jefferson, Linda Marie Lowe, and Patrick M. Shannon

Health-Care Delivery 13
Health-Illness Continuum 13
Health-Care Delivery Systems 13
Factors Influencing Health-Care Change
Economic Issues 13
Medicare and Diagnosis-Related Groups (DRGs)
Medicaid 14
Managed Health Care 14
Nursing and the Health-Care Team 14
Leadership in Nursing Practice 14
Leadership Styles 15
Management Functions 15
Leadership and Delegation of the LPN/LVN

13

16

Career Opportunities for LPN/LVNs 17
Ethics and Values 17
Ethical Obligations and Nursing 18

Nursing Code of Ethics 19
Building Blocks of Ethics 21
Ethical Decision Making 24

13

2

Legal Concepts 26
Regulation of Nursing Practice 26
Health Insurance Portability and Accountability Act of
1996 (HIPPA) 26
Nursing Liability and the Law 26
Criminal and Civil Law 26
Limitation of Liability 27
Review Questions 28

Chapter 3 Cultural Influences on Nursing Care 30
Nancy Ahern

Case Study 31
Concepts Related to Culture 31
Health-Care Values, Beliefs, and Practices
Nursing Assessment and Strategies 33
Characteristics of Cultural Diversity 34
Communication Styles 34
Space 34
Time Orientation 35
Social Organization 35
Environmental Control
Health-Care Practitioners
Biological Variations 37
Death and Dying and End of Life Issues
Ethnic and Cultural Groups 38

33

36
37

38

Cultural Groups in the United States 38
African Americans/Blacks 40
American Indians/Alaskan Natives 45
Arab Americans 45

Asian Americans/Pacific Islanders 45

Culturally Competent Care 46
Reflections on Case Study 47
Review Questions 47

Chapter 4 Alternative and Complementary

Therapies 49
Lynn Keegan

Alternative or Complementary:
What’s the Difference? 50



Copyright © 2007 by F. A. Davis.

xxii Contents

Introduction of New Systems Into Traditional American
Health Care 50
Allopathic/Western Medicine 50
Ayurvedic Medicine 50
Traditional Chinese Medicine 50
Chiropractice Medicine 51
Homeopathic Medicine 51
Naturopathic Medicine 51
American Indian Medicine 52
Osteopathic Medicine 52
Alternative and Complementary Therapies 52
Herbal Therapy 52
Relaxation Therapies 52
Massage Therapy 54
Aquatheraphy 54
Heat and Cold Application 54
Safety and Effectiveness of Alternative Therapies 54
Role of LPN/LVN 55
Nursing Applications 55
Review Questions 56

UNIT TWO
Understanding Health and lliness 57

Chapter 5 Nursing Care of Patients with Fluid,

Electrolyte, and Acid-Base Imbalances 58
Bruce K.Wilson

Fluid Balance 59
Control of Fluid Balance 59
Movement of Fluids and Electrolytes in the Body 59
Fluid Gains and Fluid Losses 60
Fluid Imbalances 60
Dehydration 60
Fluid Excess 62
Electrolyte Balance 64
Electrolyte Imbalances 64
Sodium Imbalances 65
Potassium Imbalances 67
Calcium Imbalances 69
Magnesium Imbalances 72
Acid-Base Balance 72
Sources of Acids and Bases 72
Control of Acid-Base Balance 72
Acid-Base Imbalances 73
Respiratory Acidosis 73
Metabolic Acidosis 73
Respiratory Alkalosis 74
Metabolic Alkalosis 74
Compensation 74
Review Questions 74

Chapter 6 Nursing Care of Patients Receiving

Intravenous Therapy 76
Lynn Dianne Phillips

Case Study 77
Indications for Intravenous Therapy 77

Types of Infusions 77
Continuous Infusion 77
Intermittent Infusion 77
Bolus 78
PiggyBack/Secondary Infusion 78
Methods of Infusion 78
Gravity Drip 78
Electronic Control Devices 79
Filters 79
Types of Fluids 79
Dextrose Solutions 79
Sodium Chloride Solutions 79
Electrolyte Solutions 79
Tonicity of IV Solutions 79
Intravenous Access 80
Administering Peripheral Intravenous Therapy 80
Starting a Peripheral Line 80
Nursing Process for the Patient Receiving IV
Therapy 85
Assessment/Data Collection 85
Nursing Diagnosis, Planning, and Implementation 85
Evaluation 87
Complications of IV Therapy 87
Alternative Access Routes 88
Central Venous Catheters 88
Nursing Management of Central Access Devices 89
Nutritional Support 89
Home Intravenous Therapy 90
Reflections on Case Study 90
Review Questions 90

Chapter 7 Nursing Care of Patients with Infections 92
Susan Garbutt

The Infectious Process 93
Reservoir 93
Causative Agents 93
Mode of Transmission 94
Portal of Entry 95
Susceptible Host 95
Portal of Exit 95
The Human Body’s Defense Mechanisms 96
Skin and Mucous Membranes 96
Cilia 96
Gastric Juices 96
Immunoglobulins 96
Leukocytes and Macrophages 96
Lysozymes 96
Interferon 96
Inflammatory Response 96
Immune System 96
Infectious Disease 97
General Clinical Manifestations of Infections 97
Laboratory Assessment 97
Immunity 97
Types of Diseases 97
Infection Control in the Community 98



Copyright © 2007 by F. A. Davis.

Infection Control in Health-Care Agencies 98
Asepsis 98
Infection Prevention Guidelines 99
Prevention of Respiratory Tract Infections
Prevention of Genitourinary Tract Infections
Prevention of Surgical Wound Infections 102
Protection from Septicemia (Sepsis) 102
Antibiotic-Resistant Infections 102
Methicillin-Resistant Staphlococcus Aureus
Vancomycin-Resistant Enterococci 102
Therapeutic Interventions for Infectious Diseases
General Principles 105
Nursing Process 105
General Infections 105
Respiratory Tract Infections 107
Gastrointestinal Tract Infections
Genitourinary Tract Infection
Review Questions 108

100
100

102

103

107
107

Chapter 8 Nursing Care of Patients in Shock 110

Cynthia Francis Bechtel
Pathophysiology of Shock 111
Metabolic and Hemodynamic Changes in Shock
Effect on Organs and Organ Systems 111
Complications from Shock 113
Classification of Shock 113
Hypovolemic Shock 113
Cardiogenic Shock 113
Obstructive Shock 113
Distributive Shock 114
Therapeutic Interventions for Shock 115
Modified Trendelenburg Position 115
Nursing Process 115
Assessment/Data Collection 115
Nursing Diagnosis, Planning, Implementation, and
Evaluation 117
Review Questions 120

111

Chapter 9 Nursing Care of Patients in Pain 122

Karen P. Hall

The Pain Puzzle 123

Definitions of Pain 125

Myths and Barriers to Effective Pain
Management 126

More Pain-Related Definitions 126

Mechanisms of Pain Transmission 127

Types of Pain 127

Options for Treatment of Pain 128
Analgesics 128
Other Interventions 131
Routes for Medication Administration
Nondrug Therapies 132

Nursing Process 133
Assessment/Data Collection 133
Nursing Diagnosis, Planning, and Implementation

132

134

Patient Education 138
Evaluation 139
Review Questions 140

Contents

Chapter 10 Nursing Care of Patients with Cancer
Lucy L. Colo and Janice L. Bradford

Review of Normal Anatomy and Physiology of Cells
144

Cell Structure 144

Cytosol and Cell Organelles 144
Nucleus 144
Genetic Code and Protein Synthesis 145
Mitosis 145
Cell Cycle 146
Cells and Tissues 146

Introduction to Cancer Concepts 146

Benign Tumors 146
Cancer 146

Nursing Process for the Patient with Cancer 162
Assessment/Data Collection 162
Nursing Diagnosis, Planning, and Implementation
Evaluation 170

Hospice Care of the Patient with Cancer

Oncological Emergencies 170
Superior Vena Cava Syndrome
Spinal Cord Compression 170
Hypercalcemia 170
Pericardial Effusion/Cardiac Tamponade
Disseminated Intravascular Coagulation

Review Questions 171

170

170

171
171

Chapter |l Nursing Care of Patients Having

Surgery 173
Linda S.Williams

Surgery Urgency Levels
Purposes of Surgery 174
Perioperative Phases 175
Preoperative Phases 175
Factors Influencing Surgical Outcomes
Preadmission Surgical Patient Assessment
Preoperative Patient Admission 179
Nursing Process for Preoperative Patients
Preoperative Consent 181
Preparation for Surgery 182
Transfer to Surgery 184
Intraoperative Phase 184
Health-Care Team Member Roles
Patient Arrival in Surgery 186
Anesthesia 187
Transfer from Surgery
Postoperative Phase 189
Admission to the Postanesthesia Care Unit
Nursing Process for Postoperative Patients
in PACU 190
Family Visitation

174

175
178

179

186

189

190

192

Discharge from the Postanesthesia Care Unit 192
Transfer to Nursing Unit 192
Nursing Process for Postoperative Patients 193

Postoperative Patient Discharge 201
Home Health Care 202
Review Questions 203

Xxiii

143

163



Copyright © 2007 by F. A. Davis.

XXiV Contents

Chapter 12 Nursing Care of Patients with Emergent

Conditions and Disaster/Bioterrorism Response 206
Susan Smith

Primary Survey 207
A — Airway 207
B — Breathing 207
C — Circulation 208
D — Disability/Central Nervous System 208
Secondary Survey 208
Shock 208
Anaphylaxis 208
Pathophysiology 208
Nursing Process for the Patient Experiencing Shock or
Anaphylaxis 209
Major Trauma 210
Mechanism of Injury 210
Surface Trauma 211
Head Trauma 211
Spinal Trauma 212
Chest Trauma 212
Abdominal Trauma 212
Orthopedic Trauma 212
Nursing Process for the Patient Experiencing Trauma
213
Burns 216
Hypothermia 216
Nursing Process for the Patient with Hypothermia 216
Frostbite 217
Hyperthermia 217
Nursing Process for the Patient with
Hyperthermia 218
Poisoning and Drug Overdose 219
Nursing Process for the Patient with Ingested
Poisoning 219
Inhaled Poisons 219
Injected Poisons 219
Insects 219
Snakebites 220
Near-Drowning 220
Nursing Process for the Near-Drowning Patient 220
Psychiatric Emergencies 221
Nursing Process for the Patient with a Psychiatric
Emergency 221
Disaster Response 222
Bioterrorism 222
Recognition of Potential Bioterrorism Agents 222
Smallpox/Variola Major 222
Anthrax 223
Plague 224
Botulism 224
Review Questions 225

UNIT THREE
Understanding Life Span Influences on Health
and lliness 227

Chapter 13 Developmental Considerations in the

Nursing Care of Adults 228
Ruth Remington

Health, Wellness, and Illness 229

The Nurse’s Role in Supporting and Promoting
Wellness 229

Developmental Stages 229
The Young Adult 229
The Middle-Aged Adult 230
The Older Adult 231

Chronic Illness 232
Incidence of Chronic Illness 233
Types of Chronic Illnesses 233
Gerontological Influence 233
Effects of Chronic Illness 234
Health Promotion 238
Nursing Care 238

Review Questions 239

Chapter 14 Nursing Care of Older Adult Patients 242

MaryAnne Pietraniec-Shannon
What is Aging? 243
Physiological Changes 243
Common Physical Changes in Older Patients and Their
Implications for Nursing 243
Cognitive and Psychological Changes in the Older
Patient 253
Cognition 253
Coping Abilities 254
Depression 254
Dementia 254
Sleep and Rest Patterns 254
Medication Management 255
Health Promotional Role in Nursing Care of the Older
Patient 255
Review Questions 257

Chapter |15 Nursing Care of the Patient at Home 259
Kelly McManigle

Introduction to Home Health Nursing 260
History of Home Health Nursing 260
Home Health Eligibility 260
The Home Health Care Team 261
The Physician 261
The Registered Nurse 261
The Home Health Aide 262
The Physical Therapist 262
The Occupational Therapist 262
The Speech Therapist 262
The Social Worker 262
Assisted Living Facilities 263
Transition from Hospital-Based Nursing to Home
Health Care 262



Copyright © 2007 by F. A. Davis.

The Role of the LPN/LVN in Home Health 264
Steps in the Home Health Visit 264
Preparing for the Visit 264
Safety Consideratiosn 265
Infection Control 265
Documentation 266
Patient Education 266
Nursing Process: The Home Health Patient 267
Assessment/Data Collection 267
Nursing Diagnosis, Planning, and Implementation 267
Evaluation 267
Other Types of Home Health Nursing 267
Private Duty Nursing 267
Hospice Nursing 267
Home Health Nursing 268
Review Questions 268

Chapter 16 Nursing Care of Patients at the End
of Life 270
Betsy Murphy
Case Study 271
A Good Death 271
Identifying Impending Death 271
Advance Directives, Living Wills, and Durable Medical
Power of Attorney 271
End of Life Choices 272
Cardiopulmonary Resuscitation 272
Do Not Resuscitate Orders 272
Artificial Feeding and Hydration 273
Hospitalization 274
Hospice Care 275
Communicating with Patients and Their
Loved Ones 275
The Dying Process 276
Eating and Drinking 276
Changes in Breathing 276
Oral Secretions 276
Temperature Changes 276
Bowel and Bladder Changes 276
Sleeping 281
Mental Status Changes 281
Terminal Restlessness 282
Unconsciousness 282
Care at the Time of Death and Afterwards 282
Grief 283
Nursing Process for the Grieving Family 283
The Nurse and Loss 284
Reflections on Case Study 284
Review Questions 284

UNIT FOUR
Understanding the Immune System 287

Chapter 17 Immune System Function, Assessment,

and Therapeutic Measures
Sharon M. Nowak and Janice L. Bradford

Contents XXV

Normal Immune Anatomy and Physiology 289
Antigens 290
Lymphocytes 290
Antibodies 290
Mechanisms of Immunity 290
Antibody Responses 291
Types of Immunity 292
Aging and the Immune System 292
Immune System Assessment 292
Nursing Assessment 292
Diagnostic Tests 296
Gene Testing 196
Therapeutic Interventions 296
Immunotherapy 299
Medications 299
Surgical Management 299
New Therapies 299
Review Questions 300

Chapter 18 Nursing Care of Patients with Immune

Disorders 301
Sharon M. Nowak

Hypersensitivity Reactions 302
TypeI 302
Type I 306
Type I 309
Type IV 310
Autoimmune Disorders 312
Pernicious Anemia 312
Idiopathic Autoimmune Hemolytic Anemia 313
Hashimoto’s Thyroiditis 313
Lupus Erythematosus 314
Ankylosing Spondylitis 316
Immune Deficiencies 318
Hypogammaglobulinemia 318
Review Questions 319

Chapter 19 Nursing Care of Patients with HIV Disease
and AIDS 321
Mary Dillinger
Incidence 322
Pathophysiology 322
Progression 324
Prevention 325
Mode of Transmission 325
Counseling 325
Sexual Transmission 325
Parenteral Transmission 326
Perinatal Transmission 326
Health-Care Workers and HIV Prevention 326
Signs and Symptoms 327
Complications 328
AIDS Wasting Syndrome 328
Opportunistic Infection and Cancer 328
AIDS Dementia Complex 329



Copyright © 2007 by F. A. Davis.

XXVi Contents

Diagnosis 329
HIV Antibody Tests 329
Complete Blood Cell Count/Lymphocyte Count 329
CD4+/CD8+ T-Lymphocyte Count 329
Viral Loading Testing 330
Genotyping 330
General Tests 330
Therapeutic Interventions 330
Highly Active Antiretroviral Therapy (HAART) 333
Nursing Management 344
Nursing Process: The Adult Patient with
HIV/AIDS 334
Evaluation 340
Review Questions 341

UNIT FIVE
Understanding the Cardiovascular System 345

Chapter 20 Cardiovascular System Function,

Assessment, and Therapeutic Measures 346
Linda S.Williams and Janice L. Bradford

Review of Normal Anatomy and Physiology 347
Heart 347
Blood Vessels 350
Blood Pressure 350
Pathways of Circulation 352
Aging and the Cardiovascular System 352
Cardiovascular Disease 352
Nursing Assessment of the Cardiovascular System 353
Subjective Data 353
Objective Data 354
Therapeutic Measures for the Cardiovascular
System 368
Exercise 368
Smoking Cessation 368
Diet 368
Oxygen 368
Medications 368
Antiembolism Devices 368
Lifestyle and Cardiac Care 368
Cardiac Surgery 369
Review Questions 371

Chapter 21 Nursing Care of Patients with

Hypertension 373
Brenda Anderson

Pathophysiology of Hypertension 374
Primary Hypertension 375
Secondary Hypertension 375
Isolated Systolic Hypertension 375

Signs and Symptoms of Hypertension 375

Diagnosis of Hypertension 375
Diagnostic Tests 376

Risk Factors for Hypertension 376
Nonmodifiable Risk Factors 376
Modifiable Risk Factors 377

Therapeutic Interventions 378

Complications of Hypertension 381

Special Considerations 381

Hypertensive Emergency 382

Hypertensive Urgency 382

Nursing Process 382
Nursing Assessment/Data Collection 382
Nursing Diagnosis, Planning, Interventions, and

Evaluation 382
Review Questions 385

Chapter 22 Nursing Care of Patients with Inflammatory

and Infectious Cardiovascular Disorders 387
Linda S.Williams

Inflammatory and Infectious Cardiac Disorders 388
Rheumatic Carditis 388
Infective Endocarditis 389
Pericarditis 391
Myocarditis 394
Cardiac Trauma 395
Cardiomyopathy 395
Venous Disorders 397
Thrombophlebitis 397
Review Questions 402

Chapter 23 Nursing Care of Patients with Occlusive

Cardiovascular Disorders 404
Maureen McDonald

Arteriosclerosis 405
Atherosclerosis 405
Pathophysiology 405
Causes 405
Signs and Symptoms 405
Diagnostic Tests 405
Therapeutic Intervention 405
Coronary Artery Disease and Acute Coronary
Syndrome 407
Pathophysiology and Etiology 407
Prevention 407
Therapeutic Interventions 408
Nursing Process: The Patient with Athersclerosis and
Coronary Artery Disease 411
Acute Coronary Syndromes 412
Angina Pectoris 412
Myocardial Infarction 418
Peripheral Vascular System 430
Arterial Thrombosis and Embolism 430
Peripheral Arterial Disease 430
Raynaud’s Disease 432
Thromboangiitis Obliterans (Buerger’s Disease) 432
Aneurysms 432
Varicose Veins 436
Venous Insufficiency 437
Vascular Surgery 438
Lymphatic System 441
Lymphangitis 441
Review Questions 442



Copyright © 2007 by F. A. Davis.

Chapter 24 Nursing Care of Patients with Cardiac

Valvular Disorders 444
Linda S.Williams

Valvular Disorders 445
Mitral Valve Prolapse 445
Mitral Stenosis 447
Mitral Regurgitation 448
Aortic Stenosis 449
Aortic Regurgitation 450
Nursing Process for the Patient with a Valvular
Disorder 451
Nursing Assessment/Data Collection 451
Nursing Diagnosis, Planning, Intervention, and
Evaluation 451
Cardiac Valvular Surgical Interventions 451
Heart Valve Repairs 453
Heart Valve Replacement 453
Nursing Process for the Preoperative Cardiac Surgery
Patient 454
Assessment/Data Collection 454
Nursing Diagnoses, Planning, Interventions, and
Evaluation 454
Nursing Process for the Postoperative Cardiac Surgery
Patient 454
Assessment/Data Collection 454
Nursing Diagnoses, Planning, Interventions, and
Evaluation 454
Review Questions 456

Chapter 25 Nursing Care of Patients with Cardiac

Dysrhythmias 458
Linda S.Williams

Cardiac Conduction System 459

Cardiac Cycle 459
Electrocardiogram 460

Electrocardiogram Graph Paper 460
Components of a Cardiac Cycle 460

P Wave 460

PR Interval 461

QRS Complex 461

QRS Interval 461

T Wave 461

U Wave 462

ST Segment 462
Interpretation of Cardiac Rhythms 462

Five-Step Process for Dysrhythmia Interpretation 462
Normal Sinus Rhythm 463

Description 463

Normal Sinus Rhythm Rules 464
Dysrhythmias 464

Dysrhythmias Originating in the Sinoatrial Node 464

Dysrhythmias Originating in the Atria 465

Ventricular Dysrhythmias 468
Cardiac Pacemakers 471

Nursing Care for Patients with Pacemakers 472
Defibrillation 473

Contents XXVil

Other Methods to Correct Dysrhythmias 474
Automatic External Defibrillators 474
Implantable Cardioverter Defibrillator 474
Cardioversion 474
Ablation 475

Nursing Process for the Patient with Dysrhythmias
475
Assessment/Data Collection 475
Nursing Diagnosis, Planning and Implementation, and

Evaluation 475

Review Questions 477

Chapter 26 Nursing Care of Patients with Heart

Failure 479
Linda S.Williams

Heart Failure 480
Congestive Heart Failure 480
Pathophysiology 480
Left-Sided Heart Failure 481
Right-Sided Heart Failure 481
Compensatory Mechanisms to Maintain Cardiac
Output 482
Pulmonary Edema 482
Pathophysiology 482
Signs and Symptoms 482
Diagnosis 483
Therapeutic Interventions 483
Chronic Heart Failure 483
Signs and Symptoms 483
Complications of Heart Failure 485
Diagnostic Tests 486
Therapeutic Interventions 486
Nursing Process for Chronic Heart Failure 492
Cardiac Transplantation 496
Surgical Procedure 496
Complications 497
Therapeutic Interventions 498
Nursing Process for the Preoperative Cardiac
Transplant Patient 498
Nursing Process for the Postoperative Cardiac
Transplant Patient 498
Assessment/Data Collection 498
Nursing Diagnosis, Planning, Interventions, and
Evaluation 498
Review Questions 502

UNIT SIX
Understanding the Hematopoietic and Lymphatic
Systems 507

Chapter 27 Hematopoietic and Lymphatic System

Function, Assessment, and Therapeutic Measures 508
Janice L. Bradford and Lucy L. Colo

Normal Anatomy and Physiology 509
Blood 509
Lymphatic System 511



Copyright © 2007 by F. A. Davis.

xxviii Contents

Nursing Assessment 512
History 512
Physical Examination 513
Diagnostic Tests 514
Blood Tests 514
Coagulation Tests 514
Bone Marrow Biopsy 514
Lymphangiography 515
Lymph Node Biopsy 516
Therapeutic Measures 516
Blood Administration 516
Review Questions 518

Chapter 28 Nursing Care of Patients with

Hematological and Lymphatic Disorders 520
Lucy L. Colo

Hematological Disorders 521
Disorders of Red Blood Cells 521
Anemias 521
Polycythemia 529
Hemorrhagic Disorders 530
Disseminated Intravascular Coagulation 530
Idiopathic Thrombocytopenic Purpura 531
Hemophilia 532
Disorders of White Blood Cells 534
Leukemia 534
Multiple Myeloma 536
Pathophysiology 536
Etiology 536
Signs and Symptoms 538
Diagnostic Tests 539
Therapeutic Interventions 539
Nursing Process: Multiple Myeloma 539
Lymphatic Disorders 540
Hodgkin’s Disease 540
Non-Hodgkin’s Lymphomas 541
Splenic Disorders 542
Splenectomy 544
Preoperative Care 544
Postoperative Care 544
Review Questions 545

UNIT SEVEN
Understanding the Respiratory System 547

Chapter 29 Respiratory System Function, Assessment,

and Therapeutic Measures 548
Paula D. Hopper

Normal Anatomy and Physiology 549
Nose and Nasal Cavities 549
Pharynx 549
Larynx 550
Trachea and Bronchial Tree 550
Lungs and Pleural Membranes 550
Mechanism of Breathing 550
Transport of Bases in the Blood 551
Regulation of Respiration 551
Respiration and Acid-Base Balance 551

Effects of Aging on the Respiratory System 552
Nursing Assessment 552

Health History 552

Physical Assessment 552
Diagnostic Tests 555

Laboratory Tests 555

Other Tests 557
Therapeutic Measures 558

Smoking Cessation 558

Deep Breathing and Coughing 559

Huff Coughing 559

Breathing Exercises 559

Positioning 559

Oxygen Therapy 559

Nebulized Mist Treatments 561

Inhalers 561

Incentive Spirometry 561

Chest Physiotherapy 561

Flutter Mucus Clearance Device 562

Thoracentesis 562

Chest Drainage 563

Tracheostomy 565

Suctioning 567

Intubation 570

Mechanical Ventilation 572

Noninvasive Positive-Pressure Ventilation 573
Review Questions 574

Chapter 30 Nursing Care of Patients with Upper

Respiratory Tract Disorders 576
Paula D. Hopper

Disorders of the Nose and Sinuses 577
Epistaxis 577
Nasal Polyps 578
Deviated Septum 578
Rhinoplasty 578
Sinusitis 578
Infectious Disorders 579
Rhinitis/Common Cold 579
Pharyngitis 582
Laryngitis 582
Tonsillitis/Adenoiditis 582
Influenza 583
Other Viral Infections 584
Malignant Disorders 584
Cancer of the Larynx 584
Review Questions 588

Chapter 31 Nursing Care of Patients with Lower

Respiratory Tract Disorders 590
Paula D. Hopper

Infectious Disorders 591
Acute Bronchitis 591
Bronchiectasis 591
Pneumonia 591
Tuberculosis 594



Copyright © 2007 by F. A. Davis.

Nursing Process for The Patient with a Lower
Respiratory Infection 599
Restrictive Disorders 599
Pleurisy (Pleuritis) 599
Pleural Effusion 600
Empyema 601
Pulmonary Fibrosis 601
Atelectasis 601
Nursing Process for the Patient with a Restrictive
Disorder 601
Assessment/Data Collection 601
Nursing Diagnosis, Planning, and Implementation 601
Evaluation 602
Obstructive Disorders 602
Chronic Obstructive Pulmonary Disease/Chronic
Airflow Limitation 602
Asthma 608
Cystic Fibrosis 611
Nursing Process for The Patient with an Obstructive
Disorder 612
Assessment/Data Collection 612
Nursing Diagnosis, Planning, and Implementation 612
Evaluation 613
Patient Education 614
Pulmonary Vascular Disorders 614
Pulmonary Embolism 614
Pulmonary Arterial Hypertension 616
Trauma 617
Pneumothorax 617
Rib Fractures 618
Flail Chest 618
Nursing Process for The Patient with Chest
Trauma 619
Assessment/Data Collection 619
Nursing Diagnosis, Planning, and Implementation 619
Evaluation 619
Respiratory Failure 619
Acute Respiratory Failure 619
Acute Respiratory Distress Syndrome/Acute Lung
Injury 620
Nursing Process for The Patient Experiencing
Respiratory Failure 620
Assessment/Data Collection 620
Nursing Diagnosis, Planning, and Implementation 621
Evaluation 621
Lung Cancer 621
Pathophysiology 621
Etiology 621
Prevention 622
Signs and Symptoms 622
Complications 622
Diagnostic Tests 622
Therapeutic Interventions 622
Nursing Process for the Patient with Lung Cancer 623
Assessment/Data Collection 623
Nursing Diagnosis, Planning, and Implementation 623
Evaluation 623

Contents XXiX

Thoracic Surgery 624
Types 624
Nursing Process for the Patient Undergoing Thoracic
Surgery 625
Preoperative Nursing Care 625
Postoperative Nursing Care 625
Review Questions 627

UNIT EIGHT
Understanding the Gastrointestinal, Hepatic, and
Pancreatic Systems 631

Chapter 32 Gastrointestinal, Hepatic, and Pancreatic
Systems Function, Assessment, and Therapeutic

Measures 632
Lazette V. Nowicki, Linda S.Williams, and Janice L. Bradford

Review of Normal Gastrointestinal, Liver, Gallbladder,
and Pancreas Anatomy and Physiology 633
Oral Cavity and Pharynx 633
Esophagus 633
Stomach 633
Small Intestine 634
Large Intestine 634
Liver 635
Gallbladder 636
Pancreas 637
Aging and the Gastrointestinal System, Liver,

Gallbladder, and Pancreas 637

Nursing Assessment/Data Collection 638
Subjective Data 638
Objective Data 643
Diagnostic Studies 645
Laboratory Tests 645
Radiographic Tests 650
Nuclear Scanning 651
Angiography 651
Liver Scan 651
Endoscopy 651
Gastric Analysis 653
Ultrasonography 653
Endoscopic Ultrasonography 653
Percutaneous Liver Biopsy 653

Therapeutic Interventions 654
Gastrointestinal Intubation 654
Tube Feedings 655
Gastrointestinal Decompression 658
Total Parenteral Nutrition 658
Peripheral Parenteral Nutrition 658

Review Questions 659

Chapter 33 Nursing Care of Patients with Upper

Gastrointestinal Disorders 662
Lazette V. Nowicki

Nausea and Vomiting 663
Therapeutic Interventions 663
Nursing Process for the Patient with Nausea and
Vomiting 663



Copyright © 2007 by F. A. Davis.

XXX Contents

Eating Disorders 663
Anorexia 663
Anorexia Nervosa 664
Bulimia Nervosa 664
Nursing Process for the Patient with an Eating
Disorder 665
Obesity 666
Therapeutic Interventions 667
Surgical Management 667
Nursing Process for the Patient Who is Obese 668
Oral Health and Dental Care 669
Oral Inflammatory Disorders 669
Stomatitis 669
Oral Cancer 670
Pathophysiology and Etiology 670
Signs and Symptoms 670
Diagnosis 671
Therapeutic Interventions 671
Nursing Management 671
Esophageal Cancer 671
Pathophysiology and Etiology 671
Signs and Symptoms 671
Diagnosis 671
Therapeutic Interventions 671
Nursing Process for the Patient with Esophageal
Cancer 671
Hiatal Hernia 672
Pathophysiology 672
Signs and Symptoms 672
Diagnosis 672
Therapeutic Interventions 672
Gastroesophageal Reflux Disease 673
Pathophysiology 673
Signs and Symptoms 673
Diagnosis 673
Therapeutic Interventions 673
Complications 673
Nursing Process for the Patient with GERD 673
Mallory-Weiss Tear 674
Pathophysiology 674
Signs and Symptoms 674
Diagnosis 674
Therapeutic Interventions 674
Nursing Management 674
Esophageal Varices 674
Gastritis 674
Pathophysiology 674
Signs and Symptoms 674
Therapeutic Interventions 674
Chronic Gastritis 675
Peptic Ulcer Disease 675
Etiology 675
Pathophysiology 675
Signs and Symptoms 675
Diagnosis 676
Therapeutic Interventions 676
Complications 678

Nursing Process for the Patient with Peptic Ulcer
Disease 678
Stress Ulcers 678
Gastric Bleeding 678
Signs and Symptoms 678
Therapeutic Interventions 680
Nursing Process for the Patient with Gastric
Bleeding 680
Gastric Cancer 680
Signs and Symptoms 680
Diagnosis 680
Therapeutic Interventions 680
Gastric Surgeries 681
Subtotal Gastrectomy 681
Billroth I Procedure (Gastroduodenostomy) 681
Total Gastrectomy 681
Vagotomy 681
Nursing Process for the Patient Having Gastric
Surgery 681
Complications of Gastric Surgery 682
Pyloric Obstruction 683
Review Questions 684

Chapter 34 Nursing Care of Patients with Lower

Gastrointestinal Disorders 687
Linda S.Williams, Virginia Birnie, and Ruth Remington

Problems of Elimination 688
Constipation 688
Diarrhea 689
Inflammatory and Infectious Disorders 692
Appendicitis 692
Peritonitis 693
Diverticulosis and Diverticulitis 693
Nursing Process for the Patient with an Inflammatory or
Infectious Disorder 694
Inflammatory Bowel Disease 695
Crohn’s Disease (Regional Enteritis) 695
Ulcerative Colitis 698
Nursing Process for the Patient with Inflammatory
Bowel Disease 699
Irritable Bowel Syndrome 700
Pathophysiology 700
Etiology 700
Signs and Symptoms 700
Diagnostic Tests 701
Therapeutic Interventions 701
Nursing Process for the Patient with IBS 701
Abdominal Hernias 701
Pathophysiology and Etiology 701
Prevention 702
Signs and Symptoms 702
Complications 702
Therapeutic Interventions 702
Nursing Management 702
Absorption Disorders 703
Pathophysiology and Etiology 703
Signs and Symptoms 703



Copyright © 2007 by F. A. Davis.

Complications 703
Diagnostic Tests 703
Therapeutic Interventions 703
Nursing Management 704
Intestinal Obstruction 704
Small-Bowel Obstruction 704
Large-Bowel Obstruction 705
Anorectal Problems 706
Hemorrhoids 706
Anal Fissures 706
Anorectal Abscess 707
Nursing Management 707
Lower Gastrointestinal Bleeding 707
Etiology 707
Signs and Symptoms 707
Diagnostic Tests 707
Therapeutic Interventions 707
Nursing Management 707
Colon Cancer 707
Pathophysiology and Etiology 707
Signs and Symptoms 707
Diagnostic Tests 707
Therapeutic Interventions 708
Complications 708
Nursing Process for the Patient with Colon or Rectal
Cancer 708
Ostomy and Continent Ostomy Management 710
Ileostomy 710
Colostomy 711
Nursing Process for the Patient with an Ostomy or
Continent Ostomy 711
Rehabilitation Needs 716
Review Questions 716

Chapter 35 Nursing Care of Patients with Liver,
Gallbladder, and Pancreatic Disorders 719
Jean Jeffries
Disorders of the Liver 720
Hepatitis 720
Acute (Fulminant) Liver Failure 723
Chronic Liver Failure 724
Transplantation 731
Cancer of the Liver 732
Disorders of the Pancreas 732
Pancreatitis 732
Acute Pancreatitis 733
Cancer of the Pancreas 738
Disorders of the Gallbladder 741
Cholecystitis, Cholelithiasis, and
Choledocholithiasis 741
Review Questions 746

UNIT NINE
Understanding the Urinary System 749

Chapter 36 Urinary System Function, Assessment, and

Therapeutic Measures 750
Maureen McDonald and Janice L. Bradford

Contents XXXi

Review of Anatomy and Physiology 751
Kidneys 751
Formation of Urine 752
The Kidneys and Acid-Base Balance 753
Other Functions of the Kidneys 753
Elimination of Urine 753
Characteristics of Urine 754
Aging and the Urinary System 754
Nursing Assessment / Data Collection of the Urinary
System 755
Subjective Data: Health History 755
Objective Data: Physical Assessment 755
Diagnostic Tests of the Renal System 760
Laboratory Tests 760
Diagnostic Procedures 762
Endoscopic Procedures 762
Renal Biopsy 769
Nursing Process for Diagnostic Tests of the Renal
System Assessment 769
Therapeutic Measures 770
Management of Urinary Incontinence 770
Management of Urine Retention 771
Urinary Catheters 771
Review Questions 775

Chapter 37 Nursing Care of Patients with Disorders of

the Urinary System 777
Maureen McDonald

Urinary Tract Infections 778
Predisposing Factors for Urinary Tract Infections 778
Signs and Symptoms 778
Types 778
Nursing Process for the Patient with a Urinary Tract

Infection 781

Urological Obstructions 782
Urethral Strictures 782
Renal Calculi 783
Hydronephrosis 787

Tumors of the Renal System 788
Cancer of the Bladder 788
Cancer of the Kidney 790

Renal System Trauma 791

Polycystic Kidney Disease 791

Chronic Renal Diseases 791
Diabetic Nephropathy 791
Nephrotic Syndrome 792
Nephrosclerosis 793

Glomerulonephritis 793
Pathophysiology 793
Etiology 793
Symptoms 793
Diagnostic Tests 794
Therapeutic Interventions 794
Complications 794
Nursing Management 794



Copyright © 2007 by F. A. Davis.

XxXXii Contents

Renal Failure 794

Acute Renal Failure 794

Chronic Renal Failure 796

Symptoms of Renal Failure 798

Therapeutic Interventions for Renal Failure 800

Kidney Transplantation 804

Nursing Process for the Patient with Renal Failure 805
Review Questions 809

UNIT TEN
Understanding the Endocrine System 813

Chapter 38 Endocrine System Function

and Assessment 814
Paula D. Hopper and Janice L. Bradford

Normal Anatomy and Physiology 815
Pituitary Gland 815
Thyroid Gland 816
Parathyroid Glands 817
Adrenal Glands 817
Pancreas 818
Aging and the Endocrine System 818
Nursing Assessment 820
Health History 820
Physical Assessment of the Patient with an Endocrine
Disorder 821
Diagnostic Tests 822
Hormone Tests 822
Urine Tests 823
Other Laboratory Tests 8623
Nuclear Scanning 823
Radiographic Tests 823
Ultrasound 823
Biopsy 823
Review Questions 824

Chapter 39 Nursing Care of Patients with Endocrine

Disorders 825
Paula D. Hopper

Pituitary Disorders 826
Disorders Related to Antidiuretic Hormone
Imbalance 826
Disorders Related to Growth Hormone Imbalance 829
Pituitary Tumors 832
Disorders of the Thyroid Gland 832
Hypothyroidism 832
Hyperthyroidism 834
Care of the Patient Receiving Radioactive Iodine 838
Goiter 838
Cancer of the Thyroid Gland 839
Nursing Process for the Patient Undergoing
Thyroidectomy 840
Disorders of the Parathyroid Glands 841
Hypoparathyroidism 841
Hyperparathyroidism 842
Disorders of the Adrenal Gland 843
Pheochromocytoma 843

Adrenocortical Insufficiency/Addison’s Disease 844
Cushing’s Disease/Syndrome 845
Nursing Care of the Patient Undergoing
Adrenalectomy 847
Review Questions 849

Chapter 40 Nursing Care of Patients with Disorders of

the Endocrine Pancreas 85I
Paula D. Hopper

Diabetes Mellitus 852
Pathophysiology 852
Types and Causes 852
Signs and Symptoms of Diabetes 855
Prevention 856
Therapeutic Interventions 856
Acute Complications of Diabetes 863
Long-Term Complications 866
Special Considerations for the Patient Undergoing
Surgery 868
Nursing Process for the Patient with Diabetes
Mellitus 869
Diabetes Self-Management Education 869
Reactive Hypoglycemia 871
Pathophysiology 872
Signs and Symptoms 872
Diagnosis 872
Therapeutic Intervention 872
Review Questions 873

UNIT ELEVEN
Understanding the Genitourinary and
Reproductive System 877

Chapter 41 Genitourinary and Reproductive System

Function and Assessment 878
Debra Perry-Philo and Janice L. Bradford

Review of Normal Anatomy and Physiology 879
Female Reproductive System 879
Male Reproductive System 881
Aging and the Reproductive System 883
Female Assessment 883
Normal Function Baselines 883
History 883
Breast Assessment 885
Diagnostic Tests of the Breasts 887
Additional Diagnostic Tests of the Female Reproductive
System 888
Male Assessment 892
History 892
Physical Examination 893
Testicular Self-Examination 896
Breast Self-Examination 896
Diagnostic Tests of the Male Reproductive System
896
Review Questions 897



Copyright © 2007 by F. A. Davis.

Chapter 42 Nursing Care of Women with Reproductive

System Disorders 899
Debra Perry-Philo and Linda Hopper Cook

Breast Disorders 900
Benign Breast Disorders 900
Malignant Breast Disorders 900
Breast Modification Surgeries 904
Menstrual Disorders 905
Flow and Cycle Disorders 905
Dysmenorrhea 906
Premenstrual Syndrome 907
Endometriosis 907
Menopause 907
Irritations and Inflammations of the Vagina
and Vulva 909
Pathophysiology, Etiologies, and Signs and
Symptoms 909
Nursing Care and Teaching of the Patient Undergoing
Diagnostic Testing 910
Nursing Care and Teaching of the Patient Undergoing
Treatment 910
Toxic Shock Syndrome 912
Pathophysiology, Etiologies, and Signs and
Symptoms 912
Prevention 912
Nursing Care and Teaching 912
Disorders Related to the Development of the Genital
Organs 912
Pathophysiology, Etiologies, and Signs and
Symptoms 912
Diagnositic Tests 912
Therapeutic Interventions 912
Nursing Care and Teaching 912
Displacement Disorders 912
Cystocele 913
Rectocele 914
Uterine Position Disorders 914
Uterine Prolapse 914
Fertility Disorders 915
Nursing Care and Teaching of the Patient Undergoing
Fertility Testing 915
Therapeutic Interventions 916
Nursing Care and Teaching of the Patient Undergoing
Treatment 916
Reproductive Life Planning 917
Oral Contraceptives 918
Contraceptive Implants 919
Depot Medications 919
Estrogen-Progestogen Contraceptive Ring 919
Transdermal Contraceptive Patch 919
Barrier Methods 919
Spermicides 921
Intrauterine Devices 921
Natural Family Planning 921
Less Effective Methods 922
Ongoing Research: Future Possibilities for
Contraceptive Choices 922
Sterilization 922

Contents

Pregnancy Termination 923
Methods of Abortion 923
Ethical Issues 925
Tumors of the Reproductive System 925
Benign Growths 925
Malignant Disorders 927
Gynecological Surgery 929
Endoscopic Surgeries 929
Hysterectomy 930
Review Questions 932

Chapter 43 Nursing Care of Male Patients with

Genitourinary Disorders 934
Debra Perry-Philo

Prostate Disorders 935
Prostatitis 935
Benign Prostatic Hyperplasia 938
Cancer of the Prostate 944
Penile Disorders 946
Peyronie’s Disease 946
Priapism 946
Phimosis and Paraphimosis 946
Cancer of the Penis 946
Testicular Disorders 947
Cryptorchidism 947
Hydrocele 947
Varicocele 947
Epididymitis 947
Orchitis 947
Cancer of the Testes 947
Sexual Functioning 948
Vasectomy 948
Erectile Dysfunction 948
Infertility 953
Review Questions 955

Chapter 44 Nursing Care of Patients with Sexually

Transmitted Diseases 957
Debra Perry-Philo and Linda Hopper Cook

Disorders and Syndromes Related to Sexually
Transmitted Diseases 958
Volvovaginitis 958
Urethritis 958
Proctitis and Enteristis 958
Genital Ulcers 959
Cellular Changes 959
Pelvic Inflammatory Disease 959
Sexually Transmitted Infections 959
Chlamydia 959
Gonorrhea 960
Syphilis 960
Trichomoniasis 963
Herpes 963
Genital Warts 964
Hepatitis B 967
Genital Parasites 967
Reporting of Sexually Transmitted Diseases 967

XXXiii



Copyright © 2007 by F. A. Davis.

XXXV Contents

Nursing Process for Sexually Transmitted
Diseases 968
Assessment/Data Collection 968
Nursing Diagnoses, Planning, and
Implementation 968
Evaluation 971
Review Questions 971

UNIT TWELVE

Understanding the Musculoskeletal System 975

Chapter 45 Musculoskeletal Function

and Assessment 976
Rodney B. Kebicz and Janice L. Bradford

Review of Normal Anatomy and Physiology 977

Skeletal System Tissues and Their Functions
Bone Tissue and Growth of Bone 977
Structure of the Skeleton 977
Skull 978
Vertebral Column 979
Ribcage 980
Appendicular Skeleton 980
Structure of Synovial Joints 980

Muscle Structure and Arrangements 980

Role of the Nervous System 981
Neuromuscular Junction 981

Aging and the Musculoskeletal System 981

Nursing Assessment of the Musculoskeletal
System 982
Subjective Data 982
Objective Data 982

Diagnostic Tests 984
Laboratory Tests 984
Radiographic Tests 985
Other Diagnostic Tests 985

Review Questions 989

Chapter 46 Nursing Care of Patients with

Musculoskeletal and Connective Tissue Disorders

Rodney B. Kebicz

Bone and Soft Tissue Disorders 992
Strains 992
Sprains 992
Dislocations 992
Bursitis 992
Rotator Cuff Injury 992
Carpal Tunnel Syndrome 993
Fractures 993
Osteomyelitis 1005
Osteoporosis 1006
Paget’s Disease 1008
Bone Cancer 1008

Connective Tissue Disorders 1009
Gout 1009
Systemic Lupus Erythematosus 1010
Sclerodoma 1013
Osteogenesis Imperfecta 1014

Polymyositis 1014

Muscular Dystrophy 1014

Osteoarthritis 1015

Diet 1019

Rheumatoid Arthritis 1020
Musculoskeletal Surgery 1023

Total Joint Replacement 1023
Review Questions 1031

UNIT THIRTEEN
Understanding the Neurological System 1035

Chapter 47 Neurological Function, Assessment, and

Therapeutic Measures 1036
Jennifer Whitley and Janice L. Bradford

Review of Normal Anatomy and Physiology 1037
Nerve Tissue 1037
Spinal Cord 1039
Brain 1040
Meninges and Cerebrospinal Fluid 1042
Cranial Nerves 1042
Autonomic Nervous System 1042
Aging and the Nervous System 1043

Nursing Assessment/Data Collection of the Neurological

System 1045
Subjective Data 1046
Physical Assessment 1046
Assessment Summary 1050
Diagnostic Tests 1050
Laboratory Tests 1050
Lumbar Puncture 1050
X-ray Examination 1051
Computed Tomography 1051
Magnetic Resonance Imaging 1051
Angiogram 1052
Myelogram 1052
Electroencephalogram 1052
Therapeutic Measures 1053
Moving and Positioning 1053
Activities of Daily Living 1053
Communication 1053
Nutrition 1054
Family 1054
Review Questions 1055

Chapter 48 Nursing Care of Patients with Central

Nervous System Disorders 1056
Jennifer Whitley

Central Nervous System Infections 1057
Meningitis 1057
Encephalitis 1058

Increased Intracranial Pressure 1059
Pathophysiology and Monitoring 1059
Signs and Symptoms 1059
Monitoring 1060
Nursing Process for the Patient with an Infectious or

Inflammatory Neurological Disorder 1061



Copyright © 2007 by F. A. Davis.

Headaches 1065
Types of Headaches 1065
Diagnosis 1066
Nursing Process for the Patient with a Headach 1066
Seizure Disorders 1067
Seizures/Epilepsy 1067
Nursing Process for the Patient with Seizures 1069
Traumatic Brain Injury 1070
Pathophysiology 1070
Etiology 1070
Types of Brain Injury and Signs and Symptoms 1071
Diagnostic Tests 1072
Therapeutic Interventions 1072
Complications of Traumatic Brain Injury 1072
Nursing Process for the Patient with Traumatic Brain
Injury 1073
Rehabilitation 1074
Brain Tumors 1074
Pathophysiology and Etiology 1074
Signs and Symptoms 1074
Diagnostic Tests 1075
Therapeutic Interventions 1075
Acute and Long-Term Complications 1076
Nursing Process for the Patient with a Brain Tumor
1076
Intracranial Surgery 1076
Preoperative Care 1076
Nursing Process for the Postoperative Care of the
Patient Having Intracranial Surgery
Spinal Disorders 1078
Herniated Disks 1078
Nursing Process for the Patient Having Spinal
Surgery 1080
Spinal Stenois 1081
Spinal Cord Injuries 1081
Pathophysiology 1081
Causes and Types 1081
Signs and Symptoms 1082
Complications 1082
Diagnostic Tests 1084
Therapeutic Interventions 1084
Emergency Management 1084
Surgical Management 1085
Nursing Process fort eh Care of the Patient with a
Spinal Cord Injury 1085
Neurodegenerative Disorders and Disturbed Thought
Processes 1085
Dementia 1092
Delirium 1094
Parkinson’s Disease 1094
Huntington’s Disease 1101
Alzheimer’s Diseases 1102
Review Questions 1105

Chapter 49 Nursing Care of Patients with

Cerebrovascular Disorders 1108
Wendy Hockley

Contents XXXV

Transient Ischemic Attack 1109
Cerebrovascular Accident 1109
Pathophysiology 1109
Etiology 1109
Risk Factors 1110
Warning Signs 1110
Acute Signs and Symptoms 1111
Diagnostic Tests 1111
Therapeutic Interventions 1112
Prevention of Stroke 1114
Long-Term Effects of Stroke 1114
Cerebral Aneurysm and Subarchnoid Hemorrhage
1116
Pathophysiology and Etiology 1116
Signs and Symptoms 1116
Diagnostic Tests 1117
Therapeutic Interventions 1117
Complications 1117
Rehabilitation 1118
Nursing Process for the Patient with a Cerebrovascular
Disorder 1118
Review Questions 1124

Chapter 50 Nursing Care of Patients with Peripheral

Nervous System Disorders 1126
Deborah L. Weaver

Neuromuscular Disorders 1127
Multiple Sclerosis 1127
Myasthenia Gravis 1129
Amyotrophic Lateral Sclerosis 1134
Guilain-Barre Syndrome 1135
Postpolio Syndrome 1136

Cranial Nerve Disorders 1137
Trigeminal Neuralgia 1138
Bell’s Palsy 1138

Review Questions 1141

UNIT FOURTEEN
Understanding the Sensory System | 143

Chapter 51 Sensory System Function, Assessment, and

Therapeutic Measures:Vision and Hearing | 144
Debra Aucoin-Ratcliff, Lazette V. Nowicki, and Janice L. Bradford

Vision 1145
Normal Anatomy and Physiology of the Eye 1145
Aging and the Eye 1146
Nursing Assessment/Data Collection of the Eye and
Visual Status 1146
Therapeutic Interventions 1150
Hearing 1153
Normal Anatomy and Physiology of the Ear 1153
Aging and the Ear 1155
Nursing Assessment/Data Collection of the Ear and
Hearing Status 1155
Therapeutic Interventions 1159
Review Questions 1161



Copyright © 2007 by F. A. Davis.

XXXVi Contents

Chapter 52 Nursing Care of Patients with Sensory

Disorders:Vision and Hearing 1163
Lazette V. Nowicki and Debra Aucoin-Ratcliff

Vision 1164
Infections and Inflammation 1164
Refractive Errors 1168
Blindness 1170
Diabetic Retinopathy 1172
Retinal Detachment 1175
Glaucoma 1176
Cataracts 1178
Macular Degenerations 1179
Trauma 1180

Hearing 1181
Hearing Loss 1181
External Ear 1184
Middle Ear, Tympanic Membrane, and Mastoid

Disorders 1190

Inner Ear 1193

Review Questions 1196

UNIT FIFTEEN

Understanding the Integumentary System 1199

Chapter 53 Integumentary Function, Assessment, and

Therapeutic Measures 1200
Rita Bolek Trofino, Marty Kohn, and Janice L. Bradford

Review of Normal Anatomy and Physiology 1201
Epidermis 1201

Dermis 1201
Hair 1202
Nails 1202

Receptors 1202

Sebaceous Glands 1202

Sudoriferous (Sweat) Glands 1202

Blood Vessels 1202

Subcutaneous Tissue 1202

Aging and the Integumentary System 1202
Nursing Assessment/Data Collection 1202

Health History 1202

Physical Assessment 1203
Diagnostic Tests 1207

Laboratory Tests 1207

Skin Biopsy 1207

Other Diagnostic Tests 1207
Therapeutic Measures 1208

Open Wet Dressings 1208

Topical Medications 1209

Dressings 1209
Review Questions 1211

Chapter 54 Nursing Care of Patients with Skin
Disorders 1213

Marty Kohn and Rita Bolek Trofino

Pressure Ulcers 1214

Pathophysiology and Etiology 1214
Signs and Symptoms 1215
Complications 1215
Diagnostic Tests 1215
Therapeutic Interventions 1215
Nursing Process for the Patient with a Pressure Ulcer
1219
Inflammatory Skin Disorders 1222
Dermatitis 1222
Psoriasis 1224
Infectious Skin Disorders 1225
Herpes Simplex 1225
Herpes Zoster (Shingles) 1228
Fungal Infections 1228
Cellulitis 1230
Acne Vulgaris 1231
Nursing Process for the Patient with a Skin Infection
1231
Parasitic Skin Disorders 1232
Pediculosis 1232
Scabies 1233
Pemphigus 1234
Pathophysiology and Etiology 1234
Signs and Symptoms 1234
Complications 1234
Diagnostic Tests 1234
Therapeutic Intervention 1234
Nursing Care 1235
Skin Lesions 1235
Malignant Skin Lesions 1235
Dermatologic Surgery 1239
Review Questions 1240

Chapter 55 Nursing Care of Patients with Burns 1242
Rita Bolek Trofino

Pathophysiology and Signs and Symptoms 1243
Systemic Responses 1243
Classification of Burn Injuries 1244
Etiology 1244
Complications 1244
Diagnostic Tests 1245
Therapeutic Interventions 1245
Emergent Stage 1245
Acute Stage 1246
Rehabilitation Phase 1248
Nursing Process for a Burned Patient 1249
Assessment/Data Collection 1249
Nursing Diagnosis, Planning, Implementation, and
Evaluation 1250
Review Questions 1256

UNIT SIXTEEN
Understanding Mental Health Care 1259

Chapter 56 Mental Health Function, Assessment, and

Therapeutic Measures 1260
Marina Martinez-Kratz



Copyright © 2007 by F. A. Davis.

Review of Anatomy and Physiology 1261
Mental Health and Mental Illness 1261
Etiologies 1261
Social and Cultural Environments 1261
Spirituality and Religion 1261
Nursing Assessment/Data Collection 1264
Diagnostic Tests 1264
Distinguishing Physical Versus Mental Disorders 1264
Coping and Ego Defense Mechanisms 1266
Effective Coping Skills 1266
Ineffective Coping Skills 1266
Therapeutic Measures 1268
Therapeutic Communication 1268
Milieu 1269
Pyschopharmacology 1269
Psychotherapies 1269
Cognitive Behavorial Therapy 1270
Person-Centered/Humanistic Therapy 1270
Counseling 1270
Group Therapy 1270
Electroconvulsive Therapy 1271
Relaxation Therapy 1271
Review Questions 1272

Contents XXXVii
Chapter 57 Nursing Care of Patients with Mental Health

Disorders 1274
Marina Martinez-Kratz

Mental Health Disorders 1275
Anxiety Disorders 1275
Mood Disorders 1277
Somatoform/Psychosomatic Disorders 1281
Schizophenia 1284
Substance Abuse Disorders 1286
Mental Illness and The Older Adult 1290
Review Questions 1293

Appendix A North American Nursing Diagnosis
Association (NANDA) Nursing Diagnoses 1295

Appendix B Normal Adult Reference Laboratory
Values 1297

Appendix C Answers to Review Questions 1301
Appendix D Medical Abbreviations 1302

Appendix E Prefixes, Suffixes, and Combining
Forms 1303

Glossary 1305
Index 1321



Copyright © 2007 by F. A. Davis.

This page has been left intentionally blank.



Copyright €

UNDERSTANDING
HEALTH CARE
ISSUES




KEY TERMS

assessment (ah-SESS-ment)

critical thinking (KRITi-kuhl THING-king)

data (DAY-tuh)

evaluation (e-VAL-yoo-AY-shun)

evidence based practice (ev-a-dense baste prack-tis)
intervention (in-ter-VEN-shun)

nursing diagnosis (NER-sing DYE-ag-NOH-sis)
nursing process (NER-sing PRAH-sess)

objective data (ob-JEK-tiv DAY-tuh)

subjective data (sub-JEK-tiv DAY-tuh)

Critical Thinking and
the Nursing Process

PAULA D. HOPPER
AND LINDA S. WILLIAMS

QUESTIONS TO GUIDEYOUR READING

1. How is critical thinking of value in the nursing
process?

2. What are objective and subjective data?

3. How can the documentation of data be improved?

4. How would you prioritize patient care based on
Maslow’s hierarchy of human needs?

5. What is your role as a licensed practical
nurse/licensed vocational nurse in using the nursing
process?

6. What is a nursing diagnosis?

7. What is the evaluation phase of the nursing process?



Copyright © 2007 by F. A. Davis.

Excellence in the delivery of nursing care requires good
thinking. Each day nurses make many decisions that will
affect the care of their patients. For those decisions to be
effective, the thought processes behind them must be sound.

CRITICAL THINKING
| AND SAFE CARE

Nurses must learn to think critically. This means they must
use their knowledge and skills to make the best decisions
possible in patient care situations. Halpern! says that “criti-
cal thinking is the use of those cognitive [knowledge] skills
or strategies that increase the probability of a desirable out-
come.” Critical thinking is sometimes called directed think-
ing because it focuses on a goal. Other terms used when
talking about critical thinking include reasoning, common
sense, analysis, and inquiry. Good thinking requires critical
thinking attitudes and skills, which are described below. It
also requires a good knowledge base, so your thinking is
based upon correct factual material. These are the topics of
the rest of this book.

Critical Thinking Attitudes

Researchers have identified attitudes that are associated with
good critical thinking. Green identifies seven attitudes, sum-
marized below.?

Intellectual Humility

Have you ever known people who think they “know it all”?
They do not have intellectual humility. People with intellec-
tual humility have the ability to say, “I am not sure about
that.... I need more information.” Certainly, we want our
patients to think we are smart and know what we are doing,
but patients also respect nurses who can say, “I do not know;
let me find out.” It is unsafe to care for patients when you are
not sure of what you need to do.

Intellectual Courage

Intellectual courage allows you to look at other points of
view even when you do not agree with them at first. Maybe
you really believe that 8-hour shifts are best for nurses, and
have a lot of good reasons for your belief. But if you have
intellectual courage, you will be willing to really listen to
the arguments for changing to 12-hour shifts. Maybe you
will even be convinced. Sometimes you have to have the
courage to say, “Okay, I see you were right after all.”

Intellectual Empathy

Consider the patient who snaps as you enter her room, “I've
been waiting all morning for my bath. If you do not help me
with it right now I am going to call your supervisor.” The
first response that comes into your head is, “I have five other
patients; you are lucky I am here now!” But, if you have
intellectual empathy, you will be able to think, “If I were
this patient, who is in chronic pain and is tired of being
in the hospital, how would I feel?” It might change how you
respond.

Critical Thinking and the Nursing Process 3

Intellectual Integrity

Your patient seems to ask a hundred questions when you
bring her a medication that has been newly prescribed for
her high blood pressure. But later you notice she is taking an
herbal remedy from her purse. It is good that she is asking a
lot of questions about her drug, which has been tested exten-
sively by the Food and Drug Administration (FDA). Herbal
remedies are not held to the same standards as medications
in the United States. Someone with intellectual integrity
would want the same kind of proof that both types of med-
ications are safe and effective before using them.

Intellectual Perseverance

Do not give up. Consider this scenario. You have concerns
about some side effects you have noticed when you admin-
ister a new drug to your patients. You mentioned it to the
physician and he said not to worry about it, but you are still
concerned. If you have intellectual perseverance, you might
do some research on the web, then go to your supervisor or
the pharmacist to discuss your concerns.

Faith in Reason
If you have faith in reason, you believe in your heart that
good thinking, and reason, will indeed result in the best out-
comes for your patients. And if you really believe, you will
be more likely to attend a seminar or read an article on crit-
ical thinking skills.

Intellectual Sense of Justice
One of your co-workers wants to change the medication
administration schedule on your unit. She says it is because
it will be better for the patients, but you think it might be
because it fits her break schedule better. If you have an intel-
lectual sense of justice, you will be sure that your thinking
is not biased by something that you just want for yourself,
like your co-worker seems to be doing. You should examine
your own motives as well as those of others when you are
making decisions.

So, what does this all mean to you as a nursing student?
The term “metacognition” means to “think about thinking.”
It is important for you to try to develop the attitudes of a crit-
ical thinker, and to learn to think clearly and critically about
your patient care. In order to do that, you need to constantly
think about your thinking. Are you practicing intellectual
humility? Are you trying to be courageous and empathetic?
These attitudes create an excellent base on which to build a
nursing knowledge base, and on which to develop further
thinking skills.

Knowledge Base

Nurses must have a good knowledge base in order to safely
care for their patients. You could not drive a car without first
learning the basics of how a car works and how to follow the
rules of the road. In the same way, you must understand the
human body in health and illness before you can understand
how to take care of an ill patient. This is the reason you are
going to school and studying this book.
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4 Understanding Health Care Issues

Information is found in many places; some information
is good, and some is not as good. For example, health infor-
mation found on a website may have been put there by a
major university medical school, or it may have been put
there by a patient who has a particular disorder. You may
learn about a patient’s experience by reading his or her web-
site, but you certainly would not base care of your patients
on this one person’s personal experience.

The best knowledge upon which to base your practice
comes from research. Nurse researchers try new methods for
taking care of patients and compare them with traditional
methods to determine what works best. For example, for
many years nurses were taught to massage patients’ red-
dened bony prominences to prevent pressure ulcers.
Through research, we now know that this practice should be
avoided because it can further harm tissue that is already
damaged.

When nursing care is based on good, well-designed
research studies, it is called evidence based practice. As
nurses, we need to use as many interventions as we can that
have been researched. Other interventions, until they are val-
idated by research, have to be based on our best critical
thinking skills. Some expert organizations are beginning to
“bundle” best practice strategies together to increase their
use. Bundles are groups of interventions that, when used
together, have been shown to improve patient outcomes. To
find more information on bundles, go to http://www.ihi.
org/ihi and type “bundles” in the search window. It is nice to
be able to tell a patient or family member that “Your loved
one is being cared for based on the latest research recom-
mendations.”

Concern for Patient Safety

Safety is on everyone’s mind. Many people know of some-
one who has been affected by a medical error or who has
been unhappy with their care. Health-care providers are
being held accountable for safe care by society. As a result,
guidelines to reduce errors in health care and improve
patient outcomes have been developed. The Joint Commis-
sion on Accreditation of Hospitals and Organizations
(JCAHO) is an organization that accredits health-care agen-
cies. JCAHO’s 2006 patient safety goals can be found at
http://www.jcipatientsafety.org. As you will see, care in var-
ious health-care settings is addressed in these goals.
Following is an example of one of the goals which you will
find throughout the book as safety tips.

These goals are throughout the book to increase your
awareness and understanding of them. They address impor-
tant areas of concern such as using medications safely, cor-
rectly identifying patients, identifying operative sites
correctly, improving communication, reducing fall injuries,
and reducing risk for infections in institutionalized elderly
persons to name a few. So become familiar with them and
look for annual updates on the web. Of course, it takes
critical thinking to use them at the right times and in the
right circumstances. Using them appropriately helps you
provide safer care with fewer errors, which your patients
appreciate.

ﬂ SAFETY TIP

Use at least two patient identifiers (neither to
be the patient’s room number) when taking blood
6amplee and other specimens for clinical testing,
or providing any other treatments or procedures
(JCAHO, 2006). 2006 National Fatient Safety
Goals from www.jcaho.org

Critical Thinking Skills

Problem Solving

Problem solving is one type of critical thinking skill. Nurses
solve problems on a daily basis. However, a problem can be
handled in a way that may or may not help the patient. For
instance, consider Mr. Frank, who is in pain and requests
pain medication. You check the medication record and find
that his analgesic medication is not due for another 40 min-
utes. You can choose to manage this problem in a variety of
ways. One obvious approach is to return to Mr. Frank and
tell him that it is not time for the pain medication and that he
will have to wait. This may solve your problem (you can
move on to the next patient), but it does not solve the prob-
lem in an acceptable way for Mr. Frank. An alternative
approach is to use a standard problem-solving method:

1. Gather data. When Mr. Frank requests pain med-
ication, the first thing you do is obtain more data.
As a good critical thinker, you can use intellectual
empathy as well as your knowledge base about
pain to decide what additional data you need. You
decide to use a pain-rating scale on which the
patient rates pain on a scale of O (no pain) to 10
(the greatest pain possible). Mr. Frank states that
his pain is in his back and rates it as an 8 on the
10-point scale. You check his history and find he
has compression fractures of his spine. Your empa-
thetic attitude tells you that waiting for 40 minutes
to relieve his pain is not acceptable. You next go to
the medication record and find that he has no alter-
native pain medications ordered.

2. Identify the problem. Here you use your knowl-
edge base to draw the conclusion that Mr. Frank is
in acute pain, and the current medication orders are
not sufficient to provide pain relief.

3. Decide what outcome (sometimes called a goal) is
desirable. The outcome should be determined by
you (the nurse) and the patient working together.
The patient is intimately involved in this situation
and deserves to be consulted. In this case you talk
to Mr. Frank and determine that he needs pain
relief now; he cannot wait until the next scheduled
dose of medication. He states that he is able to tol-
erate a pain rating of 3 or less on a 10-point scale.

4. Plan what to do. Formulate and evaluate some
alternative solutions. For example, you can decide
to tell Mr. Frank that he has to wait 40 minutes;
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however, this will not help him reach his desired
outcome of pain control. Giving the medication
early might relieve his pain, but this would not be
following the physician’s orders and may have
harmful effects for Mr. Frank. You could decide to
try some non—drug pain-control methods, such as
relaxation, distraction, or imagery. These might be
helpful, but you recall from pharmacology class
that complementary methods should be used in
conjunction with, not in place of, medications.
Another alternative is to report to the physician
that Mr. Frank’s pain is not controlled with the cur-
rent pain-control regimen. Once you have several
alternative courses of action, decide which will
best help the patient. Then you can discuss those
options with the registered nurse (RN) and together
decide the best thing to do; in this case, you might
decide to have the RN contact the physician while
you work with the patient on relaxation exercises.
You might decide to ask Mr. Frank if he would like
to listen to some of the music his wife brought in
for him. You can also tell Mr. Frank that the physi-
cian is being contacted. This would assure him that
his pain-relief needs are being taken seriously.

5. Implement the plan of care. The RN enters the
room and informs you and the patient that the
physician has changed the analgesic orders. You
obtain and administer the first dose of the new
analgesic, being sure to explain its effects and side
effects to Mr. Frank. The RN also informs Mr.
Frank that the physician has ordered a consultation
with the pain clinic.

6. Evaluate the plan of care. Did the plan work? As
you reassess Mr. Frank 30 minutes later, he rates
his pain level at 2. You think back to the desired
outcome, compare it with the current data col-
lected, and determine that your interventions were
successful.

Can you see how using good thinking attitudes, a good
knowledge base, and the problem-solving process led to a
better outcome than simply choosing the first obvious
option? You were able to effect a positive change: assisting
a patient in achieving pain relief. And you have undoubtedly
earned Mr. Frank’s trust in the process. Problem solving is
how nurses make decisions on a daily basis. This is known
as the nursing process.

Other Critical Thinking Skills
Problem solving is just one critical thinking skill. There are
many others that are beyond the scope of this book.
Following are a few questions to ask yourself as you con-
tinue to develop your critical thinking. There are many more
questions you might ask. These are not in any order, nor
would they all be asked for a given situation. They are just
some ideas to get you started.

* Have I thought this through?

* What information do I need?

* How do I know?

Critical Thinking and the Nursing Process 5

¢ Is someone influencing my thinking in ways I am
not aware of?

* What conclusions can I draw from the information I
have?

* Am I basing this decision on assumptions that may
or may not be true?

* Am [ thinking creatively about this, or am I in a
rut?

¢ Is there an expert I can consult that can help me
think through this?

¢ Is there any research or evidence that this is true?

* Am [ too stressed or tired to think carefully about
this right now?

| NURSING PROCESS

Previously you used the nursing process to solve a real
problem. The nursing process is an organizing framework
that links the process of thinking with actions in nursing
practice. The nursing process can be used to assess patient
needs, formulate nursing diagnoses, and plan, implement,
and evaluate care. As a nursing student, you consciously use
the nursing process with each patient problem. With experi-
ence, you will internalize the nursing process and use it
without as much conscious effort.

Role of the Licensed Practical
Nurse and Licensed Vocational Nurse

The licensed practical nurse (LPN) or licensed vocational
nurse (LVN) carries out a specific role in the nursing pro-
cess, as described in Table 1.1. The LPN/LVN collects data,
assists in formulating nursing diagnoses, assists in determin-
ing outcomes and planning care to meet patient needs,
implements patient care interventions, and assists in evaluat-
ing the effectiveness of nursing interventions in achieving
the patient’s outcomes. It is the role of the LPN/LVN to pro-
vide direct patient care. This gives the LPN/LVN an oppor-
tunity to develop a relationship with the patient that aids in
assisting in the other parts of the nursing process. The
LPN/LVN and the RN work as a team to analyze data and
develop, implement, and evaluate the plan of care (Fig. 1.1).

TABLE I.1 ROLE OF THE LPN/LVN
IN THE NURSING PROCESS

Role of the LPN/LVN

Assists in collecting data

Assists in choosing appropriate nurs-
ing diagnoses

Assists in developing outcomes and
planning care to meet outcomes

Steps of the Process

Assessment
Nursing Diagnosis

Planning Care

Implementation Carries out those portions of the plan
of care that are within the
LPN/LVN'’s scope of practice

Evaluation Assists in evaluation and revision of

the plan of care
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FIGURE 1.1 The nursing care team collaborating on a nursing
care plan.

Data Collection

The first step in the nursing process is data collection. The
LPN/LVN assists the RN in collecting data from a variety of
sources. Data are divided into two types: subjective data
and objective data.

Subjective Data

Information that is provided verbally by the patient is called
subjective data. Symptoms are subjective data. Subjective
data are often placed in quotes, such as “I have a headache”
or “I feel out of breath.” You must listen carefully to the
patient and understand that only the patient truly knows how
he or she feels.

When collecting subjective data, begin with the
patient’s main concern. Focus on the reason the patient is
seeking health care. The question, “What happened that
made you decide to come to the hospital (clinic, office)?”
can be helpful.

Once the patient has identified the main concern, further
questioning can elicit more pertinent information. Use the
letters of the “WHAT’S UP?” questioning format to remem-
ber questions to ask the patient (Box 1.1 What’s Up? Guide
to Symptom Assessment). Asking the right questions can
help you obtain better data with which to make the best deci-
sions.

Next, obtain a patient history. This is done by asking
the patient and family questions about the patient’s past and
present health problems, including specific questions about
each body system, family health problems, and risk factors
for health problems. The patient’s medical record may also
be consulted for background history information.

In addition to assessment related to physiological func-
tioning, ask the patient about personal habits that relate to

a LEARNING TIP

Practice assessing a symptom on a classmate.
Ask the “WHAT'S UP?” questions.

Box 1.1

WHAT’S UP? Guide to
Symptom Assessment

W—Where is it?

H—How does it feel? Describe the quality.

A—Aggravating and alleviating factors. What makes it
worse? What makes it better?

T—Timing. When did it start? How long does it last?

S—Severity. How bad is it? This can often be rated on
a scale of 0 to 10.

U—Useful other data. What other symptoms are pres-
ent that might be related?

P—Patient’s perception of the problem. The patient
often has an idea about what the problem is, or the
cause, but may not believe that his or her thoughts
are worth sharing unless specifically asked.

health, such as exercise, diet, and the presence of stressors,
per institutional assessment guidelines. Finally, assess the
patient’s family role, support systems, and cultural and spir-
itual beliefs.

Objective Data
Objective data are pieces of factual information obtained
through physical assessment and diagnostic tests and are
observable or knowable through the five senses. Objective
data are sometimes called signs. Examples of objective data
include the following:

* 3-cm red lesion

» Respiratory rate 36

* Blood glucose 326 mg/dL.

* Patient is moaning

Note that these are all observable or measurable by a
nurse and do not require explanation by the patient.

Objective data are gathered through physical assess-
ment. Inspection, palpation, percussion, and auscultation
techniques are used to collect objective data (Fig. 1.2). Give
special attention to areas that the patient has identified as
potential problems.

Documentation of Data

Collected data are documented in the patient’s medical
record. Identification of any significant problem or variation
from normal is reported immediately to an RN or physician
and then documented. The recorded data should be accurate
and concise. You should document exactly what you
observed or heard stated by the patient, significant other, or
health team members. Avoid interpreting the data and using
words that have vague meanings in your documentation. For
example, “nailbed color is pink” gives clearer information
than “nailbed color is normal.” “Capillary refill is 2 sec-
onds” provides more precise data than “capillary refill is
good.” The statement “the wound looks better” is not mean-
ingful unless the wound has been previously observed by the
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FIGURE 1.2 Nurse auscultating patient's chest.

reader. Stating that “the wound is 1 by 2 inches, red, with no
drainage or odor” provides data with which to compare the
future status of the wound and determine whether it is
responding to treatment. When documenting subjective
data, use direct quotations from the patient whenever possi-
ble. Quotes accurately represent the patient’s view and are
least open to interpretation. Meaningful documentation pro-
motes continuity of patient care.

u LEARNING TIP

Documenting exactly what is observed is more
appropriate, easier, and less time consuming
than seeking other words or ways to state
observations. Beginners may be tempted to
search for elaborate phrases or words when sim-
ple, direct words are best. Stating exactly what
i eeen or heard usually provides the most clear
and accurate information.

Nursing Diagnosis

Once data have been collected, the LPN/LVN assists the RN
to compare the findings with what is considered “normal.”
Data are then grouped, or clustered, into sets of related
information that identify problems.

According to the North American Nursing Diagnosis
Association (NANDA), a nursing diagnosis is a clinical
judgment about individual, family, or community response
to actual or potential health problems or life processes.
Nursing diagnoses are standardized labels that make an
identified problem understandable to all nurses. Nursing
diagnoses are the foundation used to select interventions to
achieve a desired outcome. A list of NANDA-approved
nursing diagnoses can be found in Appendix A of this book.

Nursing actions are either independent or collaborative.
Independent nursing actions can be initiated by the nurse.
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Examples of independent nursing actions include teach-
ing the patient deep breathing exercises, turning a patient
every 2 hours, teaching about medications, and giving
a back rub for comfort. Collaborative actions require a
physician’s order to perform them in response to both nurs-
ing and medical diagnoses. Examples of this are giving pre-
scribed medications, applying antiembolism stockings,
requesting a referral to physical therapy, and inserting a uri-
nary catheter.

A diagnosis is considered “nursing” instead of “med-
ical” if the interventions necessary to treat the problem are
primarily independent nursing functions. Even with inde-
pendent nursing functions, nurses often consult with physi-
cians about plans of care. When the physician directs most
of the care related to a particular health problem, it is a med-
ical diagnosis rather than a nursing diagnosis. For example,
a patient with pneumonia (a medical diagnosis) has many
needs that depend on physician orders, such as respiratory
treatments and antibiotics. The nurse, however, can provide
important assessment findings related to the health problem
and provide nursing measures such as encouraging fluid
intake, coughing, and deep breathing. When the physician
and nurse work closely together on a patient problem, it is
referred to as a collaborative problem.

One of the NANDA nursing diagnoses is acute pain. In
Mr. Frank’s example, the pain was assessed as a health prob-
lem, and a plan of care was developed to manage the pain.
The physician was contacted for analgesic orders, and inde-
pendent nursing actions were used, including relaxation and
distraction. These independent nursing actions did not
require a physician’s order.

A well-written nursing diagnosis helps guide develop-
ment of a plan of care. The three parts to a diagnosis follow:
* Problem—the nursing diagnosis label from the

NANDA list

 Etiology—the cause or related factor (usually pre-

ceded by the words “related to”)

* Signs and symptoms—the subjective or objective

data that are evidence that this is a valid diagnosis
(often preceded by the words “as evidenced by”)

CRITICAL THINKING

Nursing Diagnosis

B Which of the following are NANDA nursing diag-
noses? Which are medical diagnoses?

Impaired mobility

Ineffective coping

Herniated disk

Fractured femur

Diabetes

Impaired gas exchange

Appendicitis

Health-seeking behaviors

Suggested answers at end of chapter.

PN AP =
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The statement of problem, etiology, and signs and
symptoms is called the PES format. Look again at the case
study of Mr. Frank. A diagnosis using this format might read
as follows: “Acute pain related to muscle spasms and nerve
compression as evidenced by patient’s pain rating of 8.”
Note how the complete diagnosis gives you more helpful
information than simply the label “pain.” This additional
information helps determine an appropriate outcome and
guides intervention selection.

Plan of Care

Once nursing diagnoses are identified, an individualized
plan of care to help the patient meet his or her care needs is
designed. It is important to include the patient in the devel-
opment of the plan of care. The patient must be in agreement
with the plan for it to be successful in meeting the desired
outcomes. The first step in planning care after diagnoses are
selected is to prioritize the diagnoses and develop outcomes,
or goals, for each. Actions that will help the patient meet the
desired outcomes can then be determined.

Prioritizing Care

Once you know what problems need to be addressed, you
must decide which problem or intervention needs to be
taken care of first. You and the patient decide together which
problems take priority. Maslow’s hierarchy of human needs
is one commonly used psychological theory that can be used
as a basis for determining priorities (Fig. 1.3). According to

SELF-
ACTUALIZATION
(The individual possesses
a feeling of self-fulfillment
and the realization of his or
her highest potential.)

Understanding Health Care Issues

Maslow, humans must meet their most basic needs (those at
the bottom of the triangle) first. They can then move up the
hierarchy to meet higher level needs.

Physiological needs are the most basic. For example, a
person who is short of breath cannot attend to higher level
needs because the physiological need for oxygen is not
being met. Once physiological needs are met, the patient can
concentrate on meeting safety and security needs. Love,
belonging, and self-esteem needs are next; self-actualization
needs are the last to be met.

Throughout life, individuals move up and down
Maslow’s hierarchy in response to life events. If a need
occurs on a level below the patient’s current level, the patient
will move down to the level of that need. Once the need is
fulfilled, the person can move upward on the hierarchy again.

In a nursing plan of care the patient’s most urgent
problem is listed first. According to Maslow’s hierarchy of
human needs, this usually involves a physiological needsuch
as oxygen or water because these are life-sustaining needs.
If several physiological needs are present, life-threatening
needs are ranked first, health-threatening needs are second,
and health-promoting needs, although important, are last.

Once physiological needs are met, needs related to the
next level of the hierarchy, safety and security, can be add-
ressed. Remaining diagnoses are listed in order of urgency
as they relate to the hierarchy. Needs can occur simultane-
ously on different levels and must be addressed in a holistic
manner, with prioritization guiding the care provided.

FIGURE 1.3 Maslow's
hierarchy of human needs.
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a LEARNING TIP

If you are developing a plan of care for a patient
with complex needs and are not sure where to
start, go back to the assessment phase. Often
additional information can help you better under-
stand the patient’s needs and develop a plan of
care that is individualized to the patient’s spe-
cific problem areas.

Establishing Outcomes

An outcome is a statement that describes the patient’s
desired goal for a problem area. It should be measurable, be
realistic for the patient, and have an appropriate time frame
for achievement. Measurable means that the outcome can be
observed, or is objective. It should not be vague or open to
interpretation, with the use of subjective words such as nor-
mal, large, small, or moderate. Consider, for example, two
outcomes:

* The patient’s shortness of breath will improve.

* The patient will be less short of breath within 15

minutes as evidenced by the patient rating the short-
ness of breath at less than 3 on a scale of O to 10,
respiratory rate between 16 and 20, and relaxed
appearance.

Although the first outcome seems appropriate, in real-
ity it is difficult to know when it has been met. There is noth-
ing to objectively indicate when the problem has been
resolved. The second outcome is objective. You can see that
when the patient rates his or her shortness of breath less than
3, is breathing at a rate of 16 to 20, and appears relaxed, the
desired outcome will have been met. The outcome is realis-
tic, and the 15-minute time frame ensures that the patient’s
distress is minimized. If the plan of care does not achieve the
desired outcome in the given time frame, it should be evalu-
ated and revised as needed.

When determining criteria for a measurable outcome,
look at the signs and symptoms portion of the nursing
diagnosis. The resolution or continuation of the signs and

CRITICAL THINKING

Prioritizing Care

B Based on Maslow’s hierarchy of needs, list the fol-
lowing nursing diagnoses in order from highest (1) to
lowest (5) priority. Give rationales for your decisions.

____ Deficient knowledge

____ Constipation

___ Disabled family coping
___ Anxiety

____ Ineffective airway clearance

Suggested answers at end of chapter.
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symptoms identified in the NANDA nursing diagnoses are
evidence that nursing interventions were effective. If the
desired outcome is not achieved, reevaluation of the prob-
lem and interventions is needed. Look at another outcome
example to see how criteria are used for measurement:
Nursing diagnosis—Ineffective airway clearance related
to excess secretions as evidenced by coarse crackles
and nonproductive cough.
Outcome—Demonstrates clear lung sounds and produc-
tive cough within 8 hours.

Identifying Interventions
Interventions are the actions you take to help the patient meet
the desired outcome. Therefore, interventions are considered
goal directed. Any intervention that does not contribute to
meeting the outcome should not be part of the plan of care.

One way to create a plan is to include interventions
that can be categorized as “take, treat, and teach.” In the first
intervention category, “take,” or identify data that should
be routinely collected related to the problem. Next, “treat”
the problem by identifying deliberate actions to help reach
the outcome. Last, identify what to “teach” the patient
and family for the patient to learn to care for himself or her-
self.

Look again at the nursing diagnosis of impaired airway
clearance. A plan of care for this problem using the take,
treat, and teach method might look like the following:

Take:  Auscultate lung sounds every 4 hours and prn.
Assess respiratory rate every 4 hours and prn.
Treat: Provide 2 L of fluids every 24 hours.
Offer expectorant as ordered.
Provide cool mist vaporizer in room.
Teach: Teach the patient the importance of fluid

intake.
Teach the patient to cough and deep breathe
every 1 to 2 hours.

In addition to identifying interventions, it is important
to understand how and why they will work. This is called
identifying rationales. For example, assess lung sounds and
respiratory rate every 4 hours because increased crackles
and respiratory rate indicate retained secretions. Fluids are
provided to help liquefy secretions and ease their removal.
Sound rationale that is evidence (research) based should
guide the selection of each nursing intervention.

Implementation

Once the plan of care has been identified, it must be com-
municated to the patient, family, and health team members
and then implemented. One way a plan of care is communi-
cated is by writing it as a nursing care plan. The nursing care
plan is documented on the patient’s medical record and
allows other nurses to know the patient’s priority problems,
the desired outcomes, and the plan for meeting the out-
comes. In this way, all nurses can provide consistent care for
the patient.

When implementing the plan of care, the actions listed
as interventions are performed. The patient’s response to
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each intervention is noted and documented. This documen-
tation provides the basis for evaluation and revision of the
plan of care.

Evaluation

The last step of the process is evaluation. Evaluation exam-
ines both outcomes and interventions. The nurse continu-

Understanding Health Care Issues

ously evaluates the patient’s progress toward the desired
outcomes and the effectiveness of each intervention. If the
outcomes are not reached within the given time frame, or if
the interventions are ineffective, the plan of care is revised.
Any part of the plan of care can be revised, from the diag-
nosis or desired outcome to the interventions. Acute care
institutions require review and updating of the plan of care
every 24 hours.

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Nursing Diagnosis

Impaired mobility = nursing
Ineffective coping 5 nursing
Herniated disk = medical

. Fractured femur = medical
Diabetes = medical

Impaired gas exchange = nursing
Appendicitis = medical
Health-seeking behaviors = nursing

PN LR W

m Prioritizing Care

1 Ineffective airway clearance—physiological need
that can be life threatening

2 Constipation—physiological need that can be health-
threatening

3 Anxiety—safety and security need

4 Deficient knowledge—safety and security need

5 Disabled family coping—Ilove and belonging need

l'{EVIEIW QUESTIONS

1. In which of the following ways is critical thinking use-
ful to the nursing process?
a. It highlights the obvious solution to a problem.
b. It can lead to a better outcome for the patient.
c. It simplifies the process.
d. It helps the nurse arrive at a solution more quickly.

2. Which nurse is exhibiting intellectual humility?
a. The nurse who is an expert at wound care.
b. The nurse who reports an error to the supervisor.
c. The nurse who tries to empathize with the patient.
d. The nurse who asks a co-worker about a new
procedure.

3. Which of the following pieces of information is consid-
ered objective data?
a. The patient’s respiratory rate is 28.
b. The patient states, “I feel short of breath.”
c. The patient is short of breath.
d. The patient is feeling panicky.

4. An LPN/LVN is collecting data on a newly admitted
patient who has an ulcerated area on his left hip. It is
2 inches in diameter and 1 inch deep, with yellow
exudate. Which of the following statements best docu-
ments the findings in the patient’s database?

a. Wound on left hip, 2 inches diameter, 1 inch deep,
infected

b. Left hip wound is large, deep, and has yellow
drainage

c. Pressure ulcer on left hip, yellow drainage

d. Wound on left hip 2 inches in diameter, 1 inch deep,
yellow exudate

5. A 34-year-old mother of three children is admitted to
a respiratory unit with pneumonia. Based on Maslow’s
hierarchy of needs, which of the following patient prob-
lems should the nurse address first?
a. Frontal headache from stress of hospital admission
b. Anxiety related to concern about leaving children
c. Shortness of breath from newly diagnosed pneu-

monia

d. Deficient knowledge about treatment plan

6. Place the steps of the nursing process in correct chrono-
logical order of use. Use all options.
a. Nursing Diagnosis
b. Evaluation
c. Assessment
d. Planning Care
e. Implementation
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Which of the following parts of the nursing process can
be carried out by an LPN/LVN?

a. Implementation of interventions

b. Nursing diagnosis

c. Analysis of data

d. Evaluation of outcomes

. Which of the following is a nursing diagnosis?

a. Stroke

b. Renal failure
c. Fracture

d. Acute pain
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9. A nurse teaches a patient the importance of stopping
smoking. Which of the following patient responses
would best indicate to the nurse the effectiveness of
the instruction?

a. “T have a brother who died of lung cancer. I know
smoking is bad.”

b. “Itried to quit 5 years ago, and I really would like
to, but it is very hard.”

c. “Thank you for the information. I will call the
Smoke Stoppers organization today.”

d. “T know you are right; I should stop smoking.”
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Issues in Nursing Practice

LENETRA JEFFERSON, LINDA MARIE LOWE,

AND PATRICK M. SHANNON

QUESTIONS TO GUIDE YOUR READING

1.

AN N B W

11.

What are factors influencing changes in the health-
care delivery system?

. What is the LPN/LVN’s role in the health-care

delivery system?

. What are three leadership styles?
. What is the LPN/LVN’s role in leadership?
. Why are ethics important in health care?

. What is an example of a character trait and how

does it relate to nursing?

. What are the definitions of the four major princi-

ples in ethics and how would you apply one to an
ethical dilemma?

. What are the steps of the ethical decision-making

model?

. Where is the regulation of nursing practice defined?

10.

How can you provide quality care and limit your
liability?

How would you define HIPAA (Health Insurance
Portability and Accountability Act of 1996)?
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| HEALTH-CARE DELIVERY

The health-care delivery system continues to experience
rapid and dramatic changes from acute care to outpatient
and community settings. As nursing adapts to these changes,
it is important to understand wellness and illness treatments,
factors that influence health care, and application of princi-
ples of cultural diversity during care.

Health-lllness Continuum

The World Health Organization in the preamble of its con-
stitution defines health as a “state of complete physical,
mental and social well-being and not merely the absence of
disease and infirmity.” This definition provides a narrow
view of health that does not provide for chronic illness
effects or fluctuating levels of wellness. The health-illness
continuum, in contrast, addresses various levels of health
that are continually shifting for an individual. One end of the
continuum represents high-level health and the other end
poor health with impending death. Individuals move along
the continuum throughout their lives.

Health-Care Delivery Systems

A focus on prevention and providing services from birth
to death under one integrated system is an approach being
used in some health-care systems. Hospital consolidations
have resulted in development of health-care systems that
may cover large geographic areas. The hospital then pro-
vides the integrated care delivery network for the system
(Fig. 2.1).

Factors Influencing Health-Care Change

Changing characteristics of the American population influ-
ence the health-care delivery system. These changing char-
acteristics include increasing size of the national population,
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the increasing number of elderly people, the birth rate
decline, the increase in the number of uninsured or underin-
sured, and increased cultural diversity. The size of the
American population is projected to increase to over 350
million people by the year 2020." The health-care needs of
the elderly can be complex and chronic, which places
increased demands on the health-care system. The declining
birth rate means there will be fewer school-age children and
fewer people in the future to care for the elderly. The
increase in the uninsured places additional strains on the
system, and the increase in cultural diversity impacts how
health care is delivered.

The change in how diseases are being treated today
greatly influences health-care delivery. Chronic diseases are
the most frequently treated conditions. Increasing numbers
of infectious diseases, such as AIDS, tuberculosis, and
resistant infectious organisms are also challenging the
health-care system.

Additionally, the development of new technology for
communicating information and designing medical equip-
ment for testing and treatment is changing the health-care
industry. New expensive technology is continually being
introduced that quickly outdates equipment in use. This
makes change and relearning a constant in today’s health-
care environment.

| ECONOMIC ISSUES

The health-care system is mainly funded by the government
and private insurers. Costs have risen dramatically in recent
years. Access to care is not available to everyone and is often
linked to availability of resources. Preventive care is not an
option for many people. Treatment is often sought in the
costly emergency room after a medical problem has become
complex.

Medicare and Diagnosis-
Related Groups (DRGs)

Medicare was created in 1966 to provide health insurance as
part of the Social Security Act. It is run by the United States
government and currently covers all individuals age 65 and
over and disabled people under 65 years of age who are eli-
gible for Social Security. It is funded by a deduction from
every person’s paycheck that is matched by the government.
There are two parts of coverage in the original Medicare
plan. Part A covers inpatient hospital care, skilled nursing
facilities, hospice services, and some home care. There is no
premium or deductible for Part A. Part B is medical insur-
ance that covers physician costs, outpatient services, some
home care, supplies, and other things not covered by Part A.
Some preventive services may also be covered. A monthly
premium and yearly deductible are paid for Part B coverage.
For more information, visit www.medicare.gov.

New prescription drug coverage for everyone with
Medicare coverage became available January 1, 2006. For
more information on this coverage visit www.medicare.gov.
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Congress created the DRG payment system in 1983
for 470 diagnostic categories to help control costs in the
Medicare program, which previously had no reimbursement
limits. All hospitals are paid the same fee for patients in the
same diagnostic category regardless of length of stay and
supply costs. Hospitals lose money if the patient’s costs
exceed the DRG payment but make money if the costs are
less than the payment. The incentive to deliver more cost-
effective care within the DRG payment system lies with the
hospital. Effective discharge planning and nursing involve-
ment in maintaining quality but cost-effective care are
essential in this payment system.

Medicaid

The Medicaid payment system was also created in 1966 to
provide health insurance as part of the Social Security Act
for low-income or disabled persons under 65 years of age
and their dependent children. Some low-income people over
65 years of age may also qualify. Medicaid funding comes
from federal, state, and local taxes. Medicaid benefits vary
from state to state.

Managed Health Care

There are a variety of organizations that consist of groups
of health-care providers who provide all or most of the
health care required for a group of people in an effort to con-
tain costs. Health maintenance organizations (HMOs) were
first begun in the 1930s, but did not flourish until the 1970s.
Their emphasis is on wellness, health promotion, and ill-
ness prevention. Preferred provider organizations (PPOs)
are much newer. A PPO is a network of providers who pro-
vide care to plan members at set discounted rates. The early
movement to contain health-care costs led to the formation
of HMOs and then PPOs. HMOs deliver multiple forms of
health-care services to individuals who enroll in this prepaid
group practice health program. The purpose of the HMO is
to reduce overlapping services and provide quality and cost-
effective care. Healthy patients require fewer services so
preventive care is promoted. PPOs are a method of reducing
costs to businesses that insure employees. Hospitals and
physicians develop a contract with employers to provide
services at a negotiated fee.

oy

LEARNING TIP

To understand what the term managed care
means, reverse the words: Care management.

As managed care is implemented, trends are emerging.
The need for hospital beds is decreasing. Shorter lengths of
stay for more acutely ill patients are being seen. Discharged
patients are requiring more home care for more complex
needs. Home care is rapidly expanding to meet this need.
Case management is a strategy for providing patient care to
ensure that the best patient outcome is achieved while con-
trolling costs. The health-care industry is being challenged

to provide cost-effective care while maintaining quality
health care that meets the needs of the patient.

NURSING AND THE
| HEALTH-CARE TEAM

Nursing is an integral part of the health-care network. Nurses
work as Licensed Practical Nurses (LPNs) or Licensed
Vocational Nurses (LVNs); Registered Nurses (RNs); or
Registered Nurses with advanced practice skills that include
Nurse Practitioners (NPs), Clinical Nurse Specialists
(CNSs), Certified Nurse Midwives (CNMs), and Certified
Registered Nurse Anesthetists (CRNAs). The LPN/LVN pro-
vides direct patient care under the direct supervision of a reg-
istered nurse or physician. Certified nursing assistants are
trained to assist nurses in providing health care to patients.

Nurses work in collaboration with other members of
the health-care team to meet patient health-care needs.
Educational requirements, titles, and duties are described
for some health-care team members. Licensed physicians
provide medical care to patients after graduating from a col-
lege of medicine or osteopathic medicine. Physician assis-
tants after graduating from a physician’s assistant program
work under the supervision of a physician and perform
certain physician duties such as history taking, injections,
and suturing of wounds. Licensed pharmacists complete 5
or 6 years of college and dispense medications from pre-
scriptions, consult with physicians, and provide medication
information to patients. Social workers usually have a mas-
ter’s degree in social work and treat psychosocial problems
of patients and their families. Dietitians provide nutrition
information, analyze nutritional needs, and calculate special
dietary needs. Licensed physical therapists complete a col-
lege physical therapy program and assist patients in reduc-
ing physical disability, bodily malfunction, movement
dysfunction, and pain through evaluation, education, and
treatment. Physical therapy assistants, whose educational
requirements vary, may complete 2 years of education and
be licensed and then work under the supervision of a physi-
cal therapist. Respiratory therapists have a 2-year college
degree, may be registered (RRT), and work with patients
who have respiratory problems. Respiratory therapy techni-
cians have 1 year of education, may be certified (CRTT),
and work under the supervision of a respiratory therapist to
provide respiratory care. Occupational therapists complete
a bachelor’s or master’s program, may be registered (OTR),
and assist patients in restoring self-care, work, and leisure
skills from developmental deficits or injury. Health unit sec-
retaries manage the clerical work. Student nurses are
enrolled in a nursing program and work under the supervi-
sion of nursing faculty in the clinical setting.

LEADERSHIP IN
| NURSING PRACTICE

Leadership skills are necessary for the LPN/LVN to effec-
tively guide patient care and achieve goals. Leadership
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involves decision making, communicating, motivating, and
guiding others. The leadership process seeks to change
behaviors in others in order to accomplish goals.

Anyone who influences others to achieve goals is a
leader. Effective leaders must be knowledgeable in the man-
agement process and able to make decisions. They should be
role models and an inspiration to others. Positive thinking
and the use of humor are valuable assets of good leaders.
Ultimately leaders must earn the respect of their co-workers
to be successful. In order to prepare for a leadership role,
you should understand and apply the following principles of
leadership.

Leadership Styles

There are three leadership styles: autocratic, democratic,
and laissez-faire.

Autocratic Leadership Style

An autocratic leader has a high degree of control. Almost no
control is given to others. In autocratic leadership, the leader
determines the goals and plans for achieving the goals.
Others are instructed what to do but are not asked to provide
input. The group usually achieves high-quality outcomes
under this style of leadership. This is an efficient leadership
style for situations when decisions must be made quickly as
in an emergency such as evacuation of a building or a code
for cardiac arrest.

Democratic Leadership Style

A democratic leader has a moderate degree of control.
Others are given some control and freedom. In democratic
leadership, participation is encouraged in determining goals
and plans for achieving the goals (Fig. 2.2). Decisions are
made within the group. The leader assists the group by steer-
ing and teaching rather than dominating. The leader shares
responsibility with the group. The group usually achieves
high-quality outcomes and is more creative under this style
of leadership. This is an efficient leadership style for most
situations. Group members are more satisfied and motivated
to achieve goals because they are active participants.

FIGURE 2.2 Group participation in decision making.
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Laissez-Faire Leadership Style

A laissez-faire leader exerts no control over the group.
Others are given complete freedom under this leadership
style. With laissez-faire leadership, no one is responsible for
determining goals and plans for achieving the goals. This
produces a feeling of chaos. If decisions are made, the group
makes them. Very little is accomplished under this leader-
ship and the quality of outcomes is poor.

Management Functions

There are five major components in the management pro-
cess. They include planning, organizing, directing, coordi-
nating, and controlling.

Planning

The first step of the management process is planning. A plan
must be developed to ensure that desired patient care out-
comes are achieved. To formulate the plan, desired out-
comes or problems are identified and data are collected
about them. Alternatives or solutions are considered using
the collected data and input from others. A decision is then
made about the best option or course of action. The leader
should ensure that the choice is realistic and can be imple-
mented. Involving others in the planning and decision-
making process from beginning to end can assist in greater
acceptance at the time of implementation.

Organizing

The purpose of organizing, the second step in the manage-
ment process, is to provide an orderly environment that pro-
motes cooperation and goal achievement. Providing a
framework for goals and the activities that accomplish them
is the initial step in organization. Policies and procedures
provide this framework as well as guidance for those carry-
ing out tasks designed to accomplish the organization’s
goals.

Directing

Making assignments is the primary function of directing.
Nurses make assignments for patient care. One person, usu-
ally the nurse in charge or the team leader, makes the assign-
ments. State Nursing Practice Acts define who can make
assignments and delegate care. Communication is important
in directing. Assignments must be clearly and specifically
stated. The individual making assignments must be sure that
they are correctly understood and should seek out the receiv-
ing person for clarification. Effective directing can be
accomplished by providing verbal and written assignment
information, making requests rather than giving orders, and
giving instructions as needed.

Coordinating

Coordination is the process of looking at a situation to
ensure that it is being handled in the most effective way for
the organization or coordinating services for a patient. The
nurse may assess a particular activity or issues related to
patient care assignments. In a long-term care facility, for
example, the nurse may want to review skin assessment and
care throughout the facility to see if it is being done consis-
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FIGURE 2.3 A continuous quality management model.

tently and uniformly. If a concern is found, problem-solving
techniques are used.

Controlling

The final phase of the management process is controlling to
evaluate the accomplishment of the organization’s goals.
Continuous quality improvement is linked with controlling.
If the organization’s efficiency or ability to reach its goals is
impaired, the use of the continuous quality improvement
model can facilitate correction of the concern (Fig. 2.3).

Leadership and Delegation
for the LPN/LVN

LPN/LVNs are leaders and managers for the care of the
patients to whom they are assigned under the supervision of
a registered nurse, physician, or dentist. Beyond this appli-
cation of a leader and manger role for the LPN/LVN, state
nurse practice acts specify if the LPN/LVN can assume
other leader or manager roles. Within this dependent role,
some application of delegation may be allowed.

LEARNING TIP

Review your state nurse practice act. Does your
state allow LFN/LVNs to delegate? If so, to whom
and what can be delegated?

Delegation is the act of empowering another person to
act. Delegation occurs in a downward manner, meaning RNs
delegate to LPN/LVNs and unlicensed assistive personnel
(UAP) and LPN/LVNS, in certain circumstances, delegate to
LPN/LVNs and UAPs (see below). When delegation occurs,
responsibility for the care is transferred to the delegate but
accountability for the care remains with the delegator.

The LPN/LVN might function as a team leader or
charge nurse primarily in the long-term care setting, requir-

ing some use of delegation to UAPs. When the LPN/LVN
acts as a team leader or charge nurse, a registered nurse del-
egates the authority to provide supervision and delegation of
tasks. Team leaders are responsible for the coordination and
delivery of patient care to each of the patients assigned to
the team. They assess the patients assigned to the team to
plan appropriate care and contribute to the nursing care plan.
Team leaders receive information from team members and
communicate patients’ needs to appropriate individuals.
Since team leaders guide patient care provided by the team,
they must be knowledgeable about safety policies, patients’
rights, and the accountability of being a team leader. All
patients are entitled to quality care and treatment with dig-
nity and respect. The team leader is accountable for all care
provided by the team. Supervision involves initial direction
for the task and then monitoring of the task and outcome at
intervals. At the end of the team’s work shift, team leaders
are responsible for transferring patient care to the oncoming
team. This transfer of care is accomplished by reporting the
patient’s condition, status, and needs to the oncoming team
leader (Fig. 2.4). Institutional policy specifies whether the
RN or LPN/LVN communicates the report.

Within the leadership role, the LPN/LVN must decide
when delegation would most benefit the situation and the
patient. The nurse must follow the state practice act and the
scope of practice when making any decisions regarding del-
egation. Consult the charge nurse, team leader, and nurse
practice act for your state when deciding if delegation is
appropriate. Ultimately, the nurse must ask several impor-
tant questions to determine when delegation would best ben-
efit the situation. These questions include:

* Does the state practice act allow for delegation in

this situation?

* Is the person whom I am delegating to have the

knowledge and education to perform this skill and
is it documented for me to have access to make the
decisions regarding delegation?

FIGURE 2.4 Communication of the patient’s status when trans-
ferring the patient’s care to another team leader.
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* Would it benefit the patient if I delegated this skill
to the support person?

Delegation Process

Delegation is a complex process. When delegation is
considered, the following steps should be considered that
encompass the decision to delegate, what to delegate, and to
whom delegation can be made:

1. Know your state practice act rules for delegation.
The LPN/LVN scope of practice usually does not
provide for the legal authority for the LPN/LVN to
delegate. However, some state board rules allow
LPN/LVNSs to delegate tasks that are within the
LPN/LVN’s scope of practice as long as the RN
has given the LPN/LVN the authority to delegate
the tasks.

2. Identify the skills of the person to whom you may
delegate to determine if he or she has the knowl-
edge and ability to carry out the task. When select-
ing a delegatee for a particular task, consider if
there is potential for harm to the patient during the
task, whether it is a complex task that will require
problem solving, how predictable the outcome is,
and how much interaction with the patient is
needed. Match the skills and talents of the delega-
tee to the task being delegated. Remember, nursing
judgment can never be delegated.

3. Use The National Council of State Boards of
Nursing’s five rights of delegation for the decision-
making process for delegation.? Following these
guidelines will give you a framework for your
decision-making process and comfort in knowing
you utilized them to make good choices.

» Right task—is it appropriate to delegate?

* Right circumstances—is this situation safe and
appropriate for delegating?

» Right person—is this delegatee the appropriate
person for the task and this patient’s needs?

* Right communication—is there clear understand-
ing between you and the delegatee for terms
used, communication, and reporting needs?

* Right supervision—is it defined how and when
direct supervision will occur?

Delegation requires trust. You should be comfortable
with your delegatee and know that you understand each
other’s methods of communicating so that miscommunica-
tions do not occur.

When you first begin your career, the process of dele-
gating may seem difficult. As with any skill, it takes practice
to feel confident in carrying out the process.

CAREER OPPORTUNITIES
| FOR LPN/LVNS

Today, LPNs can choose to work in a variety of settings in
acute care or long-term care or expand their roles through
additional education. Many schools provide for an acceler-
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ated educational tract for LPN/LVNs seeking to become reg-
istered nurses with either an associate degree or a bachelor’s
degree. Advanced educational opportunities include a mas-
ters degree in nursing or a doctor of philosophy degree.
Check with colleges/universities to see which program
would best meet your needs for continuing your education.
Other career opportunities include massage therapist or
roles previously mentioned in the chapter. Travel nursing is
one of the fastest growing areas within the health-care deliv-
ery system. It is an exciting way to see the world while
working. Since licensure in other states is required, you
should check these requirements with travel nursing agen-
cies if you are interested in travel nursing.

The LPN/LVN of today must be equipped with knowl-
edge and skills to be able to sufficiently function within a
health-care delivery system. An understanding of leader-
ship, delegation, and career opportunities will provide a
basis to begin your journey in practicing as a LPN/LVN. We
wish you well on your journey!

| ETHICS AND VALUES

Preamble

... just because we are able to do something does not
mean that it is right to do it. Moreover, what is possible
and even legal might not be ethical. Therefore, we must
ask, especially regarding the new science: Is it right? Is
it ethical?

MARGARET SOMERVILLE, THE ETHICAL CANARY, XIIP

The term “ethics” itself is a branch of philosophy that
seeks to understand the nature, purposes, justification, and
founding principles of moral rules and the systems they
comprise.* We know that every society has a fairly regulated
set of moral rules or guidelines that secure the boundaries of
what is considered acceptable behavior. Often these rules
are about behavior. Such examples of behaviors are:

* Harming other people (e.g., homicide, rape, theft)

* Concerning oneself with the well-being of others
(e.g., helping others, responding to people in dis-
tress)

* Actions that touch on issues of respect for other
persons (e.g., segregation, using other people for
one’s own ends without concern for their welfare)

Often the rules about such behavior are expressed in
statements about what you ought to do or should do. These
rules fit together, fairly consistently, to form the moral code
by which a society lives.

One of the most exciting and challenging areas of nurs-
ing practice today is bioethics. Bioethics is a branch of
ethics that studies moral values in the biomedical sciences.
In the current practice of nursing, the term bioethics has
come to be most closely associated with ethics in health-
care: life and life choices as affected by health, sickness, dis-
ease, or trauma. Ethics is the study of systems of traditions,
values, and beliefs as they relate to persons and their rela-
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tionships with one another. To use words such as “good” and
“bad” does not give the whole picture. Maybe there has to
be a decision made about a patient and possibly the choice
that we have to make may be the least harmful. What should
we do? and What ought we to do? are part of ethics and we
are responsible for knowing why we might take the intended
action or decision.

Morals or morality are also related to ethics. Some
individuals use the terms ethics and morals interchangeably;
however, morals more specifically refers to our personal val-
ues, the standards set by our own conscience, and our per-
sonal choices of what we consider good and bad, right and
wrong.

Values are standards, ideals, or concepts that give
meaning to an individual’s life. Values are most commonly
derived from societal norms, religion, and family traditions.
They serve as a guide for making decisions and taking cer-
tain actions in everyday life. Individuals can change their
value systems when they experience life-changing events.
Values are not usually written down, but it can be helpful to
make a list of your values and attempt to rank them by pri-
ority. Value conflicts often occur in everyday life and can
force an individual to select a higher priority value over a
lower priority value. For example, a nurse who values both
her career and her family may be forced to decide between
going to work or staying home with a sick child.

Values exist on many different levels. Individuals have
personal values that govern their lives and actions. Many
groups and organizations have values that may or may not
be identical to personal values. When a person becomes a
member of a group or organization, he or she agrees to
accept the values of the group. Examples of groups include
clubs, churches and religious organizations, political parties,
and professions. The values of a profession are usually out-
lined in a code of ethics. Failure to adhere to a code of ethics
of a profession may be an indication that the individual
really does not want to belong, or possibly cannot belong, to
that group. Society as a whole has values. As a member of a
society or country, an individual accepts the values of that
culture. Finally, societal values may change with the adop-
tion of new laws.

Ethical issues surround us throughout our entire life-
time. Bioethical issues are particularly prevalent in our pro-
fessional lives for several reasons. Health care has the
potential to affect us and our patients at every milestone of
human development. Life and death issues and decisions
can be especially difficult for health-care professionals, who
may be faced with these issues every day. Today’s sophisti-
cated technology and complex treatments, which are
advancing exponentially, present other challenges. When
sophisticated interventions are available, one obvious ethical
question is, should we use them? Ethical issues are raised
when the organization of health-care delivery systems
becomes more complex as mergers and alliances come and
go. Despite the large percentage of our country’s wealth
dedicated to health care, financial resources are not unlim-
ited. How those resources are allocated can be troublesome,

with the needs and desires of many different groups and
organizations competing for a slice of the pie.

Although bioethical issues abound, not all issues are
problems and not all ethical problems make headline news.
Nurses are involved in ethical decision-making every day
that may not become problems. A promise might be
extended to return to the patient and assess whether or not
the pain medication was effective. Patients might share
information that they want to remain confidential. A family
agrees to a “do not resuscitate” (DNR) order for their loved
one when they believe there is no hope for recovery. A
young man in the prime of life is given cardiopulmonary
resuscitation (CPR) when he suddenly goes into respiratory
failure on the day of his proposed discharge. These exam-
ples usually are not problems but, depending on the situa-
tion, can develop into ethical dilemmas.

An ethical dilemma is created when:

* The required moral action is not clear

¢ Individuals in the situation do not agree on the pro-

posed solution

* Neither of the available choices seems to offer a

“best” option

It should be borne in mind that although while clinical
decision making has been seen traditionally as the responsi-
bility of the doctor, the consequences of those decisions fall
largely on the nurses who are caring for such patients.

Potential solutions may appear to be equally good or,
worse, equally risky: A promise cannot be kept; information
cannot remain confidential; DNR orders may not be accept-
able for some individuals. Not every patient should be the
recipient of CPR endeavors, even those who are very young.
When patients are conscious, their choices are usually
respected, but on occasion even that premise can be difficult
to apply. Often groups of individuals must work together to
resolve a conflict that occurs if there is disagreement
between physicians and families, nurses and physicians, or
among family members.

A basic mastery of several elements enhances your
ability to perform competently when bioethical issues pre-
sent themselves and decision making is the focus.
Understanding the ethical component of your nursing role is
a first step. Discovering how your personal value set influ-
ences your nursing practice. Acquiring knowledge about
relevant ethical material is also essential. An ethical deci-
sion-making process is a useful tool for examining ethical
dilemmas. Together these elements provide a foundation
from which you can begin to explore the meaning of
bioethics in nursing practice today. For more information
about bioethics, visit the America Journal of Bioethics
Online at http://www.ajobonline.com or try The Center for
Bioethics and Human Dignity at http://www.cbhd.org

Ethical Obligations and Nursing

As a nurse, you are an invaluable member of the health-care
team. Members of the team contribute to patient care
according to their educational preparation and assigned
responsibilities. A common goal among all health team
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members is to provide holistic care to the patient because
not only is the individual’s mind, body, and spirit affected by
disease or trauma, the disease process impacts upon the
patient’s family and community. A central component of
that holistic care encompasses your responsibility to prac-
tice ethically.

In addition to practicing within the law, nurses have
ethical obligations related to the law. First, if the law is con-
sidered unethical or has serious limitations, a basic moral
obligation of the nurse, if not the health-care profession as
a whole, is to make an effort to change that law. As a by-
product, laws can sometimes unfairly affect health care in
relation to accessing, services, subsidizing health care, or
allocating health care dollars. Laws sometimes can be
unethical because they are enacted based on power, author-
ity, and political influences rather than high moral standards.
Laws are created to reflect current common ethical beliefs
(e.g., do not kill, do not steal) and values. However, in a
democratic society with a diverse population such as in the
United States, there are serious questions about the degree to
which society should enforce moral behavior through the
law and vice versa.

Nursing Code of Ethics

Some of the major ethical obligations of nursing practice are
addressed within the nursing code of ethics. As a profes-
sional guide for ethical practice, the National Association
for Practical Nurse Education and Service (NAPNES)
developed a code of ethics for the licensed practical
nurse/licensed vocational nurse (LPN/LVN). Like all codes
of ethics, this code is an important document because it is a
public statement of the basic ethical principles and standards
for LPN/LVNs. An organization’s code of ethics should be
supported by the majority of its members. The code should
provide guidance for appropriate decision-making based
upon the laws and expectations of that time. A code of ethics
also provides a base for professional self-evaluation and
reflection regarding ethical practice.’ Finally, the code of
ethics is the tool by which the public can hold the profes-
sional accountable.

A code does not dictate a particular action, nor is it a
legal document, although the code should not be in conflict
with the law. The code is not enforced by any organization,
and no punishment exists if a nurse fails to adhere to it. A
code must be interpreted because it usually contains broad
statements, but it does serve as a general guideline for pro-
fessional ethical issues. Over time, the opinion of society
changes and, as such, the codes are revised and updated.
Although the Hippocratic oath (400 BC), the earliest Western
code of ethics for physicians, contains fundamental moral
advice, the passage of time and the occurrence of notable
events make it incomplete for medical practice today.
Changes in society prompt us to examine the profession’s
ethical standards and update them appropriately. There are
several websites that offer information and guidance. The
most important website for nurses is the American Nurses
Association website (http://www.nursingworld.org/). This
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website has a section that is entitled “The Centre for Ethics
and Human Rights” dedicated to current statements on ethi-
cal dilemmas that contains the code of ethics for nurses.
This can be found at http://www.nursingworld.org/ethics/
code/protected_nwcoe303.htm

Virtues

Particular ethical obligations can be summarized in the form
of virtues. Each individual is endowed with specific charac-
ter traits. As we grow, develop, and experience life, we
acquire certain other character traits. Virtues are character
traits most often associated with one’s values and morality
or conscience and are different from the skills that we
acquire as nurses. Skills are used to implement various
actions, something we do, whereas virtues define who we
are. The Nightingale Pledge is implicit in its expectation of
certain virtues possessed by graduating nurses. Such virtues
include faith, loyalty, trustworthiness, and temperance.®
These are all ideal traits, and although we may strive to act
as virtuous persons, we are human and may not always suc-
ceed. The code of ethics specifically invokes faithfulness
and respect for patient choice and acts as a constant
reminder to that high standard to which we should always
strive to maintain.

In addition, it should be remembered that virtues are
related to roles and responsibilities and are therefore time
dependent. For example, in the early decades of organized
nursing in the United States, nurses occupied a handmaiden
role relative to the physician. Obedience to the physician
was considered a virtue, but such obedience is no longer
held as a virtue by nurses.

FIDELITY (ALSO A PRINCIPLE). Fidelity is the
obligation to be faithful to commitments made to self and
others. In health care, fidelity includes faithfulness or
loyalty to agreements and responsibilities accepted as part
of the practice of nursing. It also means not promising
a patient something that one cannot deliver or what they
do not control (for example, a patient asks not to be
resuscitated if they have a cardiac arrest, but the physician
has not been consulted). Fidelity is the main support for the
concept of accountability, although conflicts in fidelity
might arise because of obligations owed to different
individuals or groups. For example, nurses have an
obligation of fidelity to the patients they care for to provide
the highest quality care possible, as well as an obligation of
fidelity to their employing institution to follow its rules and
policies. Nurses can have an ethical dilemma when a
hospital’s policy on staffing creates a situation that does not
allow the nurses to provide the quality of care they feel is
necessary.

Maintaining a patient’s privacy and confidentiality is
related to fidelity (Fig. 2.5). Privacy and confidentiality may
or may not be explicit promises. Nurses are obligated to
only discuss the patient under circumstances in which it is
necessary to deliver high-quality holistic health care such as:

* When given specific instructions to do so by the

patient
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FIGURE 2.5 Maintaining privacy is a patient right and conveys
caring to the patient.

* When there is the grave possibility of harm coming
to either the patient or others

* When legally mandated to do so

Confidentiality also includes the necessary communi-
cation of information through the posting of unit census
and various schedules for tests, procedures, or special exam-
inations (operating room, physical therapy, radiology), stor-
age and access of patient information through computers,
and the transmission of patient information via fax
machines. Many individuals have legitimate access to the
patient’s chart in addition to direct caregivers: faculty mem-
bers in the course of making student assignments, accredit-
ing agencies, risk managers, quality assurance personnel,
insurance companies, and researchers. Each is obligated to
maintain patient confidentiality to the extent that concealing
information:

* Does not compromise mandated reports (communi-

cable diseases or gunshot wounds)

» Considers various releases already granted by the
patient (such as when insurance coverage was
obtained)

* Ensures gathering data in the aggregate without
identification of specific patients (research or insti-
tutional statistics)

Other forms of necessary communication include regu-
lar shift changes and case conferences. Care should be taken
to hold these information-sharing events in settings where
the discussion remains private.

VERACITY. Veracity is the virtue of truthfulness. Within
health care, it requires health-care providers, whenever
possible, to tell the truth and not intentionally deceive or
mislead patients. As with other rights and obligations, there
are limitations to this virtue. The primary limitation occurs

when telling patients the truth would seriously harm their
ability to recover, or when the truth may produce greater
illness (this can be considered under the principle of
nonmaleficence or doing no harm, which finds its origins in
the Hippocratic Oath). Another difficult situation may be
created in relation to diagnostic information. Although
giving diagnostic information is the responsibility of the
physician or registered nurse (RN), LPN/LVNs sometimes
find themselves caught in situations in which they must deal
with patients’ questions. If LPN/LVNs feel uncomfortable
about reinforcing physician or RN explanations about
unpleasant information, they may avoid answering patients’
questions directly. However, patients do have a right to
know this information.

INTEGRITY. Integrity is a holistic, unwavering moral sense
of self. Each individual has a cluster of values, beliefs, and
traditions that form the basis for moral decision making; in
a sense, the conscience. This sense of self can be com-
promised when the nurse is requested to act in a manner that
requires setting aside or acting against values, beliefs, or
traditions. The nurse who believes in the sanctity of life and
that human life begins at conception, may not be able
to maintain integrity if required to participate in abortion
procedures. However, this nurse also has the responsibility
not to accept a professional position where abortion is an
issue, as a nurse cannot abandon a patient in need of nursing
services. The nurse with integrity is faithful to professional
responsibilities and obligations.

COMPASSION. Compassion or caring is a central virtue in
nursing. Some label this empathy and connect it to the
ability of a nurse to identify with a patient’s suffering, pain,
or disability. The difference between the two virtues is that
in compassion, the nurse wishes to alleviate discomfort.”
Patients are comforted by the compassionate nurse, and such
nurturing can assist in the healing process. A nurse without
any emotion robs patients of the full potential for healing
that is only possible when all parties are actively engaged in
all aspects of the relationship. Compassion should not be so
dominant that it clouds judgment and prevents effective and
efficient provision of nursing services. Compassion, in order
to be effective, needs to be tempered with rationality.

DISCERNMENT. Discernment has been described as
practical wisdom or common sense. This is the ability to
understand, to have insight into the hidden, as well as the
obvious elements of a situation. A nurse who has a
discerning approach is one who is sensitive to the patient’s
actions and responses and does not necessarily accept what
is seen at face value. Verbal, nonverbal, and subconscious
communication, as well as concrete signs and symptoms, all
contribute to the overall evaluation of the patient by the
discerning nurse. This is sometimes translated as practical
wisdom because this type of nurse has a depth of
understanding of patients that leads to the selection of the
appropriate action, which in turn is implemented in a caring
manner. It can be argued that possessing a discerning nature
is a product of experience and knowledge, for in nursing it



Copyright © 2007 by F. A. Davis.

is not enough to act upon gut instinct but to base opinion and
action upon accepted approaches.

TRUSTWORTHINESS. It is vital that as health-care
workers we inspire confidence in the patients we care for.
We need to be considered trustworthy in order to have a true
partnership with our patients. Sometimes, certain nurses
may be preferred by patients because they convey a sense of
confidence with the care they provide, and when one thinks
that in many situations, patients’ lives are truly in the nurse’s
hands, this preference is well grounded. When a patient feels
that a nurse is worthy of their trust, an ease develops within
the relationship that decreases stress and anxiety that
diagnoses and treatment plans often bring. As a result, the
patient develops more effective coping mechanisms. Indeed,
studies have shown that it is the erosion of trust that is cited
as a major factor in the escalating lawsuits that have been
initiated against health professionals.

RESPECTFULNESS. Respectfulness is an attitude of a
nurse toward the patient that indicates valuing that patient
and their feelings as a unique individual. All patients should
be treated with dignity and their autonomy acknowledged.
Nurses are obligated to make an effort to identify their own
biases and prejudices and work to avoid stereotyping and
“isms” in patient relationships (e.g., classism, sexism,
racism, ageism, and ethnocentrism), as well as eliminate
discrimination based on religion, sexual orientation, or
disability. Attentiveness to bias and discrimination is not
limited to private interactions, but nurses are also
responsible for drawing attention to unacceptable statements
or negative actions that reflect disrespect for race, religion,
gender, class, age, culture, sexual orientation, or disability in
any health-care situation.

Rights

Rights represent at least two ways to think about what we
are owed or what we deserve. Harris (2001) puts forward the
position that if all people are considered valuable and equal,
then it follows that there are rights possessed by people by
virtue of their humanity.* These basic rights could be trans-
lated into goods and services (such as the right to clean
water, the right to food). These are positive rights, and
because something needs to be provided, there is a respon-
sibility for someone to furnish these items. Second, other
rights can be determined to protect us (e.g., right to privacy,
right to self-determination). These are negative rights pre-
venting some action that would intrude on our lives or pre-
vent us from acting as we choose.

Laws guarantee some rights. Others are moral rights
based on values and ethical principles but are not enforce-
able by law. “Basic human rights” is a common phrase that
we hear when discussing the condition of various people
around the world, especially when those rights are compro-
mised. The United Nations has a document, “The Universal
Declaration of Human Rights,” that serves to represent what
all people should be provided with or protected from.

In health care, there are increasingly heated discussions
about rights of patients. It is true that in the past, patients
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were seen simply as passive recipients of whatever treat-
ments or actions professionals determined necessary for
their conditions. Now, professionals recognize patient
autonomy and patients’ active participation in health care.?
The American Hospital Association (AHA) first devised a
patients’ bill of rights in 1973, which formally began recog-
nition of what patients are entitled to but may not always
receive. The revised bill includes statements on confiden-
tiality, informed consent, and the right to refuse treatment.
The 2005 version can be found at http://www.aha.org/aha/
ptcommunication/partnership/index.html. It is an easy to
understand brochure entitled “The Patient Care Partnership:
Understanding Expectations, Rights and Responsibilities.”
The brochure is available in multiple languages. Many
health-care organizations followed the patient bill of rights
with other more specific bills of rights, such as those devel-
oped by nursing homes and veterans’ hospitals.

In bioethics many issues can be framed within a rights
context. An important rights issue is whether people have a
“right” to health care. Such a right is discussed at every level
of society, from local governments that determine services
they will provide in city clinics and public schools to the fed-
eral government, which periodically grapples with the
debate on national health insurance. Another prominent dis-
pute is the “right to die” with dignity, which is arousing more
interest as the largest cohort (the “baby boomers”) edge
toward the later decades of life. Combined threats of the loss
of autonomy and the possibility of being subjected to end-
less, painful technological interventions while dying right-
fully substantiates such concerns. By contrast, the “right to
life” is another central concept in our society as groups
organize politically to prevent abortions and overturn the
Roe v. Wade decision of the Supreme Court.? This right also
extends to discussions of reproductive rights and the health
care of pregnant women. These are but a few examples of
rights issues and potential conflicts. Others can be identified
as various areas in medical surgical nursing are explored.

Building Blocks of Ethics

The discipline of ethics, especially health-care ethics, pro-
vides us with useful tools and knowledge that can assist us
when we encounter difficult situations. The professional’s
understanding of basic concepts, presented here in the form
of ethical principles and ethical theories, helps specifically
target the ethical components of the problem. Principles and
theories offer frameworks for ethical problem solving.
However, knowledge about “ethics” cannot in itself provide
all the answers to a problem or dilemma. What such knowl-
edge does do is assist us in focusing upon the ethical aspects
of each case. When we apply appropriate ethical rationale in
our problem solving, we become grounded within this ana-
lytical framework. Such frameworks have the ability to
make us look at many facets of an ethical problem, and pre-
senting a particular position relative to a situation or describ-
ing values, beliefs, and traditions using these common
ethical terms helps clarify discussions and possibly prevents
escalating arguments. When one becomes familiar with
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health-care ethics, problems with communication, manage-
ment of the unit, and legislation or the law can more easily
be separated from the ethical dimension and resolved in
their own problem-solving session.

Ethical Principles

Ethical principles derive from moral theory and have two
purposes. The first is to provide some framework for soci-
ety’s moral conduct. Second, they enable us in taking con-
sistent positions and approaches to moral dilemmas. Ethical
principles can be found in many professional codes of
conduct. The ethical principles that are widely used when
examining bioethical and health-care dilemmas include
autonomy, beneficence, nonmaleficence, and justice. Given
these ethical principles’ prominence in the bioethical litera-
ture, a basic understanding of them is necessary.

AUTONOMY. According to ethicists (and. e.g., be-
haviorists, social scientists, psychologists), what makes
human beings different from nonhumans is that people have
dignity based on their ability to choose freely what they will
do with their lives. Autonomy is the right of self-
determination, independence, and freedom founded on the
notion that humans have value, worth, and moral dignity.
Autonomy in health care refers to those individuals who are
considered capable and competent making health-care
decisions for themselves. Health-care providers do not have
to agree with such decisions, but we must respect the
autonomy of the person making that choice. Preventing
patients from making autonomous decisions or deciding for
patients without regard for their preferences is paternalism.
Autonomy also encompasses the professional’s self-
determination and freedom.

Autonomy, as with most rights, is not an absolute right,
and under certain conditions, limitations can be imposed on
autonomy. Generally, these limitations occur when an indi-
vidual’s autonomy interferes with the rights, health, or well-
being of others. For example, patients generally have an
autonomous right to refuse any or all treatments. This
autonomous right is guaranteed by federal legislation known
as the Patient’s Self-Determination Act. However, in the
case of contagious diseases that affect society, such as tuber-
culosis (TB), an individual can be forced by the health-care
and legal systems to take medications to cure the disease.
Individuals can also be quarantined to prevent the spread of
disease.'?

BENEFICENCE. This principle proposes that one must
take a positive action that does good for another and act in a
way that will prevent harm to others. Within health care,
beneficence is the principle of considering and offering
treatments that are likely to provide relief.!" At this point, it
should be mentioned that the provision of good care means
not just the provision of a technologically competent care of
patients, but care that includes a respect for the patient’s

autonomy: auto—self + nimos—rule
beneficence: bene—good + facere—to do

beliefs, feeling, and wishes, as well those of their family
and significant others. A common problem encountered
when applying the principle of beneficence, is just what is
good for another and who is the best person to make this
decision.

NONMALEFICENCE. Nonmaleficence, one of the oldest
obligations in health care, dating back to the Hippocratic
Oath (400 BC), is related to beneficence and in a sense it is
the opposite side of the coin as it is difficult to speak of one
concept without mentioning the other. According to
Burkhardt and Nathaniel,'? nonmalificence

... requires us to act in such a manner as to avoid caus-
ing harm to patients. Included in this principle are
deliberate harm, risk of harm, and harm that occurs
during the performance of beneficial acts.

It is the requirement that health-care providers do no
harm to their patients either intentionally or unintentionally
(which can be quite difficult!). In current health-care prac-
tice, the principle of nonmaleficence may be intentionally
violated in order to produce a greater good in the long-term
treatment of the patient. For example, a patient may undergo
a painful and debilitating or mutilating surgery to remove a
cancerous growth, thereby avoiding death and prolonging
life.

By extension, the principle of nonmaleficence also
requires a nurse to protect from harm those who cannot pro-
tect themselves. This protection from harm includes groups
such as children, the mentally incompetent, the uncon-
scious, and those who are too weak or debilitated to protect
themselves.

JUSTICE. Justice is based upon the principle of fairness and
equality. Concerns for justice may focus upon how we treat
individuals and groups in society (psychologically, socially,
legally, politically). How we distribute material resources
such as health care (distributive justice) and burdens (taxes)
equitably, and the appropriate compensation to those who
have been harmed. When the patient makes an appointment
for 9 a.m. at the outpatient clinic and his or her neighbor
makes a 10 a.m. appointment, each expects to be seen by the
primary care provider at the designated time unless some
emergency prevails. Unequal treatment would result if a
walk-in who has no pressing problem is seen by the provider
in place of the 9 a.m. appointment, forcing each subsequent
appointment to be delayed beyond the prearranged time.
Distribution of material resources can be complex because it
involves not only benefits (what we receive) but also burdens
(what we may be taxed for but then do not receive). Burdens
are not just monetary, but also include such factors as the
unequal participation of individuals in medical research and
the sacrifices family members make when caring for
disabled individuals in the home.

One of the most serious limitations of these principles
is the lack of any built-in priority when applying them to an

nonmaleficence: non—not + maleficentia—evil doing
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ethical dilemma. Autonomy is not automatically prioritized
over justice or beneficence over nonmaleficence. However,
these principles are helpful in categorizing various prefer-
ences and positions when examining a dilemma, and their
categorization can lead to a clarification of various disagree-
ments among participants in the ethical discussion. Working
with principles moves the discussion to a focus on ethics
rather than a particular personal viewpoint or feeling. Such
a strategy can also avoid a power struggle between partici-
pants who simply want to win the argument. An example of
an ethical dilemma is the following scenario. A nurse
attempts to support a patient’s refusal of surgery, while the
physician claims that the patient must have surgery or she
will lose her leg. Realizing that the nurse is arguing the
case from the perspective of the patient’s autonomy (self-
determination), whereas the physician’s desire to perform
surgery is attributable to beneficence (obligation to come to
the assistance of those in need'?), moves the discussion to
one based on conflicting principles rather than conflict
between individuals. From this point of clarification, the dis-
cussion can focus on autonomy and beneficence and the
rationale for the possible prioritizing of one principle over
the other. This strategy does not resolve the dilemma, but it
makes it less personal and forces participants to develop
sound, ethical rationales for their solutions.

Ethical Theories

Ethical theories are concepts that are more complete than
principles for analyzing ethical dilemmas. Such theories are
used to explain variables, guide inquiry, and provide a foun-
dation from which considered and thought-provoking ques-
tions emanate. However, only a brief description is included
here; a more in-depth understanding can be obtained from
other resources, such as the Web links, journals, and many
books on the topic.

Two of the major theories used in bioethics are defined
first, and then a subcategory of theories collectively known
as feminist theories are introduced; finally, recognition of
the relationship of theology or religion to bioethics com-
pletes this section.

UTILITARIANISM. Utilitarian theory is grounded in the
premise that actions are judged right or wrong based purely
upon their consequences and therefore outcomes are the
most important elements to consider in decision making.'*
Right actions are morally preferred if they produce more
happiness or greater benefits than unhappiness or burdens,
and in utilitarianism, each person’s happiness is equally
important. This approach may be used by institutions and
organizations under the guise of cost-benefit ratios. A
hospital that has the responsibility to care for hundreds of
patients is not as concerned with the individual patient who
unfortunately is caught in the bureaucracy of its functioning.
This is not to say that all institutions operate on this theory
at all times, but in general, rules, policies, and procedures
are developed with the majority in mind. There are several
major criticisms of this theory. One is that an individual is
often sacrificed for the good of the majority (often seen in
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wartime). The second is that it can be difficult to predict
outcomes, especially when human nature is involved.

DEONTOLOGY. Deontology is a philosophical theory
requiring human actions and attitudes to be based on duty
and the moral worth of an action (the result) should not be
judged only in terms of its consequences. For example,
health professionals might operate by a rule that indicates
that a moral person never lies. No matter how much the truth
might hurt, the truth is revealed. Another rule might be to
never use people as a means to an end. Translated this means
that regardless of the benefits, individuals cannot be forced
to participate in medical research studies to benefit others.
An individual’s right to voluntarily participate in research
must be respected. Research does not have to benefit the
individual participant as long as this is understood by the
individual. However, the individual cannot be used simply to
meet the investigator’s needs. Acting morally only because
one has a duty to do so, without any consideration of the
outcome, is a serious limitation of this theory.

FEMINIST THEORIES. Feminist approaches challenge
traditional theories in that they focus upon gender bias,
discrimination, and prejudice in addition to the more serious
actions of oppression and violence against women. The rise
of such theories can find their origins in Carol Gilligan’s
original hypothesis that the moral orientation of a person is
associated with their gender. In other words, the judgments
of women are predominantly oriented toward the value of
care and the judgments of men predominantly toward the
value of justice.'?

This view is important because of existing power dif-
ferentials among the providers and recipients of health care,
as well as the previous treatment of normal development,
injury, illness, disease, and dying in women. Current, or
third wave feminist theories are really a group of various
approaches to ethical problems and decision-making rather
than one uniform approach.'® Feminists may use utilitarian
and deontological theories, as well as various other
approaches, to develop a systematic organization of ethical
rules and principles. Some feminist theories focus on femi-
nine attributes (emotional attachment, caring, prominence of
relationships, and connection with people), emphasizing
their importance in ethical decision-making. In general,
those who support this approach observe the devaluing of
these attributes in society. Caring, as an example of one
attribute, is important personally, but supporters recognize
that caring is not systematically rewarded in our society.
Other theories are more politically oriented and concentrate
their energies on developing approaches to ethical decision
making that minimize the subordination and marginalization
of women, whatever other principles they support. For
example, in a liberal approach to ethical decision making,
human beings have a political responsibility to organize and
maintain a particular society based on freedom and the vari-
ous perceived rights that one has. Rules are supposed to pro-
tect privacy. From a feminist perspective, the liberal
approach focuses on making sure that women are included in
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the political processes when such rules are made, helping to
develop a balanced legislation, this serves to shape the com-
munities in which we live. In health care a liberal feminist
approach focuses on providing women with educational and
promotional opportunities for leadership positions in health-
care systems. In leadership positions, it is hoped that women
will use their power and authority in order to make the
health-care system more accommodating for other women.

THEOLOGICAL PERSPECTIVES. Theological perspec-
tives include the many religious traditions represented in our
culture. Religious teachings are key concepts for ethical
decision making for some individuals. In fact, many
individuals consider these teachings as a divine source of
values and morals. Jehovah’s Witness believers’ rejection of
blood transfusions is a common example of how religious
beliefs affect health-care decision making. This religious
group has collected a large amount of information about
blood substitutes and alternative therapies. Leaders of
Jehovah’s Witnesses are prepared to provide education
for health professionals about their beliefs and accept-
able interventions. In another area, a number of religious
traditions oppose abortion, which affects both health
professionals and patients. Euthanasia is an issue addressed
by numerous organized religious groups, which in turn can
affect how patients make decisions regarding end-of-life
issues. One of the difficulties with religious traditions is that
it is not simply the official church teaching that is involved,
but the individual member’s interpretation of that teaching.
Assessment of the importance of this dimension of the
patient’s life is important in the ethical analysis.

Ethical Decision Making

A variety of models and frameworks for ethical decision
making are available. The steps listed in this section are a
combination of several ideas that have been suggested. In its
simplest form, ethical decision making is an informed prob-
lem-solving process. Similar to the nursing process, as dis-
cussed in the first chapter, the steps described in this section
take the user through a set of strategies that assist in
approaching a problem in an organized and systematic man-
ner. Nurses applying these steps use critical thinking skills
in order to be as logical and objective as possible. This is not
to say that feelings and emotions are to be put aside. Indeed
such feelings and associations as bonding, love, commit-
ment, and other sentiments define our humanity. However, a
balanced perspective is the goal, which includes respecting
these feelings without allowing them to overshadow the
process and the outcome. Although making the final deci-
sion may not be easy, the user knows that once these steps
have been completed, the situation has been thoroughly
examined and all viable and reasonable aspects explored
before the decision was made.

Step I: Gather and Verify the Information

Many kinds of information can contribute to an in-depth
understanding of the situation, which provokes an ethical
dilemma. Basically one needs to know who is involved,

what is involved, and the context of the problem. Foremost
is information about the patient—what the patient says
when conscious and competent. Determining competency
itself can be an involved and frustrating process, especially
when there are competing parties involved (e.g., a disagree-
ment in a family about the competency of a parent). The
chart is an obvious resource for clinical data, but so are the
health professionals who are assigned to the patient because
not every individual records all that is known about the
patient. When appropriate, health-care records from previ-
ous hospitalizations may be helpful, as well as charts from
other institutions and agencies. External factors also need to
be included, such as legal aspects, governing policies and
procedures of the institution, and available resources. The
amount of information gathered depends on the time frame
and urgency of the decision.

Step 2: Clarify the Values of All the Participants
The values, beliefs, and traditions of all participants are
important, especially those of the patient, but more so when
the patient is unconscious or incompetent (often called non
compos mentis from the Latin non meaning not, compos in
control, and mentis mind) and a group is attempting to reach
a consensus based on some understanding of the patient.
Advance directives or a living will prepared by the patient
are often helpful as guides when the patient can no longer
express personally held ethical beliefs (see Chapter 16). In
addition, it is important to realize that sometimes the
advance directive of a patient may be the polar opposite of
the wishes of family. For example, a patient with a preexist-
ing condition such as Parkinson’s disease may not wish
aggressive action to be taken and wants to be allowed to die
should he or she have a massive heart attack. The family, not
wishing to let go of their loved one, may fight to keep the
patient alive. Determining the ethical orientation of all par-
ticipants clarifies their perspectives and moves decision
making to a more objective level. Decision makers must be
especially aware of assumptions, stereotyping, biases, and
prejudices related to socioeconomic status, ethnic identifica-
tion, gender, sexual and religious preferences, and other
common characteristics of the participants.

Step 3: Identify the Ethical Dilemma

and the Conflicts in Values

Separating the ethical aspects from the nonethical facets
facilitates the decision-making process. For example, a
conflict can arise as a result of gaps in communication
rather than a conflict of ethical principles. When the com-
munication channels are open and the decision-making
process is transparent, it no longer is an issue. Sometimes
both nonethical and ethical aspects need to be addressed in
a parallel fashion to reach a resolution of the situation. The
importance of various ethical values for each participant
should be explored.

Step 4: Examine Possible Actions and

the Consequences of Each Action

There is no magic number of “possible actions,” but it is
easy to pose solutions at the extremes of possible actions.
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Consider informing the patient as an example. The two obvi-
ous solutions are to tell and not to tell. But in clinical prac-
tice it is not that simple, and it is more useful also to pose
solutions that are between the extremes. Suppose the issue is
a critically injured patient who wants to know the condition
of her spouse and child, who were also in the automobile
accident. Her spouse was killed and her child is in critical
condition. At the moment, her own status is unstable and
telling her might have a deleterious effect on her own health.
Telling her is certainly an option, just one with certain limi-
tations at that time. Not saying anything in response to her
question is a possibility but seems to show a lack of respect
for her dignity as a person and her right to information.
What might be some possible actions in between those
extremes? Is there some response that tells part of the infor-
mation while avoiding the worst part, her spouse’s death?
Even if the partial truths seem unacceptable at first glance,
they ought to be added to the list of possible actions.
Examination of a range of possible actions aids in identify-
ing where the line is drawn for determining morally accept-
able choices versus those not morally acceptable or for
creating a list of each choice’s risks and benefits.

Step 5: Determine the Ethical

Foundation for Each Action

Each action should be based on selected ethical values, prin-
ciples, or theories. Perhaps the code of ethics lends some
support as ethical rationale. One strategy that is proposed on
occasion, especially for an incompetent or unconscious
patient, is an application of the standard of best interest.
The best interest standard involves the determination of what
action is in the best interest of the patient given the informa-
tion that is known about the patient and the situation. Family
members together with health-care providers usually make
the best interest determination. Ideally, this decision is made
in an objective manner, setting aside any special interests of
the family or health professionals. For example, it may be in
the best interest of the patient to be discharged and go home
so that recovery can be optimized in that setting. Family
members themselves may have other goals that make place-
ment in a long-term care facility better for them. Health pro-
fessionals may be pressured by administrative personnel to
simply arrange a discharge, regardless of where the patient
might be discharged to or what might be best for the patient,
because of utilization review and financial reimbursement
considerations. Under the best interest standard, the optimal
placement is in the home because it is considered to have the
best outcome for the patient.

Step 6: Determine the Best Action

with the Strongest Ethical Support

Each action is judged based on its risks, benefits, and sup-
porting rationale. The actions are then ranked in order of
their priority. Strong ethical support for the first priority is
required, as well as a reasonable potential for the action to be
implemented. For example, if placement in a nursing home
after discharge from the acute care facility is considered to
be the best solution for a patient, but there is no room avail-
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able in the potential facilities, that action must be set aside.
If the preferred action fails, it is possible to move to choice
number two. The designation of these priorities does not nec-
essarily mean that their supporting ethical rationale always
results in the same ranking, nor does it mean that principles
or theories are always in opposition to one another.

Utilitarians and deontologists may disagree about the
important principles in decision making. However, it should
not be assumed that different theorists cannot reach a mutu-
ally agreeable decision. Although their rationale for the
decision may differ, the final solution each proposes may
be identical. A case in point involves the relief of pain
and suffering. The deontologist might argue that there is a
duty among health professionals to provide pain medications
and make patients comfortable. This action shows respect
for the value and dignity of the individual. A utilitarian might
argue that pain and suffering should be relieved because
doing so creates a positive outcome: the patient is more com-
fortable without pain and the family is helped too in that they
do not have to watch a loved one suffer. In an even broader
context, the more pain and suffering that is relieved, the
greater the number of patients who benefit. So both theorists
support the same action, but for different reasons.

Even theorists, such as utilitarians, can disagree among
themselves. A classic case involving confidentiality was
solved based on utilitarian concepts, yet both the ruling vote
and the dissenting vote were based on utilitarian princi-
ples.!” The majority opinion of the court indicated that more
good would be created by disregarding confidentiality obli-
gations because overriding the patient’s confidentiality
would have saved the life of a third person who the patient
threatened to murder. The minority opinion of the court
stated that confidentiality should not be breached because it
gave society the message that psychiatrists would not keep
patient confessions secret and therefore would inhibit most
individuals who have psychiatric problems from seeking
professional help.

Step 7: Implement the Action

Needless to say, the selected action needs to be carried out.
Responsibilities for the professionals and others in the situ-
ation can be assigned. Assigning a coordinator for the imple-
mentation of the action, especially if several individuals
have responsibilities for portions of the action, enhances
the potential for success, ensuring that someone will check
on the process of implementation and that the action is eval-
uated.

Step 8: Evaluate the Outcome

We can learn from success and failure. Successful resolution
of an ethical dilemma provides us with knowledge for the
next ethical dilemma. Although no two dilemmas are
exactly alike, selected features of a particular dilemma may
parallel a subsequent situation and assist in solving the new
dilemma. Failures also teach us a lesson. Retracing all the
steps of the ethical decision-making process may provide
insight and greater understanding of what steps of the
process could have been better implemented. Evaluation is
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also important because the next time we confront a similar
dilemma we may not have the luxury of examining the new
dilemma in as much detail. Prior experience enables us to
face new dilemmas more confidently and to determine the
better action more quickly. It is also important when making
important decisions such as these that involve the life and
care of vulnerable populations that absolute transparency
is evident. Patients and family members have the right to
know how and why decisions are made, especially if it is a
resource allocation decision. One caution, however: It is
very important to evaluate the outcome when decisions are
made and the action taken within a limited time frame.

| LEGAL CONCEPTS

To promote harmony, safety, and productivity as members
of a society, we create rules. The rules of society can be
informal or formal. An informal social rule, for example, is
opening a door for someone. A criminal statute (law) is an
example of a formal rule of society. Social rules or codes
promote our social well-being. It would be unsafe to live in
a community that existed without rules. All societies must
require minimum standards of conduct for their members.
Laws are the governmental mandates of a society that define
individuals’ duties to themselves, their neighbors, and the
government. The failure to adhere to laws can result in pun-
ishment that may include imprisonment or monetary fines.

CRITICAL THINKING

Ethical Decisions

1. Identify a health-care—related ethical dilemma you
have encountered as a student. How did you solve
the dilemma? What expert resources did you use?

2. Apply the ethical decision-making model to the
ethical dilemma. How are your decision-making
process and proposed actions different when using
the model?

Regulation of Nursing Practice

Nursing is a licensed health-care profession. Nurses must be
licensed by their state to practice nursing. The rationale for
state licensure is to improve the quality of health-care serv-
ices and to protect the public. As such, state governments
have created licensing boards to establish the entry-level
requirements for nurses. These licensing boards also estab-
lish regulations that define the scope of appropriate nursing
practice for licensed nurses. These licensing regulations are
found in state nursing practice laws and within regulations
that are made by the licensing agency.

The state nursing practice laws and the attendant nurs-
ing regulations establish the parameters within which nurses
must practice to obtain and maintain state license. These
regulations are referred to as administrative laws. These

considerations and mandates can be the basis for discipli-
nary actions by the licensing body. The failure to adhere to
the regulatory mandates of the nursing licensing body can
result in the loss of the privilege to practice nursing.
Unprofessional conduct and conviction of a crime are exam-
ples of possible violations of nursing regulations.

Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

Since 1996, the federal government has regulated the distri-
bution of personal health information. Licensed nurses
along with other health workers are required to follow the
requirements established by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). This Act creates
civil and criminal liability for health-care workers who
wrongfully disclose an individual’s health information.
HIPAA has created a national standard for the protection of
individual health information. The Department of Health
and Human Services has developed a privacy rule that has,
for the first time, established a basis for the federal protec-
tion of private health information. Licensed nurses must be
sensitive to these legal limitations for the distribution of per-
sonal health information. Depending upon the seriousness
of the violation of the HIPAA standards, one may be sen-
tenced to up to 10 years in prison. HIPAA establishes very
stringent guidelines. Licensed nurses should review their
employer’s HIPAA compliance policies and adhere to them.
For more information on HIPAA and how it impacts health-
care information and workers, please see the United States
Department of Human Services website at www.hhs.gov/
ocr/hipaa.

Nursing Liability and the Law

Liability refers to the level of responsibility that society
places on individuals for their actions. In recent years, this
responsibility has been interpreted to mean the financial
responsibility owed to those who are injured by wrongful
actions. Laws establish liability or responsibility for these
wrongful actions. Following the law is a major part of the
practice of nursing.

Administrative laws establish the licensing authority of
the state to create, license, and regulate the practice of nurs-
ing. Criminal law regulates behaviors for citizens within
this country. Civil law provides the rules by which individ-
uals seek to protect their personal and property rights.

Criminal and Civil Law

All individuals, regardless of their occupations, are required
to obey the criminal laws of the government. Criminal laws
establish the rules of social behavior and define the punish-
ment for the breaking of those rules, which can result in
imprisonment or monetary fines.

Criminal law is different from civil law in the nature of
remedies that are used for punishment. A crime is viewed as
an action taken by an individual against society that the gov-
ernment will prosecute and punish. The breaking of a crim-
inal law may result in criminal punishment and civil
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liability. For instance, an intoxicated driver may go to jail for
a crime and also be held civilly liable for any personal injury
that resulted. Examples of criminal acts are assault, battery,
rape, murder, and larceny.

Civil laws dictate how disputes are settled among indi-
viduals and how liability is assigned for wrongful actions.
For health-care workers, civil liability is a constant concern.
The potential for civil liability is demonstrated by an
increased use of health-care procedures such as diagnostic
testing, which results in higher health-care costs. Civil lia-
bility is a method by which a patient can seek financial
recovery for injuries and losses caused by the wrongful
action or lack of action by a health-care worker.

A civil liability suit begins with the filing of a com-
plaint with a court. A copy of the complaint must be given
or served by the plaintiff to the defendant. A summons,
which is a notice to defendants that they are being sued, is
attached to the complaint. The complaint describes the claim
being made by the plaintiff, and the summons instructs the
defendant that the complaint must be answered within a
specified period, usually 20 to 30 days. Nurses served with
a summons relating to work should notify their employers
and take these documents seriously. The nurse must ensure
that the summons is answered. If the employer does not
answer the summons, the nurse must seek legal counsel to
answer the summons within the specified time. If the nurse
fails to answer the summons and complaint, it may result in
a default judgment, which is acknowledgment of liability.

Civil wrongs caused by the act or omission of a health-
care worker can be physical, emotional, and financial in
nature. The person claiming a civil cause of action and
injury is the plaintiff, and the person alleged to have caused
the injury is the defendant. Lawsuits involving civil wrongs
are called torts. The institution that employs the worker may
also become liable for the acts or omissions of its employ-
ees. This theory of law is called respondeat superior. It is
important for employees to understand that their work may
result in civil liability for their employers.

Civil or tort liability for health-care workers can be
based on intentional actions, unintentional actions, and even
the omission of action. Malpractice may be defined as a
breach of the duty that arises out of the relationship that
exists between the patient and the health-care worker. This
term includes liability that may arise from intentional torts
and unintentional torts. Intentional torts are lawsuits
wherein the defendant is accused of intentionally causing
injury to the plaintiff. Examples of intentional torts are
assault, battery, defamation, false imprisonment, outrage,
invasion of privacy, and wrongful disclosure of confidential
information (Box 2.1 Intentional Torts).

Negligence

An unintentional tort is known as negligence. Negligence
occurs when injury results from the failure of the wrongdoer
to exercise care. This failure to follow due care in the pro-
tection of the person injured is referred to as a breach of
duty. Professionals owe a higher duty of care to their
patients. The failure of a health-care professional to follow
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Box 2.1

Intentional Torts

Assault Unlawful conduct that places
another in immediate fear of an
unlawful touching or battery; real
threat of bodily harm

Battery Unlawful touching of another

Defamation Wrongful injury to another’s rep-

utation or standing in a commu-
nity; may be written (libel) or
spoken (slander)
False Imprisonment Unlawful restriction of a person’s
freedom
Extreme and outrageous conduct
by a defendant in the care of the
patient or the body of a deceased
individual
Liability when a patient’s privacy

Outrage

Invasion of Privacy

and Wrongful is invaded physically or when
Disclosure of records are released without
Confidential authority

Information

a prescribed duty of care is called malpractice. Profes-sional
negligence, therefore, is referred to as malpractice (Box 2.2,
Components Necessary for a Finding of Negligence). All
professionals, including LPN/LVNs, are responsible for
their own actions whether they are intentional or negligent
in nature. Although the employing agency is also responsi-
ble for the actions of its employees, employees always
remain responsible for their own actions as well.

Limitation of Liability

All professions are concerned with the limitation of liabil-
ity. Some examples of liability limitations are ensuring
patient rights, accurately documenting procedures, follow-
ing institutional policies, acquiring individual malpractice or
liability insurance, pursuing continuing education, and prac-
ticing in accordance with the current standards of the nurs-
ing profession. Some states have enacted tort reform
legislation. Much of this legislation is directed at limiting
liability for health-care professionals and institutions.
Examples of this reform legislation are limitations on the

Box 2.2

Components Necessary for a
Finding of Negligence
* A duty of care owed to patients

* A breach of duty to exercise care
¢ Injury and damages occurring from this breach of duty
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dollar amount allowable for a patient’s damages, shortening
the time in which a patient can file a lawsuit, and requiring
stringent expert medical evaluation of a claim before a law-
suit can be filed.

All patients are entitled to quality care and treatment
with dignity and respect. To provide quality care and limit
liability, understand and provide the rights your patient is
entitled to and question directions that are controversial,
given verbally, concern situations of high liability, or involve
a discrepancy between the direction and standard policy.
Rights are defined as something due an individual according
to just claims, legal guarantees, or moral and ethical princi-
ples. Welfare rights, also called legal rights, are rights that
are based on a legal entitlement to some good or benefit.
These rights are guaranteed by laws such as the Bill of
Rights and if violated can come under the powers of the
legal system. For example, citizens of the United States have
a right to equal access to employment regardless of race,
sex, or religion. The type of treatment and care a patient has
the right to expect is outlined in the patient bill of rights.
Stay informed on the status of patient rights’ legislation as

1. Factors influencing health care changes include which
of the following?
a. Increasing birth rate
b. Increasing cultural diversity
c. Decreasing elderly population
d. Decreasing population size in America

2. Which of these actions would the nurse correctly inter-
pret as falling within the scope of practice of the LPN/
LVN?

a. Performing an admission physical assessment on a
critical care patient

b. Administering IV push morphine

c. Ambulating a 1-day postoperative patient

d. Developing the plan of care for a newly admitted
surgical patient

3. Which of the following describes how an autocratic
leader makes decisions?
a. Seeks information from all staff members
b. Uses own knowledge to decide
c. Forms focus groups to gather information
d. Forms a staff committee to provide input

4. Which of these situations would be an appropriate

example of a leadership role for the LPN/LVN?

a. Consulting with an RN to modify care for assigned
patient

b. Performing an annual employee evaluation on a
nursing assistant

c. Supervising the RN and LPN/LVN staff on a surgical
unit

d. Interviewing new graduate RN for a staff position

you will be expected to follow it. Knocking before entering
a patient’s room and introducing oneself to the patient are
examples of a patient’s rights.

Documentation is a legal record of your actions.
Document nursing actions based on orders given, as well as
the name and title of the person who gave the verbal direc-
tion. Documentation must be clear, honest, and accurate.
Always practice at a level that is generally accepted by the
nursing profession. Failure to adhere to acceptable practice
standards is cause for concern and can create potential lia-
bility for both you and the health-care institution.

It is important to understand that some employers do
not provide malpractice insurance for their nursing employ-
ees. Always ask an employer exactly who is covered under
the employer’s liability insurance. If nursing employees
are covered, the employer’s insurance provides coverage
from liability only as long as the employee follows the
employer’s work policies. For this reason, employer-
provided liability insurance is not personal liability insur-
ance. As a result, LPN/LVNs often carry personal liability
insurance.

5. As a nurse provides care to patients, it is important to
have an understanding of ethics for which of the follow-
ing reasons?

a. Resources are unlimited and available to everyone.

b. Technological interventions are always desirable.

c. Health-care systems are being simplified.

d. A health crisis can occur at any stage of human
development.

6. The nurse is planning quality care for a patient without
regard to race, ethnicity, and gender. Which of the fol-
lowing ethical obligations does this exhibit?

a. Fidelity

b. Integrity

c. Respectfulness
d. Compassion

7. A patient’s family requests that a feeding tube be
inserted. The patient has an advance directive indicating
that a feeding tube is not to be inserted. As the nurse
and physician consider what is best for the patient in
this ethical dilemma, which of the following principles
is represented?

a. Autonomy

b. Beneficence

c. Nonmaleficence
d. Justice

8. The nurse reviews the advance directive for a
patient who is comatose. Which of the steps in
the ethical decision making process is the nurse
performing?

a. Clarifying the values of all participants.
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b. Examining possible actions and the consequences
of each.

c. Determining best action with strongest ethical
support.

d. Implementing the outcome.

The nurse has a question about how a nursing license
is regulated. In which of the following documents will
the nurse find this information?

a. An institutional policy

b. Nursing ethics code

c. State nursing practice laws

d. National nursing standards

Multiple response item. Select all that apply.
10. In providing professional nursing care, the nurse

understands that the law of negligence requires which
of the following to create liability?
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Cultural Influences on

Nursing Care

NANCY AHERN

QUESTIONS TO GUIDE YOUR READING

1. What are the meanings of the concepts common to
culture and ethnicity?

2. What are examples of cultural characteristics, values,
beliefs, and practices?

3. What are attributes of culturally diverse patients and
their families and how do they affect nursing care?

4. What data should you collect from culturally diverse
patients and their families?

5. How can you provide a holistic approach to patient
care according to cultural characteristics and attrib-
utes?
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| CASE STUDY

Your clinical instructor has assigned you to provide care to
Mary Williams, a 72-year-old African American woman.
Ms. Williams has diabetes and hypertension (high blood
pressure). She was admitted to the hospital for gangrene of
her left foot. When you enter her room, you find Ms.
Williams anxious and crying. She tells you that she is sched-
uled for surgery later in the day. When asked about her foot,
she tells you that she has been applying a poultice to draw
out the germs but it has not worked yet. She adds that she has
been praying for the cure that she knows will come. As you
are collecting history information about her diabetes, Ms.
Williams admits that her doctor told her to attend diabetes
classes years ago but she stopped going because she didn’t
like what she heard. She quickly changes the subject, want-
ing to talk about nothing but her grandchildren.Your
attempts to complete preoperative teaching are unsuccessful.

Cultural diversity in the United States is increasing.
The United States has become a multicultural society.
Immigration from Spanish-speaking and Asian countries has
resulted in dramatic shifts in census numbers. Table 3.1
illustrates the changes and projections in racial and ethnic
makeup in the United States by the year 2010. As a result,
cultural and ethnic differences between nurses and their
patients are becoming more evident and must be recognized.
Thus there is a need for you to become knowledgeable about
cultures other than your own. This chapter provides you
with the basics of culture and its impact on health promotion
and wellness.

CONCEPTS RELATED
| TO CULTURE

Culture refers to the socially transmitted behavior patterns,
beliefs, values, customs, arts, and all other characteristics
of people that guide their view of the world (worldview).
Cultural beliefs, values, customs, and traditions are prima-
rily learned within the family on an unconscious level. They
can also be learned from the community in which one lives,
in religious organizations, and in schools. As you try to
understand more about culture, keep in mind that it contains
a number of characteristics (Box 3.1, Characteristics of
Culture). All individuals and groups have the right to main-
tain their cultural practices as they feel are appropriate.
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Box 3.1

Characteristics of Culture

 Culture is learned. Learning occurs through life
experiences shared with other members of the cul-
ture.

* Culture is taught. Cultural values, beliefs, and tradi-
tions are passed down from generation to generation
either formally (e.g., in schools) or informally (e.g.,
in families)

 Culture is shared by its members. Cultural norms are
shared through teachings and social interactions.

* Culture is dynamic and adaptive. Cultural customs,
beliefs, and practices are not static, but change over
time and at different rates. Cultural change occurs
with adaptation in response to the environment.

* Culture is complex. Cultural assumptions and habits
are unconscious, which may make it difficult for
members of the culture to explain to others.

* Culture is diverse. Culture demonstrates the variety
that exists between groups and among members of a
particular group.

* Culture exists at many levels. Culture exists in mate-
rial (e.g., art, dress, or artifacts) and nonmaterial (as
language, traditions, customs, beliefs, and practices)
levels.

* Culture has common beliefs and practices. Members
of the culture share the same beliefs, traditions, cus-
toms, and practices as long as they continue to be
adaptive and satisfy their needs. Some members do
not always follow all of these, but many do.

* Culture is all encompassing. Culture can affect
everything its members think and do.

* Culture provides identity. Cultural beliefs provide
identity for its members as long as there is no con-
flict with the dominant culture or lack of gratifica-
tion by its members.

Culture has strong influences on a patient’s understanding of
health and responses to nursing care. You must understand
the impact diversity can have on health behaviors in order
to better meet the needs of your patients (Fig. 3.1). As you
learn more about ethnic and cultural groups, you will be
challenged to look at the differences and similarities across
cultures.

TABLE 3.1 UNITED STATES DEMOGRAPHIC PERCENTAGES 1995-2010°

Race/National Origin 1995
White, non-Hispanic 73.6
Spanish/Hispanics/Latinos 10.3
Black, non-Hispanic 12.0
American Indian or Alaska Native, non-Hispanic 0.7

Asian and Pacific Islander, non-Hispanic 34

2000 2005 Projections 2010 Projections
71.3 69.3 67.3
11.9 13.3 14.6
12.2 12.3 12.5
0.7 0.8 0.8
3.8 43 4.8
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FIGURE 3.1 The nurse must assess patients’ special needs
related to their cultural backgrounds.

Look for a minute at our patient, Ms. Williams. Did she
behave as you would have in a similar situation? How do
you think the characteristics of her culture affected her
behavior?

While the terms cultural sensitivity, cultural aware-
ness, and cultural competence are similar, they have dif-
ferent meanings. Cultural sensitivity is knowing politically
correct language and not making statements that may offend
another person’s cultural beliefs. Cultural awareness
focuses on history and ancestry and emphasizes an appreci-
ation for and attention to arts, music, crafts, celebrations,
foods, and traditional clothing. Cultural competence
includes the skills and knowledge required to provide effec-
tive nursing care. In order for you to be culturally compe-
tent, you need to:

* Have an awareness of your own culture and not let

it have an undue influence on your patient.

* Have specific knowledge about your patient’s

culture.

* Accept and respect cultural differences.

* Adapt your nursing care (when appropriate) to your

patient’s culture.

We will discuss more about cultural competence later
in the chapter.

Even though you may have knowledge about another
culture, there are barriers that can cause you not to appreci-
ate cultural differences, especially ethnocentrism and stereo-
typing. Ethnocentrism is the tendency for human beings to
think that their ways of thinking, acting, and believing
are the only right, proper, and natural ways. Ethnocentrism
perpetrates an attitude that beliefs that differ greatly from
your own are strange or bizarre and therefore wrong. Addi-
tionally, you must be careful not to stereotype your patient.
A stereotype is an opinion or belief about a group of people
that is ascribed to an individual. For example, the statement
“All Chinese people prefer traditional Chinese medicine” is
a stereotype. This stereotype is not true. Although many
Chinese people may prefer traditional Chinese medicine
for some health conditions, not all Chinese people prefer
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traditional Chinese medicine. Some Chinese people pre-
fer the Western medicine that is practiced in the United
States.

However, you can still make generalizations about an
ethnic individual without stereotyping. Whereas a general-
ization, or assumption, may be true for the group, it does
not necessarily fit the individual. Therefore, you must seek
additional information to determine whether the generaliza-
tion fits the individual. The challenge is for you to under-
stand the patient’s cultural perspective. If you have specific
cultural knowledge, you can improve therapeutic interven-
tions by becoming a co-participant with patients and their
families. To do this, it is very important that you develop a
personal, open style of communication and be receptive to
learning from patients from cultures other than your own
(Fig. 3.2).

A few additional terms are important for your under-
standing of culture relate to the socialization process of
those who are learning to become a member of a society or
group. As people immigrate to a new country they gradually
accept the new culture through a learning process. They
learn to accept their own beliefs and those of their new coun-
try. This is known as acculturation. This occurs because the
new member must learn enough of the new culture to sur-
vive. A step further is when cultural assimilation occurs.
This happens when the new member takes on the dominant
culture’s values, beliefs, and practices. This process could
potentially be viewed as negative as the person may lose
some of his rich heritage to become more like the dominant
culture. Imagine for a moment that you have moved to
China. At first you eat the food and attempt to understand
the language of your new country. Over time, you may learn
to cook the food, speak the language, and perhaps blend
some of the Chinese beliefs, tradition, and practices with
your own. As this practice continues to occur, acculturation
is evident. This process may not always be smooth. When
one’s culture conflicts with the new culture cultural conflict

FIGURE 3.2 Health-care workers may come from a variety of
cultural backgrounds.
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occurs. Worse than that, cultural shock happens when val-
ues, beliefs, and practices sanctioned by the new culture are
very different from the ones of the native culture. Let’s look
at another example. Chi Ling is a four-year-old boy who
is a recent immigrant enrolled in a new school. He is alone
and afraid although he is surrounded by other boys and girls
his age. It is lunchtime and although his teacher is trying to
help him with his food, he starts crying. The fork and spoon
are foreign to him. At home he is used to eating his lunch
with chopsticks. In addition he does not understand the
words spoken to him. Little Chi is experiencing cultural
shock.

HEALTH-CARE VALUES,
| BELIEFS, AND PRACTICES

Cultural values, beliefs, and practices are important in health
care. Values can help shape one’s beliefs and practices. Do
you know what your values are regarding health and illness?
A value can be defined as a principle or standard that has
meaning or worth to an individual." “Cleanliness” is an
example of a value. A belief is something that an individual
accepts as true (e.g., “I believe that germs cause illness
and disease”). A practice is a set of behaviors that one fol-
lows; for example, washing hands before eating. It is impor-
tant for you to understand the differences between these
terms as we will be discussing them as they relate to cultural
groups.

In order for you to be able to provide culturally com-
petent care, you need to know how the people you encounter
define health and illness. It is generally known that people
follow one of the three major health belief systems: scien-
tific (Western medicine or biomedical), spiritual, or holistic.
You are already familiar with the scientific health system
which dominates health care in Western societies. Belief in
supernatural forces dominates the spiritual system, which is
considered by many to be an alternative health-care system.
(Some experts call this magicoreligious, but this is an offen-
sive term to some religious individuals.) The holistic belief
system focuses on the beliefs for the need of balance and
harmony of the body and spirit with nature.

Health care typically focuses on the prevention of ill-
ness, health promotion, and acute care practices while con-
sidering traditional, religious, and biomedical (scientific)
beliefs. Additionally, individual responsibility for health,
self-medicating practices, views toward mental illness, and
the patient’s response to pain and the sick role are shaped by
one’s culture. Most societies combine biomedical health
care with traditional, folk, and religious practices, such as
praying for good health and wearing charms or amulets to
ward off diseases and illnesses. There are many examples of
individual and family folklore practices for curing or treat-
ing specific illnesses. Think for a minute about such prac-
tices that you may perform. What do you do for a fever or a
sore throat? Does chicken noodle soup come to mind? Many
times folk therapies are handed down from family members
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and may have their roots in religious beliefs. Examples of
folk medicines include covering a boil with axle grease,
wearing copper bracelets for arthritic pain, and drinking
herbal teas. As an addition to biomedical treatments, many
people use complementary therapies, such as acupressure,
reflexology, and other traditional therapies specific to the
cultural group.

Often folk practices are not harmful and can be added
into the patient’s plan of care. However, some may conflict
with prescription medications, intensify the treatment effect,
or cause an overdose. It is essential to inquire about the full
range of therapies being used by your patients, such as food
items, teas, herbal remedies, nonfood substances, over-the-
counter (OTC) medications, medications prescribed by
others, and medications borrowed from others. If patients
feel that you do not accept their beliefs and practices, they
may be less open to sharing information and less compliant
with prescribed treatment. You should try to encourage your
patients’ practices that could be helpful and discourage
those that may be harmful. Before encouraging or discour-
aging such practices, you will need to discuss them with the
appropriate health-care team member. Think about Ms.
Williams. Does she use any folk practices? How would you
address this specific situation?

Before moving on, we need to discuss the subjects of
mental illness and cultural responses to pain and the sick
role. Mental illness may be seen by many as being unimpor-
tant compared with physical illness. Mental illness is culture
bound. What may be perceived as a mental illness in one
society may not be considered a mental illness in another
society. Among some cultures, having a mental illness or an
emotional difficulty is considered a disgrace and is taboo. As
a result, the family is likely to keep the mentally ill or hand-
icapped person at home as long as they possibly can.

Cultural responses to pain and the sick role can vary
among cultures. For example, some individuals are expected
to openly express their pain. Others are expected to suffer
their pain in silence. For some, the sick role is readily
accepted, and any excuse is accepted for not fulfilling daily
obligations. Others minimize their illness and make
extended efforts to fulfill their obligations.

Nursing Assessment and Strategies

To begin your assessment of your patient’s health beliefs,
ask the following questions:
* What do you usually do to maintain your health?
* What do you usually do when you are sick?
* What kind of home treatments do you use when you
are sick?
* Who is the first person you see when you are sick?
* What do you do when you have pain?
* Do you wear charms or bracelets to ward off ill-
ness?
* Do you take herbs or drink special teas when you
are sick? What are they?
* Do you practice special rituals or prayers to main-
tain your health?
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Cultural Self-Enrichment Exercise:
HOW YOUR CULTURAL BELIEFS AFFECT
YOUR HEALTH BEHAVIORS

* How do you define health for yourself?

* How do you define illness for yourself?

* Identify preventive health-care practices that you
use.

* When you see a health-care provider for a minor ill-
ness, what do you expect the health-care provider
to do for you?

¢ Identify your self-medicating behaviors.

* What home remedies do you use when you are ill?

* What meaning does pain have to you? What meas-
ures do you use when you are in pain?

* What are your personal views toward autopsy,
organ donation, organ transplantation, and receiving
blood or blood products?

CHARACTERISTICS OF
| CULTURAL DIVERSITY

Primary and secondary characteristics of diversity affect
how people view their culture. The primary characteristics
of diversity include nationality, race, skin color, gender, age,
and religious affiliation. Secondary characteristics include
socioeconomic status, education, occupation, military expe-
rience, political beliefs, length of time away from the coun-
try of origin, urban versus rural residence, marital status,
parental status, physical characteristics, sexual orientation,
and gender issues.

Culturally diverse care needs to take into account seven
cultural phenomena that may vary with use but can be seen
in all cultural groups: (1) communication, (2) space, (3) time
orientation, (4) social organization, (5) environmental con-
trol/health beliefs, (6) biological variations, and (7) death
and dying issues.

Communication Styles

Communication styles include verbal and nonverbal varia-
tions. Verbal communication includes spoken language,
dialects, and voice volume. Dialects are variations in gram-
mar, word meanings, and pronunciation of spoken language.
Nonverbal communication includes the use and degree of
eye contact, the perception of time, and physical closeness
when talking with peers and perceived superiors. In some
societies, people are expected to maintain eye contact with-
out staring, which denotes that they are listening and can be
trusted. However, in other societies, as a sign of respect,
people should not maintain eye contact with superiors such
as teachers and those in positions of higher status.

Nursing Assessment and Strategies

Ask the following questions:
* By what name do you prefer to be called?
* What language do you speak at home?

Cultural Self-Assessment Exercise:

WHAT IS YOUR CULTURAL BACKGROUND?

* How do you identify yourself in terms of racial,
cultural, or ethnic background? From what country
did your ancestors originate? Were your parents
from the same or similar ethnic backgrounds?

* What stories do you remember that your parents,
grandparents, or other relatives told about relocat-
ing in the United States? Do you know why they
originally came to America?

* How do these stories compare with those of others
from similar backgrounds?

* How do these stories compare with those of others
from different backgrounds?

Remember, one’s values and beliefs are not better

than another’s—they are just different.

Cultural Self-Enrichment Exercise:

COMMUNICATION

* How many languages do you speak? Do you speak
a dialect of your dominant language? Does it inter-
fere with communication with your patients?

* Do you speak in a soft, medium, or loud tone of
voice? Does this tone change in different situa-
tions? How close do you stand when you speak
with close friends? Does this distance change when
you converse with your teacher, your religious
leader, or a politician?

e Identify characteristics from your worldview in
terms of being present, past, and future oriented.

* By what name do you prefer to be called? Why?
Does this change in different situations?

Be sure to do the following:

 Take cues from the patient for voice volume.

¢ Be an active listener, and become comfortable with
silence.

* Avoid appearing rushed.

* Be formal with greetings until told to do otherwise.

* Take greeting cues from the patient.

* Speak slowly and clearly. Do not speak loudly or
with exaggerated mouthing.

* Explain why you are asking specific questions.

* Give reasons for treatments.

* Repeat questions if necessary.

* Provide written instructions in the patient’s pre-
ferred language.

* Obtain an interpreter if necessary.

Space

Space refers to one’s “personal space.” Are you aware of
your comfort zone? In other words, how close can someone
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get to you before you feel less safe and secure? Like you,
most people have such a comfort space. Personal space
tends to be different when speaking with close friends ver-
sus strangers. For example, people from the Middle East
tend to stand close together when talking, while others from
European countries such as Germany require a much larger
space. The need for space is important for the patient’s pri-
vacy, autonomy, security, and self-identity. Understanding
your patients’ meaning of space can be important when you
are trying to assess, treat, and teach them.

Cultural Self-Enrichment Exercise:

SPACE

* Are you aware of your comfort zone? Is it different
for close friends/family and strangers?

* How does it make you feel when someone violates
your comfort zone?

* Do you respect other individuals’ space when you
communicate with them?

* How do you determine that you are protecting
another’s personal space?

* How do you feel when someone touches you?

* Do you have a firm handshake?

Nursing Assessment and Strategies
Ask the following questions:
* Are you comfortable?
* Do you have any concerns that you would like to
discuss?
Be sure to do the following:
* Make sure you patients are comfortable before you
interview them.
* Maintain appropriate physical distance (observe for
cues).
* Be aware of cultural differences.
* Be aware of physical objects that may be a barrier
to comfort.
* Make sure that the patient’s physical environment is
arranged to assure safety, security, and familiarity.

Time Orientation

Time orientation (past, present, future) can vary among peo-
ple from different cultures. The perception of time has two
dimensions. The first dimension is related to clock versus
social time. For example, some cultures have a flexible ori-
entation to time and events, and appointments take place
when the person arrives. An event scheduled for 2 p.m. may
not begin until 2:30 or when a majority of the people arrive.
For others, time is less flexible, and appointments and social
events are expected to start at the agreed-on time. For many,
social events may be flexible, whereas medical appoint-
ments and business engagements start on time.

The second dimension of time relates to whether the
culture is predominantly concerned with the past, present, or
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future. Past-oriented individuals maintain traditions that
were meaningful in the past and may worship ancestors.
Present-oriented people accept the day as it comes, with lit-
tle regard for the past; the future is unpredictable. Future-
oriented people anticipate a bigger and better future and
place a high value on change. However, some individuals
balance all three views—they respect the past, enjoy living
in the present, and plan for the future.

Hospitals, clinics, and physicians’ offices maintain a
tight time schedule. It is therefore important that you under-
stand the patient’s time orientation so that you can prepare
them for the timing of appointments, tests, and treatments.
In addition, it is important that you know their usual routines
so that you can incorporate these as much as possible in their
daily care.

Cultural Self-Enrichment Exercise:

TIME ORIENTATION

* Are you aware of your time orientation (past, pres-
ent, future)?

* Are you usually on time for appointments?

* Are your biological capacities (e.g., sleep and rest,
eating) affected by your body rhythms?

* Do you have routines that you need to follow at
certain times of the day?

Nursing Assessment and Strategies
Ask the following question to understand your patients’ time
orientation:
* Are you normally on time for appointments?
* Are there any routines that you need to follow?
* What time do you usually eat your meals? Take
your bath?
Be sure to do the following:
* Have a clock in the patient’s room.
* Assess for orientation and reorient to time as
needed.
* Prepare patients ahead of time before a procedure
or test.
* Give time options when appropriate.

Social Organization

Family organization includes the perceived head of the
household, gender roles, and roles of the elderly and
extended family members. The head of the household may
be patriarchal (male dominated), matriarchal (female domi-
nated), or egalitarian (shared equally between men and
women). An awareness of the family dominance pattern is
important for determining which family member to speak to
when health-care decisions have to be made. Confidentiality
issues can complicate this issue. Be sure to follow your
institution’s policies when communicating with family
members. You may need to obtain the patient’s permission
before planning care with family members.
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In some cultures, specific roles are outlined for men
and women. Men are expected to protect and provide for the
family, manage finances, and deal with the outside world.
Women are expected to maintain the home environment,
including child care and household tasks. You must accept
that not all societies share or even desire an egalitarian fam-
ily structure.'

Roles for the elderly and extended family vary among
culturally diverse groups. In some cultures, the elderly are
seen as being wise, are deferred to for decision making, and
are held in high esteem. Their children are expected to pro-
vide for them when they are no longer able to care for them-
selves. In other cultures, although the elderly may be loved
by family members, they may not be given such high regard
and may be cared for outside the home when self-care
becomes a concern.

The extended family is very important in some groups,
and a single household may include several generations liv-
ing together out of desire rather than out of necessity. The
extended family may include both blood-related and
non-blood-related individuals who are provided with family
status. For others, each generation lives separately and has
its own living space.

You can assist your patients with their treatment plans
when you have a better understanding of the family dynam-
ics. It is important to know who to include for planning of
care, discharge planning, and patient teaching. This will also
help the appropriate hospital personnel to assist the patient
and family to plan for home care.

Nursing Assessment and Strategies
Ask the following questions:
* Who makes the decisions in your household?
* Who takes care of money matters, does the cooking,
or is responsible for child care?
* Who decides when it is time to see a health-care
provider?
* Who lives in your household? Are they all blood
related?
Be sure to do the following:
* Observe the use of touch between family members.
* Allow family members to decide where they want
to stand or sit for comfort.

Cultural Self-Enrichment Exercise:

SOCIAL ORGANIZATION

* Who is considered the head of the household in
your family?

* Are there specified gender roles for family mem-
bers?

* What are the roles of the elderly in your family?

* Do you identify with an extended family? Are they
all blood relatives? What roles do they play?

* What kind of decisions do men make and what kind
of decisions do women make?

FIGURE 3.3 Religious artifacts are central to many people's
health and illness practices.

Environmental Control

Environmental control refers to one’s perception of his or
her ability to plan for activities that control nature or direct
environmental factors. This concept is broader than where
an individual lives, but it implies the systems and processes
that affect individuals. While systems can include such
things as cultural health beliefs and practices, processes can
consist of interactions between individuals, families, and
groups. Consideration is given to cultural values and beliefs,
especially as they are different from those of the dominant
health-care view (scientific, biomedical). Distinctions are
made between health and illness and what individuals do to
promote or maintain health and to prevent and treat ill-
nesses. Not all of your patients will turn to the scientific
health-care system or provider. In fact, many individuals try
some form of alternative therapy before seeking treatment If
you use, for example, herbs or over-the-counter medica-
tions, you are doing just that. People also use alternative
therapies and religious systems such as prayer in combina-
tion with the scientific medical system. Religious beliefs and
practices may be very important to patients (Fig. 3.3).

Nursing Assessment and Strategies
Ask the following questions:
* How do you define health? Illness?
* Do you have any special beliefs about health and
illness?

Cultural Self-Enrichment Exercise:

ENVIRONMENTAL CONTROL

* How do you define health and illness?

* What are your health and illness values, beliefs, and
practices?

* What do you do when you are sick?

* Do you use alternative or religious practices for
healing?

* How do you tolerate pain? What do you do for pain?

* How do you handle grief?

* How are your health and illness values, beliefs, and
practices different from others in your dominant
culture?
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* What do you do to keep well?

* When you feel ill, what is the first thing you do to
get better?

* How do you deal with pain?

* How do you and your family express grief?

* Are there any cultural beliefs or practices that I
need to know about in order to plan your care?

Be sure to do the following:

* Be aware of possible cultural beliefs and practices.

* Never stereotype what you know about different
cultures; always ask for specifics.

 Perform a cultural assessment on all of your
patients.

* Determine how your patients view health and illness.

* Ask if they have received any treatments for their
illness of any kind.

* Ask about religions beliefs and practices.

* Encourage helpful practices and discourage those
that are harmful.

Health-Care Practitioners

Health-care practitioner choices are made based on the
patient’s perceived status and previous use of traditional,
religious, and biomedical health-care providers. In Western
societies, educated health-care providers are treated with
great respect. However, some people prefer traditional heal-
ers because they are known to the individual, family, and
community.

It is important to respect differences in gender relation-
ships when providing care. Some people may be especially
modest because of their religion, seeking out same-gender
nurses and physicians for intimate care. Respect these
patients’ modesty by providing privacy and assigning a
same-gender care provider when possible.

Cultural Self-Enrichment Exercise

HEALTH-CARE PRACTITIONERS

* What complementary health-care practitioners have
you used? Were they successful?

¢ Identify complementary health-care practitioners
used by your friends. Were they successful?

* When you are ill and need to see a health-care
provider, do you prefer a same-gender provider?
Why or why not?

Nursing Assessment and Strategies
Ask the following questions of your patients:
* What health-care providers besides physicians and
nurses do you see when you are ill?
* Do you object to male or female health-care
providers giving physical care to you?
Be sure to do the following:
* Observe for alternative care providers who may
visit the patient in the health-care facility.
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Biological Variations

Biological variations refer to ways in which people are dif-
ferent from one another physiologically and genetically.
These differences can make them more susceptible to cer-
tain illnesses and diseases, and may also influence the effec-
tiveness of different medications. Differences in biological
variations can include (1) body build and structure, (2) skin
color, (3) vital signs, (4) laboratory values, (5) susceptibility
to disease, and (6) nutritional variations. Darker skin color
can challenge you to be more observant when you are
assessing the skin color of your patient. Laboratory test
results can also be different in a number of cultures. For
example, American Indians and Hispanic Americans may
have higher blood glucose levels than whites.

Also included with biological variations are differences
in nutritional practices. Nutritional practices are currently
being scrutinized in our society. These practices include the
meaning of food to individuals, food choices and rituals,
food taboos, and how food and food substances are used for
health promotion and wellness. Cultural beliefs influence
what people eat or avoid. In addition to being important for
survival, food offers security and acceptance, plays a signif-
icant role in socialization, and can serve as an expression of
love.

Culturally congruent dietary counseling, such as chang-
ing amounts and preparation practices and including ethnic
food choices, can reduce health risks. Whenever possible,
you should determine a patient’s dietary practices. Culturally
diverse patients may refuse to eat on a schedule of American
mealtimes or eat American foods. Counseling about food
group requirements or dietary restrictions must respect an
individual’s cultural background. Most cultures have their
own nutritional practices for health promotion and disease

Cultural Self-Enrichment Exercise:

BIOLOGICAL VARIATIONS

* Do you know of any diseases or illnesses you are
prone to because of your cultural background?

e Are you at ideal body weight for your height?

* What are your activity habits? Do they need to be
improved?

* What is the meaning of food in your culture?

e Are there any dietary deficiencies or food limita-
tions for you?

* What cultural or ethnic foods do you prepare at
home?

* When you eat out for lunch or dinner, what are
your favorite ethnic foods? Which ethnic foods do
you not like? Why?

* What dietary practices do you engage in when you
are ill?

* What kinds of foods do you eat to stay healthy?

¢ In your culture or personal belief system, are there
any foods that are restricted or taboo?
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prevention. For many, a balance of different types of foods is
important for maintaining health and preventing illness.
Common folk practices recommend specific foods during
illness and for prevention of illness or disease. Therefore, a
thorough history and assessment of dietary practices can be
an important diagnostic tool to guide health promotion.

Nursing Assessment and Strategies
Ask the following questions of your patients:

* Are you at risk for any diseases or genetic disorders
related to your cultural background?

* Are you satisfied with your weight?

* Are you active? What is you normal exercise pat-
tern?

* Do you protect your eyes and skin from the sun?
From possible injuries?

* Do you have any drug or food allergies?

* Has anyone in your family had any major illnesses?

* What do you eat to stay healthy?

* What do you eat when you are ill?

* Are there certain foods that you do not eat?
Why?

* Do certain foods cause you to become ill? What are
they?

* Who prepares the food in your household?

* Who purchases the food in your household?

Be sure to do the following:

* Teach about any biological variations that may per-
tain to your patient.

* Determine usual eating patterns and teach good
nutrition habits, taking into account patient prefer-
ences. Refer to the dietician if appropriate.

Death and Dying and End of Life Issues

Death rituals of cultural groups are the least likely to change
over time. To avoid cultural taboos, you must become
knowledgeable about rituals surrounding death and bereave-
ment. For some, the body should be buried whole. Therefore,
an amputated limb may be buried in a future grave site, and
organ donation would probably not be acceptable. Crema-
tion may be preferred for some, whereas for others it is taboo
and burial is the preferred practice. Views on autopsy vary
accordingly. Some cultural groups have elaborate cere-
monies that last for days in commemoration of the dead. To
some individuals these rituals appear to be a celebration, and
in a sense they are a celebration of the person’s life rather
than a mourning of the person’s death. If you are uncertain,
find out from the family if there is anything that the health-
care team can do to facilitate cultural practices.

The expression of grief in response to death varies
within and among cultural and ethnic groups. For example,
in some cultures, loved ones are expected to suffer the grief
of death in silence, with little display of emotion. In other
cultures, loved ones are expected to demonstrate an elabo-
rate display of emotions to show that they cared for the indi-
vidual. These variations in the grieving process may cause
confusion if you perceive some individuals as overreacting
and others as not caring. You must accept that there are cul-

turally diverse behaviors associated with the grieving
process. Bereavement support strategies include being phys-
ically present, encouraging reality orientation, openly
acknowledging the family’s right to grieve as they need to,
assisting the family to express their feelings, encouraging
interpersonal relationships, promoting interest in a new life,
and making referrals to other staff and spiritual leaders as
appropriate.

At times you may also be somewhat involved with
other end-of-life decisions. Some of these may include
advanced directives, resuscitation status, and organ trans-
plantation.

Cultural Self-Enrichment Exercise:

DEATH AND DYING

* What are the usual burial practices in your family?

* What is expected of family members and friends
after a loved one dies?

e How is grief expressed in your family? Are there
different expectations for men and women?

* Are any specific rituals associated with death?

* Do you believe in organ transplantations?

* Do you have advance directives?

Nursing Assessment and Strategies
Ask the following questions of your patients:
* What are the usual burial practices in your family?
* Do you believe in autopsy?
Be sure to do the following:
» Observe expressions of grief. Support the family in
their expression of grief.
* Observe for differences in the expression of grief
among family members.
 Offer to obtain a religious counselor/spiritual leader
if the family wishes.

| ETHNIC AND CULTURAL GROUPS

Cultural Groups in the United States

This chapter describes selected attributes of some of the
cultural groups in the United States. These groups include
European Americans (white), Spanish/Hispanics/Latinos,
African Americans (black), American Indians/Alaskan
Native, Arab Americans, and Asian/Pacific Islander
Americans. The groups described here by no means repre-
sent all the cultural groups in North America; they do, how-
ever, represent the largest population percentages in the
United States. As of the 2000 census, the federal govern-
ment initiated new terminology for classifying people of
diverse racial and ethnicity and it is used in this chapter.
Attributes presented for each group include communi-
cation styles, space, time orientation, social organization,
environmental control, biological variation, health-care
beliefs, traditional health-care practitioners, and death and
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dying issues. Traditional health-care practitioners are those
practitioners from the patient’s native culture, such as
shamans, herbalists, and other traditional healers. Racial and
ethnic biological variations, susceptibility to disease, and
genetic diseases are covered to a greater extent elsewhere in
this textbook. (See Box 3.2 Ethical Consideration—Cultural
Stereotyping and Box 3.3 Gerontological Issues.)

Cultural Self-Assessment Exercise

¢ Identify your primary and secondary cultural
characteristics. How do they affect your world-
view?

 Share these views with others in your class.

European Americans

European American is the term used to describe people liv-
ing in the United States whose heritage is from the countries
of England, Scotland, Wales, Ireland, Norway, Switzerland,
France, Sweden, the Netherlands, Belgium, and other north-
ern European countries. European American groups include
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the white ethnic groups. Many of the descendants of these
original European immigrants practice the unique attributes
of the subcultures from which they originate. There is much
diversity in the primary and secondary characteristics of
diversity within this cultural group.

Many European Americans maintain the value of indi-
vidualism over group norms and are activity oriented. Most
European Americans practice Western medicine that uses
high technology and emphasizes scientific discovery.! (See
Box 3.4 Cultural Consideration.)

Spanish/Hispanics/Latinos

The term Spanish/Hispanics/Latinos is used to describe
people whose cultural heritage has a strong Spanish influ-
ence. However, many people in this group prefer to identify
themselves as Chicano or with terms that provide a country
of origin, such as Mexican, Peruvian, Puerto Rican, and
Cuban." The population breakdown of Spanish/Hispanics/
Latinos populations in the United States are Mexican
Americans (67%), Puerto Ricans (9%), Central and South
Americans (14%), Cubans (4%), and other groups, includ-
ing Caribbean (7%).? Hispanics immigrate from any number
of Central and South American countries, the Caribbean,

Box 3.2

Sharon, an experienced Licensed Practical Nurse, was on
duty on the labor and delivery unit when Ruth and her hus-
band Aaron arrived. Ruth was flushed and distressed and
obviously in labor Aaron was bending over his wife,
attempting to coach her breathing, and trying to keep calm.
The child was very early, only 30 weeks' gestation. Aaron
was wearing a yarmulke, so Sharon assumed they were
Jewish.

The usual expectation in labor and delivery is the
arrival of a beautiful healthy child. Ruth and Aaron were no
exception. Unfortunately, their infant son was stillborn due
to gross prematurity and a “true knot” in the cord that had
denied oxygen to the baby during the latter stages of the
labor and delivery. After the delivery, Ruth was transferred
to the medical-surgical unit for postpartum care, a practice
commonly followed when stillbirths occur

Sharon decided that she could make the situation a lit-
tle easier for the couple by arranging care of the stillborn
child. She expected that the parents would want help with
contacting a funeral home and other details. She had done
this many times before and it seemed to help the grieving
parents when she took some of the burden from them by
initiating the process.

Sharon told Ruth she had made some preliminary
phone calls that would start the process of a funeral and
accompanying activities. Ruth looked distressed, and Sharon
misinterpreted this expression as her unfamiliarity with the
funeral home that would be handling the arrangements.

Ethical Consideration—Cultural Stereotyping

Sharon tried to reassure Ruth, stating that she had been
present at many funerals of children who had died either
before, during, or after birth and the funeral home she had
called was reputable and respectful. Sharon recounted her
personal experience of these events and stated that some-
times the ritual of the wake, the burial, and the gathering
afterward were therapeutic, bringing some closure. Aaron,
who was visiting at the time, called Sharon out of the room
and indicated his very strong displeasure that Sharon had
begun arrangements. He explained rather tersely that he
had contacted his rabbi, who as mara datra [halakhic
authority] held the position of authority in Aaron and
Ruth's community. The rabbi had made a p'sak [ruling/deci-
sion]. This p’sak meant that afthough the child was both
premature and dead at birth, it was to be treated as a
fetus. As such, it would be the family that would conduct
the funeral, and there would be no ceremony attached.
Aaron turned his back on Sharon and went back into the
room.

Sharon completed her shift without additional com-
munication with the couple, and Ruth was discharged
before Sharon returned the next day. Sharon was plagued
with a feeling that she had made a major error in caring for
this woman and had failed to meet her emotional needs.

It is evident from this case that several major ethical
principles were either ignored or transgressed. What do
you think they were and why? (Suggested answers at end
of chapter)
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Box 3.3

o

Aging, Ethnicity, Health, and lliness

Gerontological Issues

Compared with white or European American older adults,

ethnic minorities are more likely to:

* Live in poverty

* Have a shorter life expectancy

» Experience debilitating disease processes or functional
disability at a higher rate and at an earlier age

» Have difficulty accessing health-care services

Remember that older adults need to be assessed
within their personal cultural context. Avoid generalizing

and other Spanish-speaking countries. Thus, there is much
diversity in the Spanish/Hispanics/Latino population in the
United States.

Some Spanish/Hispanics/Latinos speak only Spanish,
only English, or both Spanish and English, while others
speak neither Spanish nor English but rather an Indian
dialect. The spoken language depends on individual circum-
stances and the length of time spent in the United States.
Spanish is the second most common spoken language in the
United States.

Spanish/Hispanics/Latinos compose approximately
13% of the U.S. population; they recently became the major-
ity minority population. They live in all 50 states with more
than 90% living in and around cities. Four of every five
Spanish/Hispanics/Latinos are born and raised in the United
States. Many of these individuals have come from poverty;
for them money has little value. They sacrifice for their basic
needs (Figs. 3.4 and 3.5).

The majority of Spanish/Hispanics/Latinos practice
adaptations from the Roman Catholic religion. Their close
relationship with God makes it acceptable for people to

FIGURE 3.4 Honduras couple waits to get married until they
can afford a celebration (at 100 years young).

cultural practices to individuals or families without first
assessing whether this practice or belief is true for them.
For example, it would be wrong to assume that an older
Mexican American woman who lives with her extended
family will get the family’s support for assistance with
bathing and other activities of daily living. If an older
Chinese woman uses herbs and folk treatments for com-
mon complaints, it does not mean that she will not use the
services, treatments, or medications of Western medicine.
Always assess individual preferences.

experience visions and dreams in which God or the saints
speak directly to them. Thus, health-care providers must be
careful not to attribute these culture-bound visions to hallu-
cinations that indicate a need for psychiatric services.! (See
Box 3.4, Cultural Consideration.)

African Americans/Blacks

African Americans/blacks are the second largest ethnic
group in the United States and represent more than 100
racial strains.! They make up 12.3% of the population.?

(Text continued on page 45)

FIGURE 3.5 Many mission workers have helped with health-
care needs in Central and South American countries.
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Communication

Space

Time
Orientation

Social
Organization

European
Americans
(White)

Primary language is
usually English;
often speak own
national language.

Eye contact should be
maintained, with-
out staring. Loud
voice volume is the
norm.

Depends on area;
tend to avoid phys-
ical closeness.

Handshake proper.

Future over present

Nuclear family basic,
extended family
important.

Man dominant figure.
Judeo-Christian
religions.

Cultural Consideration*!5¢

Spanish/
Hispanics/
Latinos

Primary language
either English,
Spanish, or
Portuguese
(many dialects).

Dramatic body
language.

Some believe direct
eye contact can
cause illness
(“evil eye”).

Value physical close-
ness and touching.

Present

Nuclear family basic,
extended family
highly valued.

Man is decision
maker; woman is
homemaker.

African
Americans
(Black)

Primary language is
usually English.
May speak “black
English” occasion-
ally depending on
the situation.

Usually loud voice
volume.

Nonverbal communi-
cation important;
direct eye contact
may be interpreted
as aggression.

Close personal
space.

Touch frequently
with friends, less
so with strangers.

Touching another’s
hair considered
improper.

Present over future

Many female
single-parent
families.

Large, extended fam-
ilies important.

American Indian/

Alaskan Natives Arab Americans

English, tribal
languages.

Silence.

Talking loudly may
be considered

Primary language is
Arabic. Most speak
some English.

May use spirited, loud
voice. May be

rude. reluctant to disclose
Use body language. personal informa-
Avoid eye contact. tion.
Maintain intense eye
contact.

Space very important;
has no boundaries.

Touch is not accept-
able from strangers.

Pointing and direct
eye contact may be
considered rude.

Stand very close when
talking.
Touch only between
same gender.

Usually present Present or future

Patriarchal household,
with well-defined
gender roles.

Elders respected and
cared for by family.

Extended family basic
unit.

Very family oriented.

Elders honored.

Asian/Pacific
Islanders

English (may prefer
national language
and specific to each
country); many
dialects.

Loud talking is con-
sidered rude.
Silence is accept-
able.

Avoid eye contact.

Avoid use of “no.”

Avoid physical close-
ness and touching.

Present

High value on imme-
diate and extended
family.

Hierarchical family
structure.

(Continued on following page)
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Environmental
Control/Health
Beliefs

Box 3.4 (Continued)

Cultural Consideration*!>

European
Americans
(White)

Community social
organizations impor-
tant.

Many concerned with
status.

Rely primarily on mod-
ern health-care sys-
tem.

Value individual
responsibility for
health.

Believe human can
control nature.

Have strong belief and
value in technology.

Most use folk remedies
or OTCs before see-
ing a health-care
provider.

Use of prayers and reli-
gious symbols for
good health.

Have controlled expres-
sion of pain but need
little encouragement
for pain relief.

Spanish/
Hispanics/
Latinos

Catholicism.

Traditional health
and illness
beliefs.

Folk medicine
traditions.

Health beliefs are
strongly affected
by religion,
believing in
God’s will.

May have shrines
or statues in the
home to pray for
good health.

Theory of hot and
cold foods used
for health main-
tenance and
treatment of
disease.

Expressive with
pain.

African
Americans
(Black)

Strong social and
church affiliations

Protestant (often
Baptist).

Traditional health
and illness
beliefs. Folk med-
icine tradition.

May believe that
serious illness
sent from God.

Use prayers for
prevention and
health recovery.

Pain is seen as a
sign of illness.

Sick role not seen as
a burden.

Folk healers.

A respected elderly
female commu-
nity member
commonly

American Indian/
Alaskan Natives

Strong community
affiliations.

Sacred myths and
legends.

Traditional health
and illness beliefs.

Folk medicine tradi-
tions. Promote har-
mony with nature.
Inanimate objects
ward off evil
spirits.

Elderly may request
same-gender
direct-care
provider.

Pain is something to
be endured.

Sick role not usually
supported.

Traditional healers:
shamans, medicine
man, diviners,
crystal gazers.

Arab Americans

Extended family
important; may live
in close proximity.

May be Christian,
Jewish, or Muslim.

Focus on acute care
over prevention.

Illness may be con-
sidered punishment
for sins. May pray
five times a day for
health.

Acceptable to pur-
chase organs for
transplantation.

Sick role supported.

Asian/Pacific
Islanders

Family honor and loy-
alty honored.

Tradition important.

Male has power; woman
is obedient.

High value placed on
children and educa-
tion.

Christianity, Buddhism,
Taoism, and Islamic
religions

Traditional health and
illness beliefs.

Traditional medicine
traditions.

Good health is a gift
from ancestors.

Imbalances in the yin
and yang cause ill-
ness.

Believe blood is the
source of life and is
not replenished.

Amulets worn to ward
off disease.

Traditional healers:

doctors, herbalists,
acupuncturists who
use such therapies as
acupuncture, acumas-
sage, coining, and
cupping.
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Biological
Variations

European
Americans
(White)

Sick role not well
accepted except with
a major illness.

Traditional healers:
Western-educated
health-care providers;
recent trend to use
complementary ther-
apists.

Nutritional preferences
include meats (espe-
cially red) and carbo-
hydrates.

Diets tend to be high in
fat and sodium;

Eating and drinking
may be social rituals.

Culture stresses thin-
ness to be attractive.

Susceptibility: heart
disease, breast can-
cer, diabetes mellitus,
thalassemia, Tay-
Sachs disease
(Eastern European
Jewish).

Spanish/
Hispanics/
Latinos

Easily enter the
sick role.

Traditional healers:
curandero, espiri-
tisa, patera,
senora.

Nutritional pref-
erences include
spicy and fried
foods, beans,
and rice.

Important for
food to be
served warm.

Many subscribe
to the hot and
cold theory
(e.g., illness
caused when
body is
exposed to
imbalance of
hot/cold sub-
stances).

Food choices
vary by spe-
cific country.

African
Americans
(Black)

sought for initial
health care.

Use spiritualists,
voodoo priest or
priestess, or root
doctor.

Nutritional prefer-
ences include
fried foods, bar-
becued foods,
greens, legumes.

Diet commonly
high in fat and
sodium.

Food selections
may vary accord-
ing to socioeco-
nomic status and
rural versus
urban residence.

Being overweight is
seen as positive.

Food is seen as a
symbol of health
and wealth.

American Indian/
Alaskan Natives

Nutritional prefer-

ences vary greatly
depending on loca-
tion and tribe.

Nontraditional diets

tend to be high in
fat and commonly
lack fruits and veg-
etables.

Herbs used to cleanse

the body of evil
spirits and poison.

Susceptibility: heart

disease, alcoholism,
liver disease,
diabetes mellitus,
tuberculosis, arthri-
tis, glaucoma.

Arab Americans

Nutritional preferences
include fresh meats
and vegetables; may
avoid pork and alco-
hol (Islam).

High risk for diabetes,
hypertension, hyper-
cholesterolemia.

Less likely than general
population to smoke,
drink alcohol, or use
illicit drugs.

Asian/Pacific
Islanders

Nutritional prefer-
ences include raw
fish and rice.

Foods are balanced
between the yin
and yang.

Diet is high in salt.

Food is fundamental
form of socializa-
tion

Susceptibility: lactose
intolerance, tha-
lassemia, liver and
stomach cancer,
hypertension, coc-
cidioidomycosis.

(Continued on following page)
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Box 3.4 (Continued)

< : : 1,5,6
WEWTr " Cultural Consideration™
European Spanish/
Americans Hispanics/
(White) Latinos
Susceptibility: lac-
tose intolerance,
diabetes melli-
tus, parasites,
coccidiodo-
mycosis, gout.
Death and Autopsy and burial or Burial is the usual
Dying Issues cremation usually practice, rarely

connected with reli-
gious practices or
individual decisions.

Have varied expressions
of grief.

Men are expected to be
in more control of
grief than women.

cremation; many
resist autopsy,

the body should
be buried whole.

May have elabo-

rate ceremonial
burial.

Women very

expressive
with grief; men
are expected

to maintain
control.

African
Americans
(Black)

Susceptibility:
keloid formation,
lactose intoler-
ance, sickle cell
anemia, glucose-
6-phosphate
dehydrogenase
deficiency, tha-
lassemia, sar-
coidosis, hyper-
tension, coccid-
ioidomycosis,
esophageal and
stomach cancers.

Death does not end
connection
between people;
body is kept
intact after
death; prefer
no autopsy.

Relatives may com-
municate with
the dead person.

Offer eulogy at bur-
ial with religious
songs.

Usually prefer
burial.

Express grief
openly.

American Indian/
Alaskan Natives

Believe body should
go into the after-life
whole.

Some engage in a
cleansing ceremony
after touching a
dead body.

Tribal laws may dic-
tate cremation ver-
sus burial.

Openly express grief.

Arab Americans

Believe death is God’s
will. At time of
death, bed should
face the holy city of
Mecca (for
Muslims).

May perform ritual
washing of the
body after death.
Cremation or
autopsy not
acceptable.

May weep with grief,
but limited.

Asian/Pacific
Islanders

Autopsy not under-
stood by many.

Cremation acceptable,
but burial also
common.

Extended grieving
time (7 to 30 days)
for the more tradi-
tional.

Expression of grief is
highly varied
between men and
women and among
specific countries.

*While many other cultural groups are represented in the United States, the most common are presented here.



Copyright © 2007 by F. A. Davis.

Although African Americans/blacks live in all 50 states,
more than half live in the South. It is important to under-
stand that not all people with black skin identify themselves
as African American. Many black-skinned people from the
Caribbean prefer terms more specific to their identity, such
as Haitian, Jamaican, or West Indian.

African Americans/blacks have been called by many
names. Their ancient African name is Nehesu or Nubian.
During slavery days in America, they were called Negro, a
Spanish-Portuguese word meaning “black.” After emancipa-
tion in 1863, they were called colored, a term adopted by the
First Colored Men’s Convention in the United States in
1831. The United States Bureau of the Census adopted the
word Negro in 1880. During the civil rights movements in
the 1960s, the term black was used to signify a philosophy
of life instead of color. In the 1970s, these ethnic peoples
referred to themselves as African Americans because they
were proud of both their African and American heritages. In
1988, the term African American was widely adopted in the
United States by individuals whose ancestry originated from
Africa. These terms continue to cause confusion when peo-
ple attempt to use the “politically correct” term for this
group in the United States. Additionally, titles such as the
National Black Nurses Association and the National
Association for the Advancement of Colored People
(NAACP) still exist.!

African Americans/blacks are underrepresented in
colleges and universities, managerial and administrative
positions, and the health-care professions. They are overrep-
resented in high-risk, hazardous occupations such as
the steel and tire industries, construction industries,
and high-pollution factories (See Box 3.4 Cultural
Consideration.)

CRITICAL THINKING

® Now that you have learned more about the black

culture, let’s look at Ms. Williams again. Review

Box 3.4 Cultural Consideration and answer the follow-

ing questions:

1. What does your interaction with Ms. Williams tell
you about her time orientation?

2. What is evident about her social organization?

3. What biological variations may Ms. Williams
demonstrate that are likely due to her culture?

American Indians/Alaskan Natives

There are more than 400 American Indian/Alaskan Native
tribes in the United States, totaling 0.8% of the population.’
Although there are similarities among Native Americans,
each tribe has its own unique perspective on health and ill-
ness. Many traditional American Indians/Alaskan Natives
live on reservations; others live in urban areas and practice
few of their traditions. Many American Indians/Alaskan
Natives have a strong belief that illness is caused by an

Cultural Influences on Nursing Care 45

imbalance with nature and the universe. Tribal identity is
maintained through powwows, ceremonial events, and arts
and crafts that are taught to children at a young age.
Communicating with nature is important for maintaining life
forces.! American Indians/Alaskan Natives are the original
inhabitants of North America.

American Indians/Alaskan Natives are underrepre-
sented in all the health professions. They are consistently
identified as the most underrepresented minority group in
institutions of higher learning.* (See Box 3.4 Cultural
Consideration.)

Arab Americans

Arab Americans are a large and diverse population, with
over 3,000,000 in the United States. Some common bonds
include the Arabic language and the Islamic religion. Arab
Americans include people from Morocco, Algeria, Tunisia,
Libya, Sudan, and Egypt and the western Asian countries of
Lebanon, occupied Palestine, Syria, Jordan, Iraq, Iran,
Kuwait, Bahrain, Qatar, United Arab Emirates, Saudi
Arabia, Oman, and Yemen. Many early Arab immigrants
were Christians from Lebanon and Syria.

Although many Arab Americans favor professional
occupations, many are underemployed, have their own busi-
nesses, and work in a variety of other occupations. Arab
Americans, whether born in the United States or in Arab
countries, are more educated than the average American.
They are more likely to be in managerial and professional
specialty occupations than any other ethnic group in
America. However, a significant number of primarily
foreign-born Arab Americans are unemployed and live in
poverty.

Asian Americans/Pacific Islanders

This large group is far from homogeneous. The term Asian,
as used in most references, includes 32 different groups.
These groups include Asians, Pacific Islanders, Indochinese,
and other Asian groups. Asians include people from Korea,
Japan, and 54 ethnic groups from China. Pacific Islanders
include Hawaiians, Polynesians, Filipinos, Malaysians, and
Guamanians. Indochinese populations include Cambodian,
Vietnamese, Hmong, and Laotian. Other Asian groups
include Asian Indian, Pakistani, and Thai.

Although it is difficult to determine exact numbers of
Asians from specific countries because of the method of
keeping population statistics, they are a significant and fast-
growing population in the United States. It is important for
many Asian patients to “save face.” Individual shame is
shared with the family and community. Most Asians see the
nurse as an authority figure. Although known by different
names, most Asian cultures practice the yin and yang bal-
ance of forces for illness prevention and maintaining health.
Yin is considered female and represents cold and weakness.
Yang is considered male and represents strength and
warmth. Foods and all forces are classified as yin or yang
and must be balanced or illness occurs. Yin and yang forces
are major components of traditional Chinese medicine,
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which includes acupressure, acumassage, and cupping. (See

Box 3.4 Cultural Consideration.) but neither child has improved. You also notice that the

children are dressed in heavy clothing, although it is
quite warm outside. When you question the parents,
Louisa responds that they are “cold.”

Jesus is admitted to the hospital for dehydration.
As you are admitting the infant to your unit, you
are aware that Jose is answering all of your questions
and making decisions for Jesus’ care. He states that
they will all need to spend the night with Jesus. Jose
further adds that Jesus needs more clothes on and
that the temperature in the room needs to be increased.
The parents refuse the warmed bottle of formula for
Jesus but ask for it to be chilled. Louisa sits in the cor-
ner of the room chanting, crying, and rubbing some
beads.

1. What nonverbal communication characteristics do
these parents display that are common among peo-
ple of Spanish descent?

| CULTURALLY COMPETENT CARE

The American Nurses’ Association supports the need for
nurses to understand cultural diversity and to become
culturally competent. However, there is no real agreement
as to how your knowledge, skills, and attitudes will best
help these diverse populations. You certainly cannot achieve
cultural competence overnight; it is a developmental process.
Each time you care for a patient from a different culture, you
learn more, become more aware and sensitive to individual
needs, and move toward becoming culturally competent.
There are a number of models and theories that
describe cultural competence. In addition, you will find
that there a number of good resource books and web-

sites that will as§1st youon this journey. 2. Why do you think the children are dressed inappro-
The following strategies for culturally competent care ately for th her?
may be helpful: priately for the weather?
Y L . . . 3. Do Jose’s demands mean that he is uncooperative
» Consider each of your clients as unique, influenced

and trying to control the care of his son?

but not defined by their culture. ) 4. Why do you think Jose refused his son’s warm
* Know your own cultural values, beliefs, and prac- bottle?
tices and appreciate how they may be different from 5. What is the significance of Louisa’s behavior?
those . . K
6. What might you do to improve Jesus’ care?
of others. . )
. 7. How will you handle the father’s request for the
* Never let your own biases about people and groups . . . s
. entire family to stay in your patient’s room?
stand in the way of good care. .
8. How can you become more culturally competent in

* Learn as much as you can about cultural groups in
your community.
* Make an effort to include beliefs and practices from

this situation?

Suggested answers at end of chapter.

other cultures into your care when appropriate.
* Try to encourage helpful cultural practices and
discourage harmful ones.
* Be aware of how you communicate with others; ,'#_ﬂ
be aware of verbal and nonverbal patterns. Wi

Respect your patients regardless of their cultural
background.
Learn from your mistakes.

The list does not include everything you can do.
Can you think of other strategies?

CRITICAL THINKING

The Lopez Family

H Jose, age 23, and his wife, Louisa, age 19, immi-
grated to the United States 3 years ago from Mexico.
They have two children, Maria, 3 years old, and Jesus,
6 months old. The young couple brings the children
to the emergency room for the treatment of ear infec-
tions. Jose informs you that Maria is complaining of
a sore throat and ear pain and Jesus is “fussy” and
not eating. He states that he has been to his curandero,

== Home Health Hints

e The effect of the patient’s cultural beliefs and prac-
tices related to health care are more evident when
care is provided in the home.The nurse must
adapt care to the patient’s environment rather
than the patient adapting to the nurse's hospital
environment. The nurse is a guest in the patient's
house.

* When scheduling a home visit, it is important to find
out the primary language spoken in the home. It is
also helpful to carry a translation book when the
language is known. If necessary, arrange to have an
interpreter, either a family member or co-worker,
available to ensure understanding of what is dis-
cussed.

* Be aware of the cultural significance of family hierar-
chy. If possible, avoid having children translate for
parents.
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| REFLECTIONS ON CASE STUDY

After learning more about culture, how do you think the
characteristics of Ms. Williams’s culture affected her behav-
ior? At her age, it is evident that she has learned many of her
beliefs and practices about health and illness from others.
While many of her behaviors can be explained by fear and
denial, it is probable that other things are going on in this sit-
uation. Ms. Williams may feel more comfortable with people
of her own culture, at least when it comes to asking for health
information. Like a number of other cultures, your patient
may not trust biomedical or Western medicine treatments.
She may be more comfortable with the practices and healers
that she knows better. Can you think of other explanations?

Rarely do practicing nurses have the luxury to assess
each patient comprehensively on a first encounter. The
essentials for culturally competent care are obtained as

Chapter 3
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needed. As you meet patients from other cultures, continue
to learn about theses new cultures. Astute observations, an
openness to diversity, and a willingness to learn from
patients are what you need for effective cross-cultural com-
petence in clinical practice. Through these avenues, you can
provide culturally competent nursing care. Cultural compe-
tence is not a luxury; it is a necessity.

Remember that it is important that you acknowledge
that there are similarities within a group. This does not mean
that ALL of the people in the group have all of those char-
acteristics. You must see each of your patients as being
unique. In summary, let’s take a trip to BALI:

Be aware of your own cultural heritage.

Appreciate that your patient is unique; influenced, but
not defined by his culture.

Learn about your patient’s cultural group.

Incorporate your patient’s cultural values, beliefs, and
practices into their plan of care.

1. A nurse who assumes all patients have the same beliefs
as his or her own culture is exhibiting
a. Cultural stereotyping.
b. Ethnocentrism.
c. Cultural sensitivity.
d. Cultural dominance.

2. A 12-year-old Mexican child needs an appendectomy.
His parents bring in the priest from their church to pray
over the child. The prayers are continuing when it is
time to take the child to surgery. How should the nurse
respond?

a. Gently tell the parents that they must stop praying so
the child can be taken to surgery.

b. Give the parents and priest as much time as they
need for prayers prior to surgery.

c. Tell the parents that the child could die from a
ruptured appendix if surgery is delayed.

d. Permit the parents and priest to stay and pray
as the child goes into surgery.

3. An Osage American Indian woman is slow at giving
responses and does not maintain eye contact with you
when you are doing her intake interview. Which of the
following interpretations of her behavior is most likely
accurate?

a. Direct eye contact may be interpreted as rude in her
culture.

b. She does not want to answer personal questions.

c. She does not understand you.

d. She does not want to talk with a nurse and prefers
a physician.

4. An Arab American man is refusing his dinner tray,
which consists of potatoes with cheese, a slice of ham,
and green beans. What knowledge should guide the
nurse’s data collection related to this incident?

a. Arabs do not like foods from different sources on the
same plate.

b. Some Arabs do not eat dairy products.

c. Islamic Arabs may not eat pork.

d. Arabs generally do not eat vegetables.

5. A Puerto Rican man has been admitted for reconstruc-
tive orthopedic surgery on his knee. His wife brings jars
of special blends of spices that he wants to put on his
food because the hospital food is too bland. He is on a
general diet. What action should you take?

a. Allow him to use them.

b. Carefully explain that family cannot bring food items
to the hospital.

c. Have the dietitian speak with the family.

d. Report the situation to the physician.
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ETHICAL CONSIDERATION DISCUSSION

It is evident from this story that the traditional American
or Christian conception of the rituals associated with
the death of a child may not be held by other cultures,
including this Jewish patient and her husband. Upon
reflection, Sharon realized that she had not respected
this couple’s autonomy, or even provided an environ-
ment that would foster the creation of autonomy.
She had failed to minimize harm, failed to produce
the most beneficial outcome for Aaron and Ruth,
and had not familiarized herself with the wishes of the
couple.

Sharon did not serve her clients’ needs first. She should
have determined what Ruth and Aaron needed at that
sensitive time. Instead, she assumed she knew what
was required and subsequently made poor choices for
her clients. Were her clients harmed? If Sharon had
known that there were significant religious protocols
to be observed in this situation, would she have gone
ahead and made phone calls, in essence, to interfere
with the designated roles of the parents? Sharon did

cause some anxiety in this case. Sharon could have
been most helpful by asking respectful questions
about what she could do to assist the couple during
this sad time. Aaron and Ruth may indeed have
asked Sharon to be involved in the preparations and
funeral.

Instead of holding assumptions and applying our own

vision of what a client may need, nurses need to
assess a family’s values, gather appropriate infor-
mation about their culture, and find what the role
expectations are in each situation. There should be
an atmosphere of mutual respect and open commu-
nication. Patients’ values and preferences cannot be
assumed, even when nurses can correctly identify
the culture of the family. Cultural stereotyping is a
mistake that is easy to make. However, if we
approach our clients with an open and nonjudgmen-
tal attitude, we will be able to gather the data that is
essential to providing culturally competent nursing
care.

SUGGESTED ANSWERS TO
CRITICAL THINKING

u Ms. Williams

1. Ms. Williams’s time orientation is the present. She is
not only concerned with the future effects of her
uncontrolled diabetes.

2. Family is very important. She prays for healing.

3. We do not know Ms. William’s weight, but over-
weight is seen as positive, and excess weight is a risk
factor for diabetes and hypertension.

m The Lopez Family

1. Jose’s behavior indicates that he is the primary deci-
sion maker and in charge of this situation. Louisa’s
crying is normal. She is most likely praying.

2. This may relate to the couple’s beliefs in the hot and
cold theory.

3. His role as father may dictate that he should main-

tain control. He probably does not mean to be unco-
operative.

. Again, this may be related to hot and cold beliefs

about treatment of diseases.

. Culture-bound role does not dictate that she assume

control of the situation. She is upset and praying.

. Attempt to incorporate the family’s cultural beliefs

and practices when possible.

. Explain that it would not be good for Maria to

remain in the hospital, because she will be at greater
risk for exposure to infection. Ask if there are other
relatives who can care for Maria. Find out if the par-
ents can divide their time with their son.

. Be aware of your own cultural beliefs, appreciate you

patient’s culture, learn more about the Lopez family’s
culture (ask questions), and include their beliefs and
practices when possible. Explain when other prac-
tices cannot be followed. Ask for alternatives.




KEY TERMS

acupuncture (ak-yoo-PUNGK-chur)
allopathic (AL-oh-PATH-ik)
Ayurvedic (AY-YUR-VAY-dik)
chiropractic (ky-roh-PRAK-tik)
homeopathy (HO-mee-AH-pa-thee)
naturopathy (NAY-chur-AH-pa-thee)
osteopathic (AHS-tee-ah-PATH-ik)

Alternative and
Complementary
Therapies

LYNN KEEGAN

QUESTIONS TO GUIDE YOUR READING

1

. What is the difference between an alternative and

complementary therapy?

. What are some systems of health care that have con-

tributed to the development of new therapies?

. How can the different types of therapies be classi-

fied?

. What are some safety issues in alternative and com-

plementary therapies?

. What is the role of the licensed practical nurse/

licensed vocational nurse (LPN/LVN) in assisting
a patient with alternative and complementary
therapies?

49
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Health care in the 21st century requires that nurses recog-
nize the shift of thinking toward the incorporation of alter-
native and complementary approaches to care. Nurses at all
levels and in every area of practice are answering the call to
use new methods to care for the ill and to enhance the health
of those who are well.

Holistic nursing was a precursor to many of the now
popular alternative and complementary therapies. It was
introduced in the 1970s and has been growing ever since.
Holistic nursing is simply defined as caring for the whole
person—body, mind, and spirit—in a constantly changing
environment.

ALTERNATIVE OR
COMPLEMENTARY:
| WHAT’S THE DIFFERENCE?

The words alternative and complementary are sometimes
used interchangeably, but they are not the same. Alternative
therapy, sometimes called “unconventional” therapy, refers
to a therapy used instead of conventional or mainstream ther-
apy. An example is using acupuncture instead of analgesics.
Complementary therapy refers to a therapy used in addition
to a conventional therapy. For example, a nurse might sug-
gest guided imagery, music, and relaxation techniques for
pain control in addition to prescribed drug therapy.

A good all-around website for alternative and comple-
mentary medicine is http://www.healthy.net. To learn about
holistic nursing and complementary therapies, visit the
American Holistic Nurses Association at http://www.
ahna.org.

INTRODUCTION OF NEW
SYSTEMS INTO TRADITIONAL
| AMERICAN HEALTH CARE

There are many new and different philosophies within the
scope of expanded medical and nursing practice. These sys-
tems reflect cultures and attitudes in healing that range from
East to West and from ancient to modern.

In the United States, the primary system of medicine is
just called medicine, although some people refer to it as
allopathic medicine. A number of other schools of thought
and philosophies are also being increasingly used. The most
frequently seen new systems include Ayurvedic, Chinese,
chiropractic, naturopathic, American Indian, and osteopathic
medicine. Each philosophical system can stand alone or, as
in most instances in the United States, be used in
combination with other systems. Most of these recently

acupuncture: acus—needle + punctura—puncture
allopathic: allos—other + pathic—disease or suffering
Ayurvedic: ayu—life + veda—knowledge or science
chiropractic: cheir—hand + pracktos—to do
osteopathic: osteo—bone + pathy—disease

introduced systems use alternative and complementary
therapies.

Allopathic/Western Medicine

The most common name for allopathic medicine is Western
medicine. Other commonly used terms for Western medicine
are conventional medicine and mainstream medicine. Many
people have not heard the term allopathic because most doc-
tors and nurses do not refer to themselves or their practice by
this name. Practitioners of other systems of medicine more
often use the term when referring to what most of us consider
mainstream medicine. Allopathy is a method of treating dis-
ease with remedies that produce effects different from those
caused by the disease itself. For example, when a patient has
a bacterial infection, a Western medical practitioner pre-
scribes an antibiotic to eliminate the invading pathogen.

Practitioners of Western medicine are medical doctors,
nurses, and allied health personnel. This system of medicine
uses scientific data to determine the validity of a diagnosis
and the effectiveness of treatment. It is evidence-based med-
icine. This means that peer-reviewed medical literature is
very important. In scientific investigations, results can be
verified and reproduced through various types of studies and
statistical analyses. Practitioners use a variety of therapies,
including drugs, surgery, and radiation therapy. Western
medicine practitioners have made most of the significant
advances and developments in modern medicine.

For further information see the American Medical
Association site at http://www.ama-assn.org.

Ayurvedic Medicine

Ayurveda is the ancient Hindu system of medicine, which
originated in India. Its main goals are to maintain the health
of healthy people and cure the illnesses of sick people.
Ayurveda maintains that illness is the result of falling out of
balance with nature. Diagnosis is based on three metabolic
body types call doshas. An Ayurvedic doctor determines
which dosha type is most appropriate for the patient: vata,
pitta, or kapha. Treatment usually involves prescribing a
diet, herbal remedies, breath work, physical exercise, yoga,
meditation, massage, and a rejuvenation or detoxification
program.

Ayurveda is rapidly becoming more popular in
America. The books and videos of Deepak Chopra are
examples of this increasingly popular system of therapy.
An introduction to Ayurveda can be found at http://www.
ayurveda.org.

Traditional Chinese Medicine

Traditional Chinese medicine is thousands of years old and
involves such techniques and practices as acupuncture, acu-
pressure, herbs, massage, and qi gong. The diagnosis and
treatment of disturbances of qi (pronounced “chee”)—
or vital energy—is a distinctive characteristic of Chinese
medicine.

Acupuncturists, one segment of traditional Chinese
medicine practitioners, claim to be able to tell much about a
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patient’s state of health by checking pulses, looking at the
color of the tongue, checking facial color, assessing voice
and smell, and asking a variety of questions. To treat
patients, acupuncturists insert one or more needles along the
meridians (pathways) where qi flows (Fig. 4.1). Many
acupuncturists also prescribe herbal remedies as well.

Chiropractic Medicine

Daniel David Palmer founded chiropractic therapy in 1895.
Chiropractic medicine holds that illness is a result of nerve
dysfunction. The main treatment modality of chiropractors is
manual adjustment and manipulation of the vertebral column
and the extremities. They use direct hand contact and
mechanical and electrical treatment methods to manipulate
joints. The goal is to remove the interference with nerve
function so the body can heal itself. Chiropractors do not per-
form surgery, nor do they prescribe drugs. See the American
Chiropractic Association site at http://www.amerchiro.org.

Homeopathic Medicine

Homeopathy was developed by Samuel Hahnemann in
Germany in the early 19th century. Homeopathy is based on

homeopathy: homeo—like + pathos—disease
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Hahnemann’s principle that “like cures like,” meaning that
tiny doses of a substance that create the symptoms of disease
in a healthy person will relieve those symptoms in a sick
person.

Although there are schools and courses to train home-
opaths, no diploma or certificate from any school or pro-
gram is a license to practice homeopathy in the United
States. Medical doctors and doctors of osteopathy are
granted certificates of competency to practice homeopathy.
Other health-care practitioners may be allowed to use home-
opathy within the scope of their state licenses.

See The National Center for Homeopathy website at
http://www.homeopathic.org. This site has a research sec-
tion with annotated listings from the medical literature dis-
cussing the value of homeopathy. In addition, there is a good
review of licensing laws regarding homeopathy.

Naturopathic Medicine

Naturopathy primarily uses natural therapies such as nutri-
tion, botanical medicine (herbs), hydrotherapy (water-based
therapy), counseling, physical medicine, and homeopathy to
treat disease, promote healing, and prevent illness.

naturopathy: naturo—nature + pathy—disease
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FIGURE 4.1 Qi meridians are used in the Chinese medicine techniques of acupressure and acupuncture.
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Naturopathic physicians have a doctor of naturopathy (ND)
degree and can be licensed in 11 states. There are three
schools of naturopathic medicine in the United States. For
more information about naturopathy, visit http://www.natur-
opathic.org.

American Indian Medicine

American Indian medical practices vary from tribe to tribe.
In general, American Indian medicine is a community-based
system with rituals and practices such as the sweat lodge,
herbal remedies, the medicine wheel, the sacred hoop, the
“sing,” and shamanistic healing. For example, an ill person
may be placed in a small, enclosed sweat lodge while singing
or chanting is done outside the lodge. It is believed that toxic
substances are drawn out in the sweat of the person inside the
lodge. After the ceremony, the ill person may be placed on a
cot outside and be prayed over. You can learn more about
American Indian Medicine at the Association of American
Indian Physicians’ website at http://www.aaip.com.

Osteopathic Medicine

Osteopathic medicine was founded in the United States in
1874 by Andrew Taylor Still, a frontier physician who was
dissatisfied with the state of medicine at that time. This
practice of medicine emphasizes the interrelationship of
the body’s nerves, muscles, bones, and organs. The osteo-
pathic philosophy involves treating the whole person, recog-
nizes the body’s ability to heal itself, and stresses the
importance of diet, exercise, and fitness with a focus on pre-
vention. For more information about osteopathy, visit the
American Osteopathic Association website at http://www.
aoa-net.org.

ALTERNATIVE AND
| COMPLEMENTARY THERAPIES

Discussion of all alternative and complementary therapies is
beyond the scope of this text. Table 4.1 is a summary of the
most commonly used therapies.

Herbal Therapy

Many people use herbs for healing. However, when doing
so, the patient should only take herbs under the supervision
of a health-care provider. Herbs can aid in healing, but they
also can harm. Some of the more common herbs are
described in Table 4.2. Figure 4.2 shows echinacea, an herb
commonly prepared for use as an immune system booster.

It is important to note that herbal remedies are not
foods. They have potent medicinal effects and can interact
with prescribed medications and even surgery. This can be
problematic, both because herbs are readily available in
health food stores and drugstores and because many patients
do not tell their doctors or nurses about their herb use. Be
sure to assess patients’ use of herbs and supplements, and
educate them about the need to inform primary care
providers when using herbs.

TABLE 4.1 CATEGORIES AND
TYPES OF ALTERNATIVE AND
COMPLEMENTARY THERAPIES

Category of Therapy Types of Individual Therapies

Herbal medicine

Nutrition and special diet thera-
pies

Nutritional supplements

Art therapy

Music/sound therapies

Guided imagery

Hypnosis and hypnotherapy

Meditation and relaxation

Movement therapies

Tai chi and qi gong

Yoga

Massage and related massage
therapies

Acupressure

Biofeedback

Healing touch

Magnet therapy

Polarity therapy

Reiki

Spiritual healing

Therapeutic touch

Aquatherapy/hydrotherapy

Aromatherapy

Chanting

Chelation therapy

Colon therapy

Kinesiology

Light therapy

Pet therapy

Herbal medicine and
nutritional supplements

Mind-body therapies

Posture and mobility
therapies

Touch therapies and
bodywork

Energetic therapies

Miscellaneous therapies

Relaxation Therapies

Progressive Muscle Relaxation

Progressive muscle relaxation is a simple technique that
anyone can learn. It is the process of alternately tensing and
relaxing muscle groups. Often this process is performed in a
systematic manner, such as from head to toe. The purpose of
the technique is to help the participant identify subtle levels
of mental and physical tension that accompany mental and
emotional stress. When our conscious awareness of the ten-
sions increases, we can learn to relax and thus reduce the
effects of stress and tension. The idea is to become aware of
the ability to fine tune the relaxation response.

E LEARNING TIP

Try using progressive muscle relaxation the
next time you are anxious during a nursing
examination.

Guided Imagery
Guided imagery is another example of a complementary
therapy that many nurses use. Guided imagery involves
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TABLE 4.2 COMMON HERBS AND THEIR INTENDED PROPERTIES AND USES

Anti-inflammatory; used for migraine headaches and as an appetite stimulant; promotes menstruation, elimi-

Herb Purported properties/uses
Aloe vera Soothing agent, used for skin lesions; toxin absorber
Bee pollen Increases energy, stamina, and strength
Capsaicin For tenderness and pain of osteoarthritis, fibromyalgia, diabetic neuropathy, and shingles
Chamomile For anxiety, stomach distress, and infant colic
Echinacea Antiviral; used for colds, flu, and other infections
Feverfew
nates worms, suppresses fever
Ginger For nausea and vomiting, hypertension, and high cholesterol
Ginkgo May improve memory and help cognitive function in Alzheimer’s disease
Kava For anxiety, insomnia, low energy, muscle tension

St. John’s wort

For mild to moderate depression; viral infections, including human immunodeficiency virus (HIV); and herpes

using mental images to promote physical healing or changes
in attitudes or behavior (Box 4.1 Guided Imagery).
Practitioners may lead patients through visualization exer-
cises or offer instruction in using imagery as a self-help tool.
Guided imagery is often used to alleviate stress and to treat
stress-related conditions such as insomnia and high blood
pressure. People with cancer, acquired immunodeficiency
syndrome (AIDS), chronic fatigue syndrome, and other dis-
orders can use specific images to boost the immune system.
Guided imagery is often an added layer of therapy for some-
one who has learned the progressive relaxation skill dis-
cussed previously.

A common guided imagery technique begins with a
general relaxation process. For those new to the process, it
is good to begin with the progressive muscle relaxation as
explained above. Guided imagery works best when all the
senses are used. This exercise is very basic but gives an idea
of how the technique works. When used for healing, many
more steps are involved. For additional information read
journal articles, books, and Internet sites. It is important to

FIGURE 4.2 Echinacea is a commonly used herb for colds
and flu.

note that with this and any of the alternative and comple-
mentary therapies, you must have some training and skill
before using the technique with patients. Find more on
guided imagery at http://www.healthy.net; type “guided
imagery” into the search window.

ﬁ LEARNING TIP

When you are stumped on a test question, close
your eyes and imagine yourself asking the ques-
tion of your favorite instructor. Imagine what his
or her answer would be.

Box 4.1

Guided Imagery

Assist your patient to progress through the following

steps:

* Assume a comfortable position in a quiet environ-
ment.

* Close your eyes and keep them closed until the exer-
cise is completed.

* Breathe in and out deeply to the count of four,
repeating this step four times.

* When relaxed, think of a favorite peaceful place and
prepare to take an imaginary journey there.

* Picture what this place looks like and how comfort-
able you feel being there.

« Listen to all the sounds; feel the gentle, clean air;
and smell the pleasant aromas.

* Continue to breathe deeply, and appreciate the feel-
ing of being in this special place.

* Feel the sense of deep relaxation and peace of this
place.

* As you continue to breathe deeply, slowly and gen-
tly bring your consciousness back to the setting in
this room.

* Slowly and gently open your eyes, stretch, and think
about how relaxed you feel.




Copyright © 2007 by F. A. Davis.

54 Understanding Health Care Issues

Biofeedback

Biofeedback might be considered the third tier of learning of
progressive relaxation. It is a technique used especially for
stress-related conditions such as asthma, migraines, insom-
nia, and high blood pressure. Biofeedback is a way of mon-
itoring and controlling tiny metabolic changes in one’s body
with the aid of sensitive machines that provide feedback.
(See Box 4.2 Patient Perspective.)

Massage Therapy

Massage is the use of touch to achieve therapeutic results,
and may include pressure, friction, and kneading of the
body. Massage may be used to relax muscles, reduce anxi-
ety, increase circulation, and reduce pain.

Massage also provides a caring form of touch. In
the past, a back massage was a nightly routine for hospital-
ized patients, helping them relax for sleep. Sadly, today,
patients are often not touched except for technical pro-
cedures.

You can learn basic massage techniques in nursing
school. Or you may also choose to obtain formal massage
therapy education in order to practice more advanced
techniques.

H SAFETY TIP

Do not use firm massage on a patient taking
anticoagulant agents or a patient with a

low platelet level. Tissue injury could cause
bleeding.

Aquatherapy

If you have ever sat in a warm tub, you already know how
good it can feel when your muscles are tired or aching, and
how mentally relaxing it can be. People who suffer from
arthritis or other chronic pain understand how warm water
can ease their discomfort. Relaxing in water feels good for
three reasons: warmth, water movement causing massage,
and buoyancy.

Long before there were analgesics, the human body
relied on its own naturally occurring, internally generated,
painkilling chemicals called endorphins. Through research
we now know that warm water stimulates the release of
endorphins. They are released in response to both acute and
chronic pain. The most recognized methods to release
endogenous (naturally occurring) endorphins are physical
exercise, acupuncture, and electrical nerve stimulation. Any
type of skin stimulation, even the mechanical impact of
water, can cause the release of endorphins. However, pain
reduction is only part of the healing process. Ultimately,
blood flow is what brings nutrients to damaged cells and
facilitates healing. When the body is immersed in warm
water, the blood vessels nearest the skin relax, allowing
more blood to flow. The results are fatigue relief, faster tis-
sue repair, and relief of pain.

@ Box 4.2

Q Patient Perspective

Polly

I am scared to death of flying. The minute I get on an
airplane, I feel jittery, my heart races, and I can’t calm
down until we are safely back on the ground. Several
years ago, [ decided to try biofeedback therapy to over-
come this fear.

My therapist was wonderful. She immediately put
me at ease, and assured me I wasn’t a crazy person to
be afraid to fly. She then put a temperature sensor on my
finger (my hands were usually pretty cold). In her calm,
soft voice, she guided me through a relaxation exercise,
using imagery and progressive muscle relaxation. By
the time we were finished, my hands would be several
degrees warmer than when we had started! This showed
my vessels were dilating, a sign that my sympathetic
nervous system was slowing down its activity. So, I felt
calmer. The sensor gave me feedback that told me when
my relaxation was working well. We did this every
week for a couple of months, until I got really good at
warming my hands and relaxing.

Now when I fly, I close my eyes, imagine a peace-
ful scene and use my relaxation techniques. I still don’t
like it much, but at least I feel a bit calmer!

Heat and Cold Application

Local application of heat or cold provides additional meth-
ods of skin stimulation. A warm compress can soothe sore
muscles and dilate vessels in a defined area, bringing heal-
ing circulation as well as endorphin release. Ice or a cold gel
pack can help numb an area. It also causes overdilated ves-
sels to constrict, yielding relief from pain and throbbing of
overstimulated nerve endings. Ice can be helpful on an acute
injury and for some types of headaches. Check institution
policy before applying heat or cold—a physician’s order
may be required.

SAFETY AND EFFECTIVENESS
| OF ALTERNATIVE THERAPIES

Safety generally means that the benefits outweigh the risks
of a treatment or therapy. If your patient is interested in
using an alternative or complementary therapy, first counsel
the patient to talk with the primary care provider. The patient
also should ask the practitioner of the therapy about its
safety and effectiveness. Patients should tell their primary
care providers and alternative practitioners about all thera-
pies they are receiving because this information may be used
to consider the safety of their entire treatment plan.

The patient should be as informed as possible and con-
tinue gathering information even after a practitioner has
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Box 4.3

Questions Patients Should Ask
Before Starting an Alternative
or Complementary Therapy

What will this therapy do for me?

What are the advantages of this therapy?

What are the disadvantages?

What are the side effects?

What risks are associated with this therapy?

How much will it cost? Will my insurance cover

the cost?

7. How long will it take? How many treatments will
be necessary?

8. How will it interact with my other therapies and
medications?

9. What research has been done on this therapy?

o Fn g 9 =

been selected. You can find information about specific ther-
apy or therapies in journal articles and books. (See Box 4.3
Questions Patients Should Ask Before Starting an
Alternative or Complementary Therapy.)

| ROLE OF THE LPN/LVN

Patients may ask you about the use of an alternative or a
complementary therapy. Because the safety and effective-
ness of many therapies is still unknown, advising patients
presents a challenge. The following steps are suggestions for
helping to advise patients regarding the use of these kinds of
therapies:
1. Take a close look at the background, qualifications,
and competence of the proposed practitioner.
Check credentials with a state or local regulatory
agency with authority over the area of practice they
seek. Are they licensed or certified? By whom?
2. Visit the practitioner’s office, clinic, or hospital.
Evaluate the conditions of the setting.
3. Talk with others who have used this practitioner.
4. Consider the costs. Are the treatments covered by
insurance, or is it direct pay?
5. Discuss use of an alternative or complementary
therapy with their primary care provider.

| NURSING APPLICATIONS

There are ways to gain confidence with alternative and com-
plementary therapies:
1. Begin by trying one or two of these therapies
yourself. Start by choosing a basic therapy such
as massage, music, or guided imagery. Follow
the guidelines listed in Box 4.3 (Questions
Patients Should Ask Before Starting an Alterna-
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tive or Complementary Therapy) to make sure it
is a safe strategy. Not only will you encounter the
benefits firsthand, but you will also come away
with a better understanding of what patients expe-
rience.

2. Ask your patients if they use any alternative or
complementary therapies and what their responses
to them have been. Try to eliminate any precon-
ceived notions you might have. Your patients will
feel more comfortable mentioning them to you if
they feel you understand the treatment and why
they decided to use it.

3. If you decide to become involved, get adequate
instruction in the therapies before you administer
them. Many universities and agencies offer con-
tinuing education courses on these therapies,
and some nursing schools incorporate alterna-
tive and complementary therapies in their skills
courses.

If you wish to incorporate alternative and complemen-
tary therapies into your practice, be sure to check your
state’s nurse practice act for any regulations. Discuss them
with the patient and his or her primary care provider before
using them. If you work for a hospital or other health care
institution, also check institutional policy.

As the public understands more about alternative and
complementary therapies, you can expect to see even greater
demand for these treatments. Nurses have been in the fore-
front of developing the holistic philosophy that has now
become an accepted standard of care.

CRITICAL THINKING

Mr. Jones

B Mr. Jones asks you whether he should stop his
chemotherapy and try magnet therapy for his prostate
cancer. How do you respond?

Suggested answers at end of chapter.

=2 Home Health Hints

* When taking a health history, ask the patient or care-
giver about the use of complementary or alternative
therapies because these may influence the effects or
side effects of some prescription medications.

* Be mindful of the importance of complementary and
alternative therapies to the patient’s health-care belief
system.

» Consider the alternative practitioner as part of the
patient’s health care team.

« Discuss concerns regarding potential interactions with
the registered nurse or physician.
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mr. Jones

As with all medical treatments, it is important to sup-
port the established therapy the physician has pre-

scribed. Therefore a good response might be the

following:

Understanding Health Care Issues

“Mr. Jones, chemotherapy is an established medical
treatment for your condition. There is a lot of evidence
for its effectiveness in the medical literature. If you
want to supplement your therapy, there may be some
other treatments you can add. I suggest that you discuss
your feelings about seeking some additional treatments
with your doctor.”

1.

VIEW QUESTIONS

Which of the following statements best defines a com-

plementary therapy?

a. An alternative treatment that is used in place of a
conventional treatment

b. A treatment that is often dangerous and should be
avoided

c. A treatment that can be used in addition to a conven-
tional treatment

d. A treatment that is used after conventional treat-
ments have failed

. Which of the following therapies is most likely to use

research-based interventions?
. Naturopathy

b. Osteopathy

c. Allopathy

d. Homeopathy

o

. A patient with high blood pressure tells his nurse he has

been taking a ginger supplement in addition to his pre-

scribed medications at home. What is the best response

by the nurse?

a. “Nonprescription supplements can interact with pre-
scription medications. You should not take it any
longer.”

b. “Ginger can be effective for hypertension. Be sure to
monitor your blood pressure while you are taking it.”
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hypotonic (HIGH-poh-TAHN-ik)
hypovolemia (HIGH-poh-voh-LEE-mee-ah)
interstitial (IN-ter-STISH-uhl)
intracellular (IN-trah-SELL-yoo-ler)
intracranial (IN-trah-KRAY-nee-uhl)
intravascular (IN-trah-VAS-kyoo-lar)
isotonic (EYE-so-TAHN-ik)

0smosis (ahs-MOH-sis)

osteoporosis (AHS-tee-oh-por-OH-sis)
semipermeable (SEM-ee-PER-mee-uh-bull)
transcellular (trans-SELL-yoo-lar)
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BRUCE K. WILSON

QUESTIONS TO GUIDE YOUR READING

1.

What are the purposes of fluids and electrolytes in
the body?

. What are the signs and symptoms of common fluid

imbalances?

. Which patients are at the highest risk for dehydra-

tion and fluid excess?

. What data should you collect in patients with fluid

and electrolyte imbalances?

. What are therapeutic interventions for patients with

fluid and electrolyte disturbances?

. What are education needs of patients with fluid

imbalances?

. What are common causes, signs and symptoms, and

treatments for sodium, potassium, calcium, and
magnesium imbalances?

. Which foods have high sodium, potassium, and cal-

cium content?

. What are common causes of acidosis and alkalosis?

10.

How do arterial blood gases change for each type
of acid-base imbalance?
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The body undergoes continuous dynamic change. The
proper amount of fluid is needed to support these changes
and to transport building and waste materials. Approximately
60% of a young adult’s body weight is water. Elderly people
are less than 50% water, and infants are between 70% and
80% water. Women have less body water because they have
more fat than men. Fat cells do not contain water.

In addition to water, body fluids also contain solid sub-
stances that dissolve, called solutes. Some solutes are elec-
trolytes and some are nonelectrolytes. Electrolytes are
chemicals that can conduct electricity when dissolved in
water. Examples of electrolytes are sodium, potassium, cal-
cium, magnesium, acids, and bases; these are discussed later
in this chapter. Nonelectrolytes do not conduct electricity;
for example, glucose and urea.

| FLUID BALANCE

Fluids are located both inside the cells (intracellular fluid
[ICF]) and outside the cells (extracellular fluid [ECF]).
ECF can be further divided into three types: interstitial
fluid, intravascular fluid, and transcellular fluid (Fig 5.1).

Interstitial fluid is the water that surrounds the body’s
cells and includes lymph. Fluids and electrolytes move
between the interstitial fluid and the intravascular fluid,
which is the plasma of the blood. Transcellular fluids are
those in specific compartments of the body, such as cere-
brospinal fluid, digestive juices, and synovial fluid in joints.

[ Intracellular
B Intravascular
[ Interstitial

[ Transcellular

FIGURE 5.1 Normal distribution of total body water.

intracellular: intra—within + cellular—cell
extracellular: extra—outside of + cellular—cell
interstitial: inter—between + stitia—tissue
intravascular: intra—within + vascular—Dblood vessel
transcellular: trans—across + cellular—cell
electrolyte: electro—electricity + lyte—dissolve

Control of Fluid Balance

The primary control of water in the body is through pressure
sensors in the vascular system, which stimulate or inhibit the
release of antidiuretic hormone (ADH) from the pituitary
gland. A diuretic is a substance that causes the kidneys to
excrete more fluid. ADH works in just the opposite way.
ADH causes the kidneys to retain fluid. If fluid pressures
within the vascular system decrease, more ADH is released
and water is retained. If fluid pressures increase, less ADH
is released and the kidneys eliminate more water.

Movement of Fluids and
Electrolytes in the Body

Fluids and electrolytes move in the body by active and pas-
sive transport systems. Active transport depends on the pres-
ence of adequate cellular adenosine triphosphate for energy.
The most common examples of active transport are the
sodium-potassium pumps. These pumps, located in the cell
membranes, cause sodium to move out of the cells and
potassium to move into the cells when needed.

In passive transport, no energy is expended specifi-
cally to move the substances. General body movements aid
passive transport. The three passive transport systems are
diffusion, filtration, and osmosis.

Diffusion is a process in which the substance moves
from an area of higher concentration to an area of lower
concentration. If you pour cream into a cup of coffee, the
movement of the molecules causes the cream to eventually
be dispersed throughout the beverage. If you stir the coffee,
this process occurs at a faster rate. Body movement assists
passive transport, like stirring the coffee. It causes the diffu-
sion to occur at a faster rate.

Filtration is the movement of both water and smaller
molecules through a semipermeable membrane. The semi-
permeable membrane works like a screen that keeps the
larger substances on one side and permits only the smaller
molecules to filter to the other side of the membrane.
Filtration is promoted by hydrostatic pressure differences
between areas.

Hydrostatic pressure is the force that water exerts;
sometimes called water pushing pressure. In the body, filtra-
tion is important for the movement of water, nutrients, and
waste products in the capillaries. The capillaries serve as
semipermeable membranes allowing water and smaller sub-
stances to move from the vascular system to the interstitial
fluid, but larger molecules and red blood cells remain inside
the capillary walls.

Osmosis is the movement of water from an area of
lower substance concentration to an area of higher concen-

antidiuretic: anti—against + diuretic—urination

diffusion: diffuse—spread, scattered

filtration: filter—strain through

osmosis: osmo—impulse + osis—condition

semipermeable: semi—half or part of + permeable—passing
through

hydrostatic: hydro—water + static—standing
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tration. The substances exert an osmotic pressure sometimes
called water pulling pressure. The term osmolarity refers to
the concentration of the substances in body fluids. The nor-
mal osmolarity of the blood is between 270 and 300 mil-
liosmoles per liter (mOsm/L).

Another term for osmolarity is fonicity. Fluids or solu-
tions can be classified as isotonic, hypotonic, or hyper-
tonic. A fluid that has the same osmolarity as the blood is
called isotonic. For example, a 0.9% saline solution (normal
saline) is isotonic to the blood and is often used as a solution
for intravenous (IV) therapy. A solution that has a lower
osmolarity than blood is called hypotonic. When a hypo-
tonic solution is given to a patient, the water leaves the blood
and other ECF areas and enters the cells. Hypertonic solu-
tions exert greater osmotic pressure than blood. When a
hypertonic solution is given to a patient, water leaves the
cells and enters the bloodstream and other ECF spaces.

Fluid Gains and Fluid Losses

Water is very important to the body for cellular metabolism,
blood volume, body temperature regulation, and solute
transport. Although people can survive without food for sev-
eral weeks, they can survive only a few days without water.

Water is gained and lost from the body every day. In
addition to liquid intake, some fluid is obtained from solid
foods. When too much fluid is lost, the brain’s thirst mecha-
nism tells the individual that more fluid intake is needed.
Older adults are more prone to fluid deficits because they
have a diminished thirst reflex and their kidneys do not func-
tion as effectively. An adult loses as much as 2500 mL of
sensible and insensible fluid each day. Sensible losses are
those of which the person is aware, such as urination.
Insensible losses may occur without the person recognizing
the loss. Perspiration and water lost through respiration and
feces are examples of insensible losses.

| FLUID IMBALANCES

Fluid imbalances are common in all clinical settings. Elderly
people are at the highest risk for life-threatening complica-
tions that can result from either fluid deficit, more com-
monly called dehydration, or fluid excess. Infants are at
risk for fluid deficit because they take in and excrete a large
proportion of their total body water each day.

Dehydration

Although there are several types of dehydration, only the
most common type is discussed in this chapter. Dehydration
occurs when there is not enough fluid in the body, especially
in the blood (intravascular area).

Pathophysiology and Etiology
The most common form of dehydration results from loss of
fluid from the body, resulting in decreased blood volume.

isotonic: iso—equal + tonic—strength
hypotonic: hypo—Iless than + tonic—strength
hypertonic: hyper—more than + tonic—strength
dehydration: de—down + hydration—water

Box 5.1

Common Causes of Dehydration

Long-term nothing by mouth (NPO) status
Hemorrhage

Profuse diaphoresis (sweating)
Diuretic therapy

Diarrhea

Vomiting

Gastrointestinal suction
Draining fistulas

Draining abscesses

Severely draining wounds
Systemic infection

Fever

Frequent enemas

Tleostomy

Cecostomy

Diabetes insipidus

This decrease is referred to as hypovolemia. Hypovolemia
occurs when the patient is hemorrhaging or when fluids
from other parts of the body are lost. For example, severe
vomiting and diarrhea, severely draining wounds, and pro-
fuse diaphoresis (sweating) can cause dehydration.

Hypovolemia may also occur when fluid from the
intravascular space moves into the interstitial fluid space.
This process is called third spacing. Examples of conditions
in which third spacing is common include burns, liver cir-
rhosis, and extensive trauma. See Box 5.1 for Common
Causes of Dehydration.

As described previously in this chapter, the body ini-
tially attempts to compensate for fluid loss by a number of
mechanisms. If the cause of dehydration is not resolved or
the patient is not able to replace the fluid, a state of dehy-
dration occurs.

Prevention

You can help prevent dehydration by identifying patients
who have the highest risk for developing this condition.
High-risk patients include the elderly, infants, children, and
any patient who has one of the conditions listed in Box 5.1
(Common Causes of Dehydration). Also see Box 5.2,
Gerontological Issues.

Adequate hydration is another important intervention
to help prevent dehydration. You should encourage patients
to drink adequate fluids. Adults need 30 mL/kg /day of flu-
ids. If a patient is unable to take enough fluid by mouth,
alternate routes may be necessary.

Signs and Symptoms

Thirst is the initial symptom experienced by otherwise
healthy adults in response to hypovolemia. As the percent-
age of water in the blood goes down, the percentage of other
substances goes up, resulting in the thirst response. As the

hypovolemia: hypo—Iless than + vol—volume + emia—blood
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Box 5.2

o”

As a person ages, total body water decreases from 60%
to 50% of total body weight. The age-related decrease
in total body water is secondary to an increase in body
fat and a decrease in thirst sensation. These factors
increase the risk of developing dehydration.

Manifestations of dehydration in an older adult
are different from typical manifestations in a younger
person, and may include altered mental status, light-
headedness, and syncope. These occur because a patient
with hypovolemia has an inadequate circulatory volume
and, therefore, oxygen supply to the brain.

Gerontolical Issues

blood volume decreases, the heart pumps the remaining
blood faster but not as powerfully, resulting in a rapid, weak
pulse and a low blood pressure. The body pulls water into
the vascular system from other areas, resulting in decreased
tear formation, dry skin, and dry mucous membranes.

The individual with dehydration has poor skin turgor.
Turgor is poor if the skin is pinched and a small “tent”
remains (called tenting). Temperature increases because the
body is less able to cool itself through perspiration.
Temperature may not appear elevated in an elderly person
because an elder’s normal body temperature is often lower
than a younger person’s. Urine output decreases and the
urine becomes more concentrated as water is conserved.
Dehydration should be considered in any adult with a urine
output of less than 30 mL per hour. The urine may appear
darker because it is less diluted. The patient becomes con-
stipated as the intestines absorb more water from the feces.
A major method of evaluating dehydration is weight loss. A
pint of water weighs approximately 1 pound. Symptoms of
dehydration in the elderly may be atypical (see Box 5.2,
Gerontological Issues).

Complications

If dehydration is not treated, lack of sufficient blood volume
causes organ function to decrease and eventually fail. The
brain, kidneys, and heart must be adequately supplied with
blood (perfused) to function properly. The body protects
these organs by decreasing blood flow to other areas. When
these organs no longer receive their minimum requirements,
death results.

LEARNING TIP

The magic fluid number is 30: Healthy adults
should drink approximately 20 mL of fluid per
kilogram of body weight per day, and they should
urinate at least 30 mL per hour. Of course, this
is just a basic rule of thumb and may vary based
on the person’s individual circumstances.

Diagnostic Tests

The patient with dehydration usually has an elevated blood
urea nitrogen (BUN) level and elevated hematocrit. Both
values are increased because there is less water in proportion
to the solid substances being measured. The specific gravity
of the urine also increases as the kidneys attempt to conserve
water, resulting in a more concentrated urine.

Therapeutic Interventions

The goals of therapeutic interventions are to replace fluids
and resolve the cause of dehydration. In a patient with mod-
erate or severe dehydration, IV therapy is used. Isotonic flu-
ids that have the same osmolarity as blood are typically
administered.

E PATIENT SAFETY TIP

Use at least two patient identifiers (neither to
be the patient’s room number) whenever adminis-
tering medications or blood products; taking
blood samples and other specimens for clinical
testing, or providing any other treatments or
procedures. 2006 National Patient Safety Goals
from www.jcaho.org

Nursing Process
Nurses can play a major role in identifying and caring for
patients who are dehydrated.

ASSESSMENT/DATA COLLECTION. Assess the patient
for signs and symptoms of dehydration. All the classic signs
and symptoms may not be present.

When assessing an elderly patient for skin turgor (tent-
ing), assess the skin over the forehead or sternum. The skin
over these areas usually retains elasticity and is therefore a
more reliable indicator of skin turgor. Also check mucous
membranes, which should be moist.

Weight is the most reliable indicator of fluid loss or
gain. A loss of 1 to 2 pounds or more per day suggests water
loss rather than fat loss. The patient in the hospital setting
should be weighed every day. The patient in the nursing
home or home setting should be weighed at least three times
a week if the patient is at risk for fluid imbalance. Weigh the
patient before breakfast using the same scale each time.
Intake and output are also typically measured (Box 5.3
Cultural Consideration).

NURSING DIAGNOSES, PLANNING,AND IMPLEMEN-
TATION. Actual or risk for deficient fluid volume related
to fluid loss or inadequate fluid intake. The primary
nursing diagnosis and interventions for the patient with
dehydration include:

ExpECTED OUTCOME: The patient will be adequately
hydrated as evidenced by stable weight, moist mucous
membranes, and elastic skin turgor.
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e 1

B
Muslims who celebrate Ramadan fast for 1 month
from sunup to sundown. Although the ill are not requi-
red to fast, the pious may still wish to do so. Fasting
may include not taking fluids and medications during
daylight hours. Therefore, the nurse may need to alter
times for medication administration, including intra-
muscular medication. Special precautions may need to
be taken to prevent dehydration in Muslim patients.

Box 5.3

£

-
v
7

& A

Cultural Considerations

Monitor daily weights and input and output (1&O)
so problems can be detected and corrected early.
Plan with the patient and other members of the
health-care team the type and timing of fluid intake.
Planning with the patient increases the likelihood
the plan is followed.
 Offer fluids often to the confused patient since he or
she may not drink independently.
¢ Correct the underlying cause of the fluid deficit, so
it does not recur.
* Be careful not to overhydrate the patient, so fluid
excess does not occur.
See Box 5.4, Best Practice Recommendations for
Maintaining Oral Hydration in Older People.

EVALUATION. The patient who is adequately hydrated
will have elastic skin turgor, moist mucous membranes, and
stable weight.

Patient Education

The patient, family, and significant others need to be taught
the importance of reporting early signs and symptoms of
dehydration to a physician or other health care provider. At
home or in the nursing home, infections often cause fever

CRITICAL THINKING

Mrs. Levitt

B Mrs. Levitt is a 92-year-old widow who has been
in a nursing home for 4 years. Today she complains
that her urine smells bad and that her heart feels like
it is beating faster than usual. You suspect that she is
becoming dehydrated. You check her urine and find that
it is a dark amber color and has a strong odor. Her heart
rate is 98, blood pressure 126/74, respiratory rate 20,
and temperature 99.2.

1. What other data should you collect, and what results

do you expect?

2. Which interventions should you provide at this time?
3. How should you document your findings?

Suggested answers at end of chapter.

Box 5.4

Best Practice Recommendations
for Maintaining Oral Hydration
in Older People

* A fluid intake sheet is the best method of monitoring
daily fluid intake.

* Urine specific gravity may be the simplest, most ac-
curate method to determine patient hydration status.

* Evidence of a dry furrowed tongue and mucous
membranes, sunken eyes, confusion, and upper body
muscle weakness may indicate dehydration.

* Regular presentation of fluids to bedridden older
people can maintain adequate hydration status.

* Owing to the observation that medication time can
be an important source of fluids, fluids should be
encouraged at this time.

Source: Adapted from Joanna Briggs Best Practice Recom-
mendations: Maintaining Oral Hydration in Older People,
5:6, 2001.

and sepsis, a serious condition in which the infection
invades the bloodstream. The body attempts to decrease the
temperature through perspiration. The patient becomes
dehydrated as a result and can become increasingly ill.

Fluid Excess

Fluid excess, sometimes called overhydration, is a condition
in which a patient has too much fluid in the body. Most of
the problems related to fluid excess result from too much
fluid in the bloodstream or from dilution of electrolytes and
red blood cells.

Pathophysiology and Etiology

The most common result of fluid excess is hypervolemia in
which there is excess fluid in the intravascular space.
Healthy adult kidneys can compensate for mild to moderate
hypervolemia. The kidneys increase urinary output to rid the
body of the extra fluid.

The causes of fluid excess are related to excessive
intake of fluids or inadequate excretion of fluids. Conditions
that can cause excessive fluid intake are poorly controlled IV
therapy, excessive irrigation of wounds or body cavities, and
excessive ingestion of water. Conditions that can result in
inadequate excretion of fluid include renal failure, heart fail-
ure, and the syndrome of inappropriate antidiuretic hormone.
These conditions are discussed elsewhere in this book.

Prevention
One of the best ways to prevent fluid excess is to avoid
excessive fluid intake. For example, you should monitor the

hypervolemia: hyper—more than + vol—volume + emia—
blood
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patient receiving IV therapy for signs and symptoms of fluid
excess. In at-risk patients, an electronic infusion pump or a
quantity-limiting device, such as a burette, should be used to
control the rate of infusion.

Also monitor the amount of fluid used for irrigations.
For example, when a patient’s stomach is being irrigated
(gastric lavage), be sure an excessive amount of fluid is not
absorbed.

Signs and Symptoms

The vital sign changes seen in the patient with fluid excess
are the opposite of those found in patients with dehydration.
The blood pressure is elevated, pulse is bounding, and res-
pirations are increased and shallow. The neck veins may
become distended, and pitting edema in the feet and legs
may be present. The skin is pale and cool. The kidneys
increase urine output, and the urine appears diluted, almost
like water. The patient rapidly gains weight. In severe fluid
excess, the patient develops moist crackles in the lungs, dys-
pnea, and ascites (excess peritoneal fluid).

Complications

Acute fluid excess typically results in congestive heart fail-
ure. As the fluid builds up in the heart, the heart is not able
to properly function as a pump. The fluid then backs up into
the lungs, causing a condition known as pulmonary edema.
Other major organs of the body cannot receive adequate
oxygen, and organ failure can lead to death.

Diagnostic Tests

In the patient experiencing fluid excess, the BUN and hema-
tocrit levels tend to decrease from hemodilution. The plasma
content of the blood is proportionately increased when com-
pared with the solid substances. The specific gravity of the
urine also diminishes as the urinary output increases.

Therapeutic Interventions

Once the patient’s breathing has been supported, the goal of
treatment is to rid the body of excessive fluid and resolve the
underlying cause of the excess. Drug therapy and diet ther-
apy are commonly used to decrease fluid retention.

POSITIONING. To facilitate ease in breathing, the head of
the patient’s bed should be in semi-Fowler’s or high Fowler’s
position. These positions allow greater lung expansion and
thus aid respiratory effort. Once the patient has been properly
positioned, oxygen therapy may be necessary (Fig. 5.2).

OXYGEN THERAPY. Oxygen therapy is typically used to
ensure adequate perfusion of major organs and to minimize
dyspnea. If the patient has a history of chronic obstructive
pulmonary disease, such as emphysema or chronic
bronchitis, do not administer more than 2 L. per minute of
oxygen. At higher oxygen doses, the patient may lose the
stimulus to breathe and may suffer respiratory arrest.

DRUG THERAPY. Diuretics are frequently administered to
rapidly rid the body of excess water. A diuretic is a drug that

edema: swelling
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FIGURE 5.2 Patient in high Fowler's position with oxygen.

increases elimination by the kidneys. The drug of choice for
fluid excess when the patient has adequately functioning
kidneys is usually furosemide (Lasix). Furosemide is a loop
(high-ceiling) diuretic that causes the kidneys to excrete
sodium and water. Sodium (Na™) and water tend to move
together in the body. Potassium (K*), another electrolyte, is
also lost, which can lead to a potassium deficit, which is
discussed later in this chapter.

Furosemide may be given by the oral, intramuscular, or
IV route. The oral route is used most commonly for mild
fluid excess. IV furosemide is administered by a registered
nurse (RN) or physician for severe excess. The patient
should begin diuresis within 30 minutes after receiving IV
furosemide. If not, another dose is given. Strict intake and
output should be monitored when a patient is receiving IV
furosemide.

DIET THERAPY. Mild to moderate fluid restriction may be
necessary, as well as a sodium-restricted diet. In collabo-
ration with the dietitian, a physician prescribes the specific
restriction necessary, usually a 1- to 2-g Na™ restriction for
severe excess. Different diuretics result in differing elec-
trolyte elimination. Specific diet therapy depends on the
medications the patient is receiving and the patient’s
underlying medical problems.

Nursing Process

The nurse plays a pivotal role in the care of a patient
with fluid excess. Prompt action is needed to prevent life-
threatening complications.

ASSESSMENT/DATA COLLECTION. Observe a patient
who is at high risk for fluid excess and monitor fluid I&O
carefully. If the patient is drinking adequate amounts of fluid
(1500 mL per day or more) but is voiding in small amounts,
the fluid is being retained by the body.

Assess for edema, which is fluid that accumulates in the
interstitial tissues. If the edema is pitting, a finger pressed
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against the skin over a bony area such as the tibia leaves
a temporary indentation. For patients in bed, check the
sacrum for edema. For patients in the sitting position, check
the feet and legs. Also assess lung sounds since excess
fluid accumulation in the lungs can cause crackles (see
Chapter 29).

As mentioned earlier, weight is the most reliable indi-
cator of fluid gain. A gain of 1 to 2 pounds or more per day
indicates fluid retention even though other signs and symp-
toms may not be present.

NURSING DIAGNOSES, PLANNING, AND IMPLE-
MENTATION. Actual or risk for excess fluid volume
related to excessive fluid intake or inadequate excretion
of body fluid

ExpECTED OUTCOME: Fatient will return to a normal hydra-
tion status as evidenced by return to weight that is normal
for patient, absence of edema, and clear lung sounds.

* Weigh the patient daily and report any increase to
the physician. Increased weight indicates fluid
retention.

e Implement fluid restriction as ordered to reduce
excess. Work with the patient and RN to determine
how it should be implemented. For example, if a
patient is on a 1000 mL per day fluid restriction,
you might plan for 150 mL with each meal, 450 mL
to be given to the patient to use as he or she likes
during the day, and 100 mL to be used during the
night. Be sure to include the patient in your plan-
ning, and remember to reserve enough fluid for
swallowing medications. Post a sign in the patient’s
room so other caregivers know how much fluid the
patient can have.

* Administer diuretics as ordered, and monitor patient
response. Be sure to monitor potassium in patients
receiving potassium-losing loop or thiazide diuret-
ics. Diuretics promote diuresis.

* Report urinary output below 30 mL per hour to the
physician or RN because it may signify increasing
renal complications.

EVALUATION. If interventions have been effective, the
patient will return to his or her normal weight with clear
lung sounds and no edema. Many patients must remain on
drug and diet therapy after hospital discharge to prevent the
problem from recurring.

Patient Education

In collaboration with the dietitian, the patient, family, or
other caregiver should be instructed about the fluid and
sodium restrictions to prevent further problems (Box 5.5
Nutrition Notes). High-sodium foods to avoid are listed in
Box 5.6 Common Food Sources of Sodium.

Teaching caregivers about diuretic therapy is essential
to prevent electrolyte imbalances. If a potassium-losing
diuretic is prescribed, teach which foods are high in potas-
sium, such as oranges and other citrus fruits, melons,
bananas, and potatoes (Box 5.7 Food Sources of Potassium).

The patient’s serum potassium level must be periodically
monitored by a physician or home-care nurse. If it becomes
too low, an oral potassium supplement is needed.

The family or other caregiver also needs to be taught
common signs and symptoms of fluid excess that should be
reported to a physician or other health-care provider. Of spe-
cial importance is weight gain. The patient should be
weighed at least three times a week in the home or nursing
home if he or she is at high risk for fluid excess, and weight
gain should be reported.

CRITICAL THINKING

Mr. Peters

B Mr. Peters is a 32-year-old man with a congenital

heart problem. He has been recovering from congestive

heart failure and fluid excess. Today, his blood pressure

is higher than usual and his pulse is bounding. He is

having trouble breathing and presses the call light for

your assistance.

1. What should you do first when you assess Mr.
Peters’s condition?

2. What questions should you ask him?

3. What other assessments should you perform?

Suggested answers at end of chapter.

| ELECTROLYTE BALANCE

Natural minerals in food become electrolytes or ions in the
body through digestion and metabolism. Electrolytes are
usually measured in milliequivalents per liter (mEq/L) or in
milligrams per deciliter (mg/dL).

Electrolytes are one of two types: cations, which carry
a positive electrical charge, and anions, which carry a nega-
tive electrical charge. Although there are many electrolytes
in the body, this chapter discusses the most important ones,
including sodium (Na™), potassium (K*), calcium (Ca®"),
and magnesium (Mg?"). These electrolytes are maintained
in different concentrations inside the cell and outside the cell
because of pumps in the cell wall (Fig. 5.3).

| ELECTROLYTE IMBALANCES

The two types of electrolyte imbalances are deficit and
excess. In general, if a patient experiences a deficit of an
electrolyte, the electrolyte is replaced either orally or intra-
venously. If the patient experiences an excess of the elec-
trolyte, treatment focuses on getting rid of the excess, often
by the kidneys. The underlying cause of the imbalance must
also be treated.

The most important aspect of nursing care is prevent-

cation: cat—descending + ion—carrying
anion: an—without + ion—carrying
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1
r® Box 5.5

Nutrition Notes

Reducing Sodium Intake

Many foods, such as dairy products, grain products, and
some vegetables, are naturally high in sodium, but the
major sources of sodium in the diet are salted and
processed foods, including baked goods and condi-
ments. For example, American cheese has more sodium
than Cheddar, and cured ham has more than fresh pork.
Drinking water may contain significant amounts of
sodium, particularly if it is a softened or mineral water.
Because of the numerous “hidden” sources of sodium,
patients on low-sodium diets benefit from education by
a dietician.
The Adequate Intake (AI) of sodium is 1.5 g per
day for adults through age 49, 1.3 g for those 50 to 70
years of age, and 1.2 g for those 71 years of age and
older. The upper tolerable intake level (UL) for sodium
is 2.3 g per day, obtainable in slightly more than
teaspoon of salt. None of these amounts applies to indi-
viduals losing large amounts of sweat daily or to unac-
climatized persons exercising in a hot environment.
Specific definitions for reduced sodium food prod-
ucts have been adopted. Note that serving size is an
important variable.
* Salt or sodium free: <5 mg sodium per serving
* Very low sodium: <35 mg sodium per serving
(per 100 g if main dish)
* Low sodium: <140 mg sodium per serving
(per 100 g if main dish)

ing and assessing electrolyte imbalances. High-risk patients
should be identified and monitored carefully. Serum
electrolytes are measured on a regular basis. As a general
rule, patients should be checked for electrolyte imbalance
when there is a change in their mental state (either increased
irritability or decreased responsiveness) or when muscle
function changes. Patient education is another important
nursing role for patients with electrolyte imbalances.

Sodium Imbalances

The normal level of serum sodium is 135 to 145 mEq/L.
Because sodium is the major cation in the blood, it helps
maintain serum osmolarity. Therefore, sodium imbalances
are often associated with fluid imbalances, described earlier
in this chapter. Sodium is also important for cell function,
especially in the central nervous system. The two sodium
imbalances are hyponatremia (sodium deficit) and hyper-
natremia (sodium excess).

hyponatremia: hypo—Iless than + natr—sodium + emia—
blood

hypernatremia: hyper—more than + natr—sodium +
emia—>blood

Box 5.6

Common Food Sources of Sodium*

Food Group Serving Size Range (mg)
Breads, all types 1oz 95-210
Frozen pizza, plain, 4 oz 450-1200
cheese
Frozen vegetables, 1/2 cup 2-160
all types
Salad dressing, 2 tbsp 110-505
regular fat, all types
Salsa 2 tbsp 150-240
Soup (tomato), 8 oz 700-1260
reconstituted
Tomato juice 80z (~l cup)  340-1040
Potato chips’ 1oz (284 g) 120-180
Tortilla chips’ loz (284 ¢g)  105-160
Pretzels' 1oz (284¢g)  290-560

*The ranges of sodium content for selected foods available
in the retail market. This table is provided to exemplify the
importance of reading the food label to determine the
sodium content of food, which can vary by several hundreds
of milligrams in similar foods.

TAll snack foods are regular flavor, salted.

Source: Agricultural Research Service Nutrient Database
for Standard Reference, Release 17 and recent manufacturers
label data from retail market surveys. Serving sizes were
standardized to be comparable among brands within a food.
Pizza and bread slices vary in size and weight across brands.

Note: None of the examples provided was labeled low-
sodium.

Hyponatremia
Hyponatremia occurs when the serum sodium level is less
than 135 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Many condi-
tions can lead to either an actual or a relative decrease in
sodium. In an actual decrease, the patient has inadequate
intake of sodium or excessive sodium loss from the body. As
the percentage of sodium in the ECF decreases, water is
pulled by osmotic pressure into the cells. In a relative
decrease, the sodium is not lost from the body but leaves the
intravascular space and moves into the interstitial tissues
(third spacing). Another cause of a relative decrease occurs
when the plasma volume increases (fluid excess), causing a
dilutional effect. The percentage of sodium compared with
the fluid is diminished.

PREVENTION. Additional sodium is commonly adminis-
tered to patients at high risk for hyponatremia (Box 5.8
Conditions that Place Patients at Risk for Hyponatremia),
usually by the IV route. Individuals who have high fevers or
who engage in strenuous exercise or physical labor,
especially in the heat, need to replace both sodium and water.
Hyponatremia is especially dangerous for the elderly patient.
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Box 5.

Food Sources of Potassium®*

7

Food, Standard Amount

Sweet potato, baked, 1 potato (146 g)

Beet greens, cooked, 1/2 cup

Potato, baked, flesh, 1 potato (156 g)
Yogurt, plain, nonfat, 8-0z container

Prune juice, 3/4 cup

Soybeans, green, cooked, 1/2 cup

Bananas, 1 medium
Spinach, cooked, 1/2 cup
Tomato juice, 3/4 cup
Tomato sauce, 1/2 cup
Milk, non-fat, 1 cup

Pork chop, center loin, cooked, 3 oz
Apricots, dried, uncooked, 1/4 cup

Cantaloupe, 1/4 medium
1%-2% milk, 1 cup

Kidney beans, cooked, 1/2 cup
Orange juice, 3/4 cup

Split peas, cooked, 1/2 cup

Potassium (mg)  Calories

694 131
655 19
610 145
579 127
530 136
485 127
422 105
419 21
417 31
405 39
382 83
382 197
378 78
368 47
366 102-122
358 112
355 85
355 116

*Food sources of potassium ranked by milligrams of potassium per standard amount,
also showing calories in the standard amount. (The adequate intake [AI] for adults is
4,700 mg/day potassium.)
Source: Nutrient values from Agricultural Research Service (ARS) Nutrient

Database for Standard Reference, Release 17. Foods are from ARS single nutrient
reports, sorted in descending order by nutrient content in terms of common household
measures. Food items and weights in the single nutrient reports are adapted from those
in 2002 revision of USDA Home and Garden Bulletin No. 72, Nutritive Value of
Foods. Mixed dishes and multiple preparations of the same food item have been omit-
ted from this table.

— =

— —

Sodium Potassium

[] Extracellular

Calcium  Magnesium

[ Intracellular

FIGURE 5.3 Extracellular and intracellular electrolytes.

SIGNS AND SYMPTOMS. Unfortunately, the signs and
symptoms of hyponatremia are vague and depend somewhat
on whether a fluid imbalance accompanies the hyponatremia.
The patient with sodium and fluid deficits has signs and
symptoms of dehydration (discussed previously). The patient
with a sodium deficit and fluid excess has signs and
symptoms associated with fluid excess.

In addition, the patient experiences mental status
changes, including disorientation, confusion, and personality
changes caused by cerebral edema (fluid around the brain).
Weakness, nausea, vomiting, and diarrhea may also occur.

COMPLICATIONS. In severe hyponatremia, respiratory
arrest or coma can lead to death. The patient who also has
fluid excess may develop pulmonary edema, another life-
threatening complication.

DIAGNOSTIC TESTS. The primary diagnostic test is to
obtain the serum sodium level, which is lower than the
normal value when hyponatremia is present. The serum
osmolarity also decreases in patients with hyponatremia.
Other laboratory tests may be affected if the patient
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Box 5.8

Conditions that Place Patients
at High Risk for Hyponatremia

Nothing by mouth (NPO)

Excessive diaphoresis (sweating)

Diuretics

Gastrointestinal suction

Syndrome of inappropriate antidiuretic hormone
Excessive ingestion of hypotonic fluids
Freshwater near-drowning

Decreased aldosterone

experiences an accompanying fluid imbalance. Serum
chloride (C17), an anion, is often depleted when sodium
decreases because these two electrolytes commonly
combine as NaCl (salt in solution, or saline).

THERAPEUTIC INTERVENTIONS. Therapeutic inter-
ventions focus on resolving the underlying cause of
hyponatremia and replacing the lost sodium. The physician
orders IV saline for patients who have hyponatremia without
fluid excess.

For patients who have a fluid excess, a fluid restriction
is often ordered. Diuretics that rid the body of fluid but do
not cause sodium loss may also be used. For patients with
cerebral edema, steroids may be prescribed to reduce
intracranial swelling. I&O are strictly monitored, and the
patient is weighed daily.

Hypernatremia
Hypernatremia occurs when the serum sodium level is
above 145 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Serum sodium
increase may be an actual increase or a relative increase. In
an actual increase, the patient receives too much sodium or
is unable to excrete sodium, as seen in renal failure. In a
relative increase, the amount of sodium does not change but
the amount of fluid in the intravascular space decreases. The
percentage of sodium (solid) is increased in relationship to
the amount of plasma (water).

In mild hypernatremia, most excitable tissues, such as
muscle and neurons of the brain, become more stimulated.
The patient becomes irritable and has tremors. In severe
cases, these tissues fail to respond.

PREVENTION. Prevention of hypernatremia is not as
simple as prevention of hyponatremia. Most patients have a
sodium excess as a result of an acute or chronic illness.
Patients with a potential for electrolyte imbalance must
always have their IV fluids carefully regulated.

SIGNS AND SYMPTOMS. Thirst is usually one of the first
symptoms to appear. If you eat salty foods, such as potato

intracranial: intra—within + cranial—cranium (skull)

chips, the amount of sodium in the body increases and you
become thirsty. Other signs and symptoms of hypernatremia
are vague and nonspecific until severe excess is present.
Like the patient with a sodium deficit, the patient ex-
periencing sodium excess has mental status changes, such as
agitation, confusion, and personality changes. Seizures may
also occur.

At first, muscle twitches and unusual contractions may
be present. Later, skeletal muscle weakness occurs that can
lead to respiratory failure. If fluid deficit or fluid excess
accompanies the hypernatremic state, the patient also has
signs and symptoms associated with these imbalances.

COMPLICATIONS. The patient experiencing severe
hypernatremia may become comatose or have respiratory
arrest as skeletal muscles weaken.

DIAGNOSTIC TESTS. The most reliable diagnostic test is
the serum sodium level, which indicates an increase above
the normal level. Serum osmolarity may also increase. If the
patient has a fluid imbalance, other laboratory values, such
as BUN, hematocrit, and urine specific gravity, are affected
(see earlier discussion).

THERAPEUTIC INTERVENTIONS. If a fluid imbalance
accompanies hypernatremia, it is treated first. For example,
fluid replacement without sodium in a patient with
dehydration should correct a relative sodium excess. If the
kidneys are not excreting adequate amounts of sodium,
diuretics may help if the kidneys are functional. If the
kidneys are not functioning properly, dialysis may be
ordered. I&O and daily weights are strictly monitored.

The cause of hypernatremia is also treated in an
attempt to prevent further episodes of this imbalance. For
some patients, a sodium-restricted diet is prescribed.

Potassium Imbalances

Potassium is the most common electrolyte in the ICF com-
partment. Therefore, only a small amount, 3.5 to 5 mEq/L,
is found in the bloodstream. Minimal changes in this labo-
ratory value cause major changes in the body.

Potassium is especially important for cardiac muscle,
skeletal muscle, and smooth muscle function. As the serum
potassium level falls, the body attempts to compensate by
moving potassium from the cells into the bloodstream.

The two potassium imbalances are hypokalemia
(potassium deficit) and hyperkalemia (potassium excess).
Hypokalemia is the most commonly occurring imbalance.

Hypokalemia
Hypokalemia occurs when the serum potassium level falls
below 3.5 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Most cases of
hypokalemia result from inadequate intake of potassium or

hypokalemia: hypo—Iless than + kal—potassium + emia—
blood

hyperkalemia: hyper—more than + kal—potassium + emia—
blood
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excessive loss of potassium through the kidneys. Hypokale-
mia most often occurs as a result of medications. Potassium-
losing diuretics (e.g., furosemide [Lasix]), digitalis
preparations (e.g., digoxin [Lanoxin]), and corticosteroids
(e.g., prednisone [Deltasone]) are examples of drugs that
cause increased excretion of potassium from the body.
Potassium may also be lost through the gastrointestinal (GI)
tract, which is rich in potassium and other electrolytes.
Severe vomiting, diarrhea, and prolonged GI suction cause
hypokalemia (Box 5.9. Patient Perspective). Major surgery
and hemorrhage can also lead to potassium deficit.

PREVENTION. Most patients having major surgery
receive potassium supplements in their IV fluids to prevent
hypokalemia. For patients receiving drugs known to cause
hypokalemia, foods high in potassium may prevent a deficit
(see Box 5.7, Food Sources of Potassium). Patients
receiving digitalis must be closely monitored because
hypokalemia can enhance the action of digitalis and cause
digitalis toxicity.

SIGNS AND SYMPTOMS. Many body systems are
affected by a potassium imbalance. Muscle cramping occurs
with either a deficit or an excess of potassium. Vital signs
change because the respiratory and cardiovascular systems
need potassium to function properly. Skeletal muscle
activity diminishes, resulting in shallow, ineffective

L ] Box 5.9

Patient Perspective

Patricia

I take hydrochlorothiazide for my high blood pressure.
Since it can make me lose potassium, I also take a
potassium supplement. So I thought I was all set. But
recently I ate something that did not agree with me, and
had diarrhea for a couple of days. One morning as I was
driving to work, I felt so weak it made me frightened. I
drove back home and asked my husband to drive me to
work. I arrived safely, but as I walked down the hallway,
I again felt so weak I had to sit down. I felt like I could
not put one foot in front of the other. I kept thinking
“this is all in my head.” I decided maybe I was dehy-
drated from the diarrhea, so I drank a bottle of Gatorade
and a glass of orange juice. Slowly I began to feel a bit
better, and made it through the day. After work I had to
take my daughter to the doctor, so I asked about my
symptoms. [ was sent to the lab where I had my potas-
sium level checked and it was 3.1! Normal is 3.5 to 5
mEq/L. Mine must have been even lower before I drank
the juice and Gatorade. I learned that I probably lost a
lot of potassium because of the diarrhea. I also learned
that low potassium made my muscles weak and could
have affected my heart function. Next time I have diar-
rhea, I plan to call my doctor.

respirations. The pulse is typically weak, irregular, and
thready because the heart muscle is depleted of potassium.
A major danger is an irregular heartbeat (dysrhythmia),
which can lead to a cardiac arrest. Orthostatic (postural)
hypotension may also be present.

The nervous system is usually affected as well. The
patient experiences changes in mental status followed by
lethargy. The motility of the GI system is slowed, causing
nausea, vomiting, abdominal distention, and constipation.
Vomiting may further increase potassium loss.

COMPLICATIONS. If not corrected, hypokalemia can
result in death from dysrhythmia, respiratory failure and
arrest, or coma. The patient must be treated promptly before
these complications occur.

DIAGNOSTIC TESTS. The primary laboratory test is to
obtain a serum potassium level. The patient’s electrocar-
diogram (ECG) may show cardiac dysrhythmias associated
with potassium deficit. In addition to a decrease in the serum
potassium level, the patient may have an acid-base
imbalance known as metabolic alkalosis, which commonly
accompanies hypokalemia. In metabolic alkalosis, the
serum pH of the blood increases (above 7.45) so that the
blood is more alkaline than usual. Acid-base imbalances are
discussed later in this chapter.

THERAPEUTIC INTERVENTIONS. The goal of treat-
ment is to replace potassium in the body and resolve the
underlying cause of the imbalance. For mild to moderate
hypokalemia, oral potassium supplements are given.

For severe hypokalemia, IV potassium supplements are
given. Because the kidneys eliminate excess potassium,
potassium should be added to IV fluids only after the patient
has voided. Potassium is a potentially dangerous drug, espe-
cially when administered intravenously. In too high a con-
centration, it causes cardiac arrest. Only IV solutions which
are premixed and carefully labeled should be used.
Potassium is never given by IV push. The patient’s labora-
tory values must be monitored carefully to prevent giving
too much potassium. Administration of IV potassium is
done by a registered nurse.

Teach the patient about the side effects of oral potas-
sium and precautions associated with potassium administra-
tion. Box 5.10 (Tips for Receiving Oral Potassium
Supplements) summarizes the precautions you need to be
aware of when giving oral potassium supplements.

Hyperkalemia

Hyperkalemia is a condition in which the serum potassium
level exceeds 5 mEq/L. It is rare in a person with healthy
kidneys.

PATHOPHYSIOLOGY AND ETIOLOGY. Hyperkalemia
may result from an actual increase in the amount of total
body potassium or from the movement of intracellular

dysrhythmia: dys—bad or disordered + rhythmia—measured
motion
alkalosis: alkal—alkaline + osis—condition
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Box 5.10

Tips for Patients Receiving Oral
Potassium Supplements

* Do not substitute one potassium supplement for
another.

* Dilute powders and liquids in juice or other desired
liquid to improve taste and to prevent gastrointesti-
nal irritation. Follow manufacturer’s recommenda-
tions for the amount of fluid to use for dilution, most
commonly 4 oz per 20 mEq of potassium.

* Do not drink diluted solutions until mixed thor-
oughly.

* Do not crush potassium tablets, such as Slow-K or
K-tab tablets. Read manufacturer’s directions regard-
ing which tablets can be crushed.

* Administer slow-release tablets with 8 oz of water
to help them dissolve.

* Do not take potassium supplements if taking
potassium-sparing diuretics such as spironolac-
tone or triamterene.

* Do not use salt substitutes containing potassium
unless prescribed by the physician.

 Take potassium supplements with meals.

* Report adverse effects, such as nausea, vomiting,
diarrhea, and abdominal cramping, to the physician.

* Have frequent laboratory testing for potassium levels
as recommended by the physician.

Source: Adapted from Lee, CA, Barrett, CA, and
Ignatavicius, DD: Fluids and Electrolytes: A Practical
Approach, ed 4. F.A. Davis, Philadelphia, 1996.

potassium into the blood. Overuse of potassium-based salt
substitutes or excessive intake of oral or IV potassium sup-
plements can cause hyperkalemia. Use of potassium-sparing
diuretics (e.g., spironolactone [Aldactone]) may also contri-
bute to hyperkalemia. Patients with renal failure are at risk
for hyperkalemia because the kidneys cannot excrete
potassium.

Movement of potassium from the cells into the blood
and other ECF is common in massive tissue trauma
and metabolic acidosis. Metabolic acidosis is an acid-base
imbalance commonly seen in patients with uncontrolled dia-
betes mellitus. Acid-base imbalances are discussed later in
this chapter.

PREVENTION. For patients receiving potassium supple-
ments, hyperkalemia can be prevented by monitoring serum
electrolyte values and the patient’s signs and symptoms.

SIGNS AND SYMPTOMS. Most cases of hyperkalemia
occur in patients who are hospitalized or those undergoing
therapeutic interventions for a chronic condition. The classic

acidosis: acid—acidic + osis—condition

manifestations are muscle twitches and cramps, later
followed by profound muscular weakness; increased GI
motility (diarrhea); slow, irregular heart rate; and decreased
blood pressure.

COMPLICATIONS. Cardiac dysrhythmias and respiratory
failure can occur in severe hyperkalemia, causing death.

DIAGNOSTIC TESTS. In addition to an elevated serum
potassium level, an irregular ECG is associated with
hyperkalemia. If the patient also has metabolic acidosis, the
serum pH falls below 7.35.

THERAPEUTIC INTERVENTIONS. For mild, chronic
hyperkalemia, dietary limitation of potassium-rich foods
may be helpful. Potassium supplements are discontinued,
and potassium-losing diuretics are given to patients with
healthy kidneys. For patients with renal problems, a cation
exchange resin, such as sodium polystyrene sulfonate
(Kayexalate), is administered either orally or rectally. This
drug releases sodium and absorbs potassium for excretion
through the feces and out of the body.

In cases in which cellular potassium has moved into the
bloodstream, administration of glucose and insulin can facil-
itate the movement of potassium back into the cells. During
treatment of moderate to severe hyperkalemia, the patient
should be in the hospital on a cardiac monitor.

Calcium Imbalances

Calcium is a mineral that is primarily stored in bones and
teeth. A small amount is found in ECF. The normal value for
serum calcium is 9 to 11 mg/dL, or 4.5 to 5.5 mEq/L.
Minimal changes in serum calcium levels can have major
negative effects in the body.

Calcium is needed for the proper function of excitable
tissues, especially cardiac muscle. It is also needed for ade-
quate blood clotting. The two calcium imbalances are
hypocalcemia and hypercalcemia.

Hypocalcemia
Hypocalcemia occurs when the serum calcium falls below 9
mg/dL, or 4.5 mEq/L.

PATHOPHYSIOLOGY AND ETIOLOGY. Although
calcium deficit can be acute or chronic, most patients
develop hypocalcemia slowly as a result of chronic disease
or poor intake. The woman who is postmenopausal is most
at risk for hypocalcemia. As a woman ages, calcium intake
typically declines. The parathyroid glands recognize this
decrease and stimulate bone to release some of its stored
calcium into the blood for replacement. The result is a
condition known as osteoporosis, in which bones become
porous and brittle and fracture easily. The woman who is

hypocalcemia: hypo—Iess than + calc—calcium + emia—
blood

hypercalcemia: hyper—more than + calc calcium + emia—
blood

osteoporosis: osteo—bone + porosis—porous
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postmenopausal has a decreased level of estrogens,
hormones that help prevent bone loss in the younger woman.
Immobility or decreased mobility also contributes to bone
loss in many patients. The patients at highest risk for
osteoporosis are thin, petite, Caucasian women.

Hypocalcemia can also result from inadequate absorp-
tion of calcium from the intestines, as seen in patients with
Crohn’s disease, a chronic inflammatory bowel disease. An
insufficient intake of vitamin D prevents calcium absorption
as well. Conditions that interfere with the production of
parathyroid hormone, such as partial or complete surgical
removal of the thyroid or parathyroids, can also cause
hypocalcemia.

Finally, patients with hyperphosphatemia (usually
those with renal failure) often experience hypocalcemia.
Calcium and phosphate have an inverse relationship. When
one of these electrolytes increases, the other tends to de-
crease and vice versa.

PREVENTION. In the United States, the typical daily cal-
cium intake is less than 550 mg. The adequate intake (AI) of
calcium for adults ages 19 to 50 is 1000 mg; the Al for
adults over age 50 is 1200 mg.

Hypocalcemia can be prevented in premenopausal and
postmenopausal women by consuming calcium-rich foods
and by taking calcium supplements. These supplements can
be purchased over-the-counter in any pharmacy or large
food store. An inexpensive source of calcium for patients
who do not require vitamin D supplementation is calcium
carbonate (Tums), which provides 240 mg of elemental cal-
cium in each tablet.

Vitamin D supplementation may be required in addi-
tion to calcium for homebound or institutionalized patients
who have no exposure to the sun. The ultraviolet light
causes the skin to manufacture vitamin D.

SIGNS AND SYMPTOMS. Chronic hypocalcemia is
usually not diagnosed until the patient breaks a bone, usually
a hip. Acute hypocalcemia, which can occur after surgery or
in patients with acute pancreatitis, has several signs and
symptoms. These include increased and irregular heart rate,
mental status changes, hyperactive deep tendon reflexes, and
increased GI motility, including diarrhea and abdominal
cramping. Two classic signs that can be used to assess for
hypocalcemia are Trousseau’s sign and Chvostek’s sign.

To test for Trousseau’s sign, inflate a blood pressure cuff
around the patient’s upper arm for 1 to 4 minutes. In a patient
with hypocalcemia, the hand and fingers become spastic and
go into palmar flexion (Fig. 5.4). A positive Chvostek’s sign
test also indicates calcium deficit. To test for this sign, tap the
face just below and in front of the ear. Facial twitching on
that side of the face indicates a positive test (Fig. 5.5).

LEARNING TIP

You can remember which sign is CHvostek’s sign
because it causes spasm near the CHeek.

FIGURE 5.4 Trousseau's sign.

COMPLICATIONS. In severe hypocalcemia, seizures,
respiratory failure, or cardiac failure can occur and lead to
death if not aggressively treated. The patient may have a
sudden laryngospasm that will stop air from entering the
patient’s lungs.

DIAGNOSTIC TESTS. The patient with hypocalcemia
has a lowered serum calcium and an abnormal ECG. The
parathyroid hormone level may be increased because it
stimulates bone to release more calcium into the blood.

THERAPEUTIC INTERVENTIONS. In addition to
treating the cause of hypocalcemia, calcium is replaced. For
mild or chronic hypocalcemia, oral calcium supplements
with or without vitamin D are given. Calcium supplements
should be administered 1 to 2 hours after meals to increase
intestinal absorption.

For patients with acute or severe hypocalcemia, IV cal-
cium gluconate or calcium chloride is given. When a patient
has had thyroid or parathyroid surgery, this medication must
be readily available for emergency use.

For patients with hyperphosphatemia, usually those
with renal failure, aluminum hydroxide is used to bind the
excess phosphate for elimination via the GI tract. As the
phosphate decreases, the serum calcium begins to increase
closer to normal levels.

Diet therapy is an important part of treatment. Teach
the patient, family, or other caregiver which foods are high
in calcium (Table 5.1). Many foods today are fortified with

FIGURE 5.5 Chvostek’s sign.
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calcium. Vitamin D foods are also encouraged, especially
milk and other dairy products. For patients experiencing dif-
ficulty digesting dairy products and those who choose not to
use dairy products, special attention must be paid to includ-
ing other dietary calcium sources.

CRITICAL THINKING

Mrs. Wright

B Mrs. Wright is a 77-year-old petite Caucasian

woman who lives alone at home. She is on a fixed

income and rarely eats calcium-rich foods. She recently

fell and broke her hip. After surgery she returned home

under the care of a home health agency.

1. What made the patient at high risk for a fracture?

2. What would you expect her serum calcium level to
have been before the fall?

3. What patient teaching related to diet and calcium
supplements should the home health-care nurse
include during his or her home visits?

Suggested answers at end of chapter.

Hypercalcemia
Hypercalcemia occurs when the serum calcium is above 11
mg/dL, or 5.5 mEq/L.

PATHOPHYSIOLOGY AND ETOLOGY. Chronic hyper-
calcemia can result from excessive intake of calcium or
vitamin D, renal failure, hyperparathyroidism, cancers, and

overuse or prolonged use of thiazide diuretics, such as
hydrochlorothiazide (HydroDiuril). Acute hypercalcemia
can occur as an emergency in patients with invasive or
metastatic cancers.

PREVENTION. Although many causes of increased
calcium cannot be prevented, a person receiving calcium
supplements should be monitored carefully. Some women
believe that if 2 or 3 tablets a day are helpful, consuming
twice that much will help even more. The result can be
serum calcium excess. Educating the public about the proper
amount of calcium needed each day and the danger of too
much calcium is very important.

SIGNS AND SYMPTOMS. Patients who have mild hyper-
calcemia or a slowly progressing calcium increase may have
no obvious signs and symptoms. However, acute hypercalce-
mia is associated with increased heart rate and blood pres-
sure, skeletal muscle weakness, and decreased GI motility.
The patient also has a decreased blood clotting capability.

COMPLICATIONS. In some cases, the patient may
experience renal or urinary calculi (stones) resulting from
the build-up of calcium. In more severe cases of acute
hypercalcemia, the patient may experience respiratory
failure caused by profound muscle weakness or heart failure
caused by dysrhythmias.

THERAPEUTIC INTERVENTIONS. Patients with severe
hypercalcemia should be hospitalized and placed on a
cardiac monitor. Unless contraindicated by other conditions,
the primary treatment is to give large amounts of fluids and

TABLE 5.1 FOOD SOURCES OF CALCIUM*
Food, Standard Amount Calcium (mg) Calories
Fortified ready-to-eat cereals (various), 1 oz 236-1043 88-106
Plain yogurt, nonfat (13 g protein/8 oz), 8-0z container 452 127
Romano cheese, 1.5 oz 452 165
Pasteurized processed Swiss cheese, 2 0z 438 190
Swiss cheese, 1.5 oz 336 162
Sardines, Atlantic, in oil, drained, 3 oz 325 177
Pasteurized process American cheese food, 2 oz 323 188
Mozzarella cheese, part-skim, 1.5 oz 311 129
Cheddar cheese, 1.5 oz 307 171
Fat-free (skim) milk, 1 cup 306 83
1% low-fat milk, 1 cup 290 102
Low-fat chocolate milk (1%), 1 cup 288 158
2% reduced fat milk, 1 cup 285 122
Whole milk, 1 cup 276 146
Molasses, blackstrap, 1 tbsp 172 47
Spinach, cooked from frozen, 1/2 cup 146 30
Ocean perch, Atlantic, cooked, 3 oz 116 103
Oatmeal, plain and flavored, instant, fortified, 1 packet prepared 99-110 97-157
Okra, cooked from frozen, 1/2 cup 88 26
Soybeans, mature, cooked, 1/2 cup 88 149

*Food sources of calcium ranked by milligrams of calcium per standard amount; also calories in the standard
amount. The bioavailability may vary. (The adequate intake [AI] for adults is 1000 mg/day.)

Source: Adapted from Nutrient Values from Agricultural Research Service (ARS) Nutrient Database for
Standard Reference, Release 17. Foods are from ARS single-nutrient reports, sorted in descending order by nutri-
ent content in terms of common household measures. Food items and weights in the single nutrient reports are
adapted from those in 2002 revision of USDA Home and Garden Bulletin No. 72, Nutritive Value of Foods.
Mixed dishes and multiple preparations of the same food item have been omitted from this table.
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promote diuresis. Saline infusions are the most useful
solutions to promote renal excretion of calcium.

The physician also discontinues thiazide diuretics if the
patient was receiving them and prescribes diuretics that pro-
mote calcium excretion, such as furosemide (Lasix). Other
drugs that bind with calcium to lower calcium levels may
also be used, such as plicamycin (Mithramycin, Mithracin)
and D-penicillamine (Cuprimine).

If hypercalcemia is so severe that cardiac problems are
present, hemodialysis, peritoneal dialysis, or ultrafiltration
may be necessary to cleanse the blood of excess calcium.
(See Chapter 37 for discussion of these procedures.)

Magnesium Imbalances

Magnesium and calcium work together for the proper func-
tioning of excitable cells, such as cardiac muscle and nerve
cells. Therefore, an imbalance of magnesium is usually
accompanied by an imbalance of calcium.

The normal value for serum magnesium is 1.5 to 2.5
mEq/L. The magnesium imbalances are called hypomagne-
semia and hypermagnesemia.

Hypomagnesemia

Hypomagnesemia occurs when the serum magnesium level
falls below 1.5 mEq/L. It results from either a decreased
intake or an excessive loss of magnesium. Causes of inade-
quate intake include malnutrition and starvation diets.
Patients with severe diarrhea and Crohn’s disease are unable
to absorb magnesium in the intestines.

One of the major causes of hypomagnesemia is alco-
holism, which causes both a decreased intake and an
increased renal excretion of magnesium. Certain drugs, such
as loop (high-ceiling) and osmotic diuretics, aminoglyco-
sides (e.g., gentamicin), and some anticancer agents (e.g.,
cisplatin), can increase renal excretion of magnesium.

The signs and symptoms of hypomagnesemia are simi-
lar to those for hypocalcemia, including positive Trousseau’s
and Chvostek’s signs, described earlier in this chapter.

The goal of management is to treat the underlying
cause and replace magnesium in the body. Magnesium sul-
fate is administered intravenously. If the serum calcium is
also low, calcium replacement is prescribed. The patient is
placed on a cardiac monitor because of magnesium’s effect
on the heart. Life-threatening dysrhythmias can lead to car-
diac failure and arrest.

Hypermagnesemia
Hypermagnesemia results when the serum magnesium level
increases above 2.5 mEq/L. The most common cause
of hypermagnesemia is increased intake coupled with de-
creased renal excretion caused by renal failure.

Signs and symptoms are usually not apparent until
the serum level is greater than 4 mEq/L. Then the signs

hypomagnesemia: hypo—Iess than + magnes—magnesium
+ emia—blood

hypermagnesemia: hyper—more than + magnes—magnesium
+ emia—blood

and symptoms include bradycardia and other dysrhythmias,
hypotension, lethargy or drowsiness, and skeletal muscle
weakness. If not treated, the patient experiences coma, res-
piratory failure, or cardiac failure.

When kidneys are functioning properly, loop diuretics
such as furosemide (Lasix) and IV fluids can help increase
magnesium excretion. For patients with renal failure, dialy-
sis may be the only option.

| ACID-BASE BALANCE

The cells of the body function best when the body fluids and
electrolytes are within a very narrow range. Hydrogen (H™)
is another ion that must stay within its normal limits. The
amount of hydrogen determines whether a fluid is an acid or
base.

An acid is a substance that releases a hydrogen ion. The
stronger the acid, the more hydrogen ions are released.
A common acid in the body is hydrochloric acid (HCI),
which is found in the stomach. A base is a substance that
binds hydrogen. A common base in the body is bicarbonate
(HCO,"). Alkali is another word for base.

Sources of Acids and Bases

Acids and bases are formed in the body as part of normal
metabolic processes. Acids are formed as end products of
glucose, fat, and protein metabolism. These are called fixed
acids because they do not change once they are formed. A
weak acid, carbonic acid, can be formed when the carbon
dioxide resulting from cellular metabolism combines with
water. This acid can again change to bicarbonate (a base)
and hydrogen and therefore is not a fixed acid.

The ECF maintains a delicate balance between acids
and bases. The strength of the acids and bases can be meas-
ured by pH. The pH of a solution can vary from 0 to 14, with
7 being neutral, 0 to 6.99 being acid, and 7.01 to 14 being
base, also called alkaline. The normal serum pH is 7.35 to
7.45, or slightly alkaline. It must remain in an extremely
narrow range to sustain life. A pH lower than 6.9 or higher
than 7.8 is usually fatal.

Control of Acid-Base Balance

As discussed in the sections on fluid and electrolyte balance,
the body has several ways in which it tries to compensate for
changes in the serum pH. Three major mechanisms are used:
cellular buffers, the lungs, and the kidneys.

Cellular buffers are the first to attempt a return of the
pH to its normal range. Examples of cellular buffers are pro-
teins, hemoglobin, bicarbonate, and phosphates. These
buffers act as a type of sponge to “soak up” extra hydrogen
ions if there are too many (too acidic) or release hydrogen
ions if there are not enough (too alkaline).

The lungs are the second line of defense to restore nor-
mal pH. When the blood is too acidic (pH is decreased), the
lungs “blow off” additional carbon dioxide through rapid,
deep breathing. This reduces the amount of carbon dioxide
available to make carbonic acid in the body. If the blood is
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too alkaline (pH is increased), the lungs try to conserve car-
bon dioxide through shallow respirations.

The kidneys are the slowest to respond to changes in
serum pH, taking as long as 24 to 48 hours to assist with
compensation. The kidneys help in a number of ways,
including regulating the amount of bicarbonate (base) that is
kept in the body. If the serum pH lowers and becomes too
acidic, the kidneys reabsorb additional bicarbonate rather
than excreting it so that it can help neutralize the acid. If the
serum pH increases and becomes too alkaline, the kidneys
excrete additional bicarbonate to get rid of the extra base.
The kidneys also buffer pH by forming acids and ammo-
nium (a base).

Acidosis or alkalosis that is corrected for by the body
is referred to as compensated. The pH is returned to normal
or near normal, but the Pco, and Hco, are abnormal.

| ACID-BASE IMBALANCES

Most acid-base imbalances are caused by a number of acute
and chronic illnesses or conditions. The primary treatment
for each of the imbalances is to manage the underlying
cause, which corrects the imbalance. The role of the nurse is
to identify patients at risk and monitor laboratory test values
for significant changes.

The laboratory tests that are used to evaluate acid-base
balance are called arterial blood gases (ABGs). As the name
implies, the blood sample that is analyzed must be from an
artery rather than a vein. The femoral, brachial, and radial
arteries are most often used to obtain the sample. Table 5.2
lists ABG values and what they indicate.

The two broad types of acid-base imbalance are acido-
sis and alkalosis. Each of these types can occur suddenly,
which is called an acute imbalance, or develop over a long
period, referred to as a chronic imbalance.

When the serum pH falls below 7.35, the patient has
acidosis because the blood becomes more acidic than nor-
mal. Too much acid in the body or too little base causes aci-
dosis. Acidosis can be divided into two types: respiratory
and metabolic. Respiratory acidosis is caused by problems
occurring in the respiratory system. Metabolic acidosis is
the result of problems in the rest of the body.

When the serum pH increases above 7.45, the patient

has alkalosis because the blood becomes more alkaline or
basic. Alkalosis is caused by too little acid in the body or too
much base. It can also be divided into two types: respiratory
alkalosis and metabolic alkalosis.

Respiratory Acidosis

As the name indicates, the primary cause of this type of aci-
dosis is respiratory problems. Carbon dioxide is not ade-
quately “blown off” during expiration, causing a build-up of
carbon dioxide in the blood. As mentioned earlier, carbon
dioxide mixes with water to create a weak acid in the body,
thus increasing the acidity of the blood.

Acute respiratory acidosis is caused by hypoventila-
tion, usually as a result of an acute flare up of chronic respi-
ratory disease, drugs, or neurological problems that depress
breathing. Patients with chronic respiratory disease may
have chronic respiratory acidosis.

The signs and symptoms of respiratory acidosis involve
the central nervous system and the musculoskeletal system.
As carbon dioxide increases, mental status is altered, pro-
gressing from confusion and lethargy to stupor and coma if
not treated. The lungs are not able to get rid of excess car-
bon dioxide. Instead respirations become more depressed
and shallow as muscle weakness worsens.

The treatment of respiratory acidosis is aggressive
management of the underlying respiratory problem, dis-
cussed in the respiratory unit (Unit Seven) of this text.

Metabolic Acidosis

Metabolic acidosis can result from too much acid in the
body (usually fixed acids) or too little bicarbonate in the
body. Uncontrolled diabetes mellitus and end-stage renal
failure are the two most common causes of metabolic aci-
dosis resulting from increased fixed acids.

The GI tract is rich in bicarbonate. Patients experienc-
ing severe diarrhea or prolonged nasointestinal suction are at
high risk for metabolic acidosis as a result of bicarbonate
(base) loss. The serum pH decreases as the bicarbonate
level decreases (see Table 5.2). As mentioned earlier in the
discussion on hyperkalemia, serum potassium tends to
increase in the presence of metabolic acidosis. Excess
hydrogen in the ECF moves into the cells in exchange for
potassium, which leaves the cells and enters the blood. In a
sense, this is a way of compensating for the acidotic state.

TABLE 5.2 ARTERIAL BLOOD GAS VALUES AND CHANGES

IN ACID-BASE IMBALANCES

pH Pco, Hco,
Normal values 7.35-7.45 3245 mm Hg 20-26 mEq/L
Respiratory acidosis 4 ) Normal
Respiratory acidosis with compensation Nearly normal T
Respiratory alkalosis 1 Normal
Respiratory alkalosis with compensation Nearly normal 4 4
Metabolic acidosis Normal 4
Metabolic acidosis with compensation Nearly normal 4
Metabolic alkalosis Normal T
Metabolic alkalosis with compensation Nearly normal T
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The signs and symptoms are similar to those associated
with respiratory acidosis, with the exception of the respira-
tory pattern. To help compensate for the acidotic state, the
lungs get rid of extra carbon dioxide through Kussmaul’s
respirations. Kussmaul’s respirations are deep and rapid and
can occur only in patients with healthy lungs.

The treatment for the patient with metabolic acidosis is
management of the underlying disease or condition.
Information about disease management, such as diabetes, is
found elsewhere in this book.

Respiratory Alkalosis

Respiratory alkalosis occurs when there is excessive loss of
carbon dioxide through hyperventilation. Patients may
hyperventilate when they are severely anxious or fearful.
Patients who hyperventilate have rapid shallow respirations,
are light-headed, and may become confused. The heart rate
increases and the pulse becomes weak and thready. The
serum pH is increased and the Paco, is very low.
Mechanical ventilation can also cause respiratory alkalosis,
and it can occur as a result of being at high altitudes. You
may have experienced this while deep breathing during a
pulmonary examination.

Respiratory alkalosis is treated by having patients hold
their breath or rebreathe their own carbon dioxide with the
use of either a rebreathing mask or a plain paper bag. The
underlying cause must also be treated.

hyperventilation: hyper—more than ventilation—air

REVIEW QUESTIONS

1. Which of the following are functions of sodium
in the body? Choose all responses that are correct.
a. Maintenance of serum osmolarity
b. Formation of bones and teeth
c. Control of bronchodilation
d. Control of serum glucose
e. Maintenance of cellular function

2. A 93-year-old patient with diarrhea and dehydration is
admitted to the hospital from an extended care facility.
For which of the following symptoms of dehydration
should the nurse assess?
a. Pale-colored urine, bradycardia
b. Disorientation, poor skin turgor
c. Decreased hematocrit, hypothermia
d. Lung congestion, abdominal discomfort

3. Which patient is most at risk for fluid excess?
a. An infant with pneumonia
b. A teen with multiple injuries following an automo-
bile accident
c. A middle-aged man who has just had surgery
d. An elderly patient receiving I'V therapy

Understanding Health and llIness

Metabolic Alkalosis

Metabolic alkalosis results from excessive ingestion of
bicarbonate or other bases into the body or loss of acids
from the body. Overuse or abuse of antacids or baking
soda (sodium bicarbonate) can lead to metabolic alkalosis.
Because the stomach contains hydrochloric acid, prolonged
vomiting or nasogastric suction can cause loss of acid and
also lead to metabolic alkalosis.

The serum pH is increased, as is bicarbonate. As dis-
cussed under potassium imbalances, the serum potassium
decreases. Hydrogen from the ICF moves into the blood in
exchange for potassium, which moves from the blood into
the cells. This is one way that the body works to keep an
acid-base balance. Hypocalcemia may also accompany
hypokalemia.

The signs and symptoms of metabolic alkalosis
are related to hypokalemia and hypocalcemia rather than
the alkalotic state itself. Treatment involves identifying
the underlying cause and managing it as quickly as possible.

Compensation

If the respiratory system is compensating for metabolic aci-
dosis the Pco, will be decreased to return the pH to normal
or near normal. In a similar fashion, if there is metabolic
alkalosis, the breathing pattern will change to conserve CO,
and restore the pH level. In chronic respiratory conditions,
the kidneys conserve HCO; to buffer in the case of respira-
tory acidosis and excrete HCO, in cases of chronic respira-
tory alkalosis.

4. Which of the following is the most reliable way to mon-
itor a patient’s fluid status?
a. 1&O
b. Skin turgor
c. Daily weights
d. Lung sounds

5. When caring for a patient with fluid excess, which of
the following interventions will help relieve respiratory
distress?

a. Elevate the head of the bed.

b. Encourage the patient to cough and deep breathe.
c¢. Increase fluids to promote urine output.

d. Perform percussion and postural drainage.

6. A patient is being discharge following hospitalization
for fluid imbalance. Which instruction by the nurse
should take priority?

a. “Weigh yourself every day and report changes.”

b. “Call your doctor immediately if you feel weak or
fatigued.”

c. “Drink eight glasses of water a day.”

d. “Measure everything you drink, and measure how
much you urinate each day.”
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7. A patient is being treated for hypokalemia. When eval-

uating his response to potassium replacement therapy,
which of the following changes in his assessment
should you observe for?

a. Improving visual acuity

b. Worsening constipation

c. Decreasing serum glucose

d. Increasing muscle strength

8. A patient is being placed on a potassium-losing
diuretic. Which foods are high in potassium and
should be recommended to the patient by the nurse?
Choose all responses that are correct.

a. Bread
b. Potato
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CRITICAL THINKING

m Mrs. Levitt

1. Check her weight and compare it with her previous
weights. Dehydration is associated with weight loss.
Monitor mental status for disorientation. Check skin
turgor for tenting. Continue to monitor vital signs.

2. Encourage increased fluid intake; notify the RN or
physician if Mrs. Levitt is unable to take in addi-
tional fluids or if the fluids do not normalize assess-
ment findings.

3. S: “My urine smells bad, and my heart is beating
fast.”
O: Pt’s urine is dark amber and strong smelling. VS
P 98, BP 126/74, RR 20, T 99.2. Fluids encouraged.
RN notified.

m Mr. Peters
1. Raise the head of the bed to assist breathing.
2. Questions to ask might include the following: When

c. Tomato juice
d. Banana
e. Gelatin

9. Which patient is at risk for respiratory acidosis?

. The patient with uncontrolled diabetes mellitus.
b. The patient with chronic pulmonary disease.

c. The patient who is very anxious.

d. The patient who overuses antacids.

o

10. Which pH value represents acidosis?
a. 7.26
b. 7.35
c. 74
d. 7.49
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did your symptoms begin? Have you had these
symptoms before? (If the patient is too dyspneic to
answer, do not ask many questions.)

3. Check breath sounds for crackles, observe for
dependent edema and ascites, observe for distended
neck veins, assess skin for color and temperature,
check weight and compare with previous weight,
and monitor 1&O.

u Mrs. Wright

1. The patient is at high risk for osteoporosis, and thus
fracture, because she is an elderly, petite, Caucasian
woman.

2. Her serum calcium levels would be low or low nor-
mal, since the body will mobilize calcium in the
bones in an attempt to maintain serum calcium levels.

3. Teach her about consuming foods high in calcium,
the need to be compliant with taking her calcium
supplements, and to take them 1 to 2 hours after
meals for best absorption by the body.
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Nursing Care of Patients
Receiving Intravenous
Therapy

KEY TERMS LYNN DIANNE PHILLIPS

bolus (BOH-lus)

cannula (KAN-yoo-lah)
extravasation (eks-TRA-vah-ZAY-shun)
intravenous (IN-trah-VEE-nus)
phlebitis (fla-BYE-tis) 1. How is the practice of intravenous therapy regu-

lated?

QUESTIONS TO GUIDE YOUR READING

2. What are the indications for intravenous therapy?

3. What factors influence the condition, size, and long-
term use of veins?

4. What steps are used for insertion of an intravenous
catheter?

5. What techniques can be used for visualization of dif-
ficult veins?

6. How will you know if your nursing interventions to
prevent complications of intravenous therapy are
effective?

7. How will you calculate a drip rate for a patient
receiving a parenteral solution?

8. What is the difference between isotonic, hypertonic,
and hypotonic solutions?

9. How would you explain the basic differences
between central venous access devices: percutaneous
catheters, peripherally inserted central catheters, tun-
neled catheters, and implanted ports?

76
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| CASE STUDY

Mrs. Brown, 85 years old, is admitted to the hospital with
weight loss of 6% of her total body weight due to gastroen-
teritis. Her blood pressure is 102/80, pulse is 96 beats per
minute, and respirations are 14 per minute. Her physical
assessment shows decreased turgor over the sternum, dry,
cracked lips, and a weak, thready pulse. The physician has
ordered an IV to be started of 5% dextrose and 0.45%
sodium chloride at 100 mL per hour. As you read this chap-
ter, reflect on the challenges of fluid volume deficit in the
elderly and initiation of infusion therapy.

Intravenous (IV) therapy is the administration of flu-
ids or medication via a needle or catheter (sometimes called
a cannula) directly into the bloodstream. The practice of IV
therapy is governed by state nurse practice acts as statutory
laws. Some states now include IV therapy within the
licensed practical nurse (LPN) and licensed vocational nurse
(LVN) roles. The practice acts define the parameters within
which individuals are qualified and licensed to practice nurs-
ing in a particular state and serve to codify the nursing obli-
gation to act in the best interest of society.

Various specialty organizations, such as the Infusion
Nurses Society (INS, http://www.ins1.org), set forth guide-
lines for standards of practice for infusion therapy. The
Centers for Disease Control and Prevention (CDC,
http://www.cdc.gov/niosh/2000-108.html) provides infor-
mation on needlestick injuries, which can occur during ini-
tiation of IV therapy. The Occupational Safety and Health
Administration (OSHA, http://www.osha.gov) oversees
workplace safety including safety issues related to IV
therapy, and the American Society for Parenteral and
Enteral Nutrition (ASPEN, http://www.clinnutr.org) pro-
vides resources related to I'V nutrition.

INDICATIONS FOR
| INTRAVENOUS THERAPY

Patients receive a variety of substances via IV therapy,
including fluids, electrolytes, nutrients, blood products, and
medications. Patients can receive life-sustaining fluids, elec-
trolytes, and nutrition when they are unable to eat or drink
adequate amounts. The IV route also allows rapid delivery
of medication in an emergency. Many medications are faster
acting and more effective when given via the IV route. Other
medications can be administered continuously via IV to
maintain a therapeutic blood level. Patients with anemia or
blood loss can receive lifesaving IV transfusions. Patients
who are unable to eat for an extended period can have their
nutritional needs met with total parenteral nutrition (TPN).
When a patient needs intermittent rather than continu-
ous IV therapy, access to the venous system can be provided
by a locking device whereby an IV catheter is inserted and

intravenous: intra—within + venous—vein
cannula: tube or sheath

capped with a port or cap that seals after each use. (See the
Intermittent Infusion section later in this chapter.) This is to
provide access to the bloodstream for intermittent or emer-
gency medications, without the need for continuous fluid
infusion.

| TYPES OF INFUSIONS

Continuous Infusion

In a continuous infusion, the physician orders the infusion in
milliliters (mL) to be delivered over a specific amount of
time; for example, 100 mL per hour. The infusion is kept
running constantly until discontinued by the physician. An
IV controller or roller clamp allows the solution to infuse at
a constant rate.

Intermittent Infusion

Intermittent IV lines are “capped off” with an injection port
and used only periodically. Thus intermittent IV therapy is
administered at prescribed intervals. You must ensure that an
intermittent catheter is patent (not occluded with a clot)
before injecting a drug or solution. Draw back with a
syringe to check for backflow of blood before injection.

Sites that are capped with an injection cap are called
saline or heparin locks. A diluted solution of heparin, an
anticoagulant, may be used to “flush” the catheter after each
use and every 8 hours or according to institution policy.
However, many institutions are changing this practice and
specifying saline solution for flushes, which is believed to
be safer and less costly. In 2000 Standards of Practice,' the
INS recommends the use of saline (0.9% sodium chloride)
solution for maintaining peripheral locking devices, whereas
heparin is recommended for central venous access devices.
Check your institution’s policy for specific guidelines.

Regular flushing ensures catheter patency. Flushing
also prevents the mixing of incompatible medications and
solutions. Positive pressure must be maintained in the lumen
of the catheter during the administration of the flush solution
to prevent a backflow of blood into the catheter lumen. This
is accomplished by continuing to slowly inject the saline or
heparin solution even as the catheter is withdrawn from the
cap. Intermittent catheters should be flushed after adminis-
tration of IV medication, blood sampling, and conversion
from continuous to intermittent IV therapy.

If resistance is met while a catheter is being flushed, a
clot may be occluding the catheter. Do not exert pressure on
the syringe plunger in an attempt to restore patency because
doing so may dislodge the clot into the vascular system or
rupture the catheter.

Some medications that are given intermittently are not
compatible with heparin and therefore are given by the
SASH method as follows:

1. Flush with Saline solution.

2. Administer the medication.

3. Flush with Saline solution.

4. Flush with Heparin solution.
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NURSING CARE TIP

Always check for catheter patency before inject-
ing any substance into the circulatory system.

Bolus

A bolus drug (sometimes called an IV push or IVP drug) is
injected slowly via a syringe into the IV site or tubing port.
It provides a rapid effect because it is delivered directly into
the patient’s bloodstream. Bolus drugs can be dangerous if
they are given incorrectly, and a drug reference should
always be checked to determine the safe amount of time over
which the drug can be injected. IV push drugs are usually
administered by registered nurses (RNs) and are not within
the scope of practice of the LPN/LVN in many states.
However, you should be aware of the drugs being given so
you can assist in observing the patient for desired or adverse
effects.

Piggy Back/Secondary Infusion

Some IV medications, such as antibiotics, need to be infused
over a short period of time. For example, an antibiotic may
be mixed with 50 mL of dextrose solution and infused over
30 minutes. This may be done as an intermittent infusion, as
described above. If the patient already has a primary contin-
uous IV infusing, the antibiotic (secondary) infusion can be
“piggybacked” into the primary IV line. In order for the pig-
gyback medication to infuse, it must hang higher than the
primary infusion (Fig. 6.1). Piggyback medications can be
infused using either gravity or a controller. The medication
in the piggyback must be compatible with any other solution
that is in the primary IV tubing.

| METHODS OF INFUSION

Gravity Drip

Gravity can be used to drip a solution into a vein (see Fig.
6.1). The solution is positioned about 3 feet above the infu-
sion site. If it is positioned too high above the patient, the
infusion may run too fast. Positioned too low, it may run too
slowly. Flow is controlled with a roller, screw, or slide
clamp. A mechanical flow device can be added to achieve
accurate delivery of fluid with minimal deviation.

Calculating Drip Rates

When using a gravity set, the nurse must calculate the drops
(gtt, L. guttae) required per minute to deliver fluid at the
ordered rate. Commercial parenteral administration sets vary
in the number of drops delivering 1 mL. Sets typically
deliver 10, 15, 20, or 60 drops per milliliter of fluid. For
example, to deliver 100 mL per hour using a set with 10-drop
factor tubing, a flow rate of 17 drops per minute is necessary.

bolus: mass or lump

Piggyback container

infusion
container

Check

FIGURE 6.1 Gravity drip setup with piggyback infusion.

To administer the same amount using a set with 15-drop fac-
tor tubing, a flow rate of 25 drops per minute is necessary.
Check the label on the administration set to determine how
many drops per milliliter (drop factor) are delivered by the
set. Sets delivering 10, 15, or 20 drops per minute are called
macrodrip sets, and are used for fluids that need to be infused
more quickly. Sets delivering 60 drops per milliliter are
called minidrip or microdrip sets and are used for solutions
that need to be infused more slowly.

To determine drops per minute of an IV solution, the
nurse needs to know the amount of fluid to be given in a
specified time interval and the drop factor of the administra-
tion set to be used. The formula for determining drops per
minute is as follows:

mL | 1 hr | gtt = gtt per minute
hr or hrs ‘ 60 min ‘ 1 mL

If a controller or pump is being used, the calculation is even
easier:

Total mL = mL per hour

Total number
of hours

Sample problems:
Order: Zinacef 1 g in DSW 100 mL over 1 hour
Drop factor: 10 gtt/mL
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100mL‘ 1 hr ‘ 10 gtt = 16.66 or 17 gtt
the [ 60min | 1mL P minute

Order:

Normal saline 1000 mL over 8 hours
1000 mL = 125 mL per hour

8 hours

Factors Affecting Flow Rates

CHANGE IN CATHETER POSITION. A change in the
catheter’s position may push the bevel either against the wall
of the vein, which will decrease the flow rate, or away from
the wall of the vein, which may increase the flow rate.
Careful taping and avoidance of joint flexion above the site
minimizes this problem. Patients may need to be reminded to
keep flexion to a minimum when an IV is placed near a joint.

HEIGHT OF THE SOLUTION. Because infusions flow by
gravity, a change in the height of the infusion bag or bottle
or a change in the level of the bed can increase or decrease
the flow rate. The flow rate increases as the distance between
the solution and the patient increases. A patient may alter the
flow rate greatly simply by standing up. The ideal height for
a solution is 3 feet above the level of the heart.

PATENCY OF THE CATHETER. A small clot or fibrin
sheath may occlude the catheter lumen and decrease or stop
the flow rate. Clot formation can result from irritation,
increased venous pressure, or backup of blood into the line.
Avoid use of a blood pressure cuff on the affected extremity
because of the resulting transient increase in venous
pressure. A regular flush schedule helps maintain patency.
NEVER exert pressure with a saline or heparin flush in an
attempt to restore patency; doing so may dislodge a clot into
the vascular system or rupture the catheter.

Electronic Control Devices

Electronic pumps and controllers regulate the rate of infu-
sion (Fig. 6.2). Controllers measure the amount of solution
delivered and depend on gravity to deliver the infusion.
Pumps use positive pressure to deliver the solution. Pumps
are often used for central lines to help overcome the high
pressure of the central circulation.

W

FIGURE 6.2 Infusion pump.
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Pumps and controllers are used for the infusion of pre-
cise volumes of solution. Institution policy often dictates use
of controllers for infusion of potent medications, such as
heparin, concentrated morphine, and chemotherapy solu-
tions, and for very fast or slow rates. Some electronic infu-
sion devices are portable and are designed to be worn on the
body. These are called ambulatory infusion devices. It is
important to know the type of pump being used and its man-
ufacturer’s guidelines.

Filters

It is recommended by the Infusion Nursing Standards of
Practice that filters be used routinely for the delivery of IV
therapy. Filters fit onto the IV tubing between the solution
and the insertion site and remove contaminants from the IV
fluid. A 0.22-um filter removes bacteria and fungi from IV
fluids. Check institution policy and manufacturers’ guide-
lines for use of filters.

| TYPES OF FLUIDS

Fluids and electrolytes administered intravenously pass
directly into the plasma space of the extracellular fluid com-
partment. They are then absorbed based on the characteris-
tics of the fluid and the hydration status of the patient. The
most commonly infused fluids are dextrose and sodium
solutions. These are called crystalloid solutions.

Dextrose Solutions

Dextrose in water is available in many concentrations and
provides carbohydrates in a readily usable form. Solutions
of 2.5%, 5%, and 10% dextrose in water are used for con-
tinuous peripheral infusions. Concentrations of 20% and
above must be given into a large vein and are infused via a
central line. These high concentrations can be used for treat-
ing hypoglycemia or in combination with TPN because they
supply a large number of calories.

Sodium Chloride Solutions

Sodium chloride solutions are available in concentrations of
0.25%, 0.33%, 0.45%, 0.9% (normal saline), 3%, and 5%.
Combination dextrose and sodium chloride solutions, such
as 5% dextrose with 0.45% sodium chloride (often referred
to as “DS5 and a half”), are commonly used.

Electrolyte Solutions

Electrolyte solutions are used to replace lost fluids and elec-
trolytes. Lactated Ringer’s solution is an example of a pre-
mixed electrolyte solution. Potassium is an electrolyte that is
commonly added to a solution to replace deficits. Potassium
is limited to 10 to 20 mEq per hour and is never adminis-
tered as an IV bolus because of the risk of cardiac compli-
cations and death with rapid infusion.

Tonicity of IV Solutions

Intravenous fluids may be classified as isotonic, hypotonic,
or hypertonic. (See Chapter 5 to review these concepts.)
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Isotonic fluids have the same concentration of solutes to
water as body fluids. Hypertonic solutions have more solutes
(i.e., are more concentrated) than body fluids. Hypotonic
solutions have fewer solutes (i.e., are less concentrated) than
body fluids. Water moves from areas of lesser concentration
to areas of greater concentration. Therefore, hypotonic solu-
tions send water into areas of greater concentration (cells),
and hypertonic solutions pull water from the more highly
concentrated cells.

Isotonic Solutions

Normal saline (0.9% sodium chloride) solution is an iso-
tonic solution that has the same tonicity as body fluid. When
administered to a patient requiring water, it neither enters
cells nor pulls water from cells; it therefore expands the
extracellular fluid volume. A solution of 5% dextrose in
water (D5SW) is also isotonic when infused, but the dextrose
is quickly metabolized, making the solution hypotonic.

Hypotonic Solutions

Hypotonic fluids are used when fluid is needed to enter the
cells, as in the patient with cellular dehydration. They are
also used as fluid maintenance therapy. An example of a
hypotonic solution is 0.45% sodium chloride solution.

Hypertonic Solutions

Examples of hypertonic solutions include 5% dextrose in
0.9% sodium chloride and 5% dextrose in lactated Ringer’s
solution. Hypertonic solutions are used to expand the
plasma volume, as in the hypovolemic patient. They are also
used to replace electrolytes.

| INTRAVENOUS ACCESS

Intravenous therapy can be administered into the systemic
circulation via the peripheral or central veins. Peripheral
veins lie beneath the epidermis, dermis, and subcutaneous
tissue of the skin. They usually provide easy access to the
venous system. Central veins are located close to the heart.
Special catheters that end in a large vessel near the heart are
called central lines. This chapter primarily discusses periph-
eral catheters. The definitions of the various central venous
access devices are discussed briefly at the end of the chapter.

ADMINISTERING PERIPHERAL
| INTRAVENOUS THERAPY

Starting a Peripheral Line

The Phillips 15-step approach to starting a peripheral line
offers an organized and thorough method, as described in
Table 6.1. Remember to always check your institution’s pol-
icy before performing any procedure.

Check Physician’s Order

A physician’s order is necessary to initiate IV therapy.
According to the INS, a prescriber’s verbal order written by
a nurse in the medical record in a hospital setting should be

TABLE 6.1 PHILLIPS 15-STEP METHOD
FOR STARTING A PERIPHERAL LINE

Phase Step
Precatheterization 1. Check physician’s order.
(preparation) 2. Wash your hands for 15 to 20 sec-
onds.
3. Prepare the equipment.
4. Assess the patient.
5. Select the site and dilate the vein.
Catheterization 6. Select the needle (catheter).
(venipuncture) 7. Put on gloves.
8. Prepare the site.
9. Enter the vein using the direct or

indirect method.
10. Stabilize the catheter with tape, and
apply a dressing.
Postcatheterization 11. Label the site, tubing, and bag.
(cleanup) 12. Properly dispose of used equipment.
13. Educate the patient.
14. Calculate the drip rate, if applicable.
15. Document the procedure.

Source: Phillips, L: Manual of IV Therapeutics, ed. 4. F.A. Davis,
Philadelphia, 2005.

signed by the prescriber within an appropriate time (accord-
ing to institution policy). The order should include solution,
volume, rate, and route. If medication is ordered, the order
should also include the medication, dosage, and frequency.

Wash Hands

Before beginning the procedure, wash your hands for 15 to
20 seconds. Wear gloves when inserting the catheter and any
time you have a risk of exposure to body fluid.

Gather Equipment
Obtain the following equipment and inspect it for integrity:
* Clean gloves
* Prepping solution (70% isopropyl alcohol, povi-
done-iodine [Betadine], or chlorhexidine)
e Sterile 2-inch by 2-inch gauze pads
* !/,-inch or 1-inch tape
 Disposable latex (or nonlatex, in the case of allergy)
tourniquet
e Catheters (over-the-needle sizes 18, 20, 22, and 24
are the most common)
* Appropriate administration set
IV solution (inspected for puncture holes, visible
contamination, and expiration date)
 prn device (locking device) if the catheter is main-
tained as a saline lock
e IV pole if needed
Some institutions have IV start kits that contain a
tourniquet, gloves, alcohol, bandages, and prepping solution.
Once the solution is verified and inspected for integrity,
the administration set is spiked to puncture the solution bag
or bottle, taking care to keep the spike and the bag opening
sterile. The administration set is then primed with the IV
solution ordered by the physician.
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ﬁ PATIENT SAFETY TIP

Comply with current Centers for Disease Control
and Prevention (CDC) hand hygiene guidelines
(2006 National FPatient Safety Goals from
www.jcaho.org).

The CDC recommends the following for hand
hygiene?: Decontaminate hands after removing
gloves

e Before eating and after using a restroom,
wash hands with a nonantimicrobial soap
and water or with antimicrobial soap and
water.

* Antimicrobial-impregnated wipes may be
considered as an alternative to washing
hands with nonantimicrobial soap and
water.

e When using an alcohol-based hand gel,
apply product to palm of one hand and
rub hands together, covering all surfaces
of hands and fingers until hands are dry.

Assess and Prepare Patient

Several factors should be considered before venipuncture.
The type of solution, condition of vein, duration of therapy,
catheter size needed, patient age, patient activity, presence
of disease or previous surgery, presence of a dialysis shunt
or graft, medications being taken by the patient (such as
anticoagulants), and allergies must be assessed before a
venipuncture. Provide privacy for the procedure, explain the
procedure to the patient, and evaluate the patient’s knowl-
edge of the procedure by talking with the patient before
assessing the upper arms for suitable venipuncture sites.

Select Site and Dilate Vein

Proper vein selection is important to accommodate the pre-
scribed therapy and to minimize potential complications
(Box 6.1 Considerations for Vein Selection). Avoid use of an
arm on the side where the patient has had a mastectomy, has
a dialysis access site, or is scheduled for a surgical proce-
dure. The patient’s condition and diagnosis, age, vein condi-
tion, size, location, and type and duration of therapy should

Box 6.1

Considerations for Vein Selection

* Age of patient

* Availability of sites

* Size of catheter to be used

* Purpose of infusion therapy

* Osmolarity of solution to be infused
* Volume, rate, and length of infusion
* Degree of mobility desired

Box 6.2

General Considerations When
Initiating Intravenous Therapy

1. Use veins in the upper part of the body.

2. When multiple sticks are anticipated, make the first
venipuncture distally and work proximal with sub-
sequent punctures.

3. If therapy will be prescribed for longer than 3 weeks,
a long-term access device should be considered.

4. Avoid using venipunctures in affected arms of
patients with radical mastectomies or a dialysis
access site.

5. If possible, avoid taking a blood pressure on the
arm receiving an infusion because the cuff inter-
feres with blood flow and forces blood back into
the catheter. This may cause a clot or cause the
vein or catheter to rupture.

6. No more than two attempts should be made at
venipuncture before getting help.

7. Immobilizers should not be placed on or above an
infusion site.

be considered before initiation of intravenous therapy (Box
6.2 General Considerations When Initiating Intravenous
Therapy). The vein should be able to accommodate the
gauge and length of catheter used.

Hand veins are used first if long-term intravenous ther-
apy is expected (Box 6.3 Cultural Considerations). This
allows each successive venipuncture to be made proximal to
the site of the previous one, which eliminates the passage of
irritating fluids through a previously injured vein and dis-
courages leakage through old puncture sites. Hand veins can
be used successfully for most hydrating solutions, but they
are best avoided when irritating solutions of potassium or
antibiotics are anticipated.

Vein size must also be considered. Small veins do not
tolerate large volumes of fluid, high infusion rates, or irritat-
ing solutions. Large veins should be used for these purposes.
Figure 6.3 shows peripheral veins that may be used for IV
therapy.

If veins are constricted, venipuncture is more difficult.
Fever, anxiety, and cold temperatures can cause veins to

&‘-"‘"‘H»f:; Box 6.3
L f“. 0 0
. 4 Cultural Considerations

e

Among the Vietnamese, the head is considered sacred.
Thus, the practice of starting IV lines in the scalp may
cause a Vietnamese patient significant anxiety. Consi-
der other sites first. If the patient must have an IV line
in the scalp, carefully explain why it is necessary.
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FIGURE 6.3 Peripheral veins used for IV therapy. (Modified
from Phillips, L: Manual of IV therapeutics [4th ed.]. FA Davis,
Philadelphia, 2005.)

constrict. Smoking before the insertion of an IV line also
causes veins to constrict.

DILATE VEIN. A tourniquet helps to dilate and stabilize
the vein, easing venipuncture and threading of the catheter.
Place the tourniquet 6 to 8 inches above the insertion site. If
the tourniquet is too close to the insertion site, it will create

NURSING CARE TIP

Many patients know from experience that their
veins are difficult to access. Asking the patient
for his or her “best vein” may decrease the
number of attempts prior to successful IV
catheterization. In addition, when selecting a
hand vein, consider avoiding the patient’s domi-
nant hand to avoid possible accidental patient
retoval of the IV.

too much pressure and cause the vein to burst. The
tourniquet should be tight enough to impede venous flow
while maintaining arterial flow. A tourniquet should be at
least 1 inch wide and should not be left on for more than 3
minutes to prevent impaired blood flow to the extremity.

Occasionally, additional techniques are necessary to
distend the vein. Placing the arm in a dependent position or
placing a warm towel over the site for several minutes
before applying the tourniquet help to dilate a vein. The
whole extremity must be warmed to improve blood flow
to the area. Opening and closing the fist pumps blood to the
extremity and increases blood flow to help dilate the vein. A
blood pressure cuff inflated to 30 mm Hg is an appropriate
method for vein dilation, especially with fragile veins in
the elderly. Box 6.4 (Techniques for Patients with
Difficult Venous Access) lists additional tips for difficult to
find veins.

NURSING CARE TIP

Use a tourniquet only once. Using the same
tourniquet on more than one patient can result
in cross contamination. Tourhiquets may be
sources of latex exposure; use a nonlatex
tourniquet or blood pressure cuff technique

for patients with latex allergy.

Choose the Catheter

Needles have been largely replaced with flexible plastic
catheters that are inserted over a needle (Fig. 6.4B). The
needle (or stylet) is removed after the catheter is in place.
These are available in a variety of sizes (gauges) and
lengths. For patient comfort, choose the smallest gauge
catheter that will work for the intended purpose. Use smaller
gauge catheters (20 to 24 gauge) for fluids and slow infusion
rates. Use larger catheters (18 gauge) for rapid fluid admin-
istration and viscous solutions such as blood. Also consider
vein size when choosing a catheter gauge. Refer to institu-
tion policy and equipment stock for specific recommenda-
tions. Keep in mind that the INS recommends that short
peripheral catheters be removed every 72 hours and imme-
diately upon suspected contamination.

Gloves

The CDC recommends following standard precautions
whenever exposure to blood or body fluids is likely. Wearing
latex or vinyl gloves provides basic protection from blood
and body fluids.

Prepare the Site

Clean the peripheral insertion site with an antimicrobial
solution before catheter placement. If the patient’s skin is
dirty, wash it with soap and water before applying the
antimicrobial solution. If the patient has excess hair, it can
be clipped with scissors. Be sure to follow institution policy
when choosing a solution. Most institutions use an alcohol-
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Box 6.4

Techniques for Patients with
Difficult Venous Access

Altered Skin Integrity (Lesions, Burns, or Disease

Process)

* Use indirect light (tangential lighting)

* Do not flatten veins or cause damage to skin

 Use light directed toward the side of patient’s
extremity to illuminate the blue veins (Note: also
can be used on dark-skinned individuals.)

Hard sclerosed vessels (related to disease process,

personal misuse, frequent drug therapy)

* Assess for collateral circulation.

* Use multiple tourniquet technique to increase
oncotic pressure inside the tissue, forcing small ves-
sels of periphery to be visualized.

« Place one tourniquet high on arm for 2 minutes
and leave in place; stroke downward toward hand.

 After 2 minutes, place a second tourniquet at mid
arm just below the antecutital fossa; leave along
with first tourniquet for 2 minutes

« This should bring peripheral veins into view; if
necessary, place a third tourniquet at wrist.

» Do not leave on more than 6 minutes total.

Obesity or Edema

* Use 2-inch catheter

* Use multiple tourniquet technique

 Displace edema to side to visualize veins

Source: Phillips, LD: Manual of IV Therapeutics, ed. 4. FA.
Davis, Philadelphia, 2005.

or iodine-based product. A newer preparation called
ChloraPrep (Medi-Flex Hospital Products, Inc., Leawood,
KS) is a chlorhexidine preparation solution that does not
stain the skin or cause the irritation to the skin that Betadine
products can. Avoid using alcohol after an antimicrobial
preparation because alcohol negates the anti-infective action
of the prep agent.

Apply the solution in a circular motion, starting at the
intended site and working outward to clean an area 2 to 3
inches in diameter. If alcohol is used, it should be applied
with friction for at least 30 seconds or until the final appli-
cator is visually clean. Blotting of excess solution at the
insertion site is not recommended. Allow the solution to air
dry completely.

Insert the Catheter
Venipuncture can be performed using a direct (one-step) or
indirect (two-step) method. The direct method is appropriate
for small-gauge catheters, fragile hand veins, or rolling
veins. The indirect method can be used for all venipunctures.
Hold the catheter with the bevel (slanted opening) of
the needle facing up. With the tourniquet in place, enter the
vein using either the direct or indirect approach. When using
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FIGURE 6.4 (A) SAF-T EZ set IV needles. (B) BD IV Safety
Catheters. (Courtesy Becton Dickinson, Franklin Lakes, N.J.)

the direct entry approach, hold the needle at a 30- to 45-
degree angle directly above the vein and then penetrate the
skin and vein in one motion (Fig. 6.5). When using some
newer catheters, the angle of insertion is minimal.

FIGURE 6.5 Insert the needle of choice bevel up at a 30- to
45-degree angle, depending on the vein location and catheter.
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FIGURE 6.6 Pull skin below the intended puncture site using a
downward motion to stabilize the skin and prevent the vein from
rolling.

NURSING CARE TIP

Use traction (a downward pulling motion to make
the skin taut below the puncture site) before
venipuncture to stabilize the skin and prevent the
vein from rolling during venipuncture (Fig. 6.6).

The indirect approach may help decrease vein collapse.
To use it, hold the needle at a 30- to 45-degree angle over the
skin next to (not over) the vein. Once the skin is punctured,
lower the needle angle and locate and puncture the vein.
Depending on the type of device used, a small flash of blood
may be seen in the tubing or at the hub of the catheter when
the needle is in the vein. The angle of the needle is then low-
ered so that it is parallel with the skin as it is threaded into
the lumen of the vein. If a catheter-over-needle device is
used, the needle is advanced '/, inch and then the catheter is
advanced for its remaining length as the metal needle
(stylet) is withdrawn.

The tourniquet is then released, and the IV solution or
injection cap is connected to the hub of the catheter. Blood
may ooze from the hub at this time. If an injection cap is
being used, the catheter is flushed with 0.9% sodium chlo-
ride solution to check for patency. A smooth, easy flush and
no signs of infiltration indicate that the catheter is patent and
that the prescribed solution can be administered.

Stabilize the Catheter and Dress the Site

A common problem in IV therapy is dislodgement of the
catheter. Secure taping keeps the catheter in place and sta-
ble, thus preventing complications caused by damage to the
intima of the vein. There are several different techniques for
taping a catheter securely, including the U, H, and chevron
methods (Fig. 6.7). Take care to apply tape in a manner that
does not constrict blood flow to the extremity.

A transparent, semipermeable membrane dressing
allows the nurse to stabilize the catheter and monitor the
venipuncture site for redness or swelling and provides an
occlusive dressing for the site. Another acceptable method
of dressing management is the use of sterile 2-inch by

U Method

o {1:#1:

Use for Winged Set Use for Winged Set

H Method

Chevron Method

Use for Winged Set

1. Cut three strips of 1. Cut three strips
1/2-in tape. With of 1-in tape.
sticky side up,
place one strip
under tubing.

1. Cover the veni-
puncture with
transparent
dressing or 2 x 2
gauze dressing.

2. Place one strip
of tape over each
wing, keeping the
tape parallel with
the needle.

2. Bring each side
of the tape up,
folding it over
the wings of the
needle. Press it
down, parallel
with the tubing.

2. Cutalong 5-to
6-in strip of 1/2-in
tape. Place one
strip of tape, sticky
side under hub,
parallel with the
dressing.

3. Place another
strip of tape
perpendicular
to the first two.
Place over the
wings to stabilize 3
wings and hub.

3. Loop the tubing
and secure it
with a piece of
1-in tape.

. Cross the end of
the tape over the
opposite side of
the needle so that
the tape sticks to
the patient's skin.

4. Apply a piece of
1-in tape across
the wings of the
chevron. Loop the
tubing and secure
it with another
piece of 1-in tape.

* For all methods, include on the last piece of tape the date, time and
insertion, size of gauge, length of needle or catheter, and your initials.

FIGURE 6.7 Taping techniques for IV access devices. (Modified
from Phillips, L: Manual of IV therapeutics [4th ed.]. FA Davis,
Philadelphia, 2005.)

2-inch gauze over the venipuncture site and a piece of 1-inch
tape over the gauze. Band-Aids are not acceptable dressings
over catheters.

Arm boards are not used routinely. However, if a con-
fused patient places the IV site in danger, the extremity can
be immobilized as a last resort; this requires a physician’s
order.

Label the Site

The IV setup should be labeled in three areas: the insertion
site, the tubing, and the solution container. Once the
venipuncture procedure is completed, label the setup with
the date, time, catheter type and size, and your initials.

Dispose of Equipment

All needles, catheters, and blood-contaminated equipment
should be disposed of according to institution policy in a
tamper-proof, nonpermeable container.

Educate the Patient

Patients have the right to receive information on all aspects
of their care in a manner they can understand. They also
have the right to accept or refuse treatment. Explain the
rationale for the IV therapy that has been ordered. Explain
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your actions as you start the IV, and be sure the patient
understands how to protect the site and problems to report.

Calculate Drip Rate

All IV infusions should be monitored frequently for accu-
rate flow rates and complications associated with infusion
therapy. (See the section on calculating drip rates earlier in
this chapter.)

Document
Document your actions and the patient’s response in the
medical record according to institution policy. All IV solu-
tions are also documented on the medication administration
record. Include the following:

* Date and time of insertion

* Manufacturer’s brand name and style of device

* Gauge and length of the device

* Location of the accessed vein

* Solution infusing and rate of flow

* Method of infusion (gravity or pump)

* Number of attempts needed for a successful IV start

« Patient’s response and specific comments related to

the procedure
 Signature

CRITICAL THINKING

Mrs. Green

B Mrs. Green is admitted with a diagnosis of sympto-
matic anemia and has an atrioventricular (AV) dialysis
shunt in her left arm. An IV line is ordered for admin-
istration of 2 units of packed red blood cells. What must
be taken into consideration when assessing Mrs. Green
for an appropriate venipuncture site?

Suggested answers at end of chapter.

NURSING PROCESS FORTHE
| PATIENT RECEIVING IV THERAPY

Assessment/Data Collection

A patient receiving IV therapy is assessed routinely. IV ther-
apy is a medical intervention, and the nurse is responsible
primarily for appropriate monitoring, documenting, and
reporting related to the therapeutic goals. Some institution
policies require assessment as often as every hour.
Assessment should be systematic and thorough. It begins
with observation and evaluation of the patient for signs of
fluid imbalance. This is especially important when caring
for an older patient (Box 6.5 Gerontological Issues). Daily
weights and measurement of intake and output help deter-
mine whether the patient is retaining too much fluid. Skin
turgor, mucous membrane moisture, vital signs, and level of
consciousness also indicate hydration status. New onset of
fine crackles in the lungs can indicate fluid retention. Table
6.2 lists other symptoms of complications, along with pre-
vention and treatment strategies.

Inspect the site for redness or swelling, evaluate the
integrity of the dressing, and document your findings.
Inspect the tubing to ensure tight connections and the
absence of kinks or defects. Inspect the solution container
and compare it with the physician’s order for type, amount,
and rate. Report complications to the RN or physician.

Nursing Diagnosis, Planning,
and Implementation

Priority nursing diagnoses for I'V-related issues include:
Fear related to insertion of catheter

ExpeCTED OUTCOME: The patient will be able to cooperate
with the procedure; patient will verbalize minimal fear.
* Explain the IV therapy to the patient. Lack of
knowledge is associated with fear:

Box 6.5

f

Care of the Older Adult Receiving
Intravenous Therapy

Gerontological Issues

When an older patient is receiving IV fluids, the nurse
must regularly assess the patient for potential fluid vol-
ume excess. Symptoms of fluid volume excess include:

¢ elevated blood pressure.

* increasing weight.

¢ full bounding pulse.

¢ shallow but rapid respirations.

* jugular-venous distention.

* increased urine output.

* development of moist crackles in the lungs.

If these signs are present:

* Immediately notify the RN or turn down the IV to a
minimum drip rate (1 mL per minute); do not discon-
tinue the IV because the physician may want to
administer I'V diuretics.

* Position the patient to maximize lung expansion.

* Check peripheral oxygen saturation with an oximeter.

* Apply oxygen by mask or nasal cannula if indicated
and per institution guidelines.

* Closely monitor patient’s vital signs, level of conscious-
ness, and oxygen saturation along with fluid output.

* Assist the physician or RN with IV push administration
of diuretic medication such as furosemide if ordered.
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TABLE 6.2 COMPLICATIONS OF PERIPHERAL IV THERAPY

Local Complications of IV Therapy

Complication
Hematoma

Thrombosis

Phlebitis

Infiltration
(Extravasation)

Local Infection

Venous Spasm

Signs and Symptoms

Ecchymoses

Swelling

Inability to advance catheter
Resistance during flushing
Slowed or stopped infusion
Fever/malaise

Inability to flush catheter

Redness at site

Site warm to touch
Local swelling

Pain

Palpable cord
Sluggish infusion rate

Coolness of skin at site
Taut skin

Dependent edema

Backflow of blood absent
Infusion rate slowing
Redness and swelling at site
Possible exudate

Increase WBC count
Elevated T lymphocytes

Sharp pain at site
Slowing of infusion

Systemic Complication of Peripheral IV Therapy

Septicemia

Fluid Overload

Air Embolism

86

Fluctuating temperature
Profuse sweating
Nausea/vomiting
Diarrhea

Abdominal pain
Tachycardia
Hypotension

Altered mental status

Weight gain

Puffy eyelids

Edema

Hypertension

Changes in input and output (1&O)

Rise in central venous pressure (CVP)

Shortness of breath

Crackles in lungs

Distended neck veins

Lightheadedness

Dyspnea, cyanosis, tachypnea, expira-
tory wheezes, cough

Mill wheel murmur, chest pain,
hypotension

Changes in mental status

Coma

Treatment

Remove catheter
Apply pressure with 2X2
Elevate extremity

Discontinue catheter

Apply cold compress to site

Assess for circulatory impair-
ment

Discontinue catheter

Apply cold compress initially;
then warm

Consult physician if severe

Discontinue catheter
Apply cool compress
Elevate extremity slightly
Follow extravasation guidelines
Have antidote available
Discontinue catheter and culture
site and catheter
Apply sterile dressing
over site
Administer antibiotics if ordered
Apply warm compress to site
Restart infusion in new site if
spasm continues

Restart new IV system

Obtain cultures

Notify physician

Initiate antimicrobial therapy as
ordered

Monitor patient closely

Decrease IV flow rate
Place patient in high
Fowler’s position
Keep patient warm
Monitor vital signs
Administer oxygen
Use microdrip set or
controller

Call for help!

Place patient in Trendelenburg’s
position

Administer oxygen

Monitor vital signs

Notify physician

Prevention

Use indirect method of venipunc-
ture

Apply tourniquet just before
venipuncture

Use pumps

Choose microdrip sets with gravity
flow if rate is below 50 mL/hr

Avoid flexion areas

Use larger veins for hypertonic
solutions

Choose smallest catheter appropri-
ate

Use good hand hygiene

Add buffer to irritating solutions

Change solutions and containers
every 24 hr

Rotate infusion sites every 72-96
hours

Stabilize catheter

Place catheter in appropriate site

Avoid antecubital fossa

Inspect all solutions

Use sterile technique during
venipuncture and site mainte-
nance

Take thorough history

Verify allergies

Use proper patient identification

Warm solutions with appro-
priate warming device if
appropriate.

Use good hand hygiene

Carefully inspect fluids

Use Luer-Loks

Cover infusion sites with appropri-
ate dressings

Follow standards of practice
related to rotation of sites/
hang time of infusions

Use appropriate preparation solu-
tions

Monitor infusion

Maintain flow at prescribed rate

Monitor 1&O

Know patient’s cardiovascular his-
tory

Do not “catch up” infusion if
behind schedule

Remove all air from administra-
tion sets

Use Luer-Loks

Attach piggyback to appropriate
port
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Complications  Signs and Symptoms Treatment Prevention
Speed Shock Dizziness Call for help! Reduce the size of drops by using
Facial flushing Give antidote or resuscitation microdrip set
Headache medications Use electronic infusion device (EID)
Tightness in chest Monitor infusion sites
Hypotension Dilute IV push mediations if possible,
Irregular pulse give slowly
Progression of shock
Catheter Sharp sudden pain at IV site Apply tourniquet above elbow Use radiopaque catheters!
Embolism Rough, uneven catheter noted on removal Contact physician Do not apply pressure over site. Avoid

Chest pain
Tachycardia

Start new IV
Measure remainder of
catheter

joint flexions. Never reinsert stylet
that has been removed from sheath

Source: Adapted from Phillips, LD: IV Notes. Philadelphia F.A. Davis, 2005, Table 9-9, pp. 396-398.

e Insertion procedure
 Rationale for IV therapy
* Care of the IV
e Importance of reporting pain or swelling, or pump
alarm
* Use techniques to minimize discomfort. Pain may
increase fear.

Impaired physical mobility related to placement and
maintenance of IV catheter

EXPECTED OUTCOME: The patient will experience minimal
inability to move; the patient will not experience complica-
tions related to immobility.

» Use insertion site away from joints if at all possible.
Joint areas are mobile and it will be difficult to
maintain an intact site.

* If you must use a mobile site, such as the antecu-
bital fossa or wrist area, immobilize with arm board
or gauze wrapping to reduce catheter movement.

« If site must be wrapped, be sure to leave insertion
site visible or remove dressing to view site accord-
ing to agency policy. The site must still be visual-
ized for complications even if it is covered.

* Assist patient with activities of daily living (ADLSs).
The patient may have difficulty with ADLs if move-
ment is limited.

Risk of infection related to broken skin or traumatized
tissue

ExpECTED OUTCOME: The patient will be free from infection
as evidence by no redness, swelling, or purulence at IV
insertion site, no fever, and normal white cell count.
* Monitor for signs of infection so the IV can be
changed and infection treated quickly if it occurs
* Use good handwashing and strict aseptic techniques
during catheter insertion to prevent introduction of
pathogens.
* Change catheter, tubing, and solutions regularly
according to agency policy to prevent growth of
microorganisms.

Evaluation

The RN is responsible for evaluation and thus monitors the
patient for evidence that the goals of therapy are being met

and that complications are avoided. The LPN/LVN collects
data that contribute to the evaluation. For example, if anti-
biotic therapy is administered, monitor the patient’s tem-
perature and other signs that the infection is resolving.
If IV therapy is ordered to correct dehydration, monitor
skin turgor, vital signs, and other appropriate signs of
improved fluid balance. Document all findings and report
them to the RN.

CRITICAL THINKING

Mr. Rick

B Mr. Rick’s IV has blood backed up in the tubing.
When you open the clamp to increase the flow, nothing
happens. What should you do?

Suggested answer at end of chapter.

COMPLICATIONS
| OF IV THERAPY

See Table 6.2 for complications, their prevention, and treat-
ment. Any complication or unusual incident should be re-
ported to the physician, and an incident report should be
prepared according to institution policy. This applies to the
hospital and the home situation.

CRITICAL THINKING

Mrs. Gonzalez

B Mrs. Gonzalez is receiving 5% dextrose in water at
83 mL per hour. One hour after the infusion starts, she
complains of pain at the site. The site is cool to the
touch and swollen, and the infusion rate is sluggish.

1. What might be happening?

2. How do you further assess the patient?

3. What action do you take?

4. How should you document your findings?

Suggested answers at end of chapter.
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| ALTERNATIVE ACCESS ROUTES

The role of the LPN/LVN in central venous access in most
states is limited to assisting the RN with assessments. It is
important for you to be able to recognize the different cen-
tral venous access devices.

Central Venous Catheters

Central venous catheters terminate in the superior vena cava
near the heart (Fig. 6.8). They are used when peripheral sites
are inadequate or when large amounts of fluid or irritating
medication must be given. Central catheter devices include a
percutaneous catheter, peripherally inserted central catheter
(PICC), tunneled catheter, and implanted port. These devices
can have one, two, or three lumens in the catheter or one or
more port chambers. Each lumen exits the site in a separate
line, called a tail. Multilumen catheters allow for the admin-
istration of incompatible solutions at the same time.

Be careful not to confuse a central catheter with a dial-
ysis catheter. Dialysis catheters should be used only for dial-
ysis and not for I'V therapy, and should be accessed only by
physicians or specially trained dialysis nurses.

Percutaneous Central Catheter

A percutaneous central catheter is inserted by a physician
into the jugular or subclavian vein. After insertion, correct
placement is determined by x-ray before the catheter is used.
These short-term central venous catheters may remain in
place up to several weeks, but usual placement time is 7

Triple lumen
catheter

Subclavian

vein

Catheter
inside

superior
vena cava

Superior vena cava

Cephalic vein

Entrance site

Right atrium
Basilic vein

Dacron cuff

Subcutaneous
tunnel

Median cephalic

Basilic vein

days. These catheters are inserted at the bedside and are cost
effective for short-term central venous access in the acute
care setting.

Peripherally Inserted Central Catheter (PICC)
A PICC line is a long catheter that is inserted in the arm and
terminates in the central circulation. This device is used
when therapy will last more than 2 weeks or the medication
is too caustic for peripheral administration. Specially trained
RN insert PICC lines. They can be left in place for long
periods, minimizing the trauma of frequent IV insertions.
Consult with a physician if long-term therapy is anticipated.
It is important to follow the manufacturer’s recom-
mended guidelines for flushing the catheter and to be aware
of your institution’s policy. An RN removes the PICC or
midline catheter when therapy is terminated. An LPN/LVN
may assist the RN with this procedure if the state nursing
practice act permits.

Tunneled Catheters
Central venous tunneled catheters (CVTCs) are intended for
use for months to years to provide long-term venous access.
CVTCs are composed of polymeric silicone with a Dacron
polyester cuff that anchors the catheter in place subcuta-
neously. The catheter tip is placed in the superior vena cava.
Advantages of a CVTC are that a break or tear in a
catheter is easy to repair, and they can be used for many pur-
poses. Disadvantages include weekly site care, cost of main-
tenance supplies, and they can affect the patient’s body
image (see Fig. 6.8).

Median basilic vein

Subclavian vein

Axillary vein Internal jugular
vein

Cephalic vein

Brachiocephalic

vein

Superior vena cava

FIGURE 6.8 Central lines. (A) Triple-lumen subclavian catheter:
Exit site (B) PICC line. (C) Tunneled catheter. (B and C modified from Phillips,
c L: Manual of IV therapeutics [4th ed.]. FA Davis, Philadelphia, 2005.)
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Ports

A port is a reservoir that is surgically implanted into a
pocket created under the skin, usually in the upper chest. An
attached catheter is tunneled under the skin into a central
vein. An advantage of a port is that, when not in use, it can
be flushed and left unused for long periods. Because the port
is under the skin, the patient can swim and shower without
risk of contaminating the site.

Ports come in a variety of sizes and styles and are now
being used in many areas of the body. Ports can be used to
administer chemotherapeutic agents and antibiotics that are
toxic to tissues and are suitable for long-term therapy. Ports
should be accessed only by specially trained RNs. Most
ports require the use of special noncoring needles that are
specifically designed for this purpose. Regular needles can
cut a “core” in the septum (self-sealing covering), which can
travel through the catheter and cause an embolism.

Nursing Management
of Central Access Devices

Central lines have sterile, occlusive dressings to protect the
site. Sterile gloves and mask should be worn during the dres-
sing change. Whenever tubing is disconnected for changing,
the patient is instructed to perform Valsalva’s maneuver if
able. This maneuver increases thoracic pressure and pre-
vents air from entering the central line. Institution policy
directs specific dressing and tubing change procedures.

| NUTRITIONAL SUPPORT

Total parenteral nutrition (TPN) is complete IV nutrition
that is administered to patients who are unable to take ade-
quate nutrients via the enteral route (mouth or tube feeding).
TPN may be used to promote wound healing or to help a
patient achieve optimal weight before surgery, or it may be
used to avoid malnutrition from chronic disease or after sur-
gery. Patients with ulcerative colitis, trauma, or cancer
cachexia are candidates for TPN. Every effort should be
made to return a patient on TPN to oral or tube feedings as
soon as possible (Box 6.6, Nutrition Notes).

TPN provides and maintains the essential nutrients
required by the body. Solutions contain carbohydrates,
amino acids, lipid emulsions, electrolytes, trace elements,
and vitamins in varied amounts according to the patient’s
needs. Parenteral nutrition requires filtration and an elec-
tronic infusion device for administration. In the home set-
ting an ambulatory infusion device is used to allow the
patient more mobility.

Initial assessment includes the patient’s height, daily
weight, nutritional status, and current laboratory values.
Because of the high glucose concentration of TPN, the
patient is at risk for infection and blood glucose distur-
bances. Insulin therapy may be necessary during TPN
administration. Ongoing assessments include blood glucose
levels according to institution policy and monitoring for
signs and symptoms of infection, hyperglycemia, and hypo-

1
r® Box 6.6

Nutrition Notes

Total Parenteral Nutrition

Serious metabolic complications of total parenteral
nutrition can occur quickly. Rapid shifts in potassium,
magnesium, phosphorus, and glucose among the body’s
fluid compartments can become life-threatening.
Glucose in excess of the body’s needs can produce car-
bon dioxide retention, hyperlipoproteinemia, and fatty
deposits in the liver. Therefore, administration of TPN
requires careful monitoring. The goal is to provide suf-
ficient nutrients but not excessive amounts that create
physiological stress.

To avoid complications, TPN infusions are started
slowly at low concentrations. Adjustments are made
cautiously, changing one component (amount, concen-
tration, or rate) at a time and observing the patient’s
reaction. In particular, nurses and pharmacists involved
in home parenteral nutrition need to carefully follow
agency guidelines for mixing and storing TPN since
problems can occur with degradation of components.
Serious complications including death can occur when
guidelines are not carefully observed. In addition,
administration of drugs in TPN (or mixing in the same
tubing) should be avoided if at all possible.

In a patient whose only nutrition is obtained from
TPN, the gastrointestinal cells will atrophy. Therefore,
the patient must be weaned from parenteral feeding
while oral or tube feedings are slowly restarted. As gas-
trointestinal intake increases, TPN is decreased. Some-
times, when circumstances permit, gastrointestinal
function can be maintained throughout TPN adminis-
tration by giving the patient a liquid or light diet along
with TPN.

glycemia. When TPN therapy is begun, the rate is increased
gradually to the prescribed rate to help prevent hyper-
glycemia. When it ends, the rate is gradually decreased to
prevent hypoglycemia.

When nutritional solutions contain final concentrations
exceeding 10% dextrose or 5% protein, they must be admin-
istered via a central catheter. When final concentrations are
less than 10% dextrose or 5% protein, they may be adminis-
tered through a peripheral vein. Peripheral therapy is a
short-term intervention because it does not provide adequate
nutrition over an extended period.

It is essential that the entire health-care team be
involved in TPN therapy because TPN is total replacement
for food. The pharmacist, dietitian, physician, and nurse
communicate in a team conference to discuss the assess-
ment, plan, and outcome criteria. Many institutions have
nutrition teams that assess the appropriateness of TPN for
individual patients.
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@_HOME INTRAVENOUS THERAPY

As health-care costs continue to escalate, patients are using
more alternatives to hospitalization. Subacute care, skilled
nursing care in nursing homes, and home health care are
growing. Home IV therapy allows many patients the benefit
of early discharge and the ability to accomplish health care
in the privacy and comfort of their own homes. Some home
health agencies employ nurses to instruct patients and their
families in the administration of home IV therapy (see
Home Health Hints).

Home IV antibiotic therapy is becoming the method
of choice in the long-term treatment of a number of infec-
tions, including bacterial endocarditis, osteomyelitis, and
septic arthritis. Other patients with chronic diseases choose
to receive TPN at home. The health team can assess patients
and their families for their ability to manage home IV
therapy.

@_REFLECTIONS ON CASE STUDY

Think again about Mrs. Brown from the beginning of
the chapter. She will need monitoring of intake and output,
daily weights, and close monitoring of her IV infusion.
You should anticipate that serum electrolytes, BUN, and
creatinine laboratory studies will be ordered. When initiat-
ing the infusion, use care in application of a tourniquet
because elderly skin is thin and bruising can occur. Choose
a number 20- or 22-gauge catheter to start the infusion.
Once it is started, continue to monitor weights and lung

Understanding Health and lliness

sounds because elderly patients can quickly go from fluid
depletion to fluid overload (see Box 6.5 Gerontological
Issues).

e If IV therapy is to be continued after hospital dis-
charge, assist the RN in teaching the patient and care-
giver the skills to oversee the IV therapy. Obtain a
referral for a home-care nurse to continue monitor-
ing and teaching after discharge.

* In addition to basic IV care, teach the caregiver the
effects and side effects of the medications and signs
and symptoms that should be reported to the nurse
or doctor.

¢ Instruct the home-care patient to refrain from smoking
for at least 30 minutes before IV insertion to prevent
vasoconstriction and ensure successful venipuncture.

* Instruct the patient to cover the IV site with a stretch
bandage such as Spandage to prevent tugging at the
catheter site.

* Help the patient and caregiver identify a safe place to
keep supplies. Make sure they understand the recom-
mendations for storage of IV medications since some
medications require refrigeration.

* Supplies should include a biohazard container. Home
health agencies will supply these containers. The nurse
is responsible for returning filled boxes to his or her
agency for disposal.

Home Health Hints

1. Which of the following is the best resource for the
nurse who has a question about implementation of IV
therapy at a specific institution?

a. An experienced nurse
b. Institution policy

c. The physician

d. INS standards

2. Which patients have a need for IV therapy? Choose all

that apply.

a. An 88-year-old man admitted to the hospital with
dehydration

b. A 21-year-old woman with an eating disorder and
severe weight loss

c. A 58-year-old woman with pneumonia that has been
unresponsive to oral antibiotics

d. A 37-year-old man recovering from a fall and broken
arm

e. A 4-year-old brought to the emergency room
because of prolonged vomiting

f. A patient with fluid overload who requires fast
acting diuretic therapy

3. A patient requests that an IV not be initiated in his
hand. Which site is the next best choice?
a. Forearm
b. Antecubital fossa
c. Upper arm
d. Lower extremity

4. Place the steps for insertion of a peripheral IV catheter
in chronological order. Use all the options.

. Put on gloves

Check physician’s order.

. Prepare insertion site.

. Label the dressing.

. Wash hands.

. Dilate the vein.

. Document the procedure.

mQ -0 A0 O
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h. Insert the catheter. 7. Which of the following solutions is isotonic?

i. Stabilize the site with tape.

5. The nurse must initiate an infusion on a 21-year-old
man who has a history of drug abuse, a diagnosis of
septicemia, and multiple tattoos over his arms. What
would be the best approach to be able to visualize and
initiate a peripheral IV?

a. Place the arm in a dependent position.

b. Use a blood pressure cuff.

c. Use the multiple tourniquet technique.

d. Have another nurse hold the patient’s arm.

6. A patient receiving IV therapy via a central line devel-
ops hypotension, cyanosis, and tachycardia. The nurse
notes a crack in the IV tubing. Which of the following
actions should the nurse take first?

a. Have the RN call the physician.

b. Clamp the tubing and administer oxygen.
c. Raise the head of the bed.

d. Slow the infusion and lay the patient flat.
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mrs. Green

Consider the following when assessing the patient for

an appropriate venipuncture site:

1. An 18-gauge catheter should be used for blood
administration whenever possible.

2. The catheter should not be inserted in the arm that
has the shunt.

3. The catheter should be placed in the forearm. Hand
veins are too small to accommodate the delivery of
blood.

m Mr. Rick

Your patient’s IV line is likely clotted. If it has been
so for a long time, it will not be salvageable. Do not
flush it because doing so can dislodge the clot into the

a. 0.45% NS

b. D5/0.2% NS
c. D5/0.45% NS
d. 0.9% NS

8. The nurse is assessing a patient and notes a silicone
catheter taped to his chest, and can feel the catheter
under the skin. This type of catheter would be a:

a. Peripherally inserted central catheter
b. Implanted port

c. Central venous tunneled catheter

d. Percutaneous catheter

9. The physician orders 5% dextrose in water at 100 mL
per hour. What is the drip rate using tubing with a drop
factor of 20?7 ___ gtt per minute

10. A patient is to receive 1000 mL normal saline over 12
hours. How many mililiters per hour should be set on
the controller? __ mL/hour
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circulation. Discontinue the IV and insert a new
catheter.

m Mrs. Gonzalez

1. The IV fluid may be leaking at the insertion site and
flowing into the subcutaneous tissue, a problem
known as extravasation.

2. Consider whether the pain could be caused by the
build-up of fluid under the skin.

3. Compare the insertion site with the opposite limb. If
the IV solution has infiltrated, stop the infusion, dis-
continue the catheter, and restart the catheter in a
new site.

4. “Patient complains of pain at IV site in right arm;
area is cool to touch and edematous in 4.5-cm area
around site. Flow rate sluggish. Infusion discontin-
ued; IV restarted in left arm with 22-gauge catheter.
Infusing well with no signs of infiltration.”

extravasation: extra—outside + vas—vessel + tion—condition
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Nursing Care of Patients

with Infections

SUSAN GARBUTT

QUESTIONS TO GUIDEYOUR READING

1. What are the links in the chain of infection?

2. How can you interrupt the routes of transmission of
infectious disease?

3. How can you assist the body’s defense mechanisms
to fight infectious disease?

4. What are the signs and symptoms of a localized
versus a generalized infection?

5. What are principles of anti-infective medication
administration?

6. What nursing care will you provide for a patient
with an infectious disease?

7. How will you know if your nursing care has been
effective?
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| THE INFECTIOUS PROCESS

Events leading to an infection are shown in Figure 7.1. To
prevent an infection, links in the chain of events must be
broken. If an infection occurs, treatment focuses on break-
ing the chain of infection to prevent the spread of infection
to others (Box 7.1, Cultural Considerations).

A pathogen causes disease. When pathogenic
microbes are present in the body without causing sympto-
matic infection, it is referred to as colonization. When an
infection occurs without producing symptoms, it is known
as a subclinical infection. Identification of a subclinical
infection is made from a host’s increased antibody level for
the microbe. An infection causes signs, symptoms, and
injury to the host.

Reservoir

A reservoir is the place in the environment where infectious
agents live, multiply, and reproduce so they can be transmit-
ted to a susceptible host. A reservoir can be animate, such as
people, insects, animals, and plants, or inanimate, such as
water, soil, or medical devices.

Causative Agents

Microorganisms that cause infection include bacteria,
viruses, fungi, protozoa, helminths, and prions (Table 7.1).
Microbes that occur naturally in or on a particular body part
are known as normal flora. They are usually harmless, or
nonpathogenic, because they do not normally produce dis-
ease in a healthy person. Normal flora are helpful to the
human host. For example, intestinal flora (bacteria) assist in
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FIGURE 7.1 Chain of events in the infectious process.

protozoa: proto—first + zoon—animal
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»
‘ r Cultural Considerations

g

One concern when caring for refugees, migrant workers,
and immigrants is treating infectious conditions that
jeopardize both the patient and the resident population.
Some immigrants may suffer from a number of infec-
tious such as malaria, gastrointestinal parasites, or
tuberculosis. Standard precautions are a must when
working with any patient.

Among the Native Americans, infectious health
problems include the plague and tick fever. Many of
these illnesses are due to the reservation’s rodent popu-
lation, which includes prairie dogs and deer mice.

Some Appalachians live in rural areas that lack
electricity, plumbing, and running water, putting them
at increased risk of infection. Teach all patients to thor-
oughly wash their hands after toileting and coming in
contact with raw food or contaminated water.

The drug isoniazid (INH), used in the treatment of
tuberculosis, may be metabolized differently by some
ethnic and racial groups. Half of European Americans
and a smaller percentage of Asian persons are slow
eliminators of INH. These individuals may have high
blood concentrations of this medicine, leading to harm-
ful reactions. Carefully monitor these patients for
reactions to INH.

vitamin K production, a necessary nutrient for normal blood
clotting. However, if these bacteria get into another area of
the body, such as the blood, they may produce disease and
are then referred to as pathogens.

Bacteria

Bacteria are single-celled organisms that usually reproduce
by simple cellular division. Bacteria may depend on a host
or may live and reproduce outside a host. Most bacteria pro-
duce cell walls that are susceptible to antibiotics. However,
bacteria can mutate in order to survive.

Bacteria are named according to their shape (spherical
[coccus], rod [bacillus], and spiral [spirillum]) and classified
according to their staining properties (Gram’s method, acid-
fast staining). Bacteria respond to stains in one of three
ways: gram-positive bacteria stain purple; gram-negative
bacteria lose purple stain when exposed to alcohol but stain
red with a second dye; and acid-fast bacteria keep purple
stain when an acid is applied.

Bacterial growth depends on oxygen, nutrition, light,
temperature, and humidity. Aerobic bacteria, such as those
found on the skin, need oxygen to live. Anaerobic bacteria,
such as bacteria in the gastrointestinal tract, live without
oxygen. Most bacteria that inhabit humans grow best at
body temperature, 98.6°F (37°C).

Rod-shaped bacteria form spores that are thick walled
and hard to kill. Spores remain in a resting state until favor-
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TABLE 7.1 COMMON INFECTIONS

Microorganism
Gram-Positive Bacteria
Staphylococcus aureus

Staphylococcus
epidermidis

Staphylococcus
pneumoniae

Gram-Negative Bacteria
Escherichia coli

Klebsiella pneumoniae
Legionella pneumophila
Neisseria gonorrhoeae
Pseudomonas aeruginosa

Salmonella enteritidis

Viruses
Herpes virus group

Epstein-Barr
Varicella zoster
Hepatitis (A, B, C, D, E)

Human immunodeficiency

virus
Influenza (A, B, C)
Rubella
Rubeola

Protozoa

Giardia lamblia
Trichomonas vaginalis
Dientamoeba fragilis
Entamoeba histolytica
Toxoplasma gondii
Plasmodium falciparum

Fungi
Candida albicans
Histoplasma capsulatum

Type or Site of Infection

Pneumonia, cellulitis, peritonitis,
toxic shock

Postoperative bone/joints, IV
line—related phlebitis

Pneumonia, meningitis, otitis
media, sinusitis, septicemia

Urinary tract, pyelonephritis,
septicemia, gastroenteritis

Pneumonia and wounds

Pneumonia

Gonorrhea

Wounds, urinary tract, pneumo-
nia, IV lines

Gastroenteritis, food poisoning

Cold sores/fever blisters, genital
herpes

Infectious mononucleosis

Skin (chickenpox and shingles)

Liver

Acquired immunodeficiency
syndrome

Bronchiolitis, pneumonia

German measles

Measles

Gastroenteritis
Trichomoniasis
Diarrhea, fever
Amebic dysentery
Toxoplasmosis
Malaria

Nailbed, thrush, vaginitis
Pneumonia

able conditions exist that allow the organism to resume nor-
mal function. Prolonged exposure to high temperature des-
troys spores on surgical equipment. Bleach is used in patient
rooms to kill spores from Clostridium difficile (C. diff).

RICKETTSIAE. Rickettsiae are a type of bacteria that must
be inside living cells to reproduce. Rickettsiae vectors
(living organisms that transmit disease) are infected fleas,
ticks, mites, and lice that bite humans. Several diseases are
caused by rickettsiae. Rocky Mountain spotted fever,
caused by Rickettsia rickettsii, whose reservoirs (the places
in nature where the organism usually lives and multiplies
without causing disease) are rodents and dogs, is transmitted
to humans by a tick bite.

Viruses

Viruses are organisms smaller than bacteria that depend on
host cells to live and reproduce (see Table 7.1). Invaded host
cells make more virus material. The new viral particles are

then released either by destroying the host cell or by form-
ing small buds that break away to infect other cells.

When a virus enters a cell, it may immediately trigger
disease or remain dormant (inactive) for years without
causing illness. An example of this is human herpesvirus 3
(varicella zoster virus), which can cause disease quickly
(chickenpox) or remain dormant for years, eventually erupt-
ing in the disease called shingles. Antibiotics are not effec-
tive against viruses. Newer antiviral drugs are used to
decrease symptoms caused by viruses and to decrease the
viral load (the number of viral cells in the patient’s blood).

Fungi

Fungi are a group of organisms that includes yeasts, molds,
and mushrooms and can produce highly resistant spores (see
Table 7.1). Because fungi do not contain chlorophyll, they
must obtain food from living organisms or dead organic
matter. Normal flora of the mouth, skin, vagina, and intes-
tinal tract include many fungi. Most fungi are not patho-
genic, and serious fungal infections are rare. Antifungal
medications treat fungal infections.

Protozoa

Protozoa are single-celled parasitic organisms with flexible
membranes that live in the soil and obtain nourishment from
dead or decaying organic material (see Table 7.1). Protozoa
infect humans through fecal-oral contamination or through
ingestion of food or water contaminated with cysts or
spores, through host-to-host contact, or by the bite of a mos-
quito or other insect that has previously bitten an infected
person.

Helminths

Helminths are wormlike parasitic animals: roundworms,
flatworms, tapeworms, pinworms, hookworms, and flukes.
Disease transmission occurs through skin penetration of lar-
vae or ingestion of helminth eggs. Trichinellosis (caused by
the roundworm Trichinella spiralis) is a disease caused by
eating raw or undercooked meat of pigs or wild animals that
contain Trichinella larvae.

Prions

Prions are recently identified organisms or agents thought to
be unique proteins with long incubation periods. How they
reproduce is unknown. Research will shed light on these
unusual organisms or protein particles, which are thought to
cause mad cow disease and the human dementia known as
Jakob-Creutzfeldt syndrome.

Mode of Transmission

Once the causative agent exits the reservoir, a means of
transfer to a susceptible host is needed. Transmission meth-
ods for microorganisms include direct contact, indirect con-
tact, and through the air.

Direct Contact

Direct transmission occurs through touching, biting, kissing,
sexual contact, or droplet spray into the eyes or on mucous
membranes while sneezing, coughing, spitting, singing, or
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talking. Droplet spread is usually limited to 3 feet or less.
Illnesses spread by direct transmission may include
influenza, impetigo, scabies, conjunctivitis, pediculosis,
herpes, C. difficile, and all sexually transmitted diseases,
including human immunodeficiency virus (HIV). Protect
yourself and your patients from direct transmission with
hand washing, aseptic technique, and use of personal pro-
tective equipment (PPE) (gloves, surgical masks, goggles,
gowns, and booties). PPE is selected and used based on the
task to be performed and the isolation precautions (standard
precautions and/or transmission-based precautions)

Indirect Contact

Indirect transmission is either vehicleborne or vectorborne.
Vehicleborne transmission is the spread of an infectious
organism by contact with a contaminated object, such as a
toy, soiled bedding, dressings from a wound, surgical instru-
ments, water, food, and biological products such as blood,
serum, plasma, tissues, and organs. Vehicleborne illnesses
include conjunctivitis, trichinellosis, HIV, and hepatitis A,
B, C, D, and E. Vehicle transmission can be avoided through
proper hand washing, thorough cleaning of the patient envi-
ronment, and provision of clean water and food supplies.
Vectorborne transmission is the spread of infectious organ-
isms through a living source other than humans, such as an
insect, flea, mouse, or rat. Diseases spread through vectors
include malaria, plague, and Lyme disease. Vector transmis-
sion can be reduced with insect repellants, avoidance of
infested areas, and rodent control.

Airborne

Airborne transmission is different from droplet transmission
(see Direct Contact discussed earlier) because the particles
floating in the air are much smaller, remain suspended in the
air for a long time, and may travel large distances. Airborne
organisms can be inhaled or deposited on the mucous mem-
brane of a susceptible host. Measles, chickenpox, and tuber-
culosis are transmitted by airborne transmission. Airborne
transmission is prevented with the use of high-efficiency
particulate air (HEPA) respirators (also known as a tubercu-
losis [TB] mask). HEPA respirators filter the tiniest particles
from the air, unlike surgical masks, which can allow such
particles to pass into the respiratory system of a host.
Institutions provide individual fit testing and training for
HEPA respirator use for each health care worker.

NURSING CARE TIP

If you provide care for patients with suspected or
confirmed diseases that are spread through air-
borhe transmission, such as TB, be sure you have
your own fit-tested HEFA mask to wear. Do not
use other masks because they do not provide
adequate protection. If you cannot obtain your
own fit-tested mask, you should not enter the
patient’s room.
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Multiple Modes of Transmission

Many diseases have multiple modes of transmission requir-
ing a variety of protective techniques. For example, chicken-
pox is transmitted by direct contact, indirect contact, and
airborne transmission. It is no wonder 80% to 90% of sus-
ceptible persons exposed develop the disease. Understanding
the modes of transmission of a particular disease allows you
to use the appropriate means of protection without using
unnecessary supplies that increase costs.

Portal of Entry

To produce disease, organisms must gain entry into a sus-
ceptible host. Routes of entry into a susceptible host include
the respiratory tract, skin (usually nonintact), mucous mem-
branes, gastrointestinal tract, genitourinary tract, and pla-
centa. Once the organism enters the host, it may lead to
disease, depending on the condition of the host and many
other factors, such as the virulence of the organism.

Susceptible Host

The body has many defense mechanisms to prevent infec-
tion, such as intact skin and mucous membranes and a
functioning immune system. A breakdown in these defenses
increases the possibility of infection. Factors that increase
susceptibility to infection are very young age, old age,
malnourishment, immunocompromise, chronic disease,
stress, and invasive procedures (Box 7.2, Gerontological
Issues).

Portal of Exit

The portal of exit is the route by which the infectious
agent leaves the host, who has become a reservoir for infec-
tion: respiratory tract, skin, mucous membranes, gastroin-
testinal tract, genitourinary tract, blood, open lesions, or
placenta.

c Gerontological Issues

Infection and Older Adults

Often an older patient may not have typical symptoms

of an infection. For example, a serious bacterial infec-

tion may cause no elevation in temperature. In fact, a

fever is not a common complaint or sign of infection for

an older adult.

This difference among older adult patients may
cause significant delay in providing appropriate treat-
ment and care. Be alert for the following in the older
adult patient, which may indicate an infection:

» Behavioral change, such as pacing or irritability.

* Masking of the symptoms of infection by a chronic
disease. For example, the inflammation and pain of
degenerative joint disease may make it difficult for a
patient to recognize an infection in an affected joint.

Box 7.2
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THE HUMAN BODY’S DEFENSE
| MECHANISMS

Skin and Mucous Membranes

Intact skin and mucous membranes are the body’s first line
of defense against infection. Oral mucous membranes have
many layers, making it difficult for organisms to enter the
body. The skin has acidic (pH <7) properties that render
some organisms unable to produce disease. For example,
many bacteria prefer an alkaline (pH >7) environment for
reproduction. There is also an abundance of normal flora
that impairs the growth of pathogens both on the skin and in
the gastrointestinal (GI) tract.

Cilia

Cilia are hairlike structures lining upper respiratory tract
mucous membranes that protect the lungs. Cilia trap mucus,
pus, dust, and foreign particles to prevent them from enter-

ing the lungs. Then the cilia push the trapped particles up to
the pharynx with wavelike movements for expectoration.

Gastric Juices

Gastric juices inside the stomach are very acidic (pH 1 to 5).
This acidic environment destroys most organisms that enter
the stomach.

Immunoglobulins

Immunoglobulins are proteins found in serum and body flu-
ids that may act as antibodies to destroy invading organisms
and prevent the development of infectious disease.
Antibodies are proteins that are produced by B lymphocytes
when foreign antigens of invading cells are detected.
Antigens are markers on the surface of cells that identify
cells as being the body’s own cells (autoantigens) or as
being foreign cells (foreign antigens). Antibodies combine
with specific foreign antigens on the surface of the invading
organisms, such as bacteria or viruses, to control or destroy
them. Antigens are neutralized or destroyed by antibodies in
several ways. Antibodies can initiate destruction of the anti-
gen, neutralize toxins released by bacteria, promote antigen
clumping with the antibody, or prevent the antigen from
adhering to host cells.

Leukocytes and Macrophages

Leukocytes (white blood cells) are the primary cells that
protect against infection and tissue damage. There are five
types of leukocytes:
* Neutrophils are phagocytic cells focusing on bacte-
ria and small particles.
* Monocytes become macrophages and are mainly
phagocytic on tissue debris and large particles.
e Lymphocytes’ functions include antigen recognition
and antibody production.
* Basophils respond to inflammation from injury.
Eosinophils destroy parasites and respond in aller-
gic reactions.

After recognizing a foreign antigen, neutrophils and
macrophages engulf and digest it, a process known as
phagocytosis. The macrophages move the antigen frag-
ments to their surface to be recognized by T lymphocytes to
further stimulate action of the immune system. Phagocytes
ingest and destroy bacteria, damaged or dead cells, cellular
debris, and foreign substances.

Lysozymes

Lysozymes are bactericidal enzymes present in white blood
cells and most body fluids, such as tears, saliva, and sweat.
These enzymes dissolve the walls of bacteria, destroying
them.

Interferon

If an invading organism is a virus, white blood cells and
fibroblasts release interferon (a group of antiviral proteins).
Interferon aids in the destruction of infected cells and
inhibits production of the virus within infected cells. Tumor
cell growth may also be inhibited by interferon.

Inflammatory Response

The inflammatory response occurs as a result of any bodily
injury. This response can be caused by pathogens, trauma, or
other events causing injury to tissues. Infection may or may
not be present.

Vascular Response

The first step of the inflammatory process is local vasodila-
tion, which increases blood flow to the injured area.
Pathogenic organisms can trigger the first step of the inflam-
matory process. Increased blood flow creates redness and
heat at the injury. The increase in blood flow brings more
plasma to the area to nourish tissue and carry waste and
debris away.

Inflammatory Exudate

The second step of the inflammatory process is increased
permeability of the blood vessels, which allows plasma to
move out of the capillaries and into the tissues. Swell-
ing occurs, resulting in pain from pressure on nearby nerve
endings.

Phagocytosis and Purulent Exudate

The final step of the inflammatory process is the destruction
of pathogenic organisms and their toxins by leukocytes.
During this process, a purulent exudate (pus) may form that
contains protein, cellular debris, and dead leukocytes.

Immune System

The immune system is the body’s final line of defense
against infection. Immune cells and lymphoid tissue work
with the body’s other defense mechanisms. Immune cells
include lymphocytes (T cells, B cells, and natural killer
cells), which have protective functions related to specific
antigens. Macrophages assist T and B lymphocytes.

phagocytosis: phagein—to eat + cytos—cell + osis—condition
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The lymphoid organs are the thymus, which is vital to
the development of the immune system, and the bone mar-
row, which produces leukocytes. Other lymphoid structures
include the spleen, tonsils, intestinal lymphoid tissue, and
lymph nodes, where immune cells grow and whose filtering
of foreign materials prevents them from entering the blood-
stream. The spleen destroys old or damaged red blood cells
and contains large amounts of lymphocytes.

The immune system is a finely tuned network that
functions together to protect the body from invasion by
pathogenic organisms. When this network breaks down,
infectious disease can result.

| INFECTIOUS DISEASE

General Clinical Manifestations
of Infections

Localized Infection

Localized infection is caused by an increase of microbes in
one area that triggers the inflammatory response.
Manifestations of a local infection include pain, redness,
swelling, and warmth at the site. Pain is most severe when
the infection occurs in closed cavities. Redness and swelling
are seen when surface structures are involved. Warmth may
be felt at the site. Body temperature may rise, producing an
antimicrobial effect.

Generalized Infection

Generalized infections occur when there is systemic or
whole body involvement. Symptoms of generalized infec-
tion may include headache, malaise, muscle aches, fever,
and anorexia. As the infection progresses, there can be an
increase in fever, elevated white blood cell count, decreased
blood pressure, mental confusion, tachycardia, and shock.
Sepsis is the term used for an infection that has spread to the
bloodstream.

Laboratory Assessment

Several methods are used to identify pathogens. One method
is performing a microscopic examination, such as Gram’s
method of staining. Another method is culture and sensitiv-
ity (C&S). Organisms found in the culture specimen are
grown on a laboratory plate and identified within 24 to 48
hours. A sensitivity examination is then done, which
exposes any organism to many antibiotics to determine
which antibiotic will be most effective for treatment.

A serum antibody test measures reaction to a certain
antigen. A positive result on this test does not always mean
an active infection is present. It can simply mean there has
been an exposure to the antigen, so it is not as accurate as a
culture.

A complete blood cell count with differential (CBC
with diff) is usually obtained when an infectious disease is
suspected. The five different types of leukocytes and their
levels are identified. Elevations in specific leukocytes occur
based on the type and severity of the pathogen.
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Erythrocyte sedimentation rate (ESR, sed rate) is an
early screening test for inflammation but not a definitive test
for infection. During the inflammatory process, red blood
cells become heavier and during the test settle to the bottom
of a tube. The ESR measures in millimeters per hour the
speed at which the red blood cells settle in the tube. The
faster the settling, the greater the inflammation.

Other tests such as x-rays, computed tomography (CT),
and magnetic resonance imaging (MRI) are helpful in iden-
tifying, abscesses (walled-off infections). Skin tests diag-
nose infections, such as the purified protein derivative (PPD)
skin test, which screens for tuberculosis. (See Chapter 31.)

Immunity

Immunity is the ability of the body to protect itself from dis-
ease. (See Chapter 17.) There are several types of immunity:

* Natural immunity occurs in species and prevents
one species from contracting illnesses found in
another species.

* Innate immunity is genetic, hereditary immunity is
that which a person is born with.

* Acquired immunity is obtained either actively or
passively through exposure to an organism, from a
vaccine, or from an injection of immunoglobulins
(antibodies) or is passed from mother to baby.

Types of Diseases

There are many types of infectious diseases. Those dis-
cussed are found in the chapters related to the body system
they affect. For respiratory diseases such as tuberculosis, see
Chapter 31; for bloodborne diseases such as HIV, see
Chapter 19; for hepatitis, see Chapter 35. Mononucleosis is
discussed below.

Mononucleosis

Infectious mononucleosis (referred to as mono or the kissing
disease) is an infection that is usually caused by the Epstein-
Barr virus (a herpesvirus). Mononucleosis is a contagious
disease that anyone may develop. However, it is mainly
diagnosed in young adults. Most adults have been exposed
to the virus and have antibodies to it but never develop the
disease. The virus remains in the body for a lifetime but
rarely causes another infection.

Mononucleosis is primarily spread through person-to-
person contact, mainly through saliva. Sharing utensils,
food, or beverages can transmit the disease. Coughing or
sneezing of small droplets of infected saliva or mucus into
the air allows the virus to be inhaled by others.

The incubation period for mononucleosis is 4 to 8
weeks after exposure. Symptoms during the first 3 days
include extreme fatigue, loss of appetite, and chills. Then a
severe sore throat, headache, high fever, reddened throat and
tonsils with a white coating, generalized lymphadenopathy
(enlarged lymph nodes in two different sites other than
inguinal nodes), or diarrhea occur. The spleen enlarges 50%
of the time. Occasionally, a rash develops similar to the
measles.
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Signs and symptoms, as well as diagnostic tests, con-
firm mononucleosis. Lymphocyte levels are elevated. The
monospot and heterophile antibody tests confirm mononu-
cleosis.

Usually no specific treatment is needed. The illness
runs its course as other viral illnesses do. Antiviral drugs are
not effective. Symptoms are treated as needed with support-
ive care. Fatigue may last for months. Rest is important. If
the spleen is enlarged, contact sports, lifting, and straining
are avoided to prevent trauma and rupture. Mild inflamma-
tion of the liver or hepatitis may occur, but no treatment is
usually required. Other complications are rare.

INFECTION CONTROL
| INTHE COMMUNITY

Many levels of organizations work closely together to con-
trol communicable diseases. The World Health Organization
(WHO) and the Centers for Disease Control and Prevention
(CDC) teach standards to prevent and control diseases and
monitor disease outbreaks. Local health departments teach
how to prevent and control the spread of disease.
Community immunization programs have helped reduce
infectious diseases.

Although requirements vary from state to state, most
elementary schools require some proof of childhood immu-
nization. Many colleges also require or recommend immu-
nization to help control the outbreak of diseases such as
measles and meningitis. In addition, educating the public
about the importance of hand hygiene, immunization, clean
water, safe food handling techniques, and safer sex precau-
tions in preventing the spread of disease is essential.

Both the hospital and home health-care nurse have a
responsibility to provide infection control teaching for the
patient with an infection and his or her family. Such tech-
niques may include use of disposable dishes and utensils
and disposable gloves and proper disposal of contaminated
items. Techniques used should be specific to the interruption
of the transmission of the particular disease.

INFECTION CONTROL IN
| HEALTH-CARE AGENCIES

If on admission to a hospital or health-care agency a patient
already has an infection, it is referred to as a community-
acquired infection. An infection that develops as a result of
the stay in the hospital or health-care agency is called a noso-
comial infection. The host’s condition plays a major role in
whether or not an infection is acquired. Patients in the
hospital are commonly debilitated, malnourished, or
immunocompromised. Multiple antibiotic therapy also
increases susceptibility to other types of infection and
promotes the resistance of pathogens to antibiotics.
Therefore, the risk of developing a nosocomial infection is
very high. Some areas within an institution tend to have an
increased number of nosocomial infections, such as intensive

care, neonatal, dialysis, oncology, and burn units. Patients in
these areas tend to undergo more invasive procedures and are
debilitated, increasing susceptibility to infection.

Several pathogens are commonly responsible for caus-
ing nosocomial infections:

e Escherichia coli (E. coli) is the most common
pathogen causing nosocomial urinary tract infec-
tions. E. coli normally lives in the healthy intestinal
tract of humans. E. coli can be spread by the
patient, by the unwashed hands of a health-care
worker, or through contaminated food and
water.

 Staphylococcus aureus (commonly known as staph)
is the most common pathogen causing nosocomial
surgical wound infections and nosocomial sep-
ticemia. Staph usually lives in the nose and on the
skin of healthy people. (Some highly pathogenic
strains of staph are also emerging in the world.)

* Pseudomonas aeruginosa is the most common
pathogen in nosocomial pneumonia. It is found in
soil, around water, and in the health-care setting
around sinks, water, irrigating solutions, and nebu-
lizers on respiratory equipment.

The single most effective way to prevent and control
the spread of infection is by effective hand hygiene. Most
organisms in the institutional setting are transmitted via the
hands of health-care workers. Hands must be washed before
and after every patient contact to prevent the direct trans-
mission of organisms (Fig. 7.2). Patients may also transmit
organisms with inadequate hand washing. Teach patients the
importance of hand washing after handling their own secre-
tions. The use of gloves decreases the transmission of organ-
isms, but CDC guidelines also require hand washing before
and after glove use.

ﬂ SAFETY TIP

Proper hand washing requires wetting the hands,
soaping, and lathering, with at least 15 seconds
of rubbing your hands together, covering all sur-
faces. Interlace your fingers to cleanse between
them, rub your nails against your palms to clean
under the nails, and then rinse your hands with
fingertips pointed downward under running water.
Dry your hands with clean disposable paper tow-
ele. Use the paper towel to turn off the faucet.
Apply lotion to your hands to prevent drying and
cracking in which infection could develop. Avoid
hot water as it causes drying (CDC, 2002).

Asepsis

The concept of asepsis (freedom from organisms) is impor-
tant for all health-care workers who have direct or indirect
patient contact. For hospitalized patients, the most common
sites for infectious diseases are the genitourinary tract, res-
piratory tract, bloodstream, and surgical wounds. Be aware
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Chapter 7

CRITICAL THINKING

Mrs. Sampson

B Mrs. Sampson has neutropenia from chemotherapy

treatments.

1. Why is hand hygiene the most important interven-
tion you can do to help prevent infection for Mrs.
Sampson?

2. What would be a priority nursing diagnosis for Mrs.
Sampson?

3. What type of isolation could be beneficial to Mrs.
Sampson?

Suggested answers at end of chapter.

of patients at risk of developing these infections and protect
them with aseptic techniques.

Medical Asepsis

Medical asepsis is commonly referred to as clean technique.
The goal is to reduce the number of pathogens or prevent the
transmission of pathogens from one person to another.
Frequent, proper hand hygiene is one of the best ways to
achieve this goal. Gowns, gloves, masks, and protective eye-
wear or rooms with special ventilation may also be helpful
(Fig. 7.3). Disinfectants and precautions as defined by the
CDC are also crucial tools. Techniques used should be
appropriate to interrupt the spread of the known pathogen.
As part of medical asepsis you should keep your own body
and clothing clean to prevent spread of infection to patients,
yourself, and your family (Box 7.3 Guidelines to Prevent
Spread of Infection to the Patient, Self, and Family).

FIGURE 7.2 Frequent hand washing by health care workers
helps reduce the spread of microorganisms.
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FIGURE 7.3 Gloves, gowns, masks, goggles, and face shields help
prevent the spread of infection to health care workers and
patients.

Surgical Asepsis

Surgical asepsis (sterile technique) refers to an item or area
that is free of all microorganisms and spores. Surgical asep-
sis is used in surgery and to sterilize equipment. Articles can
be subjected to intense heat or chemical disinfectants to
destroy all organisms. The use of pressurized steam steriliz-
ers, called autoclaves, kills even the most powerful organ-
isms. Some equipment cannot be exposed to moist heat, so
gas sterilizers are used instead. Once these articles are ster-
ilized, they are dated, packaged, and sealed. Once a pack-
age is opened or outdated, it is no longer considered sterile.
Sterile technique is rarely required in the home-care setting.

Infection Prevention Guidelines

The CDC guidelines for infection control and isolation pre-
cautions are used in hospital and health-care agency poli-
cies. CDC and agency guidelines are continuously updated
and should be followed for your protection, as well as your
patients’. Current CDC guidelines for isolation precautions
in hospitals include two tiers of precautions: standard pre-
cautions and transmission-based precautions (Table 7.2).
Visit http://www.cdc.gov/ncidod/hip/Guide/guide.htm for
more details.

Standard Precautions

Standard precautions are used in the care of all patients.
These precautions require you to assume that all patients are
infectious regardless of their diagnosis. Standard precautions
apply to blood, secretions, excretions, open skin, mucous
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Box 7.3

Guidelines to Prevent Spread of
Infection to the Patient, Self, and Family

* Bathe daily and wear a clean uniform/clothing every
day.

* Keep your fingernails short and do not wear acrylic
nails. Both long nails and acrylic nails have been
associated with spread of infection to patients and
they can be colonized with harmful bacteria.
Multiple studies have demonstrated that long finger-
nails and artificial nails harbor bacteria and have
caused infections in patients that sometimes have
resulted in death.

* Avoid wearing rings and bracelets that harbor
organisms.

¢ Cleanse your stethoscope at least daily and in
between patient use with alcohol. VRE bacteria have
been cultured from stethoscopes in a hospital setting.

* Wash your hands between each patient contact.
Hand washing is recognized as the single most
important action to take to prevent spread of infec-
tion. If you are unable to use soap and water, use a
nondrying alcohol hand gel, which has been shown
to be effective in cleansing hands and preventing
drying of the skin.

¢ Follow prescribed isolation precautions for your pro-
tection, as well as that of the patient.

* Remove your uniform and bathe/shower when you
come home from work. This will decrease the
spread of antibiotic-resistant bacteria to your home
and your family. Keep your nursing shoes clean and
put away from the rest of the family.

membranes, and all body fluids, excluding sweat. All patients
with draining wounds or secretions of body fluids are consid-
ered infectious until an infection is confirmed or ruled out.
Using gloves, gowns, masks, goggles, face shields, and, most
important, hand washing helps prevent the spread of infection
to health-care workers and other patients.

CRITICAL THINKING

B Which of the following patients is at greatest risk for

infection and why?

1. Mr. Ashland, age 55, is hospitalized for a hernia
repair. He is overweight and has adult-onset diabetes.

2. Mrs. Burrows, age 72, is hospitalized for a broken
hip. She is thin, frail, has dementia, and has under-
gone placement of a urinary catheter.

3. Jackson Dunn, age 2, is hospitalized for minor sur-
gery. Jackson is thin and small for his age.

Suggested answers at end of chapter.

Transmission-Based Precautions

Transmission-based precautions are used for patients with
specific communicable diseases that can be transmitted to
others. Transmission-based precautions are an additional
layer of protection used in addition to standard precautions.

Prevention of Respiratory Tract Infections

Nosocomial pneumonia has been linked with the highest
infection mortality rate in hospitalized patients. Patients
who are at highest risk for pneumonia are those with endo-
tracheal, nasotracheal, or tracheostomy tubes because these
invasive tubes bypass the normal defenses of the upper res-
piratory tract. Strategies to prevent infections such as venti-
lator-associated pneumonia (VAP) are being “bundled”
together to get health-care workers to remember to use these
strategies. For more information on VAP bundles, visit
http://www.ihi.org/[HI and put “VAP bundle” in search or
visit http://www.ihi.org/NR/rdonlyres/35B687FE-D4DO0-
44E5-A671-E76D74BB8D9F/0/VAP.pdf#search="cana-
dian%20vap%20bundle’

Prevention of Genitourinary
Tract Infections

The most common hospital-acquired infection is a urinary
tract infection. Patients with urinary catheters are at the
greatest risk. The urinary tract is normally a sterile tract, but
insertion of a catheter into the bladder may allow organisms
to enter. Institutional policy on appropriate use of urinary
catheters differs, and you should follow the policy of your
particular institution. Appropriate uses of catheters include
use in patients with urinary obstructions, neurogenic bladder
conditions, and in those in shock.

Indwelling urinary catheters should be removed as
soon as possible. For patients requiring long-term use of uri-
nary catheters, intermittent catheterization is preferred
because it has been shown to significantly reduce the risk of
infection. Using strict aseptic technique while inserting and
caring for the catheter in the health-care agency is impera-
tive. The catheter tubing must be securely anchored to the
patient’s leg, according to agency protocol, so it does not
move in and out of the urethra. Movement can encourage
organisms to enter the urinary tract.

The closed urinary drainage system seal should never
be opened. If intermittent irrigation is ordered, sterile tech-
nique must be used to protect both ends from contamination.
The drainage bag should be positioned so that it is never
higher than the level of the bladder to prevent backflow of
urine into the bladder, which could contaminate the sterile
urinary tract. If an indwelling urinary catheter and drainage
system is used long term, the catheter and the entire system
should be changed regularly using sterile technique.
Standards in home care differ from institutional care
because patients are generally at lower risk of infection
within their own environment.

All long-term indwelling urinary catheters are consid-
ered colonized, but only a few will cause infection in the
patient. Remember that the most crucial point at which
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TABLE 7.2 STANDARD PRECAUTIONS AND TRANSMISSION-BASED PRECAUTIONS

Standard Precautions

Use standard precautions for all patient care. Combine standard precautions with transmission-based precautions as needed based on
the patient’s illness.

Hand washing Wash hands with nonmicrobial soap unless specially contraindicated before and after using gloves,
between patients, and between procedures on same patient.
Gloves Wear gloves before contact with any body fluids or substances.
Mask, Eye Protection, Face Use protective equipment for patient care if splashes or sprays of blood or body fluids are likely.
Shield
Gown Wear gown to protect skin/prevent soiling of clothing for patient care if splashes or sprays of blood
or body fluids are likely.
Occupational Health and Dispose of sharps properly; do not recap needles.
Bloodborne Pathogens
Patient Care Equipment Clean reusable equipment before reuse.
Discard single-use items properly.
Linen Handle linen to avoid clothing contamination.
Patient Placement Use private room for infectious patients.

Transmission-Based Precautions
Airborne Precautions
Examples: measles, tuberculosis, varicella (chickenpox, shingles)

Patient placement Provide private room with regulated air flow.
Keep door closed.
Respiratory protection Do not enter room if susceptible to measles or chickenpox unless no immune caregivers available.
If susceptible, wear fit-tested N95 or HEPA respirator.
Patient transport Limit patient transport to essential purposes.

Place surgical mask on patient.

Droplet Precautions
Examples: diphtheria (pharyngeal), Haemophilus influenzae (epiglottitis, meningitis, pneumonia, sepsis), influenza, mumps,
mycoplasma pneumonia, Neisseria meningitidis (meningitis, pneumonia, sepsis), pertussis, pneumonic plague, rubella, streptococ-
cal pneumonia

Patient placement Provide private room or separation of at least 3 feet between the infected patient and other patients.
Mask Wear mask for patient care if within 3 feet of patient.
Patient transport Limit patient transport to essential purposes.

Place surgical mask on patient.

Contact Precautions
Examples: cellulitis, Clostridium difficile, skin infections (diphtheria, herpes simplex virus, impetigo, pediculosis, scabies. conjunc-
tivitis, viral hemorrhagic infections (Ebola, Lassa, or Marburg), herpes zoster

Patient placement Provide private room or place with patient with same infection and no other infection.
Hand washing, gloves, gown Protect self and others from contaminated items.

Patient transport Limit patient transport.

Patient care equipment Dedicate the use of noncritical patient care equipment to a single patient.

Data from Public Health Service, US Department of Health and Human Services, Centers for Disease Control and
Prevention, Atlanta, and Garner JS, Hospital Infection Control Practices Advisory Committee: Guideline for isola-
tion precautions in hospitals. Infect Control Hosp Epidemiol 17:53, 1996; and Am J Infect Control 24:24, 1996
Accessed on August 15, 2005 at http://www.cdc.gov/ncidod/hip/ISOLAT/std_prec_excerpt.htm

bacteria may enter the patient is during the insertion of the
catheter, so excellent technique is required. Another point to CRITICAL THINK--IN_ G_
remember is that the urinary tract is highly vascular (many
blood vessels close to the surface), so that an infection in
. : . : O Mr. Carson
this tract can easily result in bacteremia (bacteria in the
B While working in an extended-care facility you see

Mrs. Brandt, nursing assistant, wheeling Mr. Carson to
b activities. He has a long-term urinary catheter. The
SAFETY TIP urine bag is hung on the arm of the wheelchair with a
Catheters should be used only when necessary cloth partially covering it. What is your responsibility
because of the morbidity and mortality associ- in this situation?
ated with infections that d@V@lOP from them. Suggested answers at end of chapter.
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blood), which can then progress to septicemia (infection in
the blood), a potentially life-threatening condition.

Prevention of Surgical Wound Infections

The initial dressing for surgical wounds is applied in the
operating room using sterile aseptic technique. Posto-
perative orders indicate when to change the dressing. Sterile
technique should be used. The wound is monitored with
every dressing change for signs of infection.

Protection from Septicemia (Sepsis)

Septicemia (commonly called blood poisoning) is a blood
infection with a variety of causes, including infection in
another body site and contamination of invasive catheters
and solutions (central lines, arterial lines, pulmonary artery
catheters, urinary catheters). Insertion and care of these
catheters require sterile technique and careful observation
for infection signs. All solutions should be examined for
expiration date, signs of contamination, cloudiness, parti-
cles, or discoloration before use. Indications of sepsis such
as fever, tachypnea, tachycardia, hypotension, and elevated
white blood cell count should be reported promptly to the
physician for immediate treatment. Blood cultures may be
ordered. Antibiotics are used to treat sepsis. An intravenous
(IV) drug, drotrecogin alfa (activated) (Xigris), is available
to treat severe sepsis when death is likely. Drotrecogin alfa
(activated) is given for 96 hours. It is associated with a risk
of bleeding. Drotrecogin alfa (activated) has reduced mor-
tality in patients, which may be due to its anti-inflammatory
effects.

ANTIBIOTIC-RESISTANT
| INFECTIONS

Antibiotic-resistant infections are on the rise. These types of
infections result in increased health-care costs, morbidity
(death), and mortality (illness). Methods to prevent these
infections include not using antibiotics in animal feed,
teaching patients to take all prescribed medications exactly
as ordered, and avoiding the use of antibiotics for viral
infections (common cold or flu). American College of Phy-
sicians/American Society of Internal Medicine guidelines
suggest that most upper respiratory infections do not require
antibiotic treatment. For healthy adults with the symptoms
of bronchitis, sinusitis, pharyngitis, and other upper respira-
tory infections, over-the-counter cold symptom remedies
and saltwater gargles should be used for symptom relief.

Two infections that are on the rise include methicillin-
resistant Staphylococcus aureus (MRSA) and vancomycin-
resistant enterococci (VRE). For more information on
antibiotic resistance, visit the World Health Organization at
http://www.who.int/csr/en/.

Methicillin-Resistant Staphylococcus Aureus

A serious antibiotic-resistant infection is caused by methi-
cillin-resistant S. aureus (MRSA). MRSA is difficult to treat

NURSING CARE TIP

Antibiotics are not effective against viral infec-
tions such as colds or the flu. Feople need to be
educated that antibiotics do not work on viral
infections. The misuse of antibiotics is creating
antibiotic-resistant “superbugs.” Feople should not
ask health-care providers for antibiotice to treat
viral infections. Use of antibacterial products such
as antibacterial soaps may also contribute to the
superbug problem. Nurses play a vital role in edu-
cating people of this growing problem.

and has a high mortality rate. MRSA affects mainly the eld-
erly and the chronically ill. Vancomycin hydrochloride, a
potent and expensive antibiotic, can be used intravenously to
treat MRSA. Fear exists that the bacteria will further mutate
to become resistant to all currently available antibiotics. A
few isolated cases of this have been documented worldwide.
The risk that these resistant organisms will spread is real,
which will return us to the preantibiotic days when S. aureus
was a killer.

Vancomycin-Resistant Enterococci

Vancomycin-resistant enterococci (VRE) infections are
common. Although enterococci are normal flora in the GI
and female genital tracts, VRE are a new pathogenic strain.
VRE are transmitted via direct or indirect contact. Patients
at risk for VRE infections include those with indwelling uri-
nary or central venous catheters, the immunocompromised
or critically ill, those receiving multiple antibiotics or van-
comycin therapy, surgical patients, and those with extended
hospital stays. Preventive VRE measures focus on proper
hand hygiene, education of health-care workers, aggressive
infection-control methods, and restricting use of van-
comycin. Patients with VRE should be isolated, and current
CDC and institutional isolation policies should be strictly
followed (Fig. 7.4). Treatment is difficult, involving combi-
nation antibiotic therapy, although VRE may also be resist-
ant to other antibiotics.

Quinupristin/dalfopristin (Synercid) is an intravenous
drug for VRE treatment. Linezolid (Zyvox) can treat both

Antibiotic-Resistant Organism Precautions
Visitors: Report to the Nurses' Station before entering the room.

. Private room required.

. Gloves must be worn by all hospital personnel entering room.
. Wash Hands on entering and leaving room.

Gowns: required IF contamination of clothing is likely.

. Decontaminate All Equipment used in the room before
removal from the room.

oA wWN =

FIGURE 7.4 Antibiotic-resistant organism precautions for
vancomycin-resistant enterococci (VRE).
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VRE and MRSA and should ideally be used only for these
serious infections so that resistance does not develop.
Research is ongoing to develop more antibiotics for resistant
organisms, but antibiotic-resistant bacteria remain a very
serious threat to the health of the world population.

THERAPEUTIC INTERVENTIONS
| FOR INFECTIOUS DISEASES

Treatment is begun once an infectious organism and the
affected body system are identified. The type of organism
and site of infection are important in selecting an appropri-
ate medication. The drug of choice must be able to destroy
(or control) the pathogen:
* Antibiotics treat bacterial infections, not viruses,
fungi, helminthes, or prions.
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¢ Antiviral medications treat viral infections, but their
use is aimed at symptom control rather than cure.
* Antifungal drugs are available for fungal infections,
but cure may require extended use.
Cost effectiveness is another concern when selecting a
medication. Newer anti-infectives can be very expensive.
Antibiotics can be classified as either bactericidal or
bacteriostatic (Table 7.3). Bactericidal agents kill bacteria,
whereas bacteriostatic agents inhibit or retard bacterial
growth, leaving the final destruction of the bacteria up to the
infected host’s immune system. Bacteriostatic agents may
be less helpful for the patient who is immunocompromised.
When preparing to give an antibiotic, first ask about
allergies a patient may have. Patients may have allergies to
one antibiotic group that prevents the use of chemically sim-
ilar drugs. Therefore, all allergies should be reported to the
health-care provider.

TABLE 7.3 MEDICATIONS FOR TREATING INFECTIOUS DISEASE

Type and Examples/Uses Nursing Implications

Patient Teaching

Penicillins

amoxicillin (Amoxil), ticarcillin (Ticar),
penicillin G, ampicillin (Omnipen)

* Most effective against gram-positive
organisms.

Cephalosporins
cephalothin (Keflin), cefazolin (Ancef),
cefaclor (Ceclor), ceftriaxone (Rocephin)

* First-generation drugs are most effec-
tive against gram-positive organisms.

* Second- and third-generation drugs
are more effective against gram-
negative organisms.

Aminoglycosides

amikacin (Amikin), gentamicin
(Garamycin), tobramycin (Nebcin)

* Used to treat gram-negative organ-
isms.

Bactericidal Antibiotics

* Most widely used antibiotic.

* Monitor patient for allergic reaction

(rash, hives, itching) or anaphylactic shock
(fever, chills, trouble breathing, lower blood
pressure, tight throat). Keep epinephrine
available.

If signs of allergic reaction occur, stop par-
enteral drug and notify primary care provider
immediately.

Watch for superinfection.

Patient with penicillin allergy may have
cross allergy to cephalosporins.

Common side effects include GI disturbance,
phlebitis, pain at injection site, rash, and
hives.

Less common but serious side effects

include kidney and liver damage and
superinfection.

Monitor blood urea nitrogen, creatinine, lactic
dehydrogenase, aspartate aminotransferase,
and alanine aminotransferase to detect kidney
or liver damage.

Usually given parenterally because they are
not absorbed well in GI tract.

Monitor peak and trough levels to keep drug
in therapeutic range.

Assess patient’s kidney function.

Check for ototoxicity (ringing in ears, deaf-
ness).

Don’t mix or infuse with any other drug.

* Review signs of allergic reactions.

¢ Tell patient and family to stop drug and
call primary care provider if allergy
signs occur.

Tell patient to notify primary care
provider if white patches appear in
mouth or vagina becomes irritated.

Tell patient to take drug on an empty
stomach, 1 hour before or 2 hours after
meals, to increase absorption.

Tell patient to take drug at specified
intervals over 24-hour period.

Tell patient to report signs of allergy, tin-
nitus, vertigo, or hearing loss.

* Tell patient to obtain daily weights
because weight gain may indicate kidney
problems.

(Continued on following page)
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TABLE 7.3 MEDICATIONS FOR TREATING INFECTIOUS DISEASE (Continued)

Type and Examples/Uses

Fluoroquinolones

ciprofloxacin (Cipro), levofloxacin
(Levaquin), norfloxacin (Noroxin),
ofloxacin (Floxin), trovafloxacin
(Trovan)

» Used to treat a variety of infections,
such as bronchitis, bone and joint
infection, pneumonia, tuberculosis,
sexually transmitted disease, and uri-
nary tract infection.

Tetracyclines

tetracycline HCI, doxycycline
(Vibramycin), minocycline HC]
(Minocin)

* Treat most gram-positive and gram-
negative organisms.

Erythromycin
E-mycin, EES, erythromycin

A broad-spectrum antibiotic effective
against many gram-negative and gram-
positive organisms.

Sulfonamides

sulfamethoxazole (Gantanol), sul-
fasalazine (Azulfidine), sulfisoxazole
(Gantrisin), trimethoprim sul-
famethoxazole (Bactrim, Septra)

« Effective against most gram-positive
and many gram-negative organisms.

Amphotericin B

« Interferes with the cell wall structure
of the fungus, causing it to die.

104

Nursing Implications

Give drug on an empty stomach.

Monitor liver function and report signs of dys-

function (fatal hepatitis may occur).

Do not give with antacids that contain alu-

minum, calcium, or magnesium.

Bacteriostatic Antibiotics

Tetracycline HCI comes only in oral form.
The others are usually given IV because intra-
muscular route leads to poor absorption.

Give 1 hour before or 2 hours after meals.

Do not give with milk, milk products, or
antacids because they impair absorption.
GI disturbances are the most common side

effect.

Tetracyclines increase anticoagulant activity.
Monitor prothrombin time, international nor-
malized ratio, partial prothrombin time as

ordered.

Give on an empty stomach 1 hour before or 2

hours after meals.

Give with a full glass of water (not with acidic
fruit juices, such as orange juice or grapefruit

juice).
When giving drug IV, administer slowly to

decrease vein irritation.

Commonly used with urinary tract infections,
Pneumocystis carinii pneumonia, and otitis

media.

Common side effects include rash, pruritus,
nausea, vomiting, phlebitis, signs of bleeding.

IV drug should be given over 1 hour.

Monitor intake and output

Fluid intake should be at least 1500 mL daily.
Bleeding time may increase, so use caution

with anticoagulants.
Phenytoin (Dilantin) toxicity may be
increased.

The risk of hypoglycemia may be increased.

Antifungal Agents

Given parenterally and reserved for life-threat-
ening fungal infections. Monitor patient dur-
ing first hour of infusion for febrile reaction.
Monitor injection site often because drug is

very irritating to tissues.

Patient Teaching

Tell patient to take with a full glass of
water; encourage fluids.

Tell patient to report side effects:
swelling of face/throat, trouble swallow-
ing, shortness of breath, itching, hives,
pain in shoulder, hands, or heel tendons.

Explain that drug may cause drowsiness
and increase sensitivity to light. Advise
sun protection.

Suggest eating crackers and juice (but not
a full meal) to reduce GI upset.

Tell patient to avoid prolonged sun expo-
sure during therapy.

Urge patient to take drug around the
clock and complete entire course of
treatment.

Explain that gastric distress is com-
mon but not a reason to stop the drug.

Suggest that patient contact primary
care provider if side effects are intol-
erable.

Instruct patient to take drug on an
empty stomach 1 hour before or 2
hours after meals.

Tell patient to take with a full glass of
water; encourage fluids.

Advise against prolonged exposure to
the sun.

Tell patient to stop drug and call pri-
mary care provider if signs of allergic
reaction or bleeding occur.

Explain the purpose of treatment and
need for long-term IV therapy.

Instruct patient and family on side
effects and possible discomfort at
IV site.
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Type and Examples/Uses

Nursing Implications

Patient Teaching

Report side effects: nausea, vomiting, diarrhea.
Monitor intake and output, blood urea nitrogen
(BUN), and creatinine levels for signs of kid-
ney damage.

Obtain daily weight because fluid retention fol-
lows kidney damage.

Encourage 2000-3000 mL of fluid daily to

help flush drug through kidneys.

Fluconazole

(Diflucan) » Can be given either parenterally or orally. * Tell patient to take drug at same
time each day and not to double a
dose if one is missed.

* Used to treat candidal and urinary * Cultures are obtained before giving drug.  Teach patient and family to notify the

tract infections, as well as crypto-
coccal meningitis.

primary provider at the first sign of
yellow skin, dark urine, or pale stools
(signs of liver damage).

Monitor BUN and creatinine. Use cautiously if

patient has renal impairment.

* Monitor liver function.

* Monitor side effects: hepatotoxicity, nausea,
vomiting, diarrhea, abdominal discomfort.

Many antibiotics are metabolized by the liver and ex-
creted by the kidneys. Disorders of these organs may require
lower doses. Antibiotic levels fluctuate greatly depending on
organ function, age, sex, health, and other factors. Antibiotic
peak (highest blood level) and trough levels (lowest blood
level) need to be monitored to prevent toxicity and damage
to major organs.

General Principles

Nurses are responsible for administering medications cor-
rectly, including giving the correct dose and for teaching the
patient the importance of taking these medications properly.
Certain nursing and patient teaching responsibilities relate
to all anti-infective medications. Consult drug references for
further information before giving anti-infectives.

Nursing Responsibilities

* All patient allergies are noted, especially any docu-
mented allergy to the specific drug ordered or cross
allergies to the drug ordered, and the primary care
provider is notified of allergy before treatment is
started.

* Monitor and report any side effects or signs of aller-
gic response, especially anaphylactic reactions.

* Observe and report any signs of superinfection (one
that occurs as a result of antibiotic use). For exam-
ple, thrush may develop as antibiotics disrupt the
normal flora of the GI tract.

Patient Education
* Stress to the patient and family the need to take all
the medication exactly as prescribed. Explain that
stopping treatment when the patient feels better
results in potential relapse with more resistant
organisms.

* Explain what signs and symptoms to watch for
(allergic and nonallergic side effects) and what to
do about them, especially when to call the primary
care provider.

ﬁ SAFETY TIP

Always review and know the normal dose of a
medication before giving the medication. You are
responsible for any medication you give, even if
the dose was ordered incorrectly and you were
following the order. If the dose is outside the
normal range, do not give it. Consult with the RN,
pharmacist, or supervisor who should contact
the ordering physician for clarification. Always
reviewing medication doses prior to giving them
keeps your patient and your nursing license safe.

| NURSING PROCESS

General Infections

Assessment/Data Collection

It is important to recognize the earliest signs and symptoms
of infection. Early detection can help provide early treat-
ment to prevent major complications and reduce costs.
Providing emotional support to the patient is also important
(Box 7.4, Patient Perspective). Patients who are prone to
infection because of immunosuppression should take special
precautions to prevent infection (Box 7.5, Teaching Points
to Prevent Infection in the Older Adult, Debilitated, or
Immunocompromised Patient).
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CRITICAL THINKING

Mr. Cheevers

B Mr. Cheevers is admitted to the hospital for IV antibiotic
therapy. He states that he has no allergies. One hour after
the infusion begins, you happen to meet the nursing assis-
tant coming down the hall with a blanket. He casually says,
“Mr. Cheevers is very cold. I'm bringing him a blanket. He
is also restless and a bit short of breath.” What is your
responsibility in this situation?

Suggested answers at end of chapter.

Nursing Diagnosis, Planning, and Implementation
Risk for infection related to external factors

EXPECTED OUTCOME: The patient remains free from
symptoms of infection.

* Follow current hand hygiene guidelines to reduce
spread of infection.

* Use standard precautions and transmission-based
precautions to prevent the transmission of organ-
isms.

e Observe and report signs of infection such as red-
ness, warmth, and fever, especially for neutropenic

! Box 7.4

Patient Perspective

Emotions of Chronic Infection

Edie

It was back! I wasn’t sure I could deal with it one more
time. I’ve been hospitalized four times with this same
infection (cellulitis) in my leg. It feels like I’ve lost my
life. I can’t count on being able to do anything and go
anywhere because the infection just keeps coming back.

My left leg is now all swollen, reddened, discol-
ored, and very painful. I can tell when I’m infected by
more than the pain in the leg. I feel weak, kind of
spacey, and once I passed out. I'm so sick of going into
the emergency room—waiting forever to get admitted,
all the IV starts and blood draws. With these infections,
I’ve had a PICC (peripherally inserted central catheter)
line twice. I’ve been sent home on IV antibiotics, some-
times for weeks at a time. I've learned how to hang my
own IV antibiotics; in fact, I've learned much more than
I ever wanted to.

My cellulitis is associated with chronic lym-
phedema, causing swelling in my legs. I'm working
hard to keep the swelling down, so that the infection
doesn’t reoccur. Wish me luck and keep giving me psy-
chosocial support during your nursing care. I’'m not
sure how I will be able to deal with this much longer.

Box 7.5

Teaching Points to Prevent Infection
in the Older Adult, Debilitated, or
Immunocompromised Patient

* Wash your hands frequently, using proper technique.

* Avoid crowds or anyone with an infection.

* Stay well nourished because food helps keep the
immune system healthy.

* Have a flu shot yearly and a pneumonia shot as rec-
ommended by your primary care provider.

* Wash raw fruits and vegetables thoroughly, cook
food thoroughly, and store food safely to prevent
food poisoning. (NOTE: with severe immunocom-
promization, raw foods, soft cheeses, and yogurt
may be contraindicated.)

¢ If your immune system is depressed, notify your pri-
mary care provider about any elevated temperature,
even in the absence of other symptoms. People with
depressed immune function cannot mount the usual
immune response to infection, and a low-grade fever
may be the only sign of infection.

patients as they do not have normal inflammatory
response and low-grade fever is often the only
sign.

* Use oral thermometers for critically ill adults. Oral
thermometers are best practice if pulmonary artery
catheters are not available for core body tempera-
ture.

* Monitor laboratory values of white blood cell
counts and cultures as they correlate to patient’s
immune function for planning care.

Evaluation
If interventions have been successful, the patient remains
free from symptoms of infection.

Imbalanced nutrition: less than body requirements
related to problems eating or digesting food

ExPECTED OUTCOME: The patient maintains ideal body
weight for height and weight and eats a balanced diet.

¢ Identify and provide foods patient enjoys with
pleasant presentation as patient will be more likely
to try to eat enjoyed foods in a clean, odor-free
environment.

» Explain and ensure that a balanced diet with pro-
tein, fatty acids, and vitamins is available and
should be eaten. These nutrients are needed for
healthy immune system function.

* Monitor and document patient intake to provide
accurate nutritional assessment.

* Provide antiemetics as ordered fo control nausea
and vomiting and improve nutritional intake.
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Evaluation

If interventions have been effective, patient’s body weight
will be maintained within ideal body weight range and
patient will eat a balanced diet. Patient will be free of signs
and symptoms of infection.

Deficient knowledge related to disease process and
treatment

EXPECTED OUTCOME: The patient describes therapy and
carries out treatment.

* Explain infection and prevention of infectious
diseases. Patients’ understanding of how infections
occur helps them in controlling their risk for
developing an infection.

* Recommend responsible use of antibiotics fo pre-
vent resistant organisms.

* Explain medications, side effects, and symptoms to
report to promote compliance with treatment and
safe medication use.

 Teach patients how to participate in their own care
and have them assist in the development of their
plan of care to promote compliance with treatment.

Evaluation

If interventions have been effective, the patient will state
understanding of therapy and plan and carry out treatment
plan.

Respiratory Tract Infections

Assessment/Data Collection

Patients with respiratory tract infections may have a cough,
a congested or runny nose, a sore throat, chest congestion,
or chest pain. The throat may be reddened, or there may be
white patches in the back of the throat. Lung sounds can
include crackles, thonchi, or wheezing. Ask patients if they
have a productive cough and the amount, frequency, and
color of the sputum. A sputum culture is obtained to identify
the presence of pathogenic organisms for appropriate treat-
ment.

Nursing Diagnosis, Planning, and Implementation
Risk for infection related to external factors

EXPECTED OUTCOME: The patient remains free from
symptoms of infection.

* Encourage coughing and deep breathing to keep air-
ways clear and prevent atelectasis.

* Provide oral care with toothbrush or suction-type
toothbrush regularly to remove plaque since
Toothettes do not remove plaque, which has been
Sfound to contribute to pneumonia development.

* Encourage fluids if not contraindicated. Dehydration
is associated with dry, sticky secretions that are dif-
ficult to cough up.

 Provide pain relief so patient will take deep breaths.

* Elevate head of bed 30 degrees or more when a tube
feeding is infusing to prevent aspiration pneumonia.

» Use sterile water rather than tap water from faucet
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for oral care for immunocompromised patients fo
prevent nosocomial pneumonia infection.

Evaluation

If interventions have been effective, oxygen saturation will
be above 90%, with report of decreased dyspnea.
Respirations will be even and unlabored and patient will be
free of signs and symptoms of infection.

Gastrointestinal Tract Infections

Assessment/Data Collection

The symptoms of GI tract infections may include nausea,
vomiting, diarrhea, cramping, and anorexia. Patients may
have frequent episodes of emesis and diarrhea and need to
be monitored for signs of dehydration resulting from the
loss of fluid. Stool cultures may be ordered.

Nursing Diagnosis, Planning, and Implementation
Risk for infection related to external factors

EXPECTED OUTCOME: The patient remains free from
symptoms of infection.
* Encourage fluid intake to replace fluid lost during
fever, vomiting, and diarrhea.
 Follow standard precautions to prevent the spread of
C. diff, especially for older and immunocompro-
mised patients. C. diff does not usually cause infec-
tion in healthy adults.

Evaluation

Patient will be free of infection and nausea, vomiting, diar-
rhea, cramping, anorexia, and dehydration if interventions
have been successful.

Genitourinary Tract Infection

Assessment/Data Collection

Symptoms of a urinary tract infection (UTI) can include
voiding urgency, frequency, burning, flank pain, change in
color of urine, foul odor of urine, and confusion or change
in mental status for the older adult. Monitor frequency,
amount, color, and odor of the urine. Urinalysis and urine
cultures may be ordered.

Nursing Diagnosis, Planning, and Implementation
Risk for infection related to external factors

ExPECTED OUTCOME: The patient remains free from
symptoms of infection.

* Do not request and avoid use of urinary catheters
unless no other options as patients are more likely
to develop bacteremia.

 Use sterile technique for inserting urinary catheters
to prevent nosocomial infections.

* Avoid contamination when emptying urinary
catheter bags to prevent nosocomial infections.

* Use evidence-based facility policy for identifying
and managing symptoms related to the urinary tract.
Evidence-based practice improves quality of care
and reduces variability in management.
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UNIT TWO

 Standard diagnostic criteria should be used to iden-
tify, document, and communicate to physicians
detailed symptoms such as fever or hematuria and
not urine odor, urine color, clarity, or culture results
alone as they cannot distinguish symptomatic from
asymptomatic infections and the need for medica-
tion.

* Education of patients, residents, families, and staff
should be given on evidence-based practice for UTI

Understanding Health and llIness

identification and management fo promote appropri-
ate practices.

Evaluation
If interventions have been effective, patient will have

n

ormal urine output without symptoms of infection such as

urgency, frequency, burning, flank pain, change in color of
urine, foul odor of urine, or confusion or change in mental
status.

1.

VIEW QUESTIONS

Place the links in the chain of infection in their proper
order of occurrence in causing an infection.

Portal of Entry

Causative Agents

Mode of Transmission

Portal of Exit

Reservoir

Susceptible Host

e R0 o

. Which of the following is the most important technique

for the nurse to use during patient care to prevent infec-
tion transmission?

a. Wear gloves

b. Wear gown

c. Wash hands

d. Wear mask

. Which of the following nursing actions should the nurse

include in the plan of care to help maintain the body’s
first line of defense against infection?

a. Help the patient cough and deep breathe.

b. Apply lotion to clean skin.

c. Give an antibiotic as ordered

d. Help the patient void.

. Which of the following patient temperature readings

would be the priority for the LPN/LVN to report to the

registered nurse?

a. Temperature 97°F (36.1°C) for older patient with
hypertension

b. Temperature 98.9°F (37°C) for first day postoperative
patient
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mrs. Sampson

1. Hand washing reduces the microorganisms on the
nurse’s hands to help reduce their transmission from
patient to patient. This helps prevent exposure to
pathogens and infection.

2. Risk for infection.

3. Reverse isolation, the goal of which is to protect the
patient from exposure to organisms rather than to
protect others from exposure to the patient.

m Who Is at Greatest Risk of Infection?
1. Mr. Ashland has two risk factors: chronic disease
and probably stress.

age, debilitated condition, probable malnourishment,
probable stress, and an invasive procedure. This
patient is at greatest risk.

3. Jackson has four risk factors: his young age, proba-

procedure.

13.

14.
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2. Mrs. Burrows has many risk factors, including old

ble stress, possible malnourishment, and an invasive

m Mr. Carson

1. Ask the nursing assistant about the urinary bag
placed above the patient’s bladder. Explain that the
bag should always stay below the level of the bladder
both for proper drainage and for infection control.

2. Assist the nursing assistant in repositioning the bag
properly.

3. Let Mr. Carson’s primary nurse know about the
potential backflow of urine so that he can be assessed
in the next few days for signs of a bladder infection.

m Mr. Cheevers

Mr. Cheevers may be experiencing signs of allergic
reaction to the medication. The fact that he has no his-
tory of allergy is no guarantee that he is not experienc-
ing one now. He needs to be evaluated immediately, and
if allergy is suspected, the IV should be stopped and the
primary care provider notified. Epinephrine should be
on hand to treat the patient for anaphylaxis. The pri-
mary nurse needs to be alerted to the situation in the
event that it worsens. Later the nursing assistant can be
instructed about the signs of allergic response.
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KEY TERMS

acidosis (ass-i-DOH-sis)
acute pulmonary hypertension (ah-KEWT PULL-
muh-NAIR-ee HIGH-per-TEN-shun)
anaerobic (AN-air-ROH-bick)
anaphylaxis (AN-uh-fi-LAK-sis)
bronchospasm (BRONG-koh-spazm)
cardiac output (KAR-dee-ack OWT-put)
cardiogenic (KAR-dee-oh-JEN-ick)
cyanosis (SIGH-uh-NOH-sis)
distributive (dis-TRIB-yoo-tiv)
dysrhythmia (dis-RITH-mee-yah)
epinephrine (EP-i-NEFF-rin)
extracardiac (EX-trah-KAR-dee-ack)
hypotension (HIGH-poh-TEN-shun)
hypovolemic (HIGH-poh-voh-LEEM-ick)
ischemia (iss-KEY-mee-ah)
lactic acid (LAK-tik ASS-id)
laryngeal edema (lah-RIN-jee-uhl uh-DEE-muh)
myocardium (MY-oh-KAR-dee-um)
myocarditis (MY-oh-kar-DYE-tis)
neurogenic (NEW-roh-JEN-ick)
norepinephrine (NOR-ep-i-NEFF-rin)
oliguria (AWH-Ii-GYOO-ree-ah)
perfusion (per-FEW-shun)

pericardial tamponade (PER-ih-KAR-dee-uhl TAM-pon-

AID)
sepsis (SEP-sis)
tachycardia (TAK-ih-KAR-dee-yah)
tachypnea (TAK-ip-NEE-ah)

tension pneumothorax (TEN-shun NEW-moh-THOR-

raks)
thrombi (THROM-bye)
toxemia (tock-SEE-me-ah)
trauma (TRAW-mah)
Trendelenburg (tren-DELL-en-berg)
urticaria (UR-ti-CARE-ee-ah)
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Nursing Care of
Patients in Shock

CYNTHITA FRANCIS BECHWELE

QUESTIONS TO GUIDEYOUR READING
1. How would you explain the pathophysiology of
shock and compensatory mechanisms?

2. What are the etiologies, signs, and symptoms of the
four categories of shock?

3. What data should you collect when caring for
patients with shock?

4. What are current therapeutic interventions for shock?

5. What nursing care should you provide for patients
with shock?

6. How would the nurse prioritize care for a client in
shock?

7. What findings would demonstrate a positive
response to therapeutic interventions for shock?
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Shock is a life-threatening condition. A patient in shock is in
a state of circulatory collapse that results in organ damage
and death without immediate treatment. Massive bleeding,
overwhelming infection, severe allergic reactions, and car-
diac failure are examples of conditions that may lead to
shock. No matter what its source, shock is a medical emer-
gency that requires rapid, comprehensive intervention in
collaboration with the health care team.

Shock is defined as “inadequate tissue perfusion,” in
which there is insufficient delivery of oxygen and nutrients
to the body’s tissues and inadequate removal of waste prod-
ucts from these tissues. All body systems are affected by
reduced oxygen supplies. The resulting injury to the body
can be treated in the early stages of shock, but if shock is
prolonged, it leads to irreversible cell damage and death. By
the time blood pressure drops, cellular and tissue damage
have already occurred. Therefore, it is important to identify
patients at risk for shock and carefully assess them to detect
early symptoms.

| PATHOPHYSIOLOGY OF SHOCK

Tissue perfusion and blood pressure are maintained in the
body by three mechanisms: (1) adequate blood volume, (2)
an effective cardiac pump, and (3) effective blood vessels.
The body is able to compensate for failure of one of these
mechanisms by making a change in one or both of the other
two. Shock occurs when compensatory mechanisms fail,
resulting in inadequate tissue perfusion. Common causes of
shock include inadequate cardiac output caused by heart
failure, a sudden loss of blood volume resulting from hem-
orrhage, or a sudden decrease in peripheral vascular resist-
ance caused by anaphylaxis, sepsis, and neurological
alterations.

Metabolic and Hemodynamic
Changes in Shock

When blood pressure falls, the body responds by activating
the sympathetic nervous system. Epinephrine and norepi-
nephrine are released from the adrenal medulla and
increase cardiac output by causing the heart to beat faster
and stronger. Blood is shunted away from the skin, kidneys,
and intestines to preserve blood flow to the brain, liver, and
heart. Epinephrine, cortisol, and glucagon raise blood glu-
cose levels to supply cells with fuel. Stimulation of the
renin-angiotensin-aldosterone system from decreased car-
diac output causes vasoconstriction and retention of sodium
and water to decrease further fluid loss. Respiratory rate
increases to deliver more oxygen to the tissues. Together
these compensatory responses produce the classic signs
and symptoms of the initial stage of shock: tachycardia,
tachypnea, restlessness, anxiety, and cool, clammy skin with

anaphylaxis: an—without + phylaxis—protection
tachycardia: tachy—fast + cardia—heart
tachypnea: tachy—fast + pnea—breathing
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pallor. If oxygen delivery remains inadequate, signs and
symptoms of progressive and irreversible shock stages are
seen (Table 8.1).

CRITICAL THINKING

Classic Signs of Shock

B What is the cause and compensatory purpose of each
of the classic signs of shock: tachycardia, tachypnea,
oliguria, pallor, and cool, clammy skin?

Suggested answer at end of chapter.

E LEARNING TIP

Tachycardia is a compensatory mechanism that
is usually the first sign of shock. When a patient
develops sustained tachycardia, it is a signal
that the patient’s condition is changing. Be
aware that elderly patients cannot tolerate
tachycardia very long because their ability to
adapt to stress is reduced.

Consider the cause of the tachycardia. For
example, a surgical patient who develops tachy-
cardia may be hemorrhaging and should be
assessed for bleeding. Be aware that with inter-
hal hemorrhaging there may not be any visible
sighs of bleeding. Changes in vital sighs may be
the only evidence.

Provide prompt intervention, such as applying
direct pressure to an area of hemorrhage, and
implement the physician’s orders immediately.

Inadequate tissue blood flow causes an important
change in cellular metabolism. When cells are deprived of
oxygen, they shift to anaerobic metabolism to continue to
receive nutrition and energy. As you may recall, anaerobic
metabolism is an inefficient form of metabolism that can
supply the energy needs of the cell for a few minutes only.
After that, the body’s metabolic rate and temperature begin
to fall as a result of reduced energy production. Anaerobic
metabolism results in the production of lactic acid as an
unwanted by-product. Unless the lactic acid can be circu-
lated to the liver and thus removed from the bloodstream, the
blood becomes increasingly acidic. Acidosis, which is a fall
in blood pH below 7.35, is one of the classic signs of shock.

Effect on Organs and Organ Systems

Prolonged shock causes extensive damage to the organs and
organ systems (Table 8.2). Inadequate blood flow results in

oliguria: olig—few + uria—urine
anaerobic: an—without + aerobic—presence of oxygen
acidosis: acid—sour + osis—condition
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TABLE 8.1 SIGNS AND SYMPTOMS OF SHOCK STAGES
Stages
Mild/Compensated Moderate/Progressive Severe Irreversible/Decompensated
Able to maintain BP Compensatory mechanisms Do not respond to treatment
Signs and Symptoms and tissue perfusion start to fail Death is imminent
Heart Rate Tachycardia Tachycardia >150 bpm Slowing
Pulses Bounding Weaker, thready Absent
Blood Pressure
Systolic Normal Below 90 mm Hg Below 60 mm Hg
In hypertensive 25% below
baseline
Diastolic Normal Decreased Decreasing to 0
Respirations Elevated Tachypnea, crackles Slowing
Depth Deep Shallow Irregular, shallow
Temperature Varies Decreased Decreasing
May elevate in septic shock
Level of Anxious, restless, irrita- Confused, lethargy Unconscious, comatose
consciousness ble, alert, oriented,

impending sense of
doom
Skin and Mucous Cool, clammy, pale

Membranes

Cold, moist, clammy, pale

Cyanosis, mottled, cold, clammy

Urine Output Normal Decreasing to less than 20 15 mL/hr decreasing to anuria
mL/hr
Bowel Sounds Normal Decreasing Absent

Anaerobic Metabolism

B Why is anaerobic metabolism necessary and helpful
if it produces the complication of metabolic acidosis?

Suggested answer at end of chapter.

tissue ischemia and injury. Because blood is shunted away
from the kidneys early in shock to save fluid and provide
oxygen to vital organs, the kidneys commonly are injured
first. The kidneys can tolerate reduced blood flow for about
1 hour before sustaining permanent damage. Cells in the
kidneys die when there is a lack of oxygen and nutrients. If
there is widespread damage to the kidneys, complete renal
failure is likely. Renal failure resulting from inadequate
blood flow to the kidneys can be prevented and treated by
replacing lost fluids.

Several organs of the gastrointestinal system may be
injured early in shock. Inadequate circulation to the intes-
tines may result in injury of the mucosa and may even cause
paralytic ileus. Toxemia may result when the body absorbs
into the circulation normally occurring bacteria and endo-
toxins from inside the bowel. The liver may be injured both
by ischemia and by toxins created by the shock state as
blood is circulated through it for cleansing. Signs and symp-
toms of liver injury include decreased production of plasma
proteins, abnormal clotting (because clotting factor produc-
tion by the liver is impaired), and elevated serum levels of
ammonia, bilirubin, and liver enzymes.

The immune system is also affected by shock. Many of
the body’s defenses become depleted from shock, leaving
the body vulnerable to infection. Also, if the liver has been
damaged, it is unable to assist the immune system in pro-
viding defense.

The body attempts to preserve blood supply to the heart
and brain because these are vital organs that require a con-
tinuous supply of oxygen. Shock places extra demands on
the heart itself, creating a situation in which the heart is in
extra need of oxygen at a time when oxygen supplies are
already low. When the myocardium receives inadequate
oxygenation, cardiac output decreases and shock worsens.

TABLE 8.2 EFFECT OF SHOCK ON
ORGANS AND ORGAN SYSTEMS

Lungs Acute respiratory failure
Acute respiratory distress syndrome
Renal Renal failure
Heart Dysrhythmias, myocardial ischemia, and
myocardial depression
Liver Abnormal clotting; decreased production

of plasma proteins; elevated serum levels

of ammonia, bilirubin, and liver enzymes
Immune System  Depletion of defense components

Gastrointestinal
System

Mucosal injury, paralytic ileus, pancreatitis,
absorption of endotoxins and bacteria

Central Nervous
System

Ischemic damage, necrosis, brain death
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The pumping ability of the heart can be further depressed by
acidosis, toxins released into the blood from ischemic tis-
sues, or ischemia-induced dysrhythmias. If the brain is
deprived of circulation for more than 4 minutes, brain cells
die from a lack of oxygen and glucose. Lengthy shock may
result in brain death.

| COMPLICATIONS FROM SHOCK

Acute respiratory distress syndrome (ARDS), disseminated
intravascular coagulation (DIC), and multiple organ dys-
function syndrome (MODS) are three especially grave con-
ditions that may follow a prolonged episode of shock.
Patients with ARDS usually develop respiratory failure
despite high levels of supplemental oxygen and mechanical
ventilation. DIC results from ischemic damage to the
endothelial lining of blood vessels. The formation of multi-
ple tiny thrombi, microscopic debris, and depletion of tis-
sue clotting factors cause abnormal bleeding and additional
tissue damage. DIC itself may cause shock and death.
MODS is a major cause of death following shock. When an
organ has inadequate perfusion it fails, which may increase
the rate of failure of other organs. It usually begins with res-
piratory failure, followed by failure of the kidneys, heart,
liver, and finally cerebral and gastrointestinal function.

re

LEARNING TIP

To understand what disseminated intravascular
coagulation means, define each of the words and
then put the definitions together.

Disseminated = scattered or widespread

Intravascular: intra = inside + vascular =
vessels

Coagulation = clotting

These definitions put together tell you that
DIC is scattered, widespread clotting inside the
vessels.

At first, hemorrhage does not seem reason-
able in light of a clotting problem, but if you think
about what is occurring, it does make sense.
When many clots form throughout the body in
response to stressors, few clotting factors
remain available to form the clots needed to
prevent hemorrhage. As a result, hemorrhage
is a risk in DIC.

| CLASSIFICATION OF SHOCK

The different forms of shock are classified by their cardio-
vascular characteristics (Table 8.3). The four shock cate-
gories are:
* Hypovolemic shock caused by a decrease in the cir-
culating blood volume
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* Cardiogenic shock caused by cardiac failure
* Extracardiac obstructive shock caused by a block-
age of blood flow in the cardiovascular circuit out-
side the heart
¢ Distributive shock caused by excessive dilation of
the venules and arterioles
Most cases of clinical shock show only some compo-
nents of each of these categories. However, this classifica-
tion system is helpful in understanding shock. The hallmark
characteristic, exhibited in all forms of shock, is a decrease
in blood pressure usually below the level required to provide
an adequate supply of blood to the tissues.

Hypovolemic Shock

Any severe loss of body fluid may lead to hypovolemic
shock. Hypovolemic shock can be caused by dehydration;
internal or external hemorrhage; fluid loss from burns, vom-
iting, or diarrhea; or loss of intravascular fluid into the inter-
stitium as a result of sepsis or trauma. Clinical signs and
symptoms include pale, cool, clammy skin; tachycardia;
tachypnea; flat, nondistended peripheral veins; decreased
jugular vein circumference; decreased urine output; and
altered mental status. The body is usually able to compen-
sate for blood loss of less than 15% or 750 mL. The initial
symptom may only be tachycardia. At 20% to 25% blood
loss, tachycardia and mild to moderate hypotension are
present. With a loss of 40% or greater (2000 mL), all clini-
cal signs and symptoms of shock are present. Volume loss
may not be the only contributing factor to hypovolemic
shock, but also the patient’s age, health status, and the time
frame for fluid loss can be factors.

Cardiogenic Shock

Cardiogenic shock results when the heart fails as a pump. It
occurs in 5% to 10% of patients with acute myocardial
infarction (AMI). In most cases, approximately 40% of the
myocardium must be lost to produce cardiogenic shock.
Patients with cardiogenic shock have signs and symptoms
similar to hypovolemic shock, except that they may display
distended jugular and peripheral veins, as well as other
symptoms of heart failure, such as pulmonary edema. The
presence of pulmonary edema is what differentiates cardio-
genic shock from other forms of shock. Other causes of car-
diogenic shock include rupture of heart valves, acute
myocarditis, end-stage heart disease, severe dysrhythmias,
or traumatic injury to the heart.

Obstructive Shock

Extracardiac obstructive shock occurs when there is a block-
age of blood flow in the cardiovascular circuit outside the
heart. Several conditions may cause obstructive shock.
Pericardial tamponade, which is the filling of the pericar-
dial sac with blood, compresses the heart and limits its fill-
ing capacity. Tension pneumothorax compresses the heart
from an abnormal collection of air in the pleural space and
interferes with normal cardiac functioning. Acute pul-
monary hypertension, a sudden abnormally elevated pres-
sure in the pulmonary artery, increases resistance for blood
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TABLE 8.3 CATEGORIES OF SHOCK

Category Causes
Hypovolemic Any severe loss of body fluid; dehydration, inter-
Shock nal or external hemorrhage, fluid loss from
burns or from vomiting or diarrhea, or loss of
intravascular fluid into the interstitium.

Cardiogenic Myocardial infarction, myocarditis, end-stage car-

Shock diomyopathy, severe dysrhythmias, valvular
disease, severe electrolyte imbalance, and drug
overdoses.

Obstructive Any block to the cardiovascular flow. Pericardial

Shock tamponade, tension pneumothorax, intratho-
racic tumors, massive pulmonary emboli, and
large systemic emboli.

Distributive Any condition causing massive vasodilation of the

Shock peripheral circulation. Subcategories include
anaphylactic, septic, and neurogenic shock.

Anaphylactic Insect stings, antibiotics, anesthetics, contrast dye

shock and blood products are typical allergens.

Septic shock Massive release of chemical mediators and endo-
toxins causes loss of vascular autoregulatory
control and loss of fluid into the interstitium.
Bacteria, especially gram-negative strains, pro-
tozoans, and viruses.

Neurogenic Dysfunction or injury to the nervous system.

shock Spinal cord injury, general anesthesia, fever,

metabolic disturbances, and brain injuries.

Signs and Symptoms

Tachycardia, tachypnea, hypotension, cyanosis, oliguria, flat
nondistended peripheral veins, decreased jugular veins,
and altered mental status.

Dysrhythmias, labored respirations, hypotension, cyanosis,
oliguria, altered mental status, possibly distended jugular
and peripheral veins, and symptoms of congestive heart
failure.

Tachycardia, tachypnea, hypotension, cyanosis, oliguria, and
altered mental status; jugular veins may be distended.

See subcategories below.

Tachycardia, tachypnea, hypotension, cyanosis, oliguria, and
altered mental status. May also have urticaria, pruritus,
angioedema, laryngeal edema, and severe bronchospasm.
If conscious, may be extremely apprehensive and com-
plain of a metallic taste.

Early or warm phase: blood pressure, urine output, and neck
veins may be normal. Skin warm and flushed with full
veins. Fever usually present, although temperature may be
subnormal.

Late phase: tachycardia, tachypnea, hypotension, oliguria,
flat jugular and peripheral veins, and cool clammy skin.
Normal or subnormal temperature.

Early phase: hypotension and altered mental status, bradycar-
dia, and skin that is warm and dry.

Late phase: tachycardia, tachypnea, and cool clammy skin.

flowing out the right side of the heart. All these conditions
decrease cardiac output, which can lead to shock. Tumors or
large emboli may also cause shock. Signs and symptoms of
obstructive shock are similar to those of hypovolemic shock,
except that jugular veins are usually distended.

Distributive Shock

Distributive shock occurs when peripheral vascular resist-
ance is lost because of massive vasodilation of the periph-
eral circulation. Distributive shock includes anaphylactic,
septic, and neurogenic shock.

Anaphylactic Shock

Anaphylactic shock, the most severe type of distributive
shock, occurs when the body has an extreme hypersensitiv-
ity reaction to an antigen. Death from anaphylactic shock
may occur in minutes. It occurs most commonly from insect
stings, antibiotics (especially penicillins), shellfish, peanuts,
anesthetics, contrast dye, and blood products. The signs and
symptoms are similar to those seen in hypovolemic shock.
Additionally, patients may have symptoms specific to aller-
gic reactions, including wurticaria, pruritus, wheezing,
laryngeal edema, angioedema, and severe bronchospasm.
If conscious, patients may be extremely apprehensive and
short of breath, and they may complain of a metallic taste.

Septic Shock

Septic shock, the most common type of distributive shock,
is caused by systemic infection and inflammation. Extensive
release of chemical mediators and endotoxins causes dila-
tion of blood vessels and loss of fluid into the interstitial
space. Most cases of sepsis are caused by gram-negative
bacteria, although other bacteria and viruses may be the
cause. In recent years, the number of cases of gram-negative
shock has been decreasing, whereas there has been an
alarming increase in the number of cases of septic shock
from multidrug-resistant bacteria and fungi. Septic shock is
the leading cause of death among critical care patients.
Predisposing conditions include trauma, diabetes mellitus,
corticosteroid therapy, immunocompromise (e.g., as seen in
patients with human immunodeficiency virus [HIV] and in
those undergoing chemotherapy treatment for cancer),
burns, malnutrition, and invasive catheters.

During the early, or warm, phase of septic shock
(which may be referred to as “pink” shock), blood pressure,
urine output, and neck vein size may be normal, but the skin
is warm and flushed owing to vasodilation. Fever is present
in the majority of patients, although some may have a sub-
normal temperature. Left untreated, septic shock progresses
to a second phase with signs and symptoms similar to hypo-
volemic shock: hypotension, oliguria, tachycardia, tachyp-



Copyright © 2007 by F. A. Davis.

nea, flat jugular and peripheral veins, and cold, clammy
skin. Body temperature may be normal or subnormal.

Neurogenic Shock

Neurogenic shock occurs when dysfunction or injury to the
nervous system causes extensive dilation of peripheral blood
vessels. It is a rarer form of shock, occurring most com-
monly as a result of injury to the spinal cord (referred to as
spinal shock). It occurs due to factors that either stimulate
the parasympathetic nervous system or block the sympa-
thetic nervous system. Other causes include general anes-
thesia, fever, metabolic disturbances, and brain contusions
and concussions. Signs and symptoms include hypotension
and altered mental status and, during the early phases,
bradycardia and warm, dry skin. As shock progresses, how-
ever, tachycardia and cool, clammy skin develop.

THERAPEUTIC INTERVENTIONS
| FOR SHOCK

Because of the emergency nature of shock, the exact nature
of the shock must be determined while interventions such as
ventilatory and circulatory support are being implemented
(Table 8.4). Life-threatening symptoms must be treated
immediately (Table 8.5). Medications that are used in shock
are listed in Table 8.6. The order of interventions and testing
is guided by the stability of the patient. Intervention priori-
ties are as follows:

1. Airway
Breathing and respiratory support
Cardiovascular support
Maintenance of circulatory volume
Control of bleeding if present
Assessment of neurological status
Treatment of life-threatening injuries
Determination and treatment of the cause of shock

PNAN R LD

Modified Trendelenburg Position

Research studies have not demonstrated that the Trende-
lenburg position or the modified Trendelenburg position is

TABLE 8.4 ASSESSMENT OF THE
PATIENT IN SHOCK

Signs and
Symptoms
Diagnostic Tests
Laboratory Tests

Tachycardia, tachypnea, hypotension, olig-
uria, cyanosis, altered mental status

Complete blood count, serum osmolarity,
blood chemistries, prothrombin time, par-
tial thromboplastin time, blood typing and
crossmatch, serum lactate, arterial blood
gases, cardiac isoenzymes, urinalysis

Imaging Chest x-ray, spinal films, computed tomog-
raphy, echocardiogram
Monitoring Electrocardiogram, arterial pressure monitor,

central venous pressure, pulmonary artery
catheter, gastric pH
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TABLE 8.5 THERAPEUTIC
INTERVENTIONS FOR SHOCK

Respiratory Oxygen (nasal cannula, face mask,
support non-rebreather mask, assisted ven-
tilations with bag-valve-mask,
ventilator)
SpO, >90%
Venous lactic acid <2.2 mmol/L
Cardiovascular Vasopressor medication (dopamine)
support if fluid resuscitation not effective

Revascularization of heart in cardio-
genic shock via angioplasty with
or without stent or fibrinolytic
therapy (alteplase)

Antidysrhythmics

Positive inotropes

1-3 L IV fluids

Crystalloid fluids: normal saline
(0.9% sodium chloride) or lactated
Ringer’s solution. 3 mL crystalloid
solution for every 1 mL fluid lost

Blood or blood products

Urine output >30 mL/hour

Hemoglobin >10 g/dL

Pressure dressings

Surgical intervention

Surgical interventions

Medications

Septic shock: antibiotics

Cardiogenic shock: morphine, diuret-
ics, nitrates

Anaphylactic shock: epinephrine,
diphenhydramine (Benadryl),
methylprednisolone (Solu-
Medrol), aminophylline

Adequate circulatory
volume

Control of bleeding

Treatment of life-
threatening injuries

Determination and
treatment of causes
of shock

beneficial in improving cardiac output in shock. In fact, these
positions actually can have negative effects such as compro-
mising respirations among other effects. Although you may
still see these positions used, it is important to follow valid
research results for the best patient outcomes. In cardiogenic
shock, any position that increases blood flow to the compro-
mised heart increases the heart’s workload. This could over-
whelm or flood the heart so that it is unable to keep up with
the blood volume returning to it. The result could be death.

| NURSING PROCESS

Assessment/Data Collection

Assessment of the patient in shock must be carried out
quickly and should always start with the ABCDs: airway,
breathing, circulation, and disability.

Airway is assessed for patency and opened as neces-
sary. A compromised airway must be treated immediately
with the head-tilt/chin-lift method, an oral or nasal airway,
or endotracheal intubation.

Breathing is assessed for rate, depth, and symmetry of
chest movement. The patient is observed for use of acces-
sory muscles. Lung sounds are auscultated. Crackles may be
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TABLE 8.6 MEDICATIONS USED FOR SHOCK

Medication Class/Action Examples
Autonomic nervous system agents
Alpha and beta adrenergic agents
Strengthens myocardial contraction and Epinephrine
increases systolic BP and increases Dopamine
cardiac output Norepinephrine
Used for bronchodilation Epinephrine
Beta adrenergic agent
Increases cardiac output in cardiogenic shock ~ Dobutamine
Constricts bronchial arterioles
Inhibits histamine release
Relieves bronchospasm in Rx of anaphylactic
shock
Antihistamine Benadryl
Anti-inflammatory Methyprednisilone

Control of severe allergic reactions (Solu-medrol)
Cogin
A new class of agents that inhibits coagula- alfa
tion, decreases the inflammatory response,

and promotes fibrinolysis in sepsis

Increases survival in patients with severe sepsis

Xigris/Drotrecogin

Route Side Effects Nursing Implications
v Nervousness Correct hypovolemia before
v Palpitations giving medications in shock
v Tachycardia Monitor VS frequently
Tremors Monitor intake and output
SC/IM First drug given in anaphy-
lactic shock
Give with TB syringe
v Increased heart Monitor VS frequently
rate Monitor intake and output
Anginal pain
IV/PO Drowsiness Monitor VS
Tachycardia Caution about activity with
Dry mouth drowsiness
v Side effects usually
occur with long-
term use
IV infusion Bleeding Contraindicated in patients
for 96 hr with active bleeding or

high risk of bleeding

IV = intravenous; PO = oral; Rx = treatment; SC = subcutaneous; VS = vital signs.

found in the patient with cardiogenic shock or in the patient
who has received too much intravenous (IV) fluid. Wheezing
may be present in the patient with anaphylactic shock.
Circulation is assessed with blood pressure. A narrow-
ing pulse pressure may be present before a drop in systolic
pressure and indicates a decrease in cardiac stroke volume
and peripheral vasoconstriction. Peripheral pulses are pal-
pated. Tachycardia is the first sign of shock. However,
patients on medications that block the sympathetic nervous
system response will not exhibit tachycardia. The pulse is
assessed for quality; commonly it is weak and thready in a
patient with shock. As shock progresses, the peripheral
pulses become bradycardic or absent. A capillary refill
greater than 3 seconds indicates inadequate circulation.
Capillary refill has been found to be an unreliable indicator
of shock in adults, especially elderly people. Other observa-
tions regarding circulation include distended neck veins,
which may be collapsed or full; skin that may be cool, pale,
and diaphoretic; presence of cyanosis; mucous membranes
that may be pale and dry; and thirst. Rapidly scan the entire

NURSING CARE TIP

There is usually a loss of peripheral pulses in
the patient whose systolic blood pressure has
dropped below 80. If you are able to palpate
radial pulses on your patient, you know that
the systolic blood pressure is at least &0.
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body for evidence of bleeding or other injuries. Palpate the
abdomen for signs of internal bleeding, such as a tender, dis-
tended, boardlike abdomen.

CRITICAL THINKING

Beta Blockers

B A patient who takes a beta blocker is being moni-
tored for septic shock. What sign of shock do you
understand will not be present in a patient taking a beta
blocker?

Suggested answer at end of chapter.

Disability is assessed by determining the patient’s level
of consciousness (LOC). A decrease in LOC indicates dis-
ability. This disability can range from lethargy to coma.

All four limbs are assessed for circulation, sensation,
and mobility (CSM). Bilateral responses are compared for

NURSING CARE TIP

To assess level of consciousness, determine if
the patient is alert by asking his or her name,
the date, and the location. If the patient can
answer all three questions, he or she is “alert
and oriented X 2 (person, place, time).”
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equality. Circulation is assessed by palpating pulses for
presence and quality. Sensation is determined by touching
the patient’s hands and feet and asking what the patient feels
and if there is any numbness or tingling. Mobility (motor
ability) is assessed by having the patient move all four limbs
and wiggle the fingers and toes. Have the patient push with
his or her feet against your hands and squeeze two of your
fingers to assess strength.

A “head-to-toe”” approach can follow the primary
ABCD assessment. The presence, severity, and location of
pain or nausea and vomiting are assessed. Bowel sounds are
auscultated to determine whether they are normal, absent,
hyperactive, or hypoactive. When an indwelling urinary
catheter has been placed, the color of the urine and the rate
of urine output are noted. Body temperature should be noted.

Nursing Diagnosis, Planning,
Implementation, and Evaluation

See Table 8.7 for a summary of shock.
See Box 8.1 Nursing Care Plan for the Patient in Shock.

E LEARNING TIP

Here is a saying to help you remember blood
pressure effects in shock:

If they're 90/60, they're getting kinda sickly.
Say it again. If they're 90/60, they're getting
kinda sickly.

CRITICAL THINKING

Mr. Hall

B Mr. Hall, who is 55 years old, has suffered an acute

myocardial infarction. He is complaining of chest pain

(rated 10 out of 10 on the pain rating scale) and diffi-

culty breathing. His SpO, is 89%. Crackles are heard

on auscultation of breath sounds. The electrocardio-

gram shows an irregular and rapid heartbeat. He is rest-

less and apprehensive.

1. Name three nursing priorities for Mr. Hall’s care.

2. What type of IV fluid and rate is appropriate for Mr.
Hall?

3. What signs and symptoms indicate Mr. Hall is in
cardiogenic shock?

Suggested answers at end of chapter.

Chapter 8
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TABLE 8.7 SHOCK SUMMARY

Signs and
symptoms

Tachycardia
Tachypnea
Hypotension
Oliguria

Cyanosis

Altered mental state

Diagnostic Decreased hemoglobin
tests Increased lactic acid
Decreased hematocrit in hemorrhage
Increased WBC in sepsis
Decreased pH in metabolic acidosis

Therapeutic Oxygen
interven- IV fluids
tions Vasopressor medications
Treat underlying cause

Complications  Acute respiratory distress syndrome

(ARDS)

Disseminated intravascular coagulation
(DIC)

Multiple organ dysfunction syndrome
(MODS)

Possible nursing Ineffective tissue perfusion (renal, cerebral,
diagnoses cardiopulmonary, gastrointestinal, periph-
eral)
Fear

CRITICAL THINKIN-G_

Mrs. Neal

B Mrs. Neal, who is 45 years old, came to the emer-

gency room in severe hypovolemic shock after sustain-

ing several bleeding wounds in an automobile accident.

Her shock is resolving after receiving several trans-

fusions and surgical repair of her injuries. She has

just been admitted to the surgical unit for postoperative
care.

1. What postoperative nursing assessments should be
performed first?

2. Mrs. Neal’s family is very alarmed by her condition.
What interventions can you provide to decrease their
anxiety?

3. What postoperative complications may develop in
Mrs. Neal?

4. What documentation is appropriate for Mrs. Neal?

Suggested answers at end of chapter.
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Box 8.1 NURSING CARE PLAN for the Patient Experiencing Shock

Ineffective Tissue Perfusion (Renal, Cerebral, Cardiopulmonary, Gastrointestinal, Peripheral)
related to hypovolemia or inadequate cardiac output or inadequate vascular tone

Expected Outcomes Patient demonstrates adequate tissue perfusion

Evaluation of Outcome Is patient’s skin warm/dry, peripheral pulses present/strong? Are vital signs within
patient’s normal range? Are lung sounds normal, intake/output balanced, edema absent, pain/discomfort absent?

Is patient alert and oriented?

Interventions
Maintain airway and provide
oxygenation.

Monitor vital signs.

Monitor intake and output.

Provide adequate fluid intake.

Position patient appropriately
(head elevated for patients
with shortness of breath,
increased intracranial
pressure).

Provide quiet, restful environment.

Maintain body temperature with
warmed IV fluids, room tempera-
ture, blankets.

Assess for pain and provide pain
relief measures.

Change positions slowly.
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Rationale
Ensures adequate oxygenation
and tissue perfusion.

Changes in vital signs, which
indicate change in condition,
can be detected early and treated
promptly.

Provides adequate cardiac output
to perfuse tissues. Assesses renal
function. Urine output is an
indicator of renal function.
Maintains volume.

Proper positioning promotes cir-
culation and helps prevent skin
breakdown.

Conserves energy and lowers tis-
sue oxygen demands.

Recovery is aided by normal body
temperature.

Pain increases tissue demands for
blood and oxygen.

Geriatric
Age-related losses of cardio-
vascular reflexes can result in
hypotension.

Evaluation
Is SpO, >90%?
Is skin pink?
Are respirations between 12
and 20?
Are lung sounds clear?
Is heart rate between 60 and 100
beats per minute?
Is heart rhythm regular?
Are peripheral pulses
strong?
Is systolic blood pressure
(BP) >100 mm Hg?
Is patient alert and oriented X 3?
Is urinary output >30 mL/hr?

Are mucous membranes moist?
Is skin turgor < 3 seconds?

Is edema noted?

Is skin breakdown noted?

Is patient resting comfortably
without anxiety?

Is body temperature within nor-
mal limits?

Is patient pain free?

Is systolic BP >100 mm Hg?
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Decreased Cardiac Output related to reduced circulating blood volume

Expected Outcomes: Patient has adequate cardiac output as evidenced by vital signs and cardiac rhythm

within normal limits (WNL).

Evaluation of Outcome Are blood pressure, heart rate, and cardiac rhythm within normal limits?
Are nailbeds and/or skin pink?
Is skin warm and dry?

Interventions

Monitor heart rate and cardiac
rhythm with ECG and report
abnormalities.

Assess skin/nailbed color,
capillary refill and peripheral
pulses and report abnormalities.

Give cardiovascular medications
and oxygen as ordered.

Reduce myocardial oxygen
demand by utilizing comfort
measures to alleviate pain and

anxiety, and by keeping the body

at an appropriate temperature.

Rationale

Changes in heart rate and cardiac
rhythm can be detected immedi-
ately and treated appropriately.

Inadequate perfusion is first evident
in skin/nailbeds and peripheral
pulses.

Cardiac function can be supported
with medications. Supplemental
oxygen increases oxygenation of
heart and tissues.

Pain, anxiety, and cold all increase
tissue demands for blood and oxy-
gen, which places increased work-
load on the heart to supply it.

Evaluation
Is heart rate and rhythm normal?

What color and temperature is the
skin/nailbeds?

Is capillary refill normal?

Are peripheral pulses present?

Is heart rate and rhythm normal?

Is body temperature within normal
limits? Is the patient free of pain
and anxiety?

Fear related to severity of condition and unknown outcome

Expected Outcomes Patient states fear is reduced.

Evaluation of Outcomes Does patient state fear is decreased?

Interventions

Provide explanations for procedures,

the condition and its treatment.

Rationale
Knowledge allows a feeling of
control and reduces fear.

Evaluation
Does patient state fear is reduced?

Deficient Knowledge related to unfamiliar condition of shock

Expected Outcomes Patient explains shock and its treatment.

Evaluation of Outcomes Can patient explain shock and how it is treated?

Interventions
Assess patient’s ability to learn
and identify barriers to learning.

Provide information that is most
relevant to patient first.

Allow time for questions and clar-
ification.

Rationale

For learning, the patient must be
ready to learn. Barriers such as
life style changes or the shock of
the diagnosis may decrease
learning.

Giving necessary information first
meets patient’s immediate needs.

Clarification ensures accurate
information is learned.

Evaluation

Is patient alert and stable?

Does patient indicate willingness
to learn?

Does patient express concerns
about condition?

Does patient state understanding
of important information?

Does the patient state accurate
information?
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120 UNIT TWO

EEVIEIW QUESTIONS

Understanding Health and lliness

1. Which of the following mechanisms does the body use
to compensate for shock?
a. Peripheral nervous system depression
b. Central nervous system depression
c. Sympathetic nervous system stimulation
d. Parasympathetic nervous system stimulation

2. Which of the following findings would the nurse recog-
nize as specifically occurring with anaphylactic shock?
a. Wheezing
b. Hypotension
c. Tachycardia
d. Oliguria

3. Which of the following conditions causes the decreased
level of consciousness commonly found in patients
experiencing shock?

a. Severe pain

b. Endotoxins

c. Cerebral edema
d. Cerebral hypoxia

4. Which of the following nursing diagnoses is most
appropriate to include in the plan of care for a patient
experiencing shock?

a. Fatigue

b. Ineffective tissue perfusion

c. Ineffective health maintenance
d. Hopelessness

5. A patient who is found lying in a pool of blood from a
leg incision that has opened is restless and confused.
The nurse calls for help and takes vital signs. Which of

the following treatments for shock would the nurse
anticipate would be ordered first?

a. IV fluids

b. Oxygen

c. Vasopressor medications

d. Antibiotics

. Which patient would be a priority for the nurse to see?

a. A patient who was in a motor vehicle accident,
blood pressure 140/80, pulse 98, respirations 22

b. A patient who had chest pain with blood pressure
108/68, pulse 84, respirations 16

c. A patient who slipped and fell with blood pressure
112/74, pulse 68, respirations 14

d. A patient who is one day post op, blood pressure
90/58, pulse 118, respirations 24

. Which of the following findings would indicate to the

nurse that therapeutic interventions are effective in
shock?

. Heart rate 110

. SpO, 89%

. Systolic blood pressure 108

. Respiratory rate 22

o

oo o

. Place in correct order of occurrence systolic blood pres-

sure progression through the three stages of shock
beginning with mild, moderate, and severe. Use all
options.

a. Below 60 mm Hg

b. Normal

c. Below 90 mm Hg

SUGGESTED ANSWERS TO

CRITICAL THINKING
m Classic Signs of Shock

Tachycardia is caused by decreased cardiac output and
reduced tissue oxygenation. Its purpose is to
increase cardiac output and oxygen delivery by
causing more heart beats to pump out blood from
the heart.

Tachypnea is caused by decreased tissue oxygenation.
Its purpose is to increase respirations so more oxy-
gen is available for delivery to tissues.

Oliguria is caused by a reduced blood flow to the kid-
neys. Its purpose as a compensatory mechanism is

to conserve as much fluid as possible to help main-
tain a normal blood pressure.

Pallor is caused by reduced blood volume or flow.
When pallor results from compensation, it is due to
peripheral vasoconstriction that occurs to shunt
blood volume to the vital organs.

Cool, clammy skin is the result of decreased blood
flow to the skin and the release of moisture (sweat)
from the skin. The sympathetic nervous system
causes these compensatory mechanisms; peripheral
vasoconstriction shunts blood to the vital organs,
and sweating cools the body in anticipation of the
fight or flight response, which generates body heat
when it occurs.
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m Anaerobic Metabolism

Anaerobic metabolism is the source of nutrition and
energy for the cell that prevents cellular death
when oxygen is not available. It is a short-term
compensatory mechanism to save the cell until oxy-
gen becomes available again.

m Beta Blockers

Tachycardia will not be present. Beta blockers block
the response of the sympathetic nervous system,
which is activated in shock.

m Mr. Hall

1. Nursing priorities for Mr. Hall include relief of chest
pain and anxiety, stabilization of cardiac rhythm and
vital signs, and adequate tissue oxygenation.

2. Because Mr. Hall’s lung sounds reveal crackles,
indicating fluid in the lungs, he should not be given
IV fluids. He should have an IV access to give IV
medications as needed. He already has too much
fluid for his heart to handle, and giving him IV flu-
ids could be life threatening.
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3. Signs of cardiogenic shock include decreased blood
pressure; increased heart and respiratory rates;
cyanosis; decreased urine output; cool, pale skin;
and decreased mental status.

m Mrs. Neal

1. Assessment of respiratory status and cardiovascular
status, inspection of surgical wounds for bleeding,
assessment of mental status, and need for pain relief
should be performed first.

2. Explain the cause of shock and all interventions,
rationales, and desired outcomes. Keep the environ-
ment calm, provide for privacy, and answer all ques-
tions in a matter-of-fact and reassuring manner.
Allow Mrs. Neal’s family to visit.

3. Unrelieved pain, bleeding, infection, and respiratory
complications are possible.

4. Airway: rate, depth, regularity of respirations; breath
sounds, SpO,. Vital signs: cardiac rhythm, quality of
pulses, skin color, blood pressure, body temperature.
Urine output: oral and IV intake, fluid balance. Pain:
measures to relieve pain and evaluation of those
measures. Dressings: any bleeding. Bowel sounds.
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KEY TERMS

addiction (uh-DIK-shun)

adjuvant (ad-JOO-vant)

agonist (AG-un-ist)

analgesic (AN-uhl-EE-zik)

antagonist (an-TAG-on-ist)

breakthrough (BRAYK-THROO)

ceiling effect (SEE-ling e-FEKT)

endorphins (en-DOR-fins)

enkephalins (en-KEF-e-lins)

equianalgesic (EE-kwee-AN-uhl-JEE-zik)

malingerer (muh-LING-ger-er)

neuropathic (NEW-roh-PATH-ik)

nociceptive (NOH-see-SEP-tiv)

opioid (OH-pee-OYD)

pain (PAYN)

patient-controlled analgesia (PAY-shunt kon-
TROHLD AN-uhl-JEE-zee-ah)

physical dependence (FIZ-ik-uhl dee-PEN-dens)

prostaglandins (PRAHS-tah-GLAND-ins)

pseudoaddiction (sue-doh-ah-DIK-shun)

psychological dependence (SY-ko-LAW-jick-al dee-

PEN-dens)
suffering (SUFF-er-ing)
tolerance (TAWL-er-ens)
transdermal (trans-DER-mal)
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KAREN P. HALL

QUESTIONS TO GUIDEYOUR READING

10.

11.

. How is pain defined?

. What are the common myths and barriers to the

effective management of pain?

. What are the differences between addiction, physi-

cal dependence, and tolerance?

. What is current knowledge of the basic physiology

of the pain response?

. What are characteristics that help to define acute,

chronic nonmalignant, and cancer pain?

. What should be included in a basic pain assess-

ment?

. How is the World Health Organization analgesic

ladder used for the treatment of pain?

. What are the three classes of analgesics and their

uses?

. What are commonly used pain medication treat-

ment modalities and their appropriate use?

How and when are nondrug pain management tech-
niques utilized?

How does ethical decision making play a role in the
care of the patient in pain?
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| THE PAIN PUZZLE

Pain is the most common reason patients seek medical
advice. However, despite the widespread nature of the prob-
lem, pain is often untreated or undertreated. The care of
patients with pain is challenging and requires a systematic
approach to assessment and treatment.

Decisions about pain management require careful
assessment of the patient’s condition and attention to the eth-
ical principles that influence patient care. Providing infor-
mation and giving the patient choices helps maintain the
patients autonomy. Just as risks, benefits, and alternatives to
surgery and anesthesia are discussed with the patient, so
should pain management options be discussed in the process
of obtaining informed consent. Nurses often worry about
overmedicating patients, thinking that they are “doing good”
(beneficence) or “doing no harm” (nonmaleficence) by with-
holding medication from a patient they do not believe is in
pain (Box 9.1 Ethical Consideration). It is important to learn
as much as you can about pain and pain management so you
can effectively advocate for your patients, assist with patient
education, and provide appropriate resources.

The Joint Commission for Accreditation of Healthcare
Organizations (JCAHO) published pain management stan-
dards in 2000 and began assessing the management of pain
in hospitals and other health-care organizations based on
these standards in January 2001. These standards support the
importance of the appropriate and effective management of
pain. They address assessment and the safe pharmacological
management of pain, as well as patient and family teaching,
postoperative pain, management of opioid-induced side
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effects, discharge planning, and process improvement. These
guidelines are available through the JCAHO.org website.

For more information on pain management, visit the
following Web sites. For some sites, it may be necessary to
type “pain” in the search window.

http://www.ahrq.gov
http://www.ampainsoc.org
http://www.cancer.org
http://www.iasp-pain.org
http://www.jcaho.org

http://www.who.org

Cultural differences must be considered when planning
care for the patient in pain. People from various cultures
have different ways of expressing pain (Box 9.2 Cultural
Considerations). Some may be dramatic and emotional; oth-
ers tend to be stoic and quiet. Knowledge of widely accepted
information about different ethnic and cultural groups can
be useful in understanding a patient’s experience and what
care might be considered acceptable. It is important, how-
ever, to assess a patient’s pain care needs individually and
not make assumptions based on culture or ethnicity alone.

Because of the importance of controlling health-care
costs, the entire health team must provide care in the most
cost-effective manner possible while continuing to provide
the best quality of care. Effective pain management can help
reach those goals by enhancing comfort, minimizing side
effects of opioids and complications related to inadequate
pain control, and reducing the lengths of hospital stays.

(Text continued on page 125)

Box 9.1

A patient was admitted from home to the medical unit 2
days after his 83rd birthday with a diagnosis of metastatic
cancer of the pancreas. He had several full-course treat-
ments of chemotherapy and radiation during the previous
year with only temporary remissions of the disease. His
condition deteriorated rapidly during the previous month,
and his family was no longer able to care for him. The
patient's physician expected him to die within a few weeks
and admitted him to the hospital, primarily for pain control.
On admission, the physician ordered morphine sulfate (MS)
5 mg IV to be given every 2 hours around the clock.
Although this seemed like a relatively large dose of a
strong opioid medication to be given this frequently, the
patient tolerated the treatment for the first 36 hours, and
reported a significant reduction in his pain. On the third
morning after his admission, he was difficult to arouse for
his morning vital signs and breakfast. When his nurse, Kathy,
finally did manage to awaken him, he was disoriented, his
blood pressure was 82/50, and his respirations were shal-

Ethical Consideration—Controlling Pain

low and [0/min. He still complained of generalized pain and

asked for more medication.

Kathy did not give the patient his scheduled 0800
dose of MS. She phoned the physician and reported her
assessment of the patient, expressing her belief that contin-
uing the medication at the previously prescribed dose and
frequency would be fatal to this patient. The physician, who
had been up most of the night with an emergency patient,
told her that the patient was dying and that she should
administer the medication immediately. In this situation:

* What are Kathy’s ethical obligations in this case (to self,
patient, and community)?

* How should she weigh the risks and benefits of provid-
ing adequate pain medication given the possible side
effect of hastening the patient’s death?

* If Kathy has a moral objection to carrying out a physi-
cian’s order, what are her options?

* How can Kathy find a way to start meaningful dialogue
about such issues with the physician?
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Culture

Native

American

European

American

African

American

Hispanic

124

American

Box 9.2

= -
s J“ . 0
% Cultural Considerations

The pain experience may differ between and among individuals of differing cultural, ethnic, or
religious groups. Remember that individuals within groups can vary, and not all fit the general
descriptions provided below. (See Chapter 3.)

Expression and
Meaning of Pain

Frequently do not request
pain medicine and are under-
treated. May not realize that
they can ask for pain medi-
cine. Many believe pain is
something that must be
endured. May describe pain
in general terms such as “not
feeling good.” The word for
pain varies according to the
tribal language.

Strong sense of stoicism,
especially in men. Fear of
being dependent may
decrease use of pain medi-
cine. Many have fear of
addiction. May continue to
work and carry out daily
activities and minimize pain.

Usually openly and publicly
display pain, but this is
highly variable. Many, espe-
cially the elderly, fear that
medication may be addictive.
Many believe that suffering
and pain are inevitable and
should be endured.

Puerto Ricans tend to be
expressive of pain and dis-
comfort. Moaning, groaning,
and crying are culturally
accepted ways of dealing
with and reducing pain.
Mexicans may bear pain sto-
ically because it is “God’s
will.” Many feel that pain
and suffering are a conse-
quence of immoral behavior.
For men, expressing pain
shows weakness. The
Spanish word for pain is
dolar.

Patient Preferences

Many prefer traditional
herbal medicines.

May complain to family
member or visitor, who
relays message to care-
giver.

May prefer relaxation
and distractions as
means of pain control.

May focus on spiritual-
ity and religious beliefs
to endure pain.

Prayers and the laying
on of hands are thought
to relieve pain if the
client has enough faith.

Prefer oral or intraveno-
us medication for pain.
Heat, herbal teas, and
prayer are used to man-
age pain.

Assessment

Frequently ask
patient and family
members or Visi-
tors if patient has
pain.

Observe for non-
verbal clues of
pain.

Observe for non-
verbal signs of
pain. Use visual
analog or numeri-
cal pain scales to
assess severity of
pain.

Observe for ver-
bal and nonverbal
expressions of
pain.

Use of pain scales
is helpful.

Visual analog and
numerical scales
may be helpful.
Observe and
compare verbal
and nonverbal
behaviors indicat-
ing pain.

Interventions

Explain that the control
of pain can promote
healing. Offer pain
medicine as needed.
Allow adequate time for
response; silence is val-
ued. Maintain a calm,
relaxing environment.
Incorporate traditional
practices for pain relief
if not harmful.

Encourage use of pain
medicine as needed.
Incorporate distraction
and relaxation tech-
niques.

Ofter pain medication
as needed. Allow medi-
tation and prayer along
with pain medication.
Support patient’s spiri-
tual practices.

Do not censor verbal
expression of pain.
Incorporate traditional
practices as permitted.
For individuals who are
stoical with pain,
encourage pain medi-
cine frequently. Explain
that pain control can
hasten healing.
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Culture Meaning of Pain Patient Preferences
Asian Chinese and Koreans Prefer oral or intravenous
American tend to be stoical, and pain medications.
describe pain in terms of May like warm com-
diverse body symptoms  presses.
instead of locally. For Koreans, intramuscu-
Filipinos may view pain lar injections may be seen
as a part of living an as an invasion of privacy.
honorable life. Vietnamese maintain self-
Some view this as an control as a means of pain
opportunity to reach a relief.
fuller life and to atone
for past transgressions.
Frequently stoic and tol-
erate pain to a high
degree. Some moan as
an expression of pain.
For asians, bearing pain
is a virtue and a matter
of family honor. Some,
especially older individ-
uals, may fear addiction.
Arab See pain as something Intramuscular or intra-
American to be controlled. May venous usually pre-

Expression and

express pain openly to
family with elaborate

ferred over oral
medications.

Nursing Care of Patients in Pain

Assessment

Observe for nonverbal
signs of pain.
Vietnamese may not
understand numerical
scale of rating pain.
Observing facial expres-
sion may provide a good
indicator of pain.

Compare verbal and
nonverbal characteris-
tics of pain to deter-
mine degree of pain.
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Interventions

Incorporate tradi-
tional healing meth-
ods as much as
possible.

Offer and encourage
pain medicines to
promote healing.

Engage family to
help with distraction
and relaxation tech-
niques. Administer

verbal expressions, less
so with caregivers. May
use terms such as fire,
hot, and cold.

medication
promptly.

It is not possible to record a patient’s pain on a machine
or measure it as with a blood or urine sample. It is difficult
to objectively gauge the effect of a nursing intervention on
pain, whether the intervention is medication or nondrug
therapy. Pain and its treatment can be likened to a difficult
puzzle that requires many pieces to solve.

In this chapter, the many challenges of pain assessment
and treatment are discussed. Some of the tools needed to
effectively deal with these challenges are presented.
Common myths and barriers that continue to affect nursing
practice are clarified.

| DEFINITIONS OF PAIN

According to Margo McCaffery, a well-known consultant in
the care of patients with pain, “Pain is whatever the experi-
encing person says it is, existing whenever the experiencing
person says it does.”’! This is a reminder to nurses to accept
the patient’s report of pain.

In 1979, pain was defined by the International Associa-
tion for the Study of Pain (IASP) as “an unpleasant sensory

and emotional experience associated with actual or potential
tissue damage or described in terms of such damage.”? This
definition indicates that pain is complex, and is not only
physical but has emotional and other components as well.

Why does it exist? Pain is a protective mechanism or a
warning. Pain in the presence of injury may help to prevent
further injury. Consider the patient who experiences a frac-
ture and holds it still to prevent further damage or a child
who touches a hot stove and pulls his or her hand away
before a serious burn occurs.

Why is untreated or undertreated pain a bad thing?
Complications can occur when pain is experienced. The
body produces a stress response in the presence of pain dur-
ing which harmful substances are released from injured tis-
sue. Reactions include breakdown of tissue, increased
metabolic rate, impaired immune function, and negative
emotions. In addition, pain prevents the patient from partic-
ipating in self-care activities such as walking, deep breath-
ing, and coughing. Consider the patient who has had chest
surgery and then has to cough and deep breathe. It hurts!
Because he or she has pain, the patient tries not to cough,
turn, or even move. Retained pulmonary secretions and
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pneumonia can develop. If the patient does not move around,
return of bowel function is delayed and an ileus can result.
When pain is well controlled, complications can be avoided
and patients are able to do what they need to do to get well
and go home from the hospital or continue with recovery
activities. The concept of “balanced analgesia” (see Options
for Treatment below) emphasizes pain relief and control of
adverse effects by combining analgesics from different
classes of medications rather than using opioids alone.

Suffering often accompanies pain, but not all pain has
the element of suffering. Suffering can exist without pain
and pain without suffering. Suffering represents a threat to
one’s self-image or life. According to the latest cancer pain
guidelines from the Agency for Health Care Research and
Quality (AHCRQ), suffering is defined as the state of severe
distress associated with events that threaten the intactness of
the person.® Pain can be a constant reminder for patients
with cancer that they have a life-threatening illness.
Suffering can often be relieved if patients believe that their
pain can be relieved.

MYTHS AND BARRIERS TO
| EFFECTIVE PAIN MANAGEMENT

Treatment of patients in pain is influenced by a number of
factors, including the nurse’s personal experiences with
pain. Why are some patients not believed when they report
pain? Why do some nurses and other health-care team mem-
bers insist that patients behave a certain way before they are
believed? Common myths about pain may impair the nurse’s
ability to be objective about pain and create barriers to effec-
tive treatment. Because there is no objective measure for
pain, nurses may rely on what is comfortable rather than
what has been proven to be effective.

Myth: A person who is laughing and talking is not in
pain.

Fact: A person in pain is likely to use laughing and talk-
ing as a form of distraction. This can be very effective
in the management of pain, especially when used in
conjunction with appropriate drug therapies. Patients
may be more easily distracted when they have visitors
and may ask for pain medication as soon as their fam-
ily or significant other goes home.

Myth: If morphine is given too early to the patient with
cancer pain, it will not work when the patient really
needs it, toward the end, when the pain is worse.

Fact: Morphine is an opioid agonist. Opioid doses can
be escalated (titrated upward) indefinitely as needed
as the patient’s pain increases. There is no ceiling
effect, or maximum effective dose. Side effects such
as sedation or clinically significant respiratory depres-
sion may temporarily limit the dose or the rate at
which the dose can be increased.

Myth: Respiratory depression is common in patients
receiving opioid pain medications.

Fact: Respiratory depression is uncommon in patients
receiving opioid pain medications. If patients are

monitored carefully when they are at risk, such as
with the first dose of an opioid or when a dose is
increased, respiratory depression is preventable. A
patient’s respiratory status and level of sedation (LOS)
should be routinely monitored using an LOS scale.

Myth: Pain medication is more effective when given by
injection.

Fact: Intramuscular (IM) injections are not recom-
mended because they are painful, have unreliable
absorption from the muscle, and have a lag time to
peak effect and rapid falloff compared with oral
administration. Oral administration is the first choice
if possible; the intravenous (IV) route has the most
rapid onset of action and is the preferred route for
postoperative administration.

Myth: Teenagers are more likely to become addicted
than older patients.

Fact: Addiction to opioids is very uncommon in all age
groups when taken for pain by patients without a prior
drug abuse history.

MORE PAIN-RELATED
| DEFINITIONS

Nurses often express concern about patients who require
large amounts of pain medication or know exactly when
their next dose of pain medication is due. Nurses may say
that such patients are addicted or that they are “clock watch-
ers,” but do we really know what that means? Patients are ex-
pected to be informed about their medications and involved
in their care, but when they know when their medications are
due, we may become suspicious. In truth, if a patient is
watching the clock, the most likely reason is because he or
she is in pain. The most common reason that patients ask for
more pain medicine is because they have increased pain. It is
important to understand the differences between addiction,
physical dependence, and tolerance. When talking with
patients and teaching them about their medications, it is
important to help them understand these differences as well.
Addiction is something many patients fear.

CRITICAL THINKING

Mrs. Smithers and Mr. Barnett

B Mrs. Smithers had an abdominal hysterectomy and
is sitting up in bed the morning after surgery, putting on
her makeup. On morning rounds she is smiling but
reports that her pain is at 6 on a scale of 0 to 10. Mr.
Barnett has just been transferred from the surgical
intensive care unit the day after surgery for multiple
injuries. He is moaning and reports his pain at 6 on a
scale of 0 to 10. Which of these patients is really hav-
ing as much pain as they say they are? How can you
make that judgment?

Suggested answers at end of chapter.
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Tolerance simply means that it takes a larger dose to
provide the same level of pain relief. Physical dependence is
a physiological phenomenon that most people experience
after a few weeks of continuous opioid use. If an opioid is
abruptly discontinued after a few weeks of use, the patient
may experience a withdrawal syndrome, exhibiting symp-
toms such as sweating, tearing, runny nose, restlessness,
irritability, tremors, dilated pupils, sleeplessness, nausea,
vomiting, and diarrhea. These symptoms can be prevented
by slowly weaning a patient from an opioid rather than stop-
ping it suddenly.

Psychological dependence is a better term for addic-
tion and is defined as a pattern of compulsive drug use char-
acterized by a continued craving for an opioid and the need
to use the opioid for effects other than pain relief. The
patient who is psychologically dependent continues to use
the drug despite harmful effects.

Pseudoaddiction has been described in patients who
are receiving opioid doses that are too low or spaced too far
apart to relieve their pain, and certain behavioral character-
istics resembling psychological dependence, such as drug-
seeking behaviors, have developed. The difference is, in the
patient with this phenomenon, the drug seeking behaviors
cease when the pain is relieved.

MECHANISMS OF PAIN
| TRANSMISSION

Many theories of how pain is transmitted are described in
the literature. The specificity theory, developed by Descartes
in 1644, proposed that body trauma sends a message directly
to the brain, causing a sort of “bell” to ring, prompting a
response from the brain. In 1965, Melzack and Wall pro-
posed the gate control theory, which describes the dorsal
horn of the spinal cord as a gate, allowing impulses to go
through when there is a pain stimulus and closing the gate
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when those impulses are inhibited. The gate control theory
stimulated massive research on the physiology of pain and is
still considered in research.

Much more is known about the transmission of pain
today. Endorphins are endogenous (naturally occurring)
chemicals that act like opioids to inhibit pain impulses in the
spinal cord and brain. Unfortunately, they degrade too
quickly to be considered effective analgesics. Endorphins
are the chemicals that stimulate the long-distance runner’s
“high.” Enkephalins are one type of endorphin.

Pain is transmitted through the dorsal horn of the
spinal cord and other points in the central nervous system to
higher centers of the brain with the influence of chemicals
known as neurotransmitters, which are released from dam-
aged tissue. These chemicals include prostaglandins, sub-
stance P, and others. Many treatments and analgesics are
designed, based on known principles, to inhibit the release of
these chemicals at different points along the pain pathway.
It is also now understood that men and women respond
differently to painful stimuli and to pain management inter-
ventions.

Mechanisms of pain transmission are nociceptive and
neuropathic. Nociception refers to the body’s normal or
physiological reaction to noxious stimuli, such as tissue
damage, with the release of pain-producing substances.
Nociceptive pain in the visceral organs may be referred to
other parts of the body (Fig. 9.1). Neuropathic pain is pain
associated with injury to either the peripheral or central
nervous system. Unlike nociceptive pain, neuropathic, or
nonphysiologic, pain is not usually localized, and it may
spread to involve other areas along the nerve pathway.

| TYPES OF PAIN

Pain is often categorized according to whether it is acute,
cancer related, or chronic nonmalignant. Acute pain is des-

Gallbladder

FIGURE 9.1 Sites of referred pain.
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cribed as pain that follows injury to the body, prompting an
inflammatory response, and subsides as healing takes place.
It may be associated with short-term, objective, physical
signs such as increased heart rate and elevated blood pres-
sure. Examples of acute pain include pain related to frac-
tures, burns, or other trauma.

Cancer pain may be acute, chronic, or intermittent and
often has a definable cause such as tumor invasion or neu-
ropathy caused by the cancer treatment.

Chronic nonmalignant pain persists beyond the time
when healing usually takes place, such as low back pain, the
pain accompanying arthritis, and phantom limb pain.
Chronic nonmalignant pain may have nociceptive as well as
neuropathic components and may require a variety of med-
ications and nondrug treatments. Because of the body’s abil-
ity to adapt, patients with chronic nonmalignant pain or
chronic cancer pain may not appear to be in pain. The phys-
iological responses that accompany acute pain, such as ele-
vated heart rate and blood pressure, cannot be sustained
without harm to the body, so the body adapts and the vital
signs return to normal. The nurse must guard against label-
ing these patients as malingerers (pretending to be in pain)
or drug seeking.

OPTIONS FOR
| TREATMENT OF PAIN

Analgesics

Medications that relieve pain are called analgesics. Anal-
gesics are the largest pieces of the pain management puzzle.
There are three main classes of analgesics: opioids, nonopi-
oids, and adjuvants. Opioids are classified by their ability
to bind to opioid receptors in the brain and spinal cord, as
well as other areas of the body, inhibiting the perception of
pain. Nonopioids include nonsteroidal anti-inflammatory
drugs (NSAIDs) and acetaminophen (Tylenol). Adjuvants
include categories of drugs that were originally developed
for a different purpose but have been found to have pain-
relieving properties in certain painful conditions.

Nonopioids

Nonopioids are generally the first class of drugs used for
treatment of pain. They can be useful for acute and chronic
pain from a variety of causes, such as surgery, trauma,
arthritis, and cancer. These medications are limited in their
use because they have a ceiling effect to analgesia. A ceiling
effect indicates that there is a dose beyond which there is no
improvement in the analgesic effect and there may be an
increase in adverse effects. When used in combination with
opioids, care must be taken to ensure that the dose of the
nonopioid drug does not exceed the maximum safe dose for
a 24-hour period. For example, if a patient receiving two
acetaminophen with hydrocodone (Vicodin) tablets every 4
hours continues to experience pain, the dose cannot be
increased because of the potential toxic effects of the aceta-

TABLE 9.1 ADVERSE EFFECTS
OF NONOPIOIDS
Drug Adverse Effects
NSAIDs (including Gastrointestinal (GI) irritation and
aspirin) bleeding
Inhibition of platelet aggregation,
increasing risk of GI bleeding
Renal insufficiency in some patients,
especially the elderly
Patients with asthma at risk for
hypersensitive reactions
Acetaminophen Necrosis of the liver with overdose

minophen (Table 9.1). Nonopioids do not produce tolerance
or physical dependence. Most do have antipyretic (fever-
reducing) effects. This class of drugs works primarily at the
site of injury, or peripherally, rather than in the central nerv-
ous system as opioids do. NSAIDs block the synthesis of
prostaglandin, one of many chemicals necessary for pain
transmission. In general, it is helpful to include a nonopioid
in any analgesic regimen, even if the pain is severe enough
to require the addition of an opioid. See Table 9.2 for exam-
ples of nonopioid analgesics.

Opioids

Opioids are drugs that have actions similar to morphine.
They are added to nonopioids for pain that cannot be man-
aged effectively by nonopioids alone. Opioids are classified
as full agonists, partial agonists, or mixed agonists and
antagonists. Full agonists have a complete response at the
opioid receptor site; the partial agonist has a lesser response.
The mixed agonist and antagonist activates one type of opi-
oid receptor while blocking another.

Opioids alone have no ceiling effect to analgesia.
Doses can safely be increased to treat increasing pain if the
patient’s respiratory status and level of sedation are stable.
See Box 9.3 (Common Adverse Effects of Opioids) for
adverse effects of opioids. Controlled-release opioids such
as oxycodone (Oxycontin) and morphine (MS Contin) are
effective for prolonged, continuous pain.

Controlled- or time-release medication should never
be crushed, but always taken whole. Whenever a controlled-
release preparation is used, it is important to have an imme-
diate-release medication available for breakthrough pain,
such as oral morphine solution (OMS) or oxycodone
(Oxy-IR).

Morphine is the drug of choice for the treatment of
moderate to severe pain. It is the drug used as a standard
against which all other analgesics are compared. (See Table
9.3 for equianalgesic doses of medications.) Morphine is
long acting (4 to 5 hours) and available in many forms, mak-
ing it convenient, as well as affordable, for the patient. It has
a slower onset than many other opioid agonists.

equianalgesic: equi—equal + analgesic—relieving pain
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TABLE 9.2 ANALGESIC AGENTS

‘i
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Medication Class/

Action Drug Examples Route

Salicylates
Peripherally acting
analgesics;
reduce pain,
fever, inflammation
NSAIDS
Peripherally acting
analgesics;
reduce pain, fever,
inflammation
Second-Generation
NSAIDS
COX-2 inhibitors;
reduce pain and
inflammation, no
effect on platelet
aggregation

Aspirin PO, PR

Ibuprofen (Motrin) PO
Ketorolac (Toradol)

Naproxen (Naprosyn) PO

Celecoxib (Celebrex) PO

Acetaminophen

Relieves pain and
fever; no anti-
inflammatory or
antiplatelet effect

Opioids

Bind to opiod
receptors in the
CNS to alter
perception of pain.

Acetaminophen PO, PR

(Tylenol)

Codeine (Tylenol #3 is
acetaminophen
with codeine)

Fentanyl (Sublimaze,
Duragesic)

Epidural

PO, IM, IV

PO, PR, IM, SQ, IV, Respiratory depression,

PO, 1V, IM, Patch

Common Side Effects  Nursing Implications

Give with food. Decreases
platelet aggregation, so
watch for bleeding.

Tinnitus, GI upset
and bleeding, renal
impairment

Give with food. Decrease
platelet aggregation, so
watch for bleeding.

GI upset and bleeding,
renal impairment

Abdominal pain, renal
impairment, GI upset
and bleeding, but less

Rofecoxib (Vioxx) and
Valdecoxib (Bextra) have
been removed from the

risk for bleeding than market owing to increased
1% generation risk for MI and stroke.
NSAIDS. Research is ongoing to

determine if all COX-2
inhibitors have this effect.

Liver toxicity and
failure

Maximum safe dose is 4 g
per day.

Monitor vital signs, level of
sedation, and respiratory
status. Encourage fluids
and fiber to prevent con-
stipation. Avoid use of

sedation, hypoten-
sion, constipation

Hydromorphone (Dilaudid) PO, PR, IV, IM meperidine in elderly.
Meperidine (Demerol) PO, IV, IM, SQ

Methadone (Dolophine) PO, IM, SQ

Morphine PO, IM, SQ, IV

Oxycodone (Vicodin is aceta- PO

minophen with hydro-
codone)

TABLE 9.3 EQUIANALGESIC CHART*

Conversion
Parenteral Oral Factor (Parenteral
Drug (IM/IV/SQ) Dose to PO)
Morphine 10 mg 30 mg 3
Codeine 130 mg 200 mg NR 1.5
Hydromorphone 1.5 mg 7.5 mg 5
(Dilaudid)
Methadone 10 mg 20 mg 2
(Dolophine)
Meperidine 75 mg 300 mg NR 4
(Demerol)

NR = Not recommended at that dose.

*Approximate doses of medications in milligrams to equal same
amount of pain relief.

Source: Adapted from McCaffery, M: Pain: Assessment and Use of
Analgesics (conference). Fall 1996.

Hydromorphone (Dilaudid) is commonly used for
moderate to severe pain as well. It is shorter acting than
morphine and has a somewhat faster onset. It is a good
option for pain management in most patients

Meperidine (Demerol), also an opioid agonist, should
be reserved for healthy patients requiring opioids for a short
period or for those who have unusual reactions or allergic
responses to other opioids. When broken down in the body,
it produces a toxic metabolite called normeperidine.
Normeperidine is a cerebral irritant that can cause adverse
effects ranging from dysphoria and irritable mood to
seizures. Normeperidine has a long half-life even in healthy
patients, so those with impaired renal function are at
increased risk. Meperidine use should be avoided in patients
over the age of 65, in those with impaired renal function,
and in those receiving monoamine oxidase inhibitor
(MAQOI) antidepressants. Additionally, the effective dose of
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ﬂ SAFETY TIP

It is important to monitor a patient’s level of
sedation and respiratory status whenever admin-
istering opioide. Increased sedation, decreased
respiratory effort, and constricted pupils can

be signs of opioid overdose. Careful monitoring
and dosage adjustments of opioids can prevent
opioid-induced respiratory depression.

oral meperidine is three to four times the parenteral dose,
and is not recommended.

Fentanyl (Sublimaze, Duragesic) can be administered
parenterally, intraspinally, or by transdermal patch
(Duragesic patch). Fentanyl is commonly used intra-
venously with anesthesia for surgery and also for relief
of postoperative pain via the intravenous route. Patient-
controlled analgesia (PCA) or epidural route (discussed
later in this chapter) IV fentanyl is very short acting and
must be administered more frequently than other opioids to
maintain an effective level of analgesia. The fentanyl patch
is useful for the patient with stable cancer pain and requires
dosing only every 3 days.

Methadone (Dolophine) is a potent analgesic that has a
longer duration of action than morphine. It has a very long
half-life and accumulates in the body with continued dosing.
Dosing intervals may be lengthened after pain relief has
been achieved. Methadone is well absorbed from the gas-
trointestinal tract and is very effective when given orally at

CRITICAL THINK_IN‘G_ -

Mrs. Shepard

B Mrs. Shepard is 92 years old and has undergone an
open cholecystectomy. Her continuous epidural infu-
sion of analgesic has been discontinued. The physician
has ordered oral acetaminophen with hydrocodone
every 3 to 4 hours as required for pain. This is her sec-
ond postoperative day, and she refuses to get out of bed

because her pain is 7 on a scale of 0 to 10.

The medication record shows that Mrs. Shepard has
not received any pain medication since the continuous
epidural infusion was stopped 3 hours ago.

1. Why is Mrs. Shepard in so much pain?

2. What complications can occur as a result of her
pain?

3. Each analgesic tablet contains 500 mg of acetamin-
ophen and 5 mg hydrocodone. The maximum daily
dose of acetaminophen is 4 g. If she takes one tablet
every 3 hours, is her dose safe?

4. What can be done to relieve her pain and better pre-
vent it in the future?

Suggested answers at end of chapter.

doses similar to the parenteral dose. Methadone is also used
in drug treatment programs during detoxification from
heroin and other opioids. Patients on methadone mainte-
nance can present a unique challenge when admitted to the
hospital. It is important to continue the maintenance dose
even if additional pain medications are required after sur-
gery or trauma. See Table 9.2 for examples of opioids.

Opioid Antagonists

Naloxone (Narcan) is a pure opioid antagonist that counter-
acts, or antagonizes, the effect of opioids. It is often used in
the emergency department setting for treatment of opioid
overdose. Caution must be used when naloxone is given to a
patient receiving opioids for the treatment of pain. If too
much naloxone is given too fast, it can reverse not only the
respiratory depression and sedation but the analgesia as well.

Some antagonists are shorter acting than the opioid that
is being used. If the antagonist is given because of respira-
tory depression, the dose may need to be repeated because
its effect may wear off before that of the opioid.

Some analgesics are classified as combined agonist and
antagonist. These drugs bind with some opioid receptors and
block others. The most commonly used agonist-antagonist
drugs are butorphanol (Stadol) and nalbuphine (Nubain).

How does this information translate into nursing
practice? Consider, for example, a patient who is taking
sustained-release morphine every 12 hours to control
metastatic bone pain and is experiencing breakthrough pain
between doses. You observe that butorphanol has been
ordered for pain by another doctor and administer it. The
butorphanol will antagonize, or counteract, the effects of the
morphine, and the patient may develop acute pain. It is
important to be informed about the actions of all drugs that
are administered and to be aware of possible drug interac-
tions that may interfere with patient care.

Agonist-antagonist drugs are also used sometimes to
counteract opioid adverse effects. Nalbuphine (Nubain) can
be used to treat itching and nausea that may accompany the
administration of opioids. A smaller dose can be given so
that the analgesia is not reversed completely along with the
reversal of the adverse effect.

Analgesic Adjuvants

Adjuvants are classes of medications that may potentiate the
effects of opioids or nonopioids, have analgesic activity
themselves, or counteract unwanted effects of other anal-
gesics. Adjuvants are especially important when treating
pain that does not respond well to traditional analgesics
alone. Examples of adjuvants are steroids, benzodiazepines,
antidepressants, and anticonvulsants.

Steroids can be used to treat a variety of pain condi-
tions, including acute and chronic cancer-related pain. They
may be used as part of actual cancer treatment because of
their toxicity to some cancer cells, or they may reduce pain
by decreasing inflammation and the resultant compression
of healthy tissues. Their use is standard emergency practice
in the treatment of suspected spinal cord compression.
Patients with pain caused by malignant lesions pressing on



Copyright © 2007 by F. A. Davis.

nerves such as the brachial or lumbosacral plexus may
receive large doses of steroids.

Benzodiazepines such as midazolam (Versed) or
diazepam (Valium) are effective for the treatment of anxiety
or muscle spasms associated with pain. These drugs do not
provide pain relief except in the treatment of muscle spasms.
Benzodiazepines may cause sedation, which limits the
amount of opioid that may be safely given.

Tricyclic antidepressants such as amitriptyline,
imipramine, desipramine, and doxepin have been shown to
relieve pain related to neuropathy and other painful nerve-
related conditions. These medications must be taken for
days to weeks before they are fully effective, and patients
must be instructed to continue the medications even if they
seem ineffective at first. Additional benefits of this class of
medications may include mood elevation and improved abil-
ity to sleep.

Anticonvulsants such as carbamazepine (Tegretol) and
gabapentin (Neurontin) are often used to relieve the sharp or
cutting pain caused by peripheral nerve syndromes. Again,
these medications must be taken regularly before full bene-
fit is realized.

Stimulants such as methylphenidate hydrochloride
(Ritalin) or caffeine-containing medications may be used to
counteract the sedating effects of opioids in some patients.

A “balanced analgesia” approach should be used, com-
bining analgesics and adjuvants from different classes to
minimize opioid adverse effects, such as nausea and vomit-
ing or sedation (Box 9.3, Common Adverse Effects of
Opioids) while maximizing pain relief. For example, an opi-
oid and a nonopioid given together can provide pain relief
with an overall lower dose of each medication than if they
were given alone. Because these drugs have different mech-
anisms of action and different adverse effects, it is possible
to give lower doses of opioids providing an “opioid sparing”
effect. If doses can be reduced in this manner additional,
sedating medications such as antiemetics and antihistamines
may be avoided.

World Health Organization Analgesic Ladder

In 1990, the World Health Organization (WHO) developed
the WHO analgesic ladder, which involves choosing among
three levels of treatments based on intensity of pain (Fig.

Box 9.3

Common Adverse Effects of Opioids

Sedation

Respiratory depression™
Constipation

Nausea, vomiting
Itching

Constricted pupils*

*These effects are not common, but they alert the nurse to pos-
sible overdose.

Nursing Care of Patients in Pain 131

FIGURE 9.2 World Health Organzation three-step analgesic
ladder.

9.2). The ladder, which helps direct the interventions
required when using medications to treat pain, was devel-
oped for the treatment of cancer pain but can be used when
treating other types of pain as well.

When experiencing mild pain (level I on the WHO lad-
der), the patient can usually sleep, perform activities of daily
living, and even work. The first level of the ladder addresses
the use of nonopioid analgesics. When pain is unrelieved by
maximum around the clock (ATC) dosing, the treatment
moves up the ladder to level II (mild to moderate pain) and
adds an opioid analgesic. The patient with mild to moderate
pain may not be able to sleep or may have trouble working
and staying focused. If pain increases beyond that which is
controlled by the level II analgesics, it is time to move on to
level II1. At this level, the pain is moderate to severe and is
affecting the quality of the patient’s life, and he or she may
not be able to perform activities of daily living. At any level,
an adjuvant analgesic may be appropriate.

Analgesics should be given on an ATC basis to prevent
breakthrough pain, especially for cancer and chronic non-
malignant pain. For patients experiencing surgical or
traumatic pain, analgesics should be given ATC until the
pain decreases to a level that allows medications to be given
as required (e.g., prn, such as prior to physical therapy).
When using the WHO ladder, it is important to keep in mind
that it is not necessary to start at level I if the patient is hav-
ing severe pain. Analgesics from level III on the WHO lad-
der may be the starting point for some patients.

Other Interventions

Other pain treatments include the use of radiation therapy or
antineoplastic chemotherapy to help shrink tumors that are
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causing pain for a patient with cancer. Chemotherapy is also
used for treating pain associated with connective tissue dis-
orders such as rheumatoid arthritis or systemic lupus ery-
thematosus. Bowel regimens, laxatives, enemas, or antigas
medication to decrease abdominal fullness may also be con-
sidered pain treatments. In patients with osteoporosis, drugs
that result in calcium uptake by the bones can aid in pain
relief. These may include hormonal agents and medications
that decrease calcium resorption from bone.

The IV administration of strontium-89 chloride by a
qualified physician helps ease the bone pain of some
patients with metastatic bone cancer. It is most effective for
patients who have hormone-related cancers, such as cancer
of the breast or prostate.

Lidocaine/prilocaine (EMLA, a eutectic mixture of
local anesthetics) cream is a topical local anesthetic that
decreases pain associated with procedures such as venipunc-
tures and lumbar punctures. It is most effective if left in
place for 1 hour before the procedure and covered with a
semipermeable membrane dressing such as Tegaderm or
Opsite before the needle stick. EMLA and tetracaine gel are
effective topical local anesthetics and safe for use in chil-
dren. A lidocaine patch is available for patients with post-
herptic nerve pain.

Placebos

Use of placebos involves the administration of an inactive
substitute such as normal saline in place of an active
medication. In the past, placebos were sometimes given
in an attempt to determine whether a patient’s pain was
“real.” This is unethical and inappropriate unless the patient
has given written consent. The use of placebos is a denial of
the patient’s report of pain. If a placebo is ordered for a
patient, discuss concerns with the physician and nurse
supervisor. Placebos are used in drug studies (clinical trials)
to compare a new drug with an inactive substance. In stud-
ies, patients are informed that they may be receiving a
placebo.

Routes for Medication Administration

Analgesics can be administered by almost any route. The
oral route is desired in most instances because it is easy and
painless for the patient and can be used at home. See Table
9.4 for a comparison of the various routes.

Nondrug Therapies

Nondrug treatments are usually classified as cognitive-
behavioral interventions or physical agents. The goals of
these two groups of treatments are different. Cognitive-
behavioral interventions can help patients understand and
cope with pain and take an active part in its assessment and
control. The goals of physical agents may include providing
comfort, correcting physical dysfunction, altering physio-
logical response, and reducing fear that might be associated
with immobility. Nondrug therapies should be used in con-
junction with drug therapies and are not expected to relieve
pain alone.

Cognitive-Behavioral Interventions

Included in this group are interventions such as educational
information, relaxation exercises, guided imagery, distrac-
tion (e.g., music, television), and biofeedback. These treat-
ments require extra time for detailed instruction and
demonstration. The use of these modalities must be accept-
able to the patient to be useful.

Providing patients with educational information about
what to expect and how patients can participate in their own
care has been shown to decrease patients’ reports of postop-
erative pain and analgesic use. Relaxation can be accom-
plished through a variety of methods. The patient may prefer
a relaxation exercise with a script that can be practiced and
used the same way each time or simply the use of a favorite
piece of music that allows a state of muscle relaxation and
freedom from anxiety. Guided imagery uses the patient’s
imagination to take the patient away from the pain to a
favorite place, such as a beach in Tahiti. The success of
guided imagery does not mean that the pain is in any way
imaginary. The use of distraction is commonly used by
patients to focus their attention on something other than the
pain. Patients watch a favorite television program or laugh
with visitors when they are in pain. When the program is
over or the visitors leave, the patient may notice the pain
again and ask for a dose of pain medication.

Biofeedback is sometimes used in chronic pain pro-
grams to show patients how to teach their bodies to respond
to different signals. Biofeedback has been very useful in
patients with migraine headaches. When patients experience
the aura that many migraine sufferers get before the
headache, they begin the exercise that relaxes them and pre-
vents the migraine.

Physical Agents

Physical agents can contribute directly to the patient’s com-
fort. Examples of physical agents include applications of
heat or cold, massage, exercise, immobilization, and trans-
cutaneous electrical nerve stimulation (TENS).

The application of heat to sore muscles and joints is
effective for pain relief. Heat works to increase circulation,
induce muscle relaxation, and decrease inflammation when
applied to a painful area. Heat can be applied using dry or
moist packs or wraps or in a bath or whirlpool. Heat is con-
traindicated in conditions that would be worsened by its use,
such as in an area of trauma, because of the possibility of
increased swelling caused by vasodilation. To prevent burns,
heat should not be applied over areas of decreased sensation.

Cold can reduce swelling, bleeding, and pain when
used to treat a new injury. Cold can be applied by a variety
of methods, such as cold wraps and cold packs, as well as
localized ice massage. Patients often choose heat over cold
if they have the choice. Cold is better tolerated over a small
area. Alternating heat and cold therapies is most effective if
not contraindicated.

Massage and exercise are used to stretch and regain
muscle and tendon length, and to relax muscles. Massage
pressure can be superficial or deep. It is important that
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TABLE 9.4 ROUTES FOR ANALGESIC ADMINISTRATION

Route Uses Advantages

Oral Preferred route in most ~ Convenient, inexpen-

cases sive

Rectal May be used to provide  Can be used when

local or systemic patient is unable to
pain relief take oral medica-
tion

Transdermal Chronic pain Easy to apply; deliv-
patch ers pain relief for

three days without
patch change.

Intramuscular Acute pain Rapid pain relief

Intravenous Preferred route for post-  Provides rapid relief;

operative and chronic continuous infusion
cancer pain for provides steady
patients who cannot drug level

tolerate oral route.

Patient Used to allow patient Patient can simply
controlled control over adminis- push a button to
Intravenous tration schedule administer a dose of

opioid

Subcutaneous May be used if IV route  Can deliver effective

is problematic pain relief

Intraspinal Catheter into epidural or May be able to control
(epidural or subarachnoid space pain with lower
subarachnoid) may be used for trau- doses of opioid

matic injuries or chro-
nic pain unrelieved by
other methods; may
also be used for ortho-
pedic procedures.

because relief is
delivered closer to
site of pain. Fewer
systemic side
effects.

Disadvantages
Slower onset than IV

May be difficult for
patient or family to
self-administer

12-hour delay before
effective drug level
reached, and delay in
excreting once
removed. Patient must
be closely monitored
and alternative routes
may be needed when
starting and stopping
therapy.

Painful

Difficult to use in home
care setting; requires
training.

Requires special training.
Pump must be pro-
grammed correctly.

Injection may be painful

Requires single or contin-
uous injection in back;
may be associated with
intense itching.

Nursing Considerations

Can provide consistent
blood levels when given
ATC

Some oral preparations can
be given rectally

May be less effective in
smokers owing to circula-
tory alterations.
Absorption may be
erratic. Absorption may
be increased with fever.
Use caution not to touch
medication when apply-
ing. Follow drug manu-
facturer’s instructions for
administration.

Use only if other routes can-
not be used.

Follow drug manufacturer
instructions for adminis-
tration.

An hourly limit and lockout
interval are programmed
into the pump to prevent
the patient from acciden-
tally overdosing. Teach
patient and family that
only the patient should
push the button.

May be effective for treat-
ment of chronic cancer
pain

Steroids may be adminis-
tered with opioid to
reduce pain by treating
inflammation.

massage is acceptable and not offensive to the patient.
Immobilization is used following a variety of orthopedic
procedures, as well as fractures and other injuries worsened
by movement.

Physical agents are readily available, inexpensive, and
require little preparation or instruction. But always remem-
ber, it is important to use nondrug treatments to enhance
appropriate drug treatments, not as a substitute.

| NURSING PROCESS

Assessment/Data Collection

Accurate assessment of pain is essential to effective treat-
ment. Without appropriate assessment, it is not possible to

intervene in a way that meets the patient’s needs. The
American Pain Society recommends that nurses consider
pain the “fifth vital sign.* That way it will be routinely
assessed whenever other vital signs are assessed. The
WHAT’S UP? format found in Chapter 1 can assist you in
performing a complete and effective assessment (Table 9.5).
Following are some additional key points for assessing pain
and putting together more pieces of the pain puzzle.

Accept the Patient’s Report of Pain

Pain is what the patient says it is, not what the nurse or
physician thinks it should be. When a member of the health-
care team distrusts the patient’s report of pain, the patient
can usually sense that he or she is not believed. The patient
may compensate by either underreporting pain or, less com-
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TABLE 9.5 WHAT’S UP? FORMAT
FOR ASSESSMENT OF PAIN

W—Where is the pain? Be specific. Use drawing of body if
necessary.

H—How does the pain feel? Is it shooting, burning, dull,
sharp?

A—Aggravating and alleviating factors. What makes the pain
better? Worse?

T—Timing. When did the pain start? Is it intermittent?
Continuous?

S—Severity. How bad is the pain on a 0 to 10 (0 to 5; faces)
scale

U—Useful other data. Are you experiencing any other symp-
toms associated with the pain or pain treatment? Itching,
nausea, sedation, constipation?

P—Perception. What is the patient’s perception of what
caused the pain?

monly, anxiously overreporting. Patients may try to hide
their pain for fear of being thought of as a complainer or
drug seeker.

Obtain a Pain History

Information is obtained from the patient about the pain he or
she is experiencing. Allowing the patient to describe the
pain in his or her own words helps establish a trust relation-
ship between you and the patient. This is also the time to dis-
cover the effects the pain is having on the patient’s quality
of life. Does the pain prevent the patient from eating, sleep-
ing, or participating in work or family activities? Are there
adverse effects such as nausea and vomiting or constipation
that need to be addressed? Emotional and spiritual distress
and coping abilities should be assessed. Ask the patient
about how he or she has coped with pain previously and
what treatment measures have been effective in the past as
well as those that have not been effective. A thorough his-
tory is essential so you can individualize pain interventions
to fit the patient’s needs.

A variety of tools are available to assist in accurate and
complete pain assessment. You should become familiar with
the tool used in your setting and use it consistently. It is of
utmost importance that all health-care personnel caring for
the patient use the same pain rating scale, whether it is a
numerical scale (e.g., 0 to 5 or 0 to 10), a visual analog scale
(Fig. 9.3), or the Wong-Baker faces scale (Fig. 9.4).
Whatever scale is used, it must be one that has been vali-
dated with research. The faces scale was developed for use
in children, but has also been shown to be a valid instrument

No Worst
pain pain

I
0 1 2 3 4 5 6 7 8 9 10

Mild Moderate Severe

FIGURE 9.3 Pain scale.
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1) Explain to the child that each face is for a person who feels happy
because he or she has no pain (hurt, or whatever word the child uses) or feels sad
because he or she has some or a lot of pain.
2) Point to the appropriate face and state, “This face is . . .”:
0—"“very happy because he doesn't hurt at all.”
1—"hurts just a little bit.”
2—"hurts a little more.”
3—"hurts even more.”
4—"hurts a whole lot.”
5—"hurts as much as you can imagine, although you don’t have to be crying to
feel this bad.”
3) Ask the child to choose the face that best describes how he or she feels.
Be specific about which pain (e.g., “shot” or incision) and what time (e.g., now?
earlier before lunch?).

FIGURE 9.4 Wong-Baker faces. (From Wong, DL: Whaley & Wong's
Essentials of Pediatric Nursing, ed. 5. Mosby, St. Louis, 1997.)

for use in the elderly. Some scales are cute and interesting
but may not be valid or even useful. The best tools are sim-
ple and easy to use. Longer questionnaires, although valid,
require more time and may cause distress for the patient in
acute pain but may be helpful when doing a complete pain
history (Fig. 9.5). A scale should also be used to monitor the
patient’s level of sedation following opioid administration
(Fig. 9.6). Any unexpected decrease in the patient’s level of
consciousness should be reported promptly to the registered
nurse (RN) or physician.

It is important to use the patient’s own descriptions
and words when taking the pain history, such as aching,
knifelike, or throbbing. This is also true when the patient
is experiencing neuropathic (non-physiological) pain,
which can be difficult to define. Terms commonly used to
describe neuropathic pain include burning, shocklike, and
tingling.

Do a Complete Physical Assessment

A good physical assessment is necessary to determine the
effect of the pain and pain treatments on the body. It helps
identify all the pain sites and helps you to prioritize the
seemingly overwhelming task of helping the patient achieve
acceptable pain relief and good qualify of life. As discussed
previously, the patient with acute pain may exhibit signs
such as grimacing and moaning or elevated pulse and blood
pressure, but these signs cannot be relied on to “prove” that
the patient is in pain. The only reliable source of pain assess-
ment is the patient’s self-report (Box 9.4, Gerontological
Issues).

Nursing Diagnosis, Planning,

and Implementation

See Box 9.5, Nursing Care Plan for the Patient in Pain.
Some additional principles to consider during planning and
implementation follow.

Set Goals with the Patient
Establish a pain control goal during the planning phase. The
patient must be asked to determine an acceptable level of
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Pain Assessment Chart (For Admission and/or Follow-up)

1. Patient 2. DX

Assessment on Admission

Date / / Pain [] No Pain [] Date of Pain Onset /

1. Location of Pain (indicate on drawing)

2. Description of Predominant Pain (in patient’s words)

3. Intensity [Scale 0 (no pain) — 10 (most intense)] Right @ Left  Left

4. Duration and when occurs

5. Precipitating Factors ,

6. Alleviating Factors

Right

7. Accompanying Symptoms
Gl: Nausea [ ] Emesis [] Constipation [] Anorexia[ ]
CNS: Drowsiness [] Confusion [] Hallucinations []

Psychosocial: Mood Anger

Anxiety Depression

Relationships

8. Other Symptoms

Sleep Fatigue
Activity Other

9. Present Medications

Doses and times medicated last 48 hours

10. Breakthrough Pain

Signature:

FIGURE 9.5 Pain assessment chart. (Modified from The Purdue Frederik Company, Norwalk, CN.)
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S 1 2 3 4
Normal  Awake and Occasionally Frequently Unable to
Sleep Alert Drowsy Drowsy Arouse

FIGURE 9.6 Level of sedation scale.

pain if complete freedom from pain is not possible.
Education is important when helping the patient set a
realistic pain control goal. Although a goal of zero pain is
desirable, it may not be possible or safe. On the other
hand, a patient may choose a pain goal of 6 but be unable to
get out of bed and do other recovery activities. Patients
should also identify activity goals. After surgery, goals
may include the ability to ambulate and sleep without pain.
For patients with chronic pain, the goals may be different.
For example, if a patient with terminal cancer wants
to be able to attend her granddaughter’s wedding, you can
assist the patient in reaching that goal. She can be taught to
reserve energy that day for the activity that is most important
to her. Instructing her in optimal timing of her pain medica-
tion will also assist her in reaching a good comfort level for
the activity.

Allow the Patient as Much Control as Possible

Pain can bring forth feelings of helplessness and hopeless-
ness. Giving patients pain management options allows them
to maintain some control. It is also the nurse’s responsibility
to teach patients about the goals of pain management and
why it is an important part of care. If patients understand

f Box 9.4

Gerontological Issues

The older patient may have different manifestations of
pain than a younger patient. Older patients who are con-
fused may be unable to tell you that they are feeling
pain. Consider incidents of restlessness and confusion
as possible signs of pain. Pulling at dressings, tugging
at [V sites, and trying to climb over the side rails to get
out of bed can also be symptoms of discomfort. Any
change in the patient’s behavior may be indicative of
discomfort. Remember to take more time when assess-
ing pain in the older patient as they may need more time
to process what you are asking.

You can anticipate pain and provide relief meas-
ures to prevent severe pain. A trial dose of pain medica-
tion may help to determine if the patient’s behavior is
because of pain. Pain medications and basic comfort
care can be administered routinely if pain is likely.
Nagging achiness in hands and feet is often noted as a
reason for decreased activity, inability to sleep, and
altered functional ability. A hand or foot massage using
lotion and gentle massage strokes is often a very relax-
ing comfort measure.

Opioid analgesic doses may need to be decreased
initially as they tend to work longer and stronger in the
older patient.

Box 9.5 NURSING CARE PLAN for the Patient in Pain

Nursing Diagnosis: Pain

Expected Outcomes: Pain is at a level that is acceptable to the patient. Patient is able to participate in activi-

ties that are important to him or her.

Evaluation of Outcomes: Is pain at a level that is acceptable to the patient? Is the patient able to participate

in activities that he or she has identified as important?

Intervention

Assess pain based on patient
report. Use the WHAT’S UP
format.

Teach the patient to use a pain rating
scale. Use the same scale consis-
tently. severity.

Determine with patient what is an
acceptable pain level.

Rationale

Patient’s pain is defined as what
the patient says it is, when the
patient says it is occurring.

A rating scale is the most reli-
able method for assessing pain

Only the patient can decide
what pain level is acceptable.

Evaluation
Does the patient verbalize his or
her pain?

Does the patient use verbal or non-
verbal messages that imply trust
in nurse’s belief of pain report?

Does the patient understand the
use of the scale and use it to
report pain?

Is the patient’s pain at an accept-
able level?
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Intervention
Assess whether pain is acute,
chronic, or both.

Assess need for and offer emotional
and spiritual support for the experi-
ence of pain and suffering.

Give analgesics before pain
becomes severe. For moderate to
severe pain, give analgesics ATC.

Combine opioid and nonopioid
analgesics as ordered.

Assess for pain relief approximately
1 hour after administration of oral
analgesics, or 30 minutes after IV
analgesics.

Observe for anticipated adverse
effects of pain medication.

If opioids are being used, assess
for respiratory depression and
level of sedation at regular
intervals.

Institute measures to prevent con-
stipation: 8 to 10 glasses of fluid
daily (unless contraindicated),
fiber in meals, fiber or bulk laxa-
tives, and exercise as tolerated.

Teach patient alternative (nondrug)
pain relief interventions, such as
relaxation and distraction, to be
used with medication.

Assess whether patient is taking
pain medications appropriately, and
if not, assess reasons. Instruct in
how to manage pain interventions.

Rationale

Acute and chronic pain may pres-
ent differently and may require
different interventions.

Pain, as well as disease processes,
can be accompanied by feelings
of powerlessness and distress.

Severe pain is more difficult to
relieve.

Balanced analgesia provides opti-
mum pain relief with fewer side
effects.

If pain is not relieved, additional
measures will be needed.

Many pain medications cause
nausea and constipation. The
nausea usually subsides after
several days, but the constipa-
tion does not.

High doses or sudden increases in
does of an opioid can result in
respiratory depression and
increased sedation.

A common side effect of opioids
is constipation.

Alternative interventions can help
the patient feel in control and
may help reduce the perception
of pain.

Pain medications must be taken
appropriately to be effective.

Evaluation

Has acute versus chronic pain been
identified? Are treatments appro-
priate?

Does the patient appear emotional,
angry, or withdrawn? Does the
patient have difficulty making
decisions? Is the patient-nurse
relationship therapeutic?

Is analgesic schedule effective?

Is the analgesic combination
effective?

Does patient report acceptable
level of relief?

Are adverse effects occurring? Can
they be managed? Does medica-
tion regimen need to be adjusted?

Is the patient’s respiratory rate grea-
ter than 8 per minute or above the
parameter ordered by the physi-
cian? Is the patient alert and ori-
ented?

Are the patient’s bowels moving
according to his or her usual
pattern?

Does the patient use alternative
interventions effectively?

Is the patient able to manage the
pain control regimen? Are adjust-
ments necessary?

that the health care provider’s goals and theirs are the same,
they are likely to cooperate with and contribute to the pain
management plan.

Understand that Pain Affects the Whole Family

It is important to include the whole family in the plan.
Understanding family dynamics helps the nurse in imple-
menting an effective pain management plan. Cultural influ-
ences are also important to consider (see Chapter 3). It is
difficult for family members to see loved ones in pain.

Including them in the planning helps them feel that they can
help make the patient more comfortable. (See Home Health
Hints.)

Pain is Exhausting

Pain may keep the patient from sleeping. This cycle of
sleeplessness and pain must be interrupted to help the
patient. The need for adequate rest must not be ignored. This
is often an ongoing problem for the patient with chronic
nonmalignant pain or chronic cancer pain, and it is perhaps
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more difficult to manage. The patient must get at least 4 to
6 hours of uninterrupted sleep to be relaxed enough to break
the cycle. Controlled-release opioids may help maintain
pain relief, allowing the patient to sleep. If controlled-
release medications are not used, it may be necessary to
wake a patient to administer pain medication so that the pain
does not get out of control. The addition of a sedative may
be necessary to allow the patient to sleep.

A Team Approach to Pain Management

A plan must be developed using an interdisciplinary
approach, including the patient and family, the nurse, and
the physician. Other team members, such as the occupa-
tional and physical therapist, chaplain, social worker, and
pharmacist, should be included as appropriate. Com-
munication is the important link allowing the team to be
effective in creating a plan that works for the patient. Plans
must be individualized to meet the special needs of each
patient and vary greatly depending on the characteristics
of pain the patient is experiencing and the effect on the
patient.

Patient Education

Patients must be informed about the medications they are
taking for pain management so they can take an active role
in their care. Patients informed about the goals of pain man-
agement are more likely to report unrelieved pain so that
they can receive prompt and effective treatment. Goals
include a satisfactory comfort level with minimal side
effects and complications of pain and its treatment, as well
as a reduced period of recovery.

CRITICAL THINKIN-G_

Mr. Sebastian

B Mr. Sebastian is a 75-year-old man who has been
diagnosed with lung cancer and is anxious about leav-
ing the hospital to return home following a thoracot-
omy. The nursing assessment reveals the need for home
health care for dressing changes and teaching about the
medications he will need at home. While in the hospi-

tal, Mr. Sebastian has required 5 mg of morphine IV

every 4 hours around the clock.

1. The morphine is available in syringes prefilled with
morphine grains 1/6 per mL. How many mililiters
should the nurse administer?

2. What discharge instructions must be given to Mr.
Sebastian and his wife before sending him home?

3. How might his pain be managed at home to prevent
unnecessary readmissions to the hospital?

Suggested answers at end of chapter.

CRITICAL THINKING

Mrs. Zales

B Mrs. Zales, a 32-year-old woman, was admitted for
a hysterectomy after being treated for painful
endometriosis for 12 months. After her surgery she had
a PCA pump with hydromorphone, which was effective
in relieving her pain. Forty-eight hours after surgery the
surgeon discontinued the PCA pump and ordered oral
hydrocodone with acetaminophen. It was ineffective, so
an order for hydromorphone, 2 to 4 mg orally every 3
to 4 hours as needed, was added. The nurses gave only
one dose of the hydromorphone, then, thinking that her
pain should be lessening, switched Mrs. Zales back to
the hydrocodone with acetaminophen. By the next
morning she was in severe pain, and the on-call physi-
cian ordered IM meperidine and promethazine
(Phenergan). Mrs. Zales’s discharge was delayed until
her pain could be controlled.

What do you think happened? How could the
delayed discharge have been avoided?

Suggested answers at end of chapter.

CRITICAL THINKING

Ms. Jackson

B Ms. Jackson had abdominal surgery 2 days ago.
She has been receiving morphine via IV PCA at an
average of 2.5 mg per hour for the last 6 hours.
She rates her pain at 3 on a scale of 0 to 10. She is to be
discharged today. Her physician has ordered codeine
30 mg with acetaminophen (Tylenol with codeine No.
3), 1 or 2 tablets every 4 hours as needed for pain at
home.

Will Ms. Jackson be comfortable at home? Why or
why not?
Suggested answers at end of chapter.

u NURSING CARE TIP

Many medication interventions are available for
the treatment of pain. Whenever possible, admin-
ister analgesics by the mouth, by the WHO lad-
der, and by the clock.
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ETHICAL CONSIDERATION DISCUSSION

This is a complex case. Not only are we looking at pro-
fessional ethical obligations as dictated by her regula-
tory body; we have to consider Kathy’s personal
values. There may be a conflict. Kathy may believe
that life is valuable and worth preserving at any cost,
and that the administration of a medication that will
shorten life or even precipitate a death cannot be an
activity that she can become involved in. Her beliefs
may prohibit her from taking many jobs where end of
life issues are part of daily routine (such as abortion
clinics, palliative care units, long-term care units, and
emergency rooms).

If Kathy has moral objections to administering what she
considers to be a lethal dose of medication, she should
seek out her supervisor in order to explain her diffi-
culty with the order. She may be able to withdraw
from assisting with or performing procedures that are
against her personal moral values. This task can be
undertaken by a nurse who has no moral objections,
provided that there is a nurse available. The supervisor
may choose to administer the medication himself or
herself, or to pursue alternate outcomes, such as con-

tacting the palliative care team or an alternate physi-
cian if possible. Kathy might consider talking with
the physician or forming a group on the unit to dis-
cuss the issues and develop some unit guidelines for
such cases.

Situations like this are an everyday occurrence. A
nurse should assess the work environment before
committing to work on a unit. Kathy may be able to
inform her supervisor and colleagues that under cer-
tain circumstances, she will not participate in a
treatment regimen and will need to rely upon the
team to support that decision and assist with finding
alternate methods of delivering care. She should
recognize, however, that sometimes there is no one
else available to administer medications or perform
procedures. At that point, she would have to think
carefully about her professional obligations; that is,
to whom does she owe the primary obligation . . . to
the patient or to her own moral code? And what is
that obligation? In the end, if Kathy is unable to
function effectively on this unit, she may need to
seek employment elsewhere.

It is important to provide the patient with information
about a drug’s common adverse effects, the frequency of the
dose and its duration of action, and potential drug-drug and
food-drug interactions if indicated. There are many special
considerations for medications such as control release oral
agents and transdermal patches; care must be taken to
include these in the education plan for the patient using
these medications at home. Drug-specific instructions are
found in drug handbooks. Education must be presented at a
level that the patient can understand. Informed patients use
their medications more effectively and safely.

Evaluation

The final phase of the nursing process is evaluation. Once
the plan of care has been implemented, evaluate whether the
patient’s goals have been met. Has the patient’s identified
goal for an acceptable level of pain been met? How were
the pain treatments tolerated? Was the patient able to partic-
ipate in activities that he or she identified as important?
The plan should be continuously updated based on the
evaluation.

Ha I

Leisl
[*=¢ Home Health Hints

* Emotional or spiritual distress and fear related to
dependence on family caregivers may alter the
patient's perception or report of pain. Some patients
may feel pain more intensely because of the influence
of fear, and others may underreport if they are trying
to protect family members.

* Several alternative measures are easily taught to
patients and caregivers in the home. For example, ice
can be made in paper cups and used for a cold mas-
sage of a painful area.

* Medical massage therapy is growing in popularity for
the treatment of chronic pain. Remember a physi-
cian's order might be necessary for this type of treat-
ment. Discuss this option with the registered nurse,
patient, and caregiver to help identify if this interven-
tion is appropriate for your patient.
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REVIEW QUESTIONS

1. A patient is walking up and down the hall and visiting

with other patients. He is laughing and joking. He
approaches the nurse’s station, asks for his pain shot,

and reports that his pain is 6 on a scale of 0 to 10. Based

on McCaffery’s definition of pain, which of the follow-

ing assumptions by the nurse is most likely correct?

a. The patient is not really in pain but just wants his
medication.

b. The patient is having pain at a level of 6 on a scale
of 0 to 10.

c. The patient is in minimal pain and should receive a
pill instead of a shot.

d. The patient is in pain but does not need his pain
medication yet.

2. A patient with terminal cancer has been requiring 5

mg of IV morphine every 1 to 2 hours to control pain,

yet is engrossed in a movie on television and appears

to be in no pain. Which of the following explanations

of this behavior is most likely correct?

a. Denial of pain is common in patients with cancer.

b. The cancer treatment is working and the pain is
improving.

c. The patient is hiding the pain in order to finish
watching the movie undisturbed.

d. Distraction can be an effective treatment for pain
when used with appropriate drug treatments.

. Which patient is exhibiting tolerance to opioid anal-

gesics?

a. The patient who requests opioid analgesics fre-
quently because of severe acute pain.

b. The patient who refuses opioid analgesics because
of fear of addiction.

c. The patient who needs increasing doses of opioids
to achieve the same level of pain relief.

d. The patient who requests opioid analgesics even
when not in pain in order to feel euphoric.

. A patient has incisional pain following total hip
replacement surgery. Which of the following types of
pain is the patient experiencing?

a. Nociceptive/physiological
b. Neuropathic/ nonphysiological
c. Chronic nonmalignant

. With which type of pain is the patient least likely to
present with outward signs such as moaning or
changes in vital signs?

a. Acute pain
b. Chronic nonmalignant pain
c. Cancer pain

. Which of the following methods is the most reliable
way to assess a patient’s pain?

Understanding Health and llIness
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a. Ask the patient to describe the pain.

b. Observe the patient for physical signs of pain such
as moaning or grimacing.

c. Ask the patient to rate his or her pain using a valid
assessment scale.

d. Ask a family member to rate the patient’s pain.

According to the World Health Organization analgesic

ladder, at what point in a patient’s pain experience is it

appropriate to use adjuvant treatments? Choose all

answers that are correct.

a. In addition to analgesics for early, mild pain

b. As an alternative to analgesics for moderate to
severe pain

c. In addition to analgesics for pain that is persistent
despite treatment

d. In addition to analgesics for pain that is growing
increasingly more severe

A patient is hospitalized following a motor vehicle
accident. He has multiple orthopedic injuries and is in
acute pain. He has an order for morphine 6 mg IV
every 4 hours as needed. He can also have a nonopioid
oral analgesic every 4 hours as needed. In order to
reduce the risk of adverse effects and maintain an
acceptable level of sedation and pain control, which of
the following analgesic schedules will be most effec-
tive?
a. Offer the opioid every 4 hours.
b. Tell him to put on his light when he feels pain, and
give the drugs immediately when he requests them.
c. Give both the IV opioid and the PO nonopioid
every 4 hours ATC.
d. Alternate the IV analgesic with the nonopioid oral
analgesic.

Mr. Lawrence is an 88-year-old man admitted with a
broken hip after a fall. He has an order for meperidine
50 to 75 mg IM g4-6hr prn pain. As his nurse, which
of the following actions should you take?

a. Give the meperidine every 4 hours ATC.

b. Offer the meperidine every 6 hours because you
know that his liver and kidney function may be
diminished.

c. Administer an NSAID with the meperidine for
added pain relief.

d. Talk to the RN or physician about getting an order
for a different analgesic.

A patient is started on gabapentin (Neurontin) 300 mg

by mouth three times daily for chronic nerve pain

related to diabetic neuropathy. Which instruction

should the nurse provide?

a. “Take the medication at the first sign of any pain,
up to three times daily.”



Copyright © 2007 by F. A. Davis.

b. “Take one capsule every eight hours continuously
to keep the pain under control.”

c. “Take the medication only when you need it, to
prevent becoming addicted.”

d. “Take one capsule three times a day, then discon-
tinue it when the pain is under control.”

11. A nurse receives an order to administer 1 mL of sterile
normal saline IM to a patient suspected of opioid
abuse. Which response by the nurse is appropriate first?
a. Administer the saline and carefully document the

patient’s response in the medical record.
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b. Administer the saline but inform the patient exactly

what it is and why it was ordered.

c. Refuse to administer the medication and inform the

physician that the order is inappropriate.

d. Share concerns about the order with the supervisor

and explain why the nurse cannot in good con-
science administer the saline.

A nurse needs to administer morphine 10 mg IM. It is
supplied as grains 1/4 per mL. How many milliliters
should the nurse prepare for injection?

mL

3. Agency for Health Care Policy and Research: AHCPR
Clinical Practice Guideline: Management of Cancer Pain.
US Depart-ment of Health and Human Services, Rockville,
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Smithers and Barnett

It is important to accept both patients’ pain reports.
Assessment should be based on what the patient says
rather than what is observed. Each patient copes with
his or her pain in a unique way, and the nurse cannot
judge whether one is in more pain than the other.

m Mrs. Shepard

1. Pain medication is most effective when given on a
routine schedule around the clock to avoid break-
through pain. Mrs. Shepard’s epidural infusion
should continue to relieve her pain for a time, up to
several hours after it is discontinued, depending on
the medication used. The oral medication is most
effective when given at the time the epidural is
stopped so that it is taking effect as the epidural
effects wear off. See Box 9.4 (Gerontological Issues)
for special considerations for the older patient.

2. Pain prevents patients from moving freely. Posto-
perative complications such as retained pulmonary
secretions and ileus can occur when patients are
immobile. Effective pain management can help pre-
vent these complications.

3. If she takes a dose every 3 hours, then she will
receive eight doses in 24 hours: 500 mg X 8 = 4000
mg or 4 g, which is the maximum safe dose. Recall
that elderly patients metabolize and excrete medica-
tions more slowly than younger patients. If she will
need the hydrocodone/acetaminophen more than a
few days, it would be wise to consult with the physi-

cian about giving the opioid and acetaminophen sep-
arately.

Mrs. Shepard should be instructed what her role will
be when her pain management regimen is altered.
Does she have to ask for the pain medication or will
it just be brought to her? Patient and family education
is vital to success in management of a patient’s pain.

m Mr. Sebastian

1.

5 mg | 1 grain | 1 mL = 0.5mL
‘ 60 mg ‘ grains 1/6
Home instruction regarding ATC administration of

pain medication is indicated, as well as effects and
side effects to report. He will also need to implement
measures to prevent constipation.

. MS Contin, a long-acting form of morphine, may be

an option for Mr. Sebastian, along with an immedi-
ate-release preparation for breakthrough pain. Also,
information about what to do and who to contact if
pain becomes unmanageable is necessary to help
prevent readmissions to the hospital.

m Mrs. Zales

Mrs. Zales was probably tolerant to opioids because of
her need for medication for chronic pain over the last
year. For this reason, she needed more medication than
a nontolerant patient who does not usually use opioids.
Also, the belief that promethazine and other pheno-
thiazines potentiate opioids is a myth. They do cause
increased levels of sedation and may limit the amount

(Continued on following page)
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of opioid that can be given safely. IM injections are not
recommended because they are painful, absorption is
not predictable, and there is a delay between injection
and relief. Nurses often base the treatment of a patient’s
pain on what they usually do or what they think should
be effective rather than on sound pain management
practices and principles. A more rational approach to
Mrs. Zales would have been regular pain assessment
with ATC treatment until pain began to subside. If her
pain level had been better controlled, she might have
been discharged on oral analgesics without the delay.

m Ms. Jackson

Using an equianalgesic conversion, we can determine
whether Ms. Jackson is likely to have good pain relief

based on her requirement with the PCA. Her current
pain level of 3 shows that the morphine has been effec-
tive. Remember that the pump keeps a history of what
the patient uses, which is the best indicator of what the
patient needs. Ms. Jackson has used 15 mg of morphine
during the past 6 hours. An equianalgesic dose of
Tylenol with codeine No. 3 would be almost 200 mg of
codeine, but only 30 to 60 mg has been ordered. In addi-
tion, if Ms. Jackson takes enough Tylenol with codeine
No. 3 to get 200 mg of codeine, she will receive a dan-
gerous dose of both the codeine and the acetaminophen.
The physician needs to be contacted for different anal-
gesic orders.
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KEY TERMS

alopecia (AL-oh-PEE-she-ah)

anemia (uh-NEE-mee-yah)

anorexia (AN-oh-REK-see-ah)

benign (bee-NINE)

biopsy (BY-ahp-see)

cancer (KAN-sir)

carcinogen (kar-SIN-oh-jen)

chemotherapy (KEE-moh-THER-uh-pee)

contact inhibition (kon-takt in-huh-BIH-shun)

cytotoxic (SIGH-toh-TOCK-sik)

desquamation (dee-skwa-MAY-shun)

in situ (in-SIT-yoo)

leukopenia (LOO-koh-PEE-nee-ah)

malignant (muh-LIG-nunt)

metastasis (muh-TASS-tuh-sis)

mucositis (MYOO-koh-SIGH-tis)

nadir (NAY-dir)

neoplasm (NEE-oh-PLAZ-uhm)

neutropenia (noo-troh-PEE-nee-ah)

oncology (on-CAW-luh-gee)

oncovirus (ON-koh-VIGH-russ)

palliation (pal-ee-AY-shun)

radiation therapy (RAY-dee-AY-shun THER-
uh-pee)

stomatitis (STOH-mah-TIGH-tis)

thrombocytopenia (THROM-boh-SIGH-toh-PEE-nee-ah)

tumor (TOO-mur)

vesicant (VESS-i-kant)

xerostomia (ZEE-roh-STOH-mee-ah)

QUESTIONS TO GUIDE YOUR READING

1.

What are the normal structures and functions of the
cell?

. What changes occur in the cell when it becomes

malignant?

. Which medications are commonly used as

chemotherapeutic agents?

. What are the special nursing needs of the patient

receiving chemotherapy or radiation therapy?

. Which data should you collect when caring for a

patient with cancer?

. What are nursing interventions for common onco-

logical emergencies?

. How will you know if your nursing interventions

have been effective?

. What is the role of hospice in providing care for

patients with advanced cancer?

143



Copyright © 2007 by F. A. Davis.

144 UNIT TWO

REVIEW OF NORMAL ANATOMY
AND PHYSIOLOGY OF CELLS

Cells are the smallest living structural and functional sub-
units of the body. Although human cells vary in size, shape,
and certain metabolic activities, they have many characteris-
tics in common.

Cell Structure

Human cells have a cell membrane, cytosol, cell organelles,
and, with the exception of mature red blood cells, a nucleus.
In the mature red blood cell, the nucleus has been lost. Each
cell structure has a specific and vital function. The cell
membrane forms the outer boundary of the cell and is made
up of phospholipids, proteins, and cholesterol. Proteins
serve four different purposes: (1) Some are channels or
transporters to permit movement of materials, (2) some are
enzymes catalyzing reactions, (3) some are receptor sites for
hormones to trigger a cell’s activity, and (4) some are anti-
gens to identify the cell as belonging in the body.

A cell membrane is selectively permeable, meaning
that not all substances pass through equally. The lipids in the

Cilia

Golgi apparatus

Chromatin

Nucleus

Nucleolus

Nuclear
membrane
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membrane permit the diffusion of lipid-soluble materials
into or out of the cell. Materials may enter or leave a cell in
a variety of ways, such as diffusion, osmosis, active trans-
port, pinocytosis, and phagocytosis.

Cytosol and Cell Organelles

Cytosol is a watery solution of minerals, gases, and organic
molecules that is found between the cell membrane and the
nucleus. Chemical reactions (such as the synthesis of adeno-
sine triphosphate [ATP] in glycolysis) take place in the
cytosol. Cell organelles are subcellular structures with spe-
cific functions, which are shown in Figure 10.1. Many cell
organelles are found in the cytosol.

Nucleus

The nucleus of a cell is surrounded by a double-layered
nuclear membrane with many pores. Inside the nucleus are
one or more nucleoli and the chromosomes of the cell.

A nucleolus is a small sphere made of deoxyribonu-
cleic acid (DNA), ribonucleic acid (RNA), and protein. The
nucleoli form a type of RNA called ribosomal RNA, which
is part of the cell organelle called the ribosome and is
involved in protein synthesis.
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FIGURE 10.1 Schematic diagram of a typical human cell. (From Scanlon, V; and Sanders, T: Essentials of Anatomy and Physiology, ed. 4. FA.

Davis, Philadelphia, 2003.)
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The nucleus is the control center of the cell because it
contains the chromosomes. The 46 chromosomes of a
human cell are made of DNA and protein. DNA is the
genetic code for the characteristics and activities of the cell.
Specific regions of DNA are called genes; a gene is the code
for one protein. Not all the genes in any cell are active—
only those relative few needed for the proteins to carry out
their specific functions. These proteins may be structural,
such as the collagen of connective tissue, or functional, such
as the hemoglobin of red blood cells. Important functional
proteins are the enzymes that catalyze the specific reactions
characteristic of each type of cell.

Genetic Code and Protein Synthesis

The genetic code of DNA is the code for the amino acid
sequences needed to synthesize a cell’s proteins (Fig. 10.2).
A complementary copy of the DNA’s gene is made by a
molecule called messenger RNA (mRNA). The mRNA then
moves to the cytoplasm of the cell and attaches to the ribo-
somes. Transfer RNA (tRNA) molecules bring the necessary
amino acids to the proper places on the mRNA molecule,
and enzymes of the ribosomes catalyze the formation of
peptide bonds to link the amino acids into the primary struc-
ture of a protein.

FIGURE 10.2 Schematic diagram
of the process of protein synthesis.
(From Scanlon, V, and Sanders, T: Essentials
of Anatomy and Physiology, ed. 4. FA. Davis,
Philadelphia, 2003.)
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As with any complex process, mistakes are possible.
Should there be a mistake in the DNA code, the process of
protein synthesis may go on anyway, but the resulting pro-
tein will not function normally; this is the basis for genetic
diseases. DNA mistakes acquired during life are called
mutations. A mutation is any change in the DNA code.
Ultraviolet rays or exposure to certain chemicals may cause
structural changes in the DNA code. These changes may kill
the affected cells or may irreversibly alter their function.
Such altered cells may become malignant, being unable to
function normally but very active; this is the basis of some
forms of cancer.

Mitosis

Mitosis is the process by which a cell reproduces itself. One
cell, after its 46 chromosomes have duplicated themselves,
divides into two cells, each with a membrane, cytoplasm,
and organelles from the original cell and a complete set of
chromosomes. Mitosis is necessary for the growth of the
body and the replacement of dead or damaged cells. Some
cells are capable of mitosis and others are not. Cells of the
epidermis of the skin undergo mitosis continuously to
replace the superficial cells that are constantly worn off the
skin surface. The same is true of cells that line the stomach
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FIGURE 10.3 Cell cycle.

and intestines. Cells in the red bone marrow also divide fre-
quently; red blood cells have a fixed life span (about 120
days) and must be replaced. Some cells seem to be capable
of only a limited number of divisions, and when that limit
has been reached, the cells die and are not replaced.

Other cells do not undergo mitosis to any great extent
after birth. Nerve cells (neurons) are unable to divide
(except for in the hippocampus), and muscle cells have very
limited mitotic capability. When such cells are lost through
injury or disease, the loss of their function in the individual
is usually permanent.

Cell Cycle

The cell cycle involves a series of changes through which a
cell progresses, starting from the time it develops until it
reproduces itself. The duration of the cell’s life, the time it
takes for mitosis to occur, the growth ratio (percentage of
cycling cells), the frequency of cell loss, and the doubling
time (time for a tumor to double its size) are important con-
cepts related to tumor growth and treatment strategies.
Cells can occupy three places in the cell cycle: cells that
are actively dividing, cells that leave the cycle after a certain
point and die, and cells that temporarily leave the cycle and
remain inactive until reentry into the cycle. Inactive cells
continue to synthesize RNA and protein (Fig. 10.3).

Cells and Tissues

A tissue is a group of cells with similar structure and func-
tions. The four groups of human tissues are epithelial, con-
nective, muscle, and nervous tissue

Epithelial tissues form coverings and linings through-
out the body. Often the cells are capable of mitosis, and dam-
age to the tissue may be repaired. The healing of a cut to the
skin is a typical example. Epithelial tissue also forms glands.

There are many types of connective tissues with varied
functions. For example, blood is a connective tissue
involved in the transportation of materials throughout the
body. Fibrous connective tissue, made mostly of the protein
collagen, forms strong membranes such as those around
muscles, attaching structures such as ligaments and tendons
and the dermis of the skin. Bone and cartilage support con-
nective tissues. Adipose connective tissue stores fat as

potential energy. Many kinds of connective tissue cells are
capable of mitosis.

There are three kinds of muscle tissue: skeletal muscle,
smooth muscle, and cardiac muscle. Skeletal muscle tissue
makes up the voluntary muscles attached to the skeleton.
Smooth muscle is found in viscera such as the stomach and
intestines, the walls of arteries and veins, the walls of the
bronchial tubes, and the uterus. Cardiac muscle forms the
walls of the heart. As mentioned, the cells of muscle tissue
have little ability to reproduce themselves.

Nervous tissue is made of neurons and supporting neu-
roglial cells. Although mature neurons are not capable of
mitosis, many neuroglia are capable. It is the neuroglia, not
neurons, that usually form the tumors that develop in the
central nervous system.

INTRODUCTIONTO
| CANCER CONCEPTS

Oncology is the branch of medicine dealing with tumors.
Oncology nursing is also called cancer nursing; it is an
important component of medical-surgical nursing care. See
Box 10.1 Cancer Resources. Cancer is second only to heart
disease in mortality rates in the United States. The American
Cancer Society reports that an estimated 10 million
Americans alive today have a history of cancer.

Early accounts of cancer date back to the 17th century
B.C. Documentation of the benefits of early cancer detection
and its impact on treatment exist from the beginning of the
19th century. Today, microscopic technology and genetic
engineering provide physicians with a better understanding
of tumor growth and cell activity and a means for early can-
cer detection and intervention.

Benign Tumors

Cells that reproduce abnormally result in neoplasms, or
tumors. Neoplasm is a term that combines the Greek word
neo, meaning “new,” and plasia, meaning “growth,” to sug-
gest new tissue growth. The new growth results in enlarge-
ment of tissue and the formation of an abnormal mass. Not
all neoplasms contain cancer cells; however, a neoplastic
cell is responsible for producing a tumor and shows a lively
growing cell. A neoplastic growth is very difficult to detect
until it contains about 500 cells and is approximately 1 cm.

A benign tumor is defined as a cluster of cells that is
not normal to the body but is noncancerous. Benign tumors
grow more slowly and have cells that are the same as the
original tissue. An organ containing a benign tumor usually
continues to function normally.

Cancer

Cancer is a group of cells that grows out of control, taking
over the function of the affected organ. Cancer cells are
described as poorly constructed, loosely formed, and with-

oncology: onco—mass + logy—word, reason
neoplasm: neo—new + plasm—form
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Box 10.1

Cancer Resources

American Cancer Society
1-800-ACS-2345
http://www.cancer.org
National Cancer Institute
301-496-8531
http://cancernet.nci.nih.gov/
http://www.nci.nih.gov
Oncology Nursing Society

412-921-7373
http://www.ons.org/

out organization. An organ with a cancerous tumor eventu-
ally ceases to function. A simplistic definition is “confused
cell.” Malignant, a term often used as a synonym for cancer,
is defined as a growth that resists treatment and tends to
worsen and threaten death. A comparison of benign and
malignant tumors is found in Table 10.1.

a LEARNING TIP

Cancer is not contagious.

Pathophysiology

Cancer is not one disease, but many diseases with different
causes, manifestations, treatments, and prognoses. There are
more than 100 different types of cancer caused by mutation
of cellular genes. Cancer takes on the characteristics of the
cell it mutates and then takes on characteristics of the muta-
tion. Growth-regulating signals in the cell’s surrounding
environment are ignored as the abnormal cell growth
increases. Normal cells are limited to about 50 to 60 divi-
sions before they die. Cancer cells do not have a division
limit and are considered immortal.
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The progression from a normal cell to a malignant cell
follows a pattern of mutation, defective division and abnor-
mal growth cycles, and defective cell communication. Cell
mutation occurs when a sudden change affects the chromo-
somes, causing the new cell to differ from the parent. The
malignant cell’s enzymes destroy the gluelike substance
found between normal cells, which disrupts the transfer of
information used for normal cell structure.

Cancer cells also lack contact inhibition. This is a
property of normal cells in which contact by the cell with
another cell or tissue signals cells to stop dividing. Since
cancer cells do not possess contact inhibition, they continue
to divide and invade surrounding tissues.

Etiology

Cancer cell growth and reproduction involves a two-step
process. The first step in cancer growth is called initiation.
Initiation causes an alteration in the genetic structure of the
cell (DNA). Cell alteration is associated with exposure to a
carcinogen. The cellular change primes the cell to become
cancerous.

Promotion is the second type of cancer cell growth. It
occurs after repeated exposure to carcinogens causes the ini-
tiated cells to mutate. During the promotion step, a tumor
forms from mutated cell reproduction.

A healthy immune system can often destroy cancer
cells before they replicate and become a tumor. It is impor-
tant to remember that any substance that weakens or alters
the immune system puts the individual at risk for cell muta-
tion. Medical researchers support the theory that cancer is a
symptom of a weakened immune system.

Risk Factors

Increased risk of cancer is linked to many environmental
factors. An evaluation of cancer begins with assessment of
well-known risk factors such as specific viruses; exposure to
radiation, chemicals, and irritants; genetics; diet; and gen-
eral immunity. Certain racial and ethnic groups also are at
higher risk for some types of cancer (Box 10.2 Cultural
Considerations).

carcinogen: karkinos—cancer, crab + genesis—birth

TABLE 10.1 BENIGN AND MALIGNANT TUMORS

Benign

Growth Rate Typically slow expansion

Cell Features Typical of the tissue of origin

Tissue Damage Minor

Metastasis Not seen; remains localized at site of origin

Recurrence after Seldom recurs after surgical removal
Treatment

Related Terminology Hyperplasia, polyp, and benign neoplasia

Prognosis Not injurious unless location causes pres-

sure or obstruction to vital organs

Malignant

Often rapid with cell numbers doubling normal cell
growth; malignant cells infiltrate surrounding tissue

Atypical in varying degrees of the tissue or origin; altered
cell membrane; contains tumor-specific antigens

Often causes necrosis and ulceration of tissue

Often spreads to form tumors in other parts of the body

Recurrence can be seen after surgical removal and follow-
ing radiation and chemotherapy

Cancer, malignancy, and malignant neoplasia

Death if uncontrolled
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VIRUSES. Certain viruses, such as the oncoviruses (RNA-
type viruses), are linked to cancer in humans. Retrovirus is
an enzyme produced by RNA tumor viruses and is found in
human leukemia cells.

The Epstein-Barr virus (EBV), which causes infectious
mononucleosis, is also associated with Burkitt’s lymphoma.
Herpes simplex virus 2 has been associated with cervical
and penile cancers. Papillomavirus, associated with genital
warts, is considered one cause of cervical cancer in women.
Chronic hepatitis B is linked with liver cancer.

RADIATION. There is an increased incidence of cancer in
persons exposed to prolonged or large amounts of radiation.

oncovirus: onco—mass + virus

Ionizing radiation involving ultraviolet rays such as
sunlight, x-rays, and alpha, beta, and gamma rays plays a
major role in promoting leukemia and skin cancers,
primarily melanomas.

Persons exposed to radioactive materials in large doses,
such as a radiation leak or an atomic bomb, are at risk for
leukemia and breast, bone, lung, and thyroid cancer. Con-
trolled radiation therapy is used to treat cancer patients by
destroying rapidly dividing cancer cells. Radiation can also
damage normal cells. The decision to use radiation is made
after careful evaluation of the tumor’s location and vulnera-
bility to other treatments.

CHEMICALS. Chemicals are present in air, water, soil,
food, drugs, and tobacco smoke. Chemical carcinogens are

ol . Box 10.2
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Cultural Considerations

Many racial and ethnic groups in the United States have high rates of cancer. Although risk fac-
tors for the development of specific cancers are similar, barriers to prevention and nursing
strategies to reduce risk factors vary among ethnicities.

Europeans

Foreign-born and first-generation white men from
Norway, Sweden, and Germany have an increased risk
of stomach cancer. This suggests an interrelation among
ethnic, geographical, and dietary risk factors as the cause
of this high incidence of stomach cancer. Assessing for
these data among these populations may assist in the
diagnostic process.

Recent Eastern European immigrants may be a
risk for thyroid cancer and leukemia because of the
current industrial pollution and radiation exposure from
the Chernobyl nuclear disaster in the former USSR in
1986. Some contamination occurred in Estonia, Latvia,
Lithuania, and Poland. This may constitute a health
hazard and may affect both recent immigrants and
visitors to these countries. It is essential that health-
care providers carefully screen individuals for these
cancers.

African Americans

Cancer sites among African Americans include the
prostate, breast, lung, colon, rectum, cervix, pancreas,
and esophagus. Because African Americans are overrep-
resented in the working class, they experience increased
exposure to hazardous occupations. For example,
African American men are at a higher risk for develop-
ing cancer related to their high representation in the steel
and tire industries and in factories manufacturing chemi-
cals and pesticides. They have the highest overall cancer
rate, the highest overall mortality rate, and their 5-year
survival rate is 30% lower than that of European

Americans. In general, African Americans report later
for treatment than European Americans. Colon tumors
are deeper within African Americans, making detection
on digital examination more difficult. Poverty, a diet
high in fat and low in fiber, and lower levels of thi-
amine, riboflavin, vitamins A and C, and iron may
increase cancer risk among African Americans.
Additionally, cigarette smoking, inner city living
with pollution, obesity, and alcohol consumption
increase African Americans’ risk for developing cancer.
Lack of medical care access acts as a barrier to pre-
vention among African Americans. Survival, not preven-
tion, is the priority for some. Additional barriers include
a lack of cancer risk teaching and detection in some
African American communities, lack of health insur-
ance, and little stigma attached to alcohol consumption
and smoking. Strong family ties encourage seeking
health care from family members before professionals.
Primary strategies for cancer prevention and
increasing survival among African Americans include
using African American professionals as speakers in
community activities, using church-based information
dissemination, providing forums in African American
communities, and addressing smoking advertisements
in African American communities. Additional strategies
include involving granny healers and ministers, chang-
ing food preparation practices and amounts rather than
changing cultural food habits, involving extended family
members in educational campaigns, and using high-
profile African Americans such as sports leaders and
actors in media campaigns.
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Hispanics

Hispanic populations in the United States have an
increased incidence for some types of cancer. Cervical
cancer is increased among Central and South American
women. Pancreatic, liver, and gall-bladder cancer is
increased among Mexican Americans. Many Mexican
Americans are less aware of the early warning signs of
cancer; many are more fearful of getting cancer than the
general public; and many work in mining, factories using
chemicals, and farming using pesticides.

Barriers to preventive health care among many
Hispanics include high poverty rates, low educational
rates, a preference for health-care providers who under-
stand Spanish, a preference for health-care information
presented in Spanish, a delay in seeking treatments for
symptoms, and using lay healers as a first choice in
health care. Additionally, many have a fear of surgical
intervention with a body cavity left open to air and have
decreased access to health care. For some, an undocu-
mented immigration status creates a fear of reprisal.

Nursing approaches effective among Hispanics
include educating lay healers regarding cancer prevention
and early warning signs of cancer, using bilingual health-
care providers, using Hispanic health-care providers
whenever available, using respected Hispanic community
leaders in educational programs, presenting videos in
Spanish using Hispanic actors, educating the entire family
because of close family networks, and connecting with
Hispanic community churches, restaurants, and stores.
Additionally, the nurse can use the 1-800-4-CANCER
telephone number for Spanish translation and counseling,
become involved with Hispanic community movements,
and provide information in community and regional
Hispanic newspapers and community publications.

Asians and Pacific Islanders

Cervical, liver, lung, stomach, multiple myeloma,
esophageal, pancreatic, and nasopharyngeal cancer are
higher among Chinese Americans. Chinese American
women have a 20% higher rate of pancreatic cancer.
High rates of stomach and liver cancer in Korea predis-
pose recent immigrants to these conditions. Thus, the
nurse needs to assess and teach newer immigrants
regarding these types of cancer.
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High rates of stomach, breast, colon, and rectal
cancer common among Japanese people may be related
to the high sodium content of the Japanese diet, a
genetic predisposition, consumption of salted fish and
contaminated grain, hepatitis B, smoking, vitamin A
deficiency, low vitamin C intake, chronic esophagitis,
and pulmonary sequelae of cigarette smoking. Barriers
to prevention include the following: prevention models
are not native to their culture; there may be a lack of
trust in Western medicine; they have decreased access to
health care; some are unable to speak the English lan-
guage; and for some, an undocumented immigration
status creates a fear of reprisal.

Nursing approaches to improve cancer risk preven-
tion among Asians and Pacific Islanders include educa-
tion about prevention versus acute care practice,
educating native healers, involvement in community
with respected native leaders, videos and literature in
native language, and incorporating native healing prac-
tices such as traditional Chinese medicine.

Native Americans

Native American populations have an increased risk for
skin, pancreatic, gallbladder, liver, and prostate cancer.
Risk factors for the development of cancer include obe-
sity, a diet high in fat, high rates of alcohol consump-
tion, and high rates of smoking. Barriers to prevention
include a lack of Native American health-care providers,
health care providers’ unfamiliarity with Native
American cultures, lack of financial resources, and a
lack of integration of Native American healing pra-
ctices into prevention practices. Nursing approaches to
decrease cancer risk prevention among Native American
populations include the following: incorporate preven-
tion into Native American healing practices; educate
Native American lay healers regarding cancer prevention
practices; work with tribal community leaders; respect
modesty, gender roles, and tribal customs; work with the
Indian Health Service and Bureau of Indian Affairs;
encourage traditional customs of physical fitness and
exercise; and encourage dietary portion control and
healthy food preparation practices instead of changing
cultural food habits.

implicated as triggering mechanisms in malignant tumor
development. Length of exposure time and degree of
exposure intensity to chemical carcinogens are associated
with risk for cancer development.

Smoking accounts for 87% of lung cancer worldwide.!
Chemical agents, such as those in tobacco, are more toxic
when used with alcohol. Alcohol and tobacco are the most
frequent causes of cancers of the mouth and throat. Chemi-
cals used in manufacturing, such as vinyl chloride, are asso-
ciated with liver cancer.

IRRITANTS. Chronic irritation or inflammation caused by
irritants such as snuff or pipe smoke often cause cancer in
local areas. Nevi (moles) that are chronically irritated by
clothing, especially clothing contaminated by chemical
residue, may become malignant. Asbestos found in tem-
perature and sound insulation has been proven to cause a
particularly destructive type of lung cancer.

GENETICS. Genetics plays a large part in cancer formation.
Certain breast cancers are linked to a specific gene mutation.
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Skin and colon cancers have a genetic tendency. People with
Down’s syndrome (a chromosomal abnormality) have a
higher risk of developing acute leukemia.

DIET. Diet is a large factor in both cause and prevention of
malignancies. People who eat high-fat, low-fiber diets are
more prone to develop colon cancers. Diets high in fiber
reduce the risk of colon cancer. High-fat diets are linked to
breast cancer in women and prostate cancer in men. Con-
sumption of large amounts of pickled, smoked, and char-
broiled foods has been linked with esophageal and stomach
cancers. A diet low in vitamins A, C, and E is associated
with cancers of the lungs, esophagus, mouth, larynx, cervix,
and breast.

HORMONES. Hormonal agents that disturb the balance of
the body may also promote cancer. Long-term use of the
female hormone estrogen is associated with cancer of the
breast, uterus, ovaries, cervix, and vagina. It has been found
that children born of mothers who took diethylstilbestrol
(DES) during pregnancy have an increased incidence of
reproductive cancers. DES is a synthetic hormone with estro-
genlike properties used in the past to prevent miscarriage.

Tumors of the breast and uterus are tested for estrogen
or progesterone influence. If a breast tumor is malignant, the
tumor is tested and treatment varies depending on whether it
is positive for estrogen or progesterone dependence.

IMMUNE FACTORS. A healthy immune system destroys
mutant cells quickly on formation. An individual with
altered immunity is more susceptible to cancer formation
when exposed to small amounts of carcinogens compared
with someone with a healthy immune system. Immune
system suppression allows malignant cells to develop in
large numbers.

Altered immunity is noted in persons with chronic ill-
ness and stress. An increased risk of cancer follows a trau-
matic, stressful period in life, such as the loss of a mate or a
job. Failure to decrease stress productively contributes to a
higher incidence of chronic illnesses. Thus, a cycle of stress,
illness, and increased cancer risk develops. Individuals with
acquired immunodeficiency syndrome (AIDS) have a com-
promised immune system and an increased risk for certain
cancers. A decline in the immune system is also noted as the
body ages. A weaker immune system contributes to chronic
illnesses and cancers associated with the elderly population.

Cancer Classification

Cancers are identified by the tissue affected, speed of cell
growth, cell appearance, and location. Neoplasms occurring
in the epithelial cells are called carcinomas. Carcinoma is

H LEARNING TIP

An individual's cancer risk is viewed as the bal-
ance between exposure and susceptibility to
carcinogens.
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FIGURE 10.4 Adenocarcinoma of the caecum. (Photo courtesy
Dinesh Patel, MD. Medical Oncology, Internal Medicine, Zanesville, OH.)

the most common type of cancer and includes cells of the
skin, gastrointestinal system, and lungs (Figs. 10.4 and
10.5). Cancer cells affecting connective tissue, including fat,
the sheath that contains nerves, cartilage, muscle, and bone,
are called sarcomas. Leukemia is the term used to describe
the abnormal growth of white blood cells. Cancers involving
cells of the lymphatic system, lymph nodes, and spleen are
called lymphomas. See Table 10.2 for cancer types based on
origin.

Spread of Cancer
Neoplastic cells that remain in one area are considered
localized, or in situ, cancers. These tumors may be difficult
to visualize on clinical examination and are detected
through microscopic cell examination. In situ tumors are
often removed surgically and require no further treatment.
Metastasis is the term used to describe the spread of the
tumor from the primary site into separate and distant areas.
Metastasis is the stage at which cancer cells acquire
invasive behavior characteristics and cause the surrounding
tissue to change (Fig. 10.6). Metastasis occurs primarily
because cancer cells break away more easily than normal
cells and can survive for a time independently from other
cells. There are three steps in the formation of a metastasis.

FIGURE 10.5 Lung cancer. (Photo courtesy Dinesh Patel, MD. Medical
Oncology, Internal Medicine, Zanesville, OH.)

in situ: in—in + situ—position
metastasis: meta—beyond + stasis—stand
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TABLE 10.2 TUMOR DESCRIPTION

Tumor Type Character Origin

Fibroma Benign Connective tissue

Lipoma Benign Fat tissue

Carcinoma Cancerous Tissue of the skin, glands,
and digestive, urinary, and
respiratory tract linings

Sarcoma Cancerous Connective tissue, including
bone and muscle

Leukemia Cancerous Blood, plasma cells, and
bone marrow

Lymphoma Cancerous Lymph tissue

Melanoma Cancerous Skin cells

Cancer cells are able to (1) invade blood or lymph vessels,
(2) move by mechanical means, and (3) lodge and grow in a
new location.

Metastatic tumors carry with them the cell characteris-
tics of the original or primary tumor site. As a result, sur-
geons are able to determine the original tumor site based on
metastatic cell characteristics. For example, lung tissue
found in the brain suggests a primary lung tumor with
metastasis to brain tissue. Common sites of metastasis are
the lungs, liver, bones, and brain.

Incidence of Cancer

Cancer affects all age groups, although the incidence is
higher in people ages 60 to 69. The second highest age
group is ages 70 to 79. Men have a higher incidence of can-
cer than women. Cancer in people over age 60 is thought to
occur from a combination of exposure to carcinogens and
weakening of the body’s immune system.

Some cancers, such as Wilms’s tumor of the kidney and
acute lymphocytic leukemia, occur more commonly in
young people. The cause of tumors in young people is not
well understood, but genetic predisposition tends to be a
major factor.

[

FIGURE 10.6 Invasive metastasis to skin area following mastec-
tomy for breast cancer. (Photo courtesy Dinesh Patel, MD. Medical
Oncology, Internal Medicine, Zanesville, OH.)
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The most common type of cancer in adults is skin can-
cer; it is also considered to be the most preventable.
Exposure to ultraviolet radiation (sunlight) increases the risk
of skin cancer. Wearing protective clothing and sunscreen
can greatly reduce the risk of skin cancer.

Lung cancer is responsible for the highest mortality
rate in both men and women and also is commonly prevent-
able. Cigarette smoking is the main cause, along with air
pollution and exposure to chemical agents.

Men have a high incidence of prostate cancer between
ages 60 and 79. Cancer of the colon and rectum has been
linked to the consumption of high-fat, low-fiber diets and
ranks as the third highest cancer in men.

The highest incidence of cancer in women is in the
lungs, and the second highest is in the breast. Women with a
family history of breast cancer have a greater risk than those
with no family history. Commercial testing for the oncogene
linked with breast cancer is available and marketed for high-
risk women, especially those in the Ashkenazi Jewish popu-
lation. Genetic testing is done through genetic counseling
programs, and the cost ranges from $700 to $2400, depend-
ing on the geographical region. See Figure 10.7 for esti-
mated new cancer cases and deaths for 2005.

Mortality Rates

Cancer survival rates have improved over the past 30 years,
and since the 1990s the number of cancer deaths has
decreased for both men and women. A 5-year period is used
to monitor cancer patients’ progress following diagnosis
and treatment. Survival statistics are based on persons living
5 years in remission. Remission is considered to have
occurred when all signs and symptoms of cancer have
disappeared, even though there still may be cancer in the
body.

For more information about cancer incidence and mor-
tality data, visit the National Cancer Institute website at
http://www.nci.nih.gov or the National Coalition for Cancer
Survivorship website at http://www.cansearch.org.

Detection and Prevention

Nurses play an important role in preventing and detecting
cancer. You can help educate patients about risk factors, self-
examination, and cancer screening programs. Early diagno-
sis and treatment provide time to stop the progression of
cancer.

EARLY DETECTION. An annual physical examination
helps medical personnel detect the seven warning signals of
cancer promoted by the American Cancer Society. The
warning signals can be remembered with the mnemonic
CAUTION:

* Change in bowel or bladder habits

* A sore that fails to heal

* Unusual bleeding or discharge

* Thickening or lump in breast or other tissue

¢ Indigestion or swallowing difficulties

* Obvious change in wart or mole

* Nagging cough or hoarseness
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Estimated New Cases*

Male

Prostate
232,090 (33%)

Lung and bronchus
93,010 (13%)
Colon and rectum
71,820 (10%)
Urinary bladder
47,010 (7%)
Melanoma of the skin
33,580 (5%)
Non-Hodgkin lymphoma
29,070 (4%)
Kidney and renal pelvis
22,490 (3%)

Leukemia
19,640 (3%)

Oral cavity and pharynx
19,100 (3%)

Pancreas
16,100 (2%)

All sites
710,040 (100%)

Female

Breast
211,240 (32%)

Lung and bronchus
79,560 (12%)

Colon and rectum
73,470 (11%)
Uterine corpus

40,880 (6%)
Non-Hodgkin lymphoma
27,320 (4%)

Melanoma of the skin
26,000 (4%)

Ovary
22,220 (3%)
Thyroid
19,190 (3%)
Urinary bladder
16,200 (2%)

Pancreas
16,080 (2%)

All sites
662,870 (100%)
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Estimated Deaths

Male

Lung and bronchus
90,490 (31%)

Prostate
30,350 (10%)

Colon and rectum
28,540 (10%)

Pancreas
15,820 (5%)

Leukemia
12,540 (4%)

Esophagus
10,530 (4%)

Liver & intrahepatic bile duct
10,333 (3%)
Non-Hodgkin lymphoma
10,150 (3%)

Urinary bladder
8,970 (3%)

Kidney and renal pelvis
8,020 (3%)

All sites
295,280 (100%)

Female
Lung and bronchus
73,020 (27%)
Breast
40,410 (15%)

Colon and rectum
27,750 (10%)
Ovary
16,210 (6%)

Pancreas
15,980 (6%)

Leukemia
10,030 (4%)
Non-Hodgkin lymphoma
9,050 (3%)
Uterine corpus
7,310 (3%)
Multiple myeloma
5,640 (2%)

Brain & other nervous system
5,480 (2%)

All sites
275,000 (100%)

*Excludes basal and squamous cell skin cancers and in situ carcinoma except urinary bladder.

Note: Percentages may not total 100% due to rounding.

FIGURE 10.7 Estimated new cancer cases and deaths by sex, United States, 2005. (Cancer Facts and Figures, American Cancer Society,
2005, http://www.cancerorg/downloads/STT/CAFF2005f4PWSecured.pdf, page 10.

The American Cancer Society? recommends monthly
breast self-examination after puberty for both men and
women, and monthly self-testicular examination for men
(see Chapter 41 for information on how to do self-examina-
tions).

Mammography (a specific x-ray of breast tissue used to
detect a mass too small for palpation) is recommended annu-
ally in women after age 40. However, if a woman is at risk
for breast cancer because of family history, the frequency of
screening should be discussed with her doctor. Routine
pelvic examinations no longer have a recommended fre-
quency. This is a matter to be discussed between a woman
and her doctor. Initial Papanicolaou testing (Pap smear) is
currently recommended to begin no later than age 21. If
a woman has three normal results in a row, screening can
be done every 2 to 3 years unless there are risk factors pres-
ent. Once a woman is past the age of 70 and has had three
normal Pap tests in a row within the past 10 years, she can
choose to stop screening. Cytological examination of cervi-
cal cells increases the chance of diagnosing cervical cancer
in situ.

The American Cancer Society recommends one of the
following five options to screen for colorectal cancer, begin-
ning at age 50:

1. An annual stool test for blood

2. A flexible sigmoidoscopy every 5 years

3. A yearly stool test for blood and flexible sigmoi-
doscopy every 5 years

4. A double-contrast barium enema every 5 years

5. A colonoscopy every 10 years

Option 3 is preferred. Screening should begin earlier
and take place more frequently in high-risk people.

Screening for prostate cancer is important for men
beginning around age 50. Digital rectal examination and
prostate-specific antigen (PSA) blood testing is recom-
mended annually for men older than 50 who have a life
expectancy of at least 10 years and for younger men who are
at higher risk. See Box 10.3 Gerontological Issues for spe-
cific screening recommendations for older adults.

GENETICTESTING. Currently, much attention is directed
toward genetic testing and identification of persons at risk
for cancer. Genetic testing technology poses both legal and
ethical questions concerning confidentiality and insurance
cost issues. The cooperation of family members is important
because genetic testing is done after a family member has
been diagnosed with cancer. Family members may
experience a variety of emotions surrounding the increased
risk for themselves and their guilt over the role they may
have played in increasing the risk for their children.

HEALTHY LIFESTYLE. Promotion of healthy lifestyles,
including proper diet and exercise, helps strengthen the
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Screening Guidelines

Gerontological Issues

Use the following American Cancer Society guidelines
for older adults

Colorectal cancer:

* Sigmoidoscopy, every 5 years, and/or

* Fecal occult blood test yearly, or

* Double contrast barium enema every 5 years, or
* Colonoscopy every 10 years

Breast cancer:

* Breast self-examination monthly

* Breast clinical examination yearly

* Mammogram yearly

Prostate cancer:

* Prostate exam (digital rectal exam) yearly

* Prostatic surface antigen yearly

immune system and reduce cancer risk. The American
Cancer Society promotes smoking cessation campaigns and
supports the effort by stating that smoking is the most
preventable cause of death from lung cancer. Second-hand
smoke contributes to an increased risk of lung cancer in
nonsmokers as well.

PROTECTANT FOODS. There has been a lot of attention
in the news in areas of diet and cancer risk. This is an area
where much research is being done. The American Cancer
Society does provide information about diet and cancer.
This includes discussion about folic acid, omega-3 fatty
acids, and antioxidants, to name a few. A diet poor in folic
acid can lead to development of cancers of the colon and
breast. It is recommended that folic acid is best obtained by
eating fruits, vegetables, and enriched grain products.

People who ingest a high saturated fat diet are at a
greater risk of obesity, which can be a risk factor for some
types of cancer. However, ingestion of omega-3 fatty acids
in animals has been studied and shown to suppress the inci-
dence of certain cancers. These findings are being
researched for application in humans. Foods rich in omega-
3 fatty acids include fish.

Eating antioxidant-rich foods like vegetables and fruits
has been shown to have some effect on lowering the risk of
cancer. Antioxidants include vitamins C and E, selenium,
and carotenoids. However, no study has yet confirmed that
this same effect could come from ingesting supplements
containing antioxidants.

Most research points to the benefit of eating a balanced
diet rather than using supplements to prevent cancer (Box
10.4 Nutrition Notes).

VACCINES. Preventive cancer vaccines are being deve-
loped for cancers associated with specific viruses. At
present, most cancer vaccines are therapeutic rather than
prophylactic and are used to stimulate the patient’s immune
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1
o Box 10.4

Nutrition Notes

Reducing Cancer Risk

Encourage patients to consume these foods:

* Fruits and vegetables, especially those rich in vita-
min C or carotene

* Cruciferous vegetables (cabbage, broccoli, Brussels
sprouts)

* Whole grains

* Grilled meats that have been
- Precooked in a microwave oven.
» Marinated but basted only with fresh marinade, not

that used to steep raw meat

Encourage patients to limit these foods:

* Excessive meat, especially when smoked, salted,
charbroiled, or cooked at high temperatures

* Excessive fat (more than 30% of daily calories)

* Excessive calories

* Alcohol

system to destroy cancer cells. Vaccine therapy for
malignant melanoma and lymphoma is being tested.

Diagnosis of Cancer

A diagnosis of cancer can be a very frightening experience
(Box 10.5 Patient Perspective). Often people try to mask
symptoms because they are so frightened of the disease. A
careful and thorough assessment of the patient’s present and
past medical and surgical histories and pertinent family his-
tory should be obtained. A complete physical examination
provides both objective and subjective data. The most con-
clusive information about the health of tissue is acquired by
examining cell activity through biopsy.

BIOPSY. Accurate identification of a cancer can be done
only by biopsy (surgical removal of tissue cells). Microsco-
pic examination of a piece of suspected tissue or aspirated
body fluid can confirm the presence of mutant cells. A
biopsy is commonly done in a physician’s office or out-
patient surgery department.

Incisional biopsy is an invasive procedure that involves
the surgical removal of a small amount of tissue for inspec-
tion. Tissue can also be removed during endoscopic pro-
cedures (insertion of a tube to observe the inside of a hollow
organ or cavity), such as a lung biopsy done during
bronchoscopy. Excisional biopsy is used to remove an
entire tissue mass. Needle aspiration biopsy involves inser-
tion of a needle into tissue for fluid or tissue aspiration (Fig.
10.8). This procedure is less invasive than incisional or exci-
sional biopsy. Transcutaneous aspiration involves the inser-
tion of a fine needle into tissue such as breast, prostate, or
salivary gland and is used for diagnosing metastatic cancers.
Frozen section biopsy provides immediate evaluation of the
tissue sample during a surgical procedure. By freezing the
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Robyn

I am a 43-year-old woman with three children and in the
prime of my life, at least I thought. That was before I was
diagnosed with cancer in my left breast. I was breast-
feeding at the time I felt the lump and, although I went for
a biopsy, I felt sure the lump resulted from a blocked milk
duct or fibroid cyst. But, unbelievably, the biopsy came
back positive for cancer. My whole life flipped upside
down. I was devastated.

I was scheduled for surgery within a week, and my
emotions were in complete turmoil. I felt nauseated all the
time, vomited almost every morning, and had diarrhea
daily. My stomach felt like it had a pot of bees inside. I
never cried so much in my life. Thinking about all the
tests, the surgery, and the untold ways my life could be
affected made me a nervous wreck. Finally, I got down on
my knees and turned this whole crisis over to God. I could-
n’t handle it anymore, so I asked God to give me peace,
and I placed all my trust and faith in Him. It worked, and
I was finally able to get control and face this thing head on.

As I went for further testing, the nurses and techni-
cians I met were all very helpful and informative. Some
actually broke down with me because they had endured
this same disease. We would hold each other and then
exchange phone numbers just to “talk” if I needed it. It
was very encouraging to know these women had made it
through, and I could too.

The surgery went smoothly, and I was released the
next day. There wasn’t much discomfort, and I felt good
physically. The nerve was removed and a scar runs from
the center of my chest down under my armpit. I was able
to return to work in 3 weeks. The doctor gave me a pre-
scription for a prosthesis as soon as the drains were
removed and I began healing. We went to a specialty place
to be fitted, and, although the prosthesis was nothing like
the real thing, I looked normal and it helped to build my
confidence.

The impact on my family was one of complete bewil-
derment because I had no family history of this type of
cancer. Everyone tried to help with positive sentiments
like we caught it early, breast cancer has a high cure rate,
periodic follow-up can keep you cancer free, and so on.
My husband and children supported and comforted me. I
tried to focus on them because I want to be there for them
when they graduate, get married, etc. My mother and sis-
ter helped get me to all my appointments and filled my
prescriptions.

Chemo was advised as a follow-up treatment, and
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I was scheduled for four rounds, one every 3 weeks. This
was undoubtedly the worst thing I have ever endured. Not
even giving birth can compare to the way chemo makes
you feel. I had a very bad experience the first round and
was extremely sick and unable to eat for 5 days. I won-
dered why I didn’t just die from the cancer because I felt
that this was killing me. Before the second round, I told
the doctor how violently ill I’d been and she adjusted the
dosages of some of the drugs. [ was very groggy; although
I didn’t vomit, I still wasn’t feeling myself. For the third
round, they changed a medication and I withstood the side
effects a lot better—although I was still nauseated, light-
headed, fatigued, and unable to focus, eat, or taste any-
thing. At times, it was hard just to put one foot in front of
the other. They prepared me for the loss of my hair, but
you really don’t know how hard that is until it starts com-
ing out in globs. Not just the loss, but then you have such
a long time to wait for it to grow back. When the chemo
is over, it’s hard to look back and feel the way you did
then, but when you look in the mirror and your hair is still
gone, it’s a hard reminder.

All through being diagnosed and dealing with breast
cancer I have felt a tremendous outpouring of love and
caring, not only from my immediate family but also from
my church family. I was never so well taken care of. All
the hugs, cards, calls, food, and flowers brought to the
house encouraged me tremendously. It makes it a little
easier to cope when you know you have so many people
who care and are concerned enough to take time out of
their daily lives to give you support.

I’'m lucky because my sister is an RN and prepared
me for many of the side effects and difficulties. She also
was there to help ask questions and get information from
other survivors that kept me in a positive frame of mind. I
know that without her help and God’s grace and peace my
recovery would not have been so easy. Looking back I
can’t really feel all those terrible emotions and symptoms,
but I still am afraid of the unknown. It is not easy when
it is you and not someone else this happens to.

Now that I'm through the worst part of this, I take
positive steps every day to enjoy the little things in life. I
feel that the more you keep involved in everyday activities
and become educated about the disease and its treatments,
the easier it is to deal with. I am taking a drug called
tamoxifen now and will be for 5 years. Two of the side
effects are hot flashes and sweats. If this is all I have to deal
with, however, praise God. My prognosis is very good, and
I am expecting a complete cure because I am a survivor.
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FIGURE 10.8 Fine-needle breast biopsy. (Photo courtesy Dinesh
Patel, MD. Medical Oncology, Internal Medicine, Zanesville, OH.)

tissue sample for microscopic examination, a quick analysis
is possible, which helps direct the remainder of the surgical
procedure. Frozen section biopsy is especially useful in the
diagnosis and surgical intervention of breast cancer.

Stereotactic biopsy is a safe and efficient procedure for
evaluating lesions in the brain and breast. The procedure is
done by a specially trained radiologist. The biopsy site must
be firmly immobilized. The lesion is scanned for location,
and a small incision is made for easy insertion of a small
fiberoptic instrument (Fig. 10.9). Stereotactic biopsy of the
brain involves a local anesthetic because a small hole in the
skull is made. Breast stereotactic biopsy uses pressure
exerted by a mammogram machine to secure the breast;
anesthesia may not be necessary.

LABORATORY TESTS. Blood, serum, and urine tests are
important in establishing baseline values and general health
status. Laboratory values are used with other assessment
findings. An elevated white blood cell (WBC) count is

FIGURE 10.9 Stereotactic biopsy of a brain lesion. (Photo courtesy
Dinesh Patel, MD. Medical Oncology, Internal Medicine, Zanesville, OH.)
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expected if the patient has evidence of infection; however,
an increase in WBCs without infection raises suspicion of
leukemia. Fifty percent of patients with liver cancer have
increased levels of bilirubin, alkaline phosphatase, and
glutamic-oxaloacetic transaminase.

Bone marrow aspiration is done to learn the number,
size, and shape of red and white blood cells and platelets.
Bone marrow aspiration is a major tool for diagnosis of
leukemia. (See Chapter 27 for a description of this test and
related nursing care.)

Tumor markers, also called biochemical markers, are
proteins, antigens, genes, hormones, and enzymes produced
and secreted by tumor cells. Tumor markers help confirm a
diagnosis of cancer, detect cancer origin, monitor the effect
of cancer therapy, and determine cancer remission. Some
examples of tumor markers include the following:

* Prostatic acid phosphatase (PAP)—high levels noted

in prostate cancer

* PSA—elevated levels associated with prostate can-

cer

* Cancer antigen (CA) 15-3—elevated levels noted in

breast cancer; useful in monitoring patient response
to therapy for metastatic breast cancer

¢ CA 125—increased levels in ovarian, cervical, liver,

and pancreatic cancers

* CA 19-9—used to diagnose and evaluate colorectal,

pancreatic, and hepatobiliary cancers

* Alpha-fetoprotein (AFP)—elevated in hepatocellu-

lar cancer

 Carcinoembryonic antigen (CEA)—increased levels

suggest tumor activity

CYTOLOGICAL STUDY. Cytology is the study of the
formation, structure, and function of cells. Cytological
diagnosis of cancer is obtained primarily through Pap
smears of cells shed from a mucous membrane (e.g., cervical
or oral smear). Test results are based on the degree of cell
abnormality. Normal results reflect no cellular changes.
Slight cellular changes are considered normal, with a
possible link to abnormal cells seen in infection. Significant
cellular changes reflect a higher probability of precancerous
or cancerous activity. Infection causes cellular changes and
contributes to an increase in abnormal cells detected.

RADIOLOGICAL PROCEDURES. X-ray examination is a
valuable diagnostic tool in detecting cancer of the bones and
hollow organs. Routine chest x-ray examination is one
diagnostic test used in detecting lung cancer. Mammography
is a reliable and noninvasive low-radiation x-ray procedure
for detecting breast masses (Fig. 10.10). Breast tissue is
compressed to allow better visualization of the soft tissue.
You must alert patients that soft tissue compression causes a
degree of discomfort, but the compression is necessary to
obtain an accurate picture. Assure the patient that the
discomfort is brief. See Chapter 41 for more information on
mammography.

Contrast media x-ray studies are used to detect abnor-
malities of bone and the gastrointestinal and urinary sys-
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FIGURE 10.10 Mammogram. (Photo courtesy Dinesh Patel, MD.
Medical Oncology, Internal Medicine, Zanesville, OH.)

tems. Contrast media can be given by various methods.
Barium is given orally for visualization of the esophagus
and stomach or rectally for visualization of the colon (e.g.,
a barium enema). Intravenous injection of contrast media is
used for lung and brain scans.

Computed tomography (CT) provides a three-dimen-
sional, cross-sectional, computerized picture of the body.
CT scans are important in the diagnosis and staging of
malignancies and can detect minor variations in tissue thick-
ness. The use of a contrast medium enhances the accuracy of
an abdominal CT scan. CT scans are also used to improve
the accuracy of inserting a fine needle for biopsy.

NUCLEAR IMAGING PROCEDURES. Nuclear medicine
imaging involves camera imaging of organs or tissues
containing radioactive media. Radioactive compounds are
given intravenously or by ingestion. These studies are highly
sensitive and can detect sites of abnormal cell growth
months before changes are seen on an x-ray.

Positron emission tomography (PET) scanning pro-
vides information about cellular biochemical and metabolic
activity. Patients are given biochemical compounds, and
images are made of the tissue through gamma-camera
tomography. PET scans have been useful in brain imaging as
well as the detection of the spread of cancers of the lung,
ovaries, colon, rectum, and breast.

ULTRASOND PROCEDURES. Ultrasonography uses
high-frequency sound waves to provide images of deep soft-
tissue structures in the body. The procedure is noninvasive
and does not use x-rays. Echoes from high-frequency sound
waves outline tissue density and masses. This technology
helps detect tumors of the pelvis and breast. Ultrasound may
also be used to distinguish between benign and malignant
breast tumors.

MAGNETIC RESONANCE IMAGING. Magnetic reso-
nance imaging (MRI) creates sectional images of the body.
MRI can be done with or without contrast dye and does not
use radiation. The patient is placed in a cylinder-shaped
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magnetic field. The magnetic field aligns the nuclei of body
cells in one direction. The magnetized cells are then excited
by radiofrequency pulses. Images are made as cell nuclei
change their alignment. MRI is valuable in the detection,
localization, and staging of malignant tumors in the central
nervous system, spine, head, and musculoskeletal system.
MRI cannot be used in patients with pacemakers, implanted
pumps, surgical clips, metal knees or hips, or in some
cases tattooed eyeliner because metals are attracted by the
magnet.

ENDOSCOPIC PROCEDURES. An endoscopic examina-
tion allows the direct visualization of a body cavity or
opening. The procedure involves the insertion of a flexible
endoscope containing fiberoptic glass bundles that transmit
light and can produce an image. Endoscopy enables the
surgeon to biopsy abnormal tissue and is used to detect
lesions of the throat, esophagus, stomach, colon, and lungs.

Oral endoscopic procedures require patient preparation
to reduce the risk of aspirating stomach secretions. The
patient is given nothing to eat or drink before and immedi-
ately after the examination. A local anesthetic is used during
the examination to anesthetize the throat. Following the pro-
cedure, oral food and fluids are withheld until the gag reflex
returns to prevent aspiration. The gag reflex is assessed by
touching a cotton-tipped swab to the back of the throat to
stimulate the reflex after the procedure.

Staging and Grading

Tumor staging is used to determine the stage of solid-tumor
masses, providing valuable information to guide treatment
plans. Tumor staging is important in the development of an
international system that can compare statistics among can-
cer centers. The most common system used for staging
tumors is the tumor, node, metastasis (TNM) system.

This staging system classifies solid tumors by size and
tissue involvement. TNM stages are TO (no tumor), Tis
(tumor in situ), and T1 through T4 (progressive increase in
tumor size or involvement). Extent of lymph node involve-
ment ranges from NO, no nodes, to N4, a large amount of
lymph node involvement. Metastasis is described as M0, no
metastasis, to M1, metastasis to some area (Table 10.3).

There is also a rating or grading system to define the
cell types of tumors. Tumors are classified according to the
percentage of cells that are differentiated (mature). If the tis-
sue of a neoplastic tumor closely resembles normal tissue, it
is called well differentiated. A poorly differentiated tumor is
a malignant neoplasm that contains some normal cells, but
most of the cells are abnormal. The better defined or differ-
entiated the tumor, the easier it is to treat.

Treatment for Cancer

There are three main types of treatment for cancer: surgery,
radiation therapy, and chemotherapy. To find out more
about cancer treatment options, visit the American Cancer
Society website at http://www.cancer.org.

chemotherapy: chemo—chemistry + therapy—treatment
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TABLE 10.3 TUMOR, NODE, METASTASIS
CLASSIFICATION, STAGING, AND TISSUE
INVOLVEMENT

Classification Staging Tissue Involvement

Primary tumor (T)

T, Stage I Tumor in situ; indi-
cates no invasion
of other tissues

T.T,T,T, Stage 11 Ranges indicate pro-
gressive increase
in tumor size with
local metastasis

Regional lymph node

involvement (N)

N, No nodes

N,. N,, N, Stage III Metastasis to
regional lymph
nodes

Metastasis (M)

M, No metastasis

M, Stage IV Distant metastasis

SURGERY. Surgery can be curative when it is possible to
remove the entire tumor. Skin cancers and well-defined
tumors without metastasis can be removed without any
additional intervention. Other tumors may be removed as
much as possible, with follow-up chemotherapy or radiation
to treat the remaining tumor cells.

Prophylactic surgery is used to remove moles or lesions
that have the potential to become malignant. Colon polyps
are often removed to prevent malignancies from developing,
especially if the polyps are considered premalignant. An
extreme example of prophylactic surgery is a woman who
elects to have a mastectomy (surgical removal of the breast)
because of a high incidence of breast cancer in her family.

Surgery may also be done for palliation (symptom con-
trol). Surgical removal of tissue to reduce the size of the
tumor mass is helpful, especially if the tumor is compressing
nerves or blocking the passage of body fluids. The goals of
palliative surgery are to increase comfort and quality of life.

Reconstructive surgery can be done for cosmetic
enhancement or for return of function of a body part. Facial
reconstruction is important for a patient’s self-image after
removal of head or neck tumors. Women can elect to have
breast reconstruction after mastectomy.

Surgical intervention for cancer treatment is typically
not an emergency intervention, which allows patients and
medical personnel time for planning. Autologous blood
donation (blood donated by the patient before surgery) has
become popular and reduces the risk of exposure to blood-
borne infections. The American Red Cross and many hospi-
tals have programs specifically designed for autologous
blood donation and accept donations from 30 days to 72
hours before surgery.

You can play a major role in reducing the patient’s
fears about postoperative pain. Patient-controlled analgesia
(PCA) provides patients with some control over their pain.
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Therapies such as deep relaxation, imagery, and hypnosis
can be used with traditional pain control measures.

It is important to encourage patients to express and dis-
cuss their fears. Patients with a limited understanding of can-
cer may fear that tissues will not heal postoperatively.
Provide information about wound care, including dressing
changes and drainage tubes, to increase the patient’s knowl-
edge base and sense of control. Visual aids concerning tumor
site and surgical procedures are valuable teaching tools.

Patients who are undernourished are poor surgical can-
didates and require intervention such as enteral or parenteral
nutrition before and after surgery. Patients with cancer are
also at increased risk for postoperative deep vein thrombosis
(DVT). Preoperative teaching includes the importance of leg
movement, early ambulation, wearing antiembolism stock-
ings, and recognizing symptoms of DVT, such as calf pain
or a cramping sensation in the calf muscle when the foot is
dorsiflexed.

RADIATION. Radiation is used commonly in the treatment
of cancer for control or palliation, or it can be curative if the
disease is localized. The decision to use radiation is
commonly based on cancer site and size. Radiation destroys
cancer cells by affecting cell structure and the cell
environment. It is used in fractionated (divided) doses to
prevent destructive side effects; however, side effects can
occur in the area being treated because of damage to normal
cells.

The size of a large tumor can be decreased with radia-
tion before surgery, making surgical intervention more
effective and less dangerous. Palliative radiation is used to
reduce the size of a large cancerous lesion and consequently
reduce pressure and pain. Radioisotopes inserted into can-
cerous tissue during surgery help destroy the cancerous cells
without removing the organ.

Nursing Care of the Patient Receiving Radiation Treat-
ment. Symptoms of tissue reaction to radiation treatment
can be expected about 10 to 14 days after the start of the
treatment program and continue up to 2 weeks after treat-
ment is completed. Typical reactions and appropriate nurs-
ing interventions include the following:

* Fatigue. Encourage the patient to nap frequently and
prioritize activities. Reassure the patient that the
feeling will go away when the treatments are com-
pleted.

* Nausea, vomiting, and anorexia. Encourage the
patient to take prescribed medication for nausea and
vomiting. Anorexia can be eased by giving small
amounts of high-carbohydrate, high-protein foods
and avoiding foods high in fiber.

* Mucositis (inflammation of the mucous mem-
branes, especially of the mouth and throat).
Encourage the patient to avoid irritants such as
smoking, alcohol, acidic food or drinks, extremely

anorexia: an—not + orexis—appetite
mucositis: muco—mucous (membrane) + itis—inflammation
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hot or cold foods and drinks, and commercial
mouthwash. Advise the patient to perform mouth
care before meals and every 3 to 4 hours. A neutral
mouthwash is appropriate and can be made by using
1 ounce of diphenhydramine hydrochloride
(Benadryl) elixir diluted in 1 quart of water or nor-
mal saline solution. Agents that coat the mouth,
such as Maalox, are sometimes used. Lidocaine
hydrochloride 2% viscous has an anesthetic effect
on the mouth and throat.

* Xerostomia (dry mouth). Encourage frequent
mouth care. Saliva substitute is available over-the-
counter and is helpful, especially at night when
patients complain of a choking sensation from
extreme dryness.

 Skin reactions. These can vary from mild redness to
moist desquamation similar to a second-degree
burn. Skin surfaces that are especially warm and
moist, such as the groin, perineum, and axillae, have
poor tolerance to radiation. Prophylactic skin care
includes keeping skin dry; keeping it free from irri-
tants, such as powder, lotions, deodorants, and
restrictive clothing; and protecting it against expo-
sure to direct sunlight. Irradiated skin can be fragile
during treatment. It is important to wash these areas
gently with mild soap and water, rinse well, and pat
dry. The skin may have markings and tattoos to
delineate the treatment field. Take care not to wash
off the markings.

* Bone marrow depression. This reaction occurs with
both radiation and chemotherapy. Weekly blood cell
counts are done to detect low levels of WBCs, red
blood cells, and platelets. Transfusions of whole
blood, platelets, or other blood components may be
necessary.

xerostomia: xero—dry + stoma—mouth

| Nurse A
(2 feet away)

Nurse B
(4 feet away)

Safety Considerations. Radiation may be administered
externally or internally. External radiation is given by a
trained medical specialist in a designated area in the hospital
or clinic. Internal radiation is administered to patients
admitted to a health-care facility.

Safety guidelines must be followed when caring for a
patient with radioactive materials implanted into tissue or
body cavities or administered orally or intravenously
because the patient will be radioactive. Nursing responsibil-
ities include knowledge about the following:

* Radiation source being used

* Method of administration

e Start of treatment

* Length of treatment

* Prescribed nursing precautions

Personnel involved with radiation therapy must recog-
nize the three primary factors in radiation protection: time,
distance, and shielding. These three factors depend on the
type of radiation used. Time involves the time spent admin-
istering care, distance involves the amount of space between
the radioisotope and the nurse, and shielding involves the
use of a barrier such as a lead apron.

You must work efficiently when caring for patients
who are receiving radioisotopes that are releasing gamma
rays. Your exposure to radiation is proportionate to the time
spent and the distance from the radiation source. For exam-
ple, you will receive less exposure standing at the foot of the
bed of a patient with radioisotopes inserted into the head
than if you stand at the head of the bed (Fig. 10.11). Time
and distance are used to protect the nurse, visitors, and other
personnel.

It is important to teach the patient and family mem-
bers the reason nursing care focuses on providing only
essential care. Speedy nursing encounters and visitor restric-
tions are better accepted and less likely to promote feelings
of isolation when patients understand the reasons behind
them.

FIGURE 10.1 1 Radiation dis-
tancing. Nurse B receives less
radiation than Nurse A, and
Nurse C receives less radiation
than Nurse B.

Nurse C
(8 feet away)
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Drainage from the site of a radioactive colloid injec-
tion is considered radioactive, and the physician must
be informed immediately. Dressings contaminated with
radioactive seepage must be removed with long-handled
forceps. Radioactive materials must never be touched with
unprotected hands; shielding is required to prevent exposure
to radiation. Contamination from radioisotope applicators or
interstitial implants cannot occur when the capsule is intact;
contamination occurs when the capsule is broken.

ﬂ SAFETY TIP

Remember to use the principles of time, distance,
and ehielding to protect yourself from radiation
exposure.

CHEMOTHERAPY. Chemotherapy is chemical therapy
that uses cytotoxic drugs to treat cancer. Cytotoxic drugs
can be used for cure, control, or palliation of cancerous
tumors and are described according to how they affect cell
activity. For example, alkylating agents bind with DNA to
stop the production of RNA; antimetabolites substitute for
nutrients or enzymes in the cell life cycle; mitotic inhibitors
interfere with cell division; antibiotics inhibit DNA and
RNA synthesis; and hormonal agents alter the hormonal
structure of the body. Chemotherapy is usually more
effective when multiple drugs are given in multiple doses.
Examples of specific drugs and their adverse effects are
provided in Table 10.4.

The effects of chemotherapy are systemic unless used
topically for skin lesions. Chemotherapy is used preopera-
tively to shrink tumors and postoperatively to treat residual
tumors. Factors influencing the effectiveness of chemother-
apy are tumor type, available chemotherapeutic drugs, and
genetics.

Combination Chemotherapy. Combination chemotherapy
means that two or more antineoplastic agents are used
together to treat a particular type of cancer. This can expose
a larger number of cells at different points in the cell cycle
to more than one kind of chemotherapy. Combining drugs
also decreases the side effects of therapy and decreases the
possibility of the tumor becoming resistant to the therapy.

In order for drugs to be combined this way, there are
several criteria that need to be met. These include being
effective when used alone to treat certain cancers and hav-
ing different toxicities that would limit their use. For exam-
ple, if three drugs that are all cardiotoxic are given, the
patient is more likely to develop cardiotoxicity. Patients are
still monitored for toxic effects from the treatment as well as
improvement in their status.

Routes of Administration. Chemotherapy may be given
via oral, intramuscular, intravenous, or topical routes. The

cytotoxic: cyto—=cell + toxic—poison
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dosage of medication is regulated by the size of the indivi-
dual and the toxicities of the drug. The administration of
intravenous chemotherapeutic agents requires specialized
training and knowledge of antineoplastic drugs.

Vesicant drugs are given only by the intravenous route.
These drugs cause blistering of tissue that eventually leads
to necrosis if they infiltrate, or leak out of the blood vessel,
into soft tissue (Fig. 10.12). Skin grafts may be necessary if
tissue damage is extensive.

Central Lines. Central lines are intravenous catheters
that terminate in the superior vena cava near the right atrium
of the heart. This is a large vessel that allows for dilution of
vesicant drugs and reduces the risk of infiltration. Central
lines may be external, with the distal end of the catheter
exiting the skin, or internal, with the distal catheter ending
in an implanted port. See Chapter 6 for additional
information on central lines.

Side Effects. Toxicities in patients receiving chemotherapy
vary according to the medications given; however, some
general side effects are commonly associated with chemo-
therapeutic drugs. Fast-growing epithelial cells, such as
those of the hair, blood, skin, and gastrointestinal tract, are
generally affected by both chemotherapy and radiation.
Hematologic System. Chemotherapy is toxic to the bone
marrow, which is where the blood cells are produced.
Numbers of blood cells (especially white cells) drop after
approximately 7 to 14 days, depending on the drug. This
time period when the cell counts are lowest is called the
nadir. This is then the time when patients are most at risk
for developing complications. Patients may develop low
white blood cell counts (leukopenia), increasing their
susceptibility to infection and sepsis. A reduction in platelets
(thrombocytopenia) increases the risk of bruising and
bleeding and can require platelet transfusions. Increased risk

(Continued on page 162)

-

® |LEARNING TIP
When assessing patients with possible side
effects of chemotherapy and radiation, use the
mnemonic BITES:
B——Bleeding suggests low platelet count.
I—Infection suggests low WBC count and
a risk for infection.
T—Tiredness suggests anemia.
E—Emesis places the patient at risk for
altered nutrition and fluid and elec-
trolyte imbalance.
S5—5kin changes may be evidence of radia-
tion reaction or skin breakdown.

vesicant: vesicate—to blister

leukopenia: leuko—white cells + penia—lack

thrombocytopenia: thrombo—clot + cyte—cell +
penia—Ilack
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TABLE

10.4 CHEMOTHERAPY MEDICATIONS

Medication Class/Action

Antitumor Antibiotics
Damage cells’ DNA and
the ability to make

DNA and RNA

Antimetabolites

Resemble normal meta-
bolites needed for cell
function. Once they
can trick the cell into
gaining entry, cell
division becomes
impaired.

Alkylating Agents

Cause the DNA strands
to bind together and
prevent the cell from
dividing.

160

Examples

Bleomycin
(Blenoxane)

Doxorubicin
(Adriamycin)

Mitoxantrone
(Novantrone)

Capecitabine
(Xeloda)

Cytabine
(Cytosar)

Fluorouracil
(5-FU)

Gemcitabine
(Gemzar)

Carmustine
(BCNU)

Cisplatin
(Platinol)

Cyclophos-
phamide
(Cytoxan)

Ifosfamide
(Ifex)

Route

IM or
v

1A%

v

PO

1A%

v

1A%

1A%

v

IV, PO

v

Side Effects

Fever, chills, cough, short-
ness of breath; in severe
cases, pulmonary fibrosis,
pain at the tumor site,
anaphylaxis

Red urine, nausea and vom-
iting, alopecia,
cardiac damage

Headache, dyspnea, diar-
rhea, nausea, vomiting,
stomatitis, alopecia, fever,
bone marrow suppression,
allergic reactions from
itching to angioedema

Bone marrow depression,
nausea, vomiting, stom-
atitis, hand and foot syn-
drome

Fever, chills, unusual bleed-
ing or bruising, sore
throat, tiredness, nausea
and vomiting

Diarrhea, loss of appetite,
alopecia, nausea and
vomiting, skin sensitivity,
stomatitis

Dyspnea, edema, nausea,
vomiting, diarrhea, stom-
atitis, hamaturia, alope-
cia, bone marrow
suppression

Fever and chills, nausea and
vomiting, pulmonary tox-
icity, vision changes

Ototoxicity, fever and chills,
tinnitus, nausea and vom-
iting

Nausea and vomiting, hema-
turia, alopecia, bone mar-
row depression

CNS toxicity, nausea, vom-
iting, hemorrhagic cysti-
tis, alopecia

Nursing Implications

Observe for changes in respiratory status
related to pulmonary toxicity. Observe for
anaphylaxis.

This drug is a vesicant and should be given
through a running IV or a central line if it
is a continuous infusion. Monitor cardiac
status. Lifetime dose is 550 mg/m?.

Urine may be a blue-green color for 24
hours after the dose is given. Monitor
WBC and platelet count prior to each
dose. Observe for signs of allergic reac-
tion. Teach patient signs of bleeding.

Monitor WBC and platelet count throughout
therapy. Teach the patient signs of infec-
tion and bleeding. Teach the patient about
mouth care. Drug should be taken after a
meal with plenty of water. Teach the
patient about hand and foot syndrome
and to notify MD if it should occur.

Monitor CBC prior to each dose. Instruct
the patient of signs of infection or bleed-
ing. Instruct patient to call MD for any
temperature increases greater than 37.8°C
(100.0°F).

Monitor CBC prior to dose. Nadir occurs in
10-14 days. Instruct about mouth care.

Monitor CBC prior to each dose.
Premedicate with antiemetics. Instruct
patient to report any flu like symptoms to
MD.

This drug is an irritant. The patient may
have pain at the injection site from the
drug. Nadir occurs in 3—5 weeks. Monitor
labs prior to each dose. Monitor respira-
tory status.

Monitor neurological status, renal function
studies. Premedicate with antiemetics.
Monitor for signs of anaphylaxis. Nadir
occurs in 2-3 weeks; monitor CBC prior
to each dose.

Monitor CBC prior to each dose. Monitor
BUN and creatinine. Teach the patient to
drink at least 3 L of fluid a day and to
void every 2 hours. This drug requires
hydration prior to and after drug is given.
Oral form should be taken early in the
morning so that the drug does not build
up in the bladder during the night.

Monitor urine for blood. This drug requires
hydration before and after each dose. Pre-
medicate with antiemetics. Monitor CBC.
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Medication Class/Action  Examples Route Side Effects Nursing Implications
Antimitotic Agents
Come from plant sources.  Docetaxel v Fatigue, edema, nausea and Patient must take dexamethasone starting 1
Prevent mitosis from (Taxotere) vomiting, stomatitis, ane- day prior to the scheduled chemotherapy
occurring in the cell mia, thrombocytopenia, to prevent hypersensitivity. Monitor CBC.
and then cells cannot myalgia, alopecia, hyper- Nadir occurs on day 7. Monitor weight.
divide. sensitivity, anaphylaxis, Monitor skin for changes. Monitor for
bone marrow depression, changes in neurological status from base-
neuropathy line.
Paclitaxel v Nausea, vomiting, myalgia, Premedicate with antiememtic and dexam-
(Taxol) cardiac toxicities, hyper- ethasone. Monitor for signs of hypersensi-
sensitivity or anaphylaxis, tivity. Monitor CBC and platelet counts.
neuropathy, alopecia, Monitor neurological status for changes
stomatitis, hypotension from baseline. Teach the patient about
mouth care. Monitor vital signs for
changes.
Vincristine v Constipation, difficulty This drug is a vesicant and should be given
(Oncovin) walking, tingling in fin- through a running IV. Assess for neu-
gers and toes ropathies or changes in neurological status
from baseline. Monitor CBC, platelets.
Vinorelbine v Fatigue, constipation, nau- This drug is a vesicant. When giving through
(Navelbine) sea, alopecia, bone mar- a running IV, use the port closest to the IV
rOW suppression, bag rather than the patient. Monitor CBC
neuropathy, nausea, vom- prior to each dose. Nadir occurs in 7-10
iting, stomatitis days. Teach patient signs of infection and
bleeding. Monitor neurological status and
changes from baseline. Teach the patient
about mouth care.
Topoisomerase Inhibitors
Inhibit topoisomerase Etoposide v Nausea and vomiting, alope-  Premedicate for nausea. Nadir occurs in
(the enzyme needed (VP-16) cia, numbness and tin- 10-14 days; monitor CBC prior to each
for DNA to copy) gling in fingers and toes, cycle. Monitor neurological status and
and cause cell death. bone marrow depression changes from baseline.
Irinotecan v Dizziness, headache, insom-  Teach measures to control diarrhea and to
(Camptosar) nia, dyspnea, edema, nau- notify MD if it occurs. Monitor CBC prior
sea, vomiting, diarrhea, to each dose.
stomatitis, alopecia, bone
marrow suppression,
weight loss
Topotecan v Headache, dyspnea, nausea, =~ Monitor CBC. Premedicate for nausea.
(Hycamtin) vomiting, diarrhea, hair
loss, bone marrow
suppression
Hormones Tamoxifen PO Hot flashes, weight gain, Anticoagulants increase the PT. Instruct the
(Nolvadex) nausea, bone pain patient not to take antacids within 2 hours
of taking tamoxifen. May cause bony pain
but the discomfort is temporary.
Miscellaneous Agents
Work by interfering Hydroxyurea PO Fever and chills, sore throat, ~ Monitor WBC. Monitor metabolic panel for
with enzyme systems (Hydrea) drowsiness, diarrhea, nau- signs of tumor lysis syndrome. Monitor
or metabolic pathways sea and vomiting neurological status and changes from
in the cells baseline.
Procarbazine PO Bone marrow depression, Monitor CBC prior to each cycle.
(Matulane) MAO inhibitor, drowsi- Premedicate as needed for nausea.
ness, nausea and vomit- Monitor neurological status and changes
ing, peripheral neuropathy from baseline.
Thalidomide PO Birth defects, peripheral Pregnancy test done before beginning
(Thalomid) neuropathy, drowsiness, therapy. CONTRAINDICATED IN

rash, constipation,
neutropenia

PREGNANCY. Monitor neurological
status and changes from baseline. Teach
patient to report any rash to MD. Instruct
about measures to prevent constipation.
Monitor CBC throughout therapy.

CBC = complete blood count; CNS = Central nervous system; GI = gastrointestinal; IM = intramuscular;
IV = intravenous; MAO = monoamine oxidase inhibitor; PT = prothrombin time.
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FIGURE 10.12 Necrosis of skin tissue resulting from administra-
tion of a vesicant chemotherapy drug. (Photo courtesy Dinesh Patel, MD.
Medical Oncology, Internal Medicine, Zanesville, OH.)

of anemia occurs with the reduction of red blood cells and
may require blood transfusions. See Table 10.5 for
medications that can be used to stimulate production of
these cells.

Gastrointestinal System. The gastrointestinal tract is
susceptible to the toxicity of chemotherapy drugs. Patients
often become nauseated and vomit or experience diarrhea.
Stomatitis is a common complaint and is discussed under
side effects of radiation. These side effects can be controlled
with medication.

Hair. Alopecia, or hair loss, is common with many (but
not all) chemotherapeutic drugs. This is a temporary
condition, and growth of the new hair usually starts when
the chemotherapeutic medication is stopped. Alopecia
involves the entire body and includes eyebrows, eyelashes,
and axillary and pubic hair. Hair regrowth may be of
different color or texture than the original hair. It is not
uncommon for individuals who originally had straight hair
to regrow curly hair.

Reproductive System. The effects of chemotherapy or
radiation can cause temporary or permanent alterations of
the reproductive system. Occasionally, patients are rendered
sterile because of the treatment. Issues concerning fertil-
ity should be discussed with the patient before treatment.
Measures such as freezing ova and the use of sperm banks
provide options for the patient and his or her partner.

Neurological System. Drugs may affect the neurological
system. An adverse reaction to vincristine is neurotoxicity,
which may result in tingling or numbness in the extremities
and in severe cases may cause footdrop from muscle
weakness.

anemia: an—not + emia—blood
stomatitis: stoma—mouth + itis—inflammation

Understanding Health and lliness

Less common complications include renal toxicities,
such as pain and burning on urination, and hematuria. Dox-
orubicin (Adriamycin) has been associated with permanent
heart damage, and bleomycin can cause pulmonary fibrosis.

Severe toxic side effects can be controlled by carefully
limiting the amount of medication given and constantly
monitoring the patient for complications.

New Treatments Being Researched

New therapies for cancer are constantly being researched.
Hyperthermia has been used with radiation and chemother-
apy. It has been beneficial in some types of cancer but is sel-
dom used except in investigational studies.

Biological response modifiers (such as interferons) are
drugs used to stimulate the immune system. These drugs are
used commonly for specific types of cancer and have pro-
duced some beneficial results. They are also being used in
many investigational studies. Go to www.cancer.gov for
information on current clinical trials.

NURSING PROCESS FOR
THE PATIENT WITH CANCER

Assessment/Data Collection

Patients with cancer are assessed for many different prob-
lems associated with cancer and its treatment. Thorough
assessment will assist the health team to build a plan of care
relevant to the patient’s needs.

Monitor laboratory studies. The normal platelet level is
150,000 to 300,000/mm?. Potential for bleeding exists when
the platelet count is 50,000; risk for spontaneous bleeding
occurs when the count is less than 20,000. Monitor the white
blood cell count for risk for infection and the red cell count
for anemia.

Monitor the patient’s weight and note complaints of
nausea, changes in taste, vomiting, and diarrhea related to
either the disease or treatment. Monitor oral mucosa for
lesions or inflammation. Also monitor for signs of dehydra-
tion. Box 10.6 (Nutrition Notes) presents criteria for deter-
mining whether a patient needs nutritional support.

Psychosocial issues related to cancer are as varied as
the persons afflicted with the disease. You can help the
patient explore perceptions about quality of life. Culture and
age affect cancer perceptions (e.g., in a culture in which life
expectancy is short, possible death from cancer in the later
years is not a significant threat). Assess the patient’s ability
to cope and what coping strategies have been effective in the
past. Determine what information the patient has received
and understands about his or her disease and prognosis.

Assess the roles of the patient and caregiver in the fam-
ily. Be aware of whether the caregiver is able to be at home
or whether he or she must work outside the home and care
for the patient. Isolation can be either self-imposed or
imposed by friends and family, as terminal illness issues are
confronted. It can be very frustrating to see a loved one
decline with cancer; often people say they are “afraid of say-
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TABLE 10.5 COLONY-STIMULATING FACTORS

Medication Class/Action Examples Route  Side Effects

Granulocyte Colony-

Stimulating Factor (G-CSF)

Stimulates proliferation of Filgrastim IV, SC  Bone pain
stem cells into granulocytes (Neupogen)

(neutrophils). Pegfilgrastim
(Neulasta)

Granulocyte-Macrophage Colony-

Stimulating Factor (GM-CSF)

Stimulates proliferation of Sargramostim IV, SC  Headache, itching, rash, bone
stem cells into neutrophils, (Leukine) or joint pain, muscle ache,
monocytes, macrophages, dyspnea
and eosinophils.

Erythropoietin

Stimulates proliferation Epoetin alfa IV, SC  Hypertension, seizure
of stem cells into red (Epogen,
blood cells. Procrit)

Interleukin-11

Stimulates production Oprelvekin SC Dizziness, weakness, conjunc-
of platelets. (Neumega) tival hemorrhage, dyspnea,

cough, pleural effusion, dys-
rhythmia, edema, syncope,
anorexia, constipation, diar-
rhea, vomiting, alopecia,
rash, bone and muscle pain,
chills, fever, infection, pain

Nursing Implications

Monitor CBC.
Teach self- administration of SC
medication if to be given at home.

Monitor vital signs and respiratory
status during IV infusion. Monitor
CBC.

Teach self- administration of SC
medication if to be given at home.

Monitor blood pressure and hemat-
ocrit. Teach self-administration of
SC medication if to be given at
home.

Monitor for fluid retention. Monitor
CBC, platelet count.

Teach self- administration of SC
medication if to be given at home.

ing or doing the wrong thing” so they “just stay away.”
Listen for cues from patients expressing self-blame, anger,
or depression. It is important to recognize signs of depres-
sion and suicidal tendencies.

Assess for fatigue and anxiety in the patient being
treated for cancer. A decline in sexual desire is not uncom-
mon during cancer treatment. Assess for anxiety about sex-
ual intercourse, including fears concerning contracting
cancer from the patient and fears that sexual intercourse will
make the cancer worse.

1
r® Box 10.6

Nutrition Notes

Assessing the Need for Nutritional Support

Intensive nutritional support may not benefit all cancer

patients because the tumor interferes with the patient’s

utilization of nutrients. Clinical judgment is required to

analyze the patient’s needs and expected response. In

general, if any of the following findings are present, you

should talk with the dietitian or physician about the

need for nutritional support.

* Weight 5 kg (11 1b) below a healthy body weight

e Serum albumin less than 3 g/dL

* Location of cancer (head and neck, gastrointestinal
system)

Assess the patient’s feelings about any actual or per-
ceived change in appearance due to surgery, radiation, or
chemotherapy.

Nursing Diagnosis, Planning,
and Implementation

See Box 10.7 Nursing Care Plan for the Patient with Cancer
for top nursing care priorities. Additional nursing diagnoses
are presented below. Also see Box 10.8 Cancer Survivor’s
Bill of Rights.

Ineffective protection related to thrombocytopenia asso-
ciated with chemotherapy and radiation

EXPECTED OUTCOME: The patient will be free of bleeding.

* Monitor platelet counts. Platelet count of <50,000
indicates potential for bleeding

 Teach self-administration of oprelvekin (Neumega)
as ordered. Oprelvekin stimulates production of
platelets.

¢ Test all urine and stool for occult blood fo detect the
presence of blood.

* Avoid giving intramuscular, subcutaneous, or rectal
medications. Medications given via invasive routes
can cause bleeding.

* Apply pressure for at least 5 minutes to venipunc-
ture or injection sites. Pressure for a longer time

(Text continued on page 166)
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Box 10.7 NURSING CARE PLAN for the Patient with Cancer

Nursing Diagnosis: Risk For Ineffective Coping Related to the Diagnosis and Treatment of Cancer as
Evidenced by Behaviors Such as Denial, Isolation, Anxiety, and Depression

Expected Outcomes Patient will cope effectively as evidenced by identifying stressors related to illness and
treatment; communicating needs, concerns, and fears; and use of appropriate resources to support coping.

Evaluation of Outcomes Is patient able to identify stressors and communicate concerns? Does patient effec-
tively draw upon past coping mechanism? Does patient have and appropriately use support systems?

Interventions

Assess effective coping mecha-
nisms used in the past and cur-
rently available to the patient.

Use active listening skills to
encourage the patient to express
feelings and fears.

Assess the meaning of quality of
life to the patient.

Assess for suicide risks.

Explore outlets that promote feel-
ings of personal achievement.

Promote the use of humor.

Rationale

Coping mechanisms that worked
in the past may be helpful again,
and the nurse can support appro-
priate choices.

The patient must identify fears to
be able to cope effectively with
them.

Once identified, the nurse can
assist the patient to achieve
quality-of-life goals.

A patient who feels hopeless may
be at risk for suicide.

Personal achievement promotes
self-esteem.

Humor can be both distracting
and therapeutic.

Evaluation

Is the patient able to identify
and draw on past coping
mechanisms?

Does the patient identify fears and
concerns?

Is the patient able to identify the
meaning of quality of life? Are
there ways the nurse can assist
the patient to reach quality-of-
life goals?

Is the patient at risk? Are suicide
precautions necessary?

Does the patient have creative
outlets that promote feelings of
achievement? Can the nurse
assist in implementing these
activities?

Does the patient use humor? Does
it provide temporary distraction
from concerns?

Nursing Diagnosis: Pain Related to Tissue Injury from Disease Process and Treatment

Expected Outcomes Patient will be pain free as evidenced by patient statement of comfort on pain scale.

Evaluation of Outcome Does patient state pain is controlled?

Interventions

Assess the patient’s pain including
onset, location, duration, character,
and aggravating and alleviating
factors.

Ask patient to rate pain on a scale
from O to 10 (O = absence of
pain; 10 = worst pain).

Monitor pain relief every 2 to 4
hours.

Administer analgesics as ordered,
ATC.

Educate patient on use of PCA.

Rationale
Assessment provides direction for
the treatment plan.

A pain rating should guide treat-
ment and evaluate effectiveness of
treatment.

Alternative medications may be
necessary for breakthrough pain.

Using an ATC schedule prevents
pain from becoming severe.

PCA allows the patient to be in con-
trol of own pain relief.

Evaluation
Is assessment complete and used
to guide treatment?

Does patient use pain assessment
scale effectively? Is patient in
pain?

Is PCA or epidural analgesic
effective?

Is patient’s pain kept under con-
trol at all times?

Does PCA keep patient pain free
and able to participate in desired
activities?
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Interventions

Monitor level of sedation and
respiratory status if opioid dose
is increased.

Explain and encourage use of relax-
ation techniques and other comple-
mentary techniques.

Use nonpharmacological interventions

once the pain is controlled with
medications.

Rationale

Patients who receive long-term opi-
oid therapy develop a tolerance to
the depressant effects of opioids.

Relaxation techniques can reduce
pain intensity by reducing skeletal
muscle tension.

Nonpharmacological interventions
supplement but do not replace
analgesics.

Evaluation
Is patient alert with respira-
tory rate between 12 and 20?

Does patient use relaxation
techniques effectively?

Does patient use non-
pharmacological interven-
tions? Do they help?

Nursing Diagnosis: Risk for infection related to diminished immunity and bone marrow suppres-
sion as a result of chemotherapy or radiation

Expected Outcomes The patient will be free and safe from infection as evidenced by being afebrile and stat-
ing self-care measures to protect from infection. Signs and symptoms of infection are identified and treated early.

Evaluation of Outcome Are signs and symptoms of infection absent? If present, are they reported quickly?
Can the patient identify self—care measures for preventing infection?

Interventions

Monitor body temperature every 4
hours.

Monitor white blood cell count daily.

Assess for signs of inflammation or
drainage at potential infection sites

Rationale

Elevated body temperature is an
early sign of infection.

For the neutropenic patient, the
WBC will not be elevated. Neutro-
penia is risk factor for infection.

Intact skin is the first line of defense
against invading microorganisms.

Evaluation

What is the patient’s tempera-
ture?

Is the white cell count 5000 to
10,000/mm?3?

Are there any sites that need
special care to maintain skin
integrity?

such as old aspirate sites, venipuncture
sites, oral and rectal mucosae, perineal
area, axillae, incisions, pierced ear-
lobes, under breasts, and between toes.
Monitor for signs of respiratory infec-
tion such as sore throat, cough, short-
ness of breath, and sputum production.

Are signs of respiratory infec-
tion present?

Nosocomial pneumonia has a high
mortality and morbidity rate.

Monitor for signs of urinary tract
infection including burning, pain,
urgency, blood in urine.

Teach administration of G-CSF or
GM-CSF as ordered.

Use good hand washing technique

before interaction with the patient.

Limit visitors to only healthy adults.

Keep fresh flowers and potted plants
out of the patient’s room.

GU tract is the most common site
for nosocomial infection.

These medications help the body
produce more white blood cells.
The patient may need to admin-
ister it subcutaneously at home.

Appropriate hand hygiene can
reduce the transmission of
antimicrobial organisms.

Viral infection in an immunosup-
pressed patient has a high mor-
tality rate.

Aspergillus is a fungus found in
soil and water and can cause
pneumonia.

Are signs of urinary tract
infection present?

Does patient demonstrate cor-
rect self-administration? Is
white count improving?

Are you careful with your hand
washing? Have you also
instructed the patient, family,
and nursing assistants about
careful hand washing?

Are the patient and family aware
of visiting restrictions and
rationale? Is there a sign on the
door reminding visitors?

Is the room free from potenital
sources of infection?

ATC = around the clock; G-CSF = granulocyte colony-stimulating factor; GM-CSF = granulocyte
macrophage colony-stimulating factor; GU = genitourinary; PCA = patient-controlled analgesia.
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Box 10.8

Cancer Survivor’s Bill of Rights

The American Cancer Society promotes the following

Survivor’s Bill of Rights to promote cancer care.

1. Survivors have the right to assurance of lifelong med-
ical care, as needed. the physicians and other profes-
sionals involved in their care should continue their
constant efforts to be:

sensitive to the cancer survivor’s lifestyle choices
and need for self-esteem and dignity;

careful, no matter how long their patients have sur-
vived, to take symptoms seriously, and not dismiss
aches and pains, for fear of recurrence is a normal
part of survivorship;

informative and open, providing survivors with as
much or as little candid medical information as they
wish, and encouraging their informed participation
in their own care;

knowledgeable about counseling resources, and
willing to refer survivors and their families as
appropriate for emotional support and therapy,
which will improve the quality of individual

lives.

2. Survivors will have the right to the pursuit of happi-

ness. This means they have the right:
to talk with their families and friends about their
cancer experience if they wish, but to refuse to dis-
cuss if that is their choice and not to be expected to
be more upbeat or less blue than anyone else;

Source: From Cancer Survivor’s Bill of Rights, American Cancer Society.

is needed at sites of invasive procedures to stop
bleeding.

Teach the patient about gentle mouth care includ-
ing no flossing, a soft toothbrush, and wearing
properly fitting dentures to help prevent trauma
and bleeding.

Avoid trauma to rectal tissue by avoiding rectal
temperatures and enemas. Teach importance of
avoiding anal intercourse. Trauma to rectal tissue
can cause bleeding to occur.

Instruct the patient not to take any salicylates or
nonsteroidal anti-inflammatory medications because
they can interfere with platelet functions and cause
bleeding in the GI tract.

Observe for bruising, petechiae, bleeding gums,
tarry stools, and black emesis. These are signs of
bleeding.

Advise the patient to use an electric razor to
decrease trauma that could result in bleeding.
Teach the patient to avoid blowing his or her nose
or inserting objects into the nose fo reduce trauma
to nasal mucosa to prevent spontaneous bleeding.

to be free of the stigma of cancer as a “dread dis-
ease” in all social relations;

to be free of blame for having gotten the disease
and of guilt for having survived it.

3. In the workplace, survivors have the right to equal job
opportunities. They have the right:

to apply for jobs worthy of their skills, and for
which they are trained and experienced;

to be hired, promoted, and accepted on return to
work, according to their individual abilities and
qualifications, and not according to “cancer” or
“disability” stereotypes;

to privacy about their medical histories.

4. Every effort should be made to assure all survivors
adequate health insurance, whether public or private.
This includes:

survivors have the right to be included in group
coverage at the place of employment;

physicians, counselors, and other professionals
must keep themselves and survivors informed and
up to date on available group or individual health
policy options;

social policy makers, both in government and in the
private sector, must seek to broaden insurance pro-
grams like Medicare to include diagnostic proce-
dures and treatment to help prevent recurrence and
lessen survivor anxiety.

* Teach the patient to avoid intercourse for the dura-
tion of the thrombocytopenia to decrease the proba-
bility of bleeding after intercourse.

Nutrition, imbalanced: less than body requirements
related to anorexia, nausea, or vomiting associated with
disease, pain, and treatment

ExPECTED OUTCOME: The patient will have adequate
caloric intake adequate to meet body requirements and
balanced intake and output, as evidenced by stable weight
and albumin = 3g/dL.

* Monitor food and fluid intake and output every 8
hours. This will provide objective data for the
amount of nutrients and fluids taken in.

* Weigh the patient daily. Weight is an objective
measurement to determine if intake is adequate
enough to maintain weight.

e Consult a dietitian for dietary supplements.
Dietitians can calculate the calories needed for
adequate nutrition and make recommendations for
supplements.

* Consult with the physician for medications to con-
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¥ Box 10.9

Nutrition Notes

Treating Problems Related to Nutrition

Try these ideas if a cancer patient has problems with
eating.

Early Satiety and Anorexia

¢ Select nutrient-dense foods. For example, fortify pud-
dings and milkshakes with dry skim milk powder.

* Encourage appropriate exercise.

* Present food attractively.

* Remove covers from food containers away from the
bedside if strong odors annoy the patient.

 Offer small, frequent meals.

* Encourage family to provide home-cooked food.

o If meals are rejected, offer 1 oz of a complete nutri-
tional supplement every hour.

Bitter or Metallic Taste

* Cook in glass containers in a microwave oven.

 Serve food cold or at room temperature.

* See if the patient prefers eggs, fish, poultry, and dairy
products to beef and pork.

* Experiment with sauces and seasonings. Sweet sauces
and marinades may improve the palatability of meats.

Local Oral Effects

e Ulcerations—Offer soft, mild foods; cream sauces,
gravies, and dressings for lubrication; cold foods for
numbing; and straws for liquids. Avoid hot items,
salty or spicy foods, and acidic juices. If an anesthetic
mouthwash is prescribed, caution the patient to
chew carefully to avoid biting the lips, tongue, or
cheeks.

* Dry mouth—Offer frequent sips of water or artificial
saliva. Lubricate with gravies, butter, margarine,
milk, cream, or bouillon. Sugarless hard candy,
chewing gum, or popsicles may stimulate saliva
production.

e Dysphagia—Teach the patient to make swallowing a
conscious act (inhale, swallow, exhale) and to experi-
ment with head position. Offer foods with a smooth,
even consistency. Thick liquids are easier to swallow
than thin. Encourage dunking breads in a beverage to
soften.

Nausea and Vomiting

* Administer antiemetics on a regular prophylactic
schedule.

* Suggest dry crackers.

 Offer liquids between instead of with meals to reduce
stomach volume and low-fat meals to facilitate stom-
ach emptying.

e Instruct the patient to chew thoroughly, eat slowly, and
rest afterward.

* Arrange meal schedule to take advantage of times
when patient feels better.

* Avoid serving favorite foods when the patient is nau-
seous to avoid an association between those foods and
vomiting.

Diarrhea

* Suggest a low-residue diet. (Citrotein and Enlive are
clear liquid nearly complete nutritional supplements.)

e Try a lactose-free diet for temporary lactose intoler-
ance.

* Propose pectin-containing foods (apples, strawberries,
citrus fruits) to absorb water in the bowel.

* Recommend active cultures of yogurt to repopulate
intestine.

Altered Immune Response

e Restrict fresh fruits and vegetables that cannot be
peeled or adequately disinfected.

e Consider avoiding yogurt to prevent translocation of
the bacteria to the bloodstream.

trol nausea, vomiting, and diarrhea. If these symp-
toms are controlled, then the patient is better able
to eat.

* Keep the environment free of strong odors,
such as disinfectants, perfumes, deodorizers,
and body wastes. Strong odors can induce
naused.

* Provide room-temperature or cold foods and clear
liquids. These foods have fewer odors and may be
more comfortable for the patient to eat.

* Offer sour foods such as hard candy and lemon.
These may help control nausea.

* Encourage listening to music or doing relaxation
exercises. These may provide distraction from pain
and nausea.

* Add nutmeg to foods. Nutmeg may help slow down
motility of the gastrointestinal tract and decrease
the risk of nausea and vomiting.

* Provide mouth care before meals. Oral care allows
for a better taste in the mouth, and saliva is neces-
sary for digestion of food.

* Provide small, high-calorie meals. Smaller, more
frequent meals prevent the patient from feeling full
and wanting to vomit.
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* Administer pain medication before meals fo help
reduce the impact of pain on the appetite.

* Instruct the patient to avoid fluids with meals fo
prevent premature feelings of fullness.

» Teach the patient to avoid exercise before meals. If
the patient is fatigued, he or she will not have the
energy to eat and digest food.

See Box 10.9 (Nutrition Notes) for additional nutrition

interventions.

Deficient self-care related to weakness and fatigue

ExPECTED OUTCOME: The patient will perform self-care
activities to optimal potential.

* Assess what self-care activities the patient can

do independently (bathing, grooming, feeding,

toileting, ambulating). By assessing what the

patient can do independently, you can develop
goals and interventions appropriate for this
patient.

Teach self-administration of epoetin alfa as ordered.

Epoetin alfa stimulates production of red cells and

can help fatigue related to anemia.

Identify and include the patient’s strengths in self-

care activities fo help increase the patient’s inde-

pendence.

Provide the tools necessary for the patient to assist

with his or her own bathing, grooming, feeding, toi-

leting, and ambulation. Physical and occupational
therapy departments may be able to help identify
assistive devices. Adaptive and assistive devices can
promote independence.

Teach the patient about options available for when

he or she is no longer able to care for his or her own

needs. Support from other sources will help the
patient conserve energy. Planning ahead can help
reduce anxiety.

Instruct family members in how to assist in daily

care. Allowing family to assist in the daily care will

promote their role as caregiver.

* Consult home health-care or hospice nurses to assist
with care needs upon discharge from the acute set-
ting. Support from these sources will assist the
patient to maintain dignity when independence is no
longer possible.

Anticipatory grieving related to potential disease out-
come

ExPECTED OUTCOME: The patient will be able to express
feelings of guilt, anger, or sorrow and to share anticipated
needs related to end-of-life care.

 Use therapeutic communication techniques to ask
open-ended questions like, “What are your thoughts
and fears?” This can assist the patient to identify
concerns, and also help the nurse to individualize
nursing care.

* Actively listen to the patient’s grief. Being present
for the patient and just listening helps the patient
communicate needs and fears.

* Encourage family members to spend time with
the patient to make end-of-life decisions. More
people would rather rely on family and friends
than physicians to make end-of-life decisions.

* Ask the patient about end-of-life decisions. Provide
information as needed. Knowing what a dying
patient wants will help the nurse to develop the end-
of-life care plan.

» Contact the patient’s minister or clergy if the patient
agrees. Religious beliefs can influence the patient’s
and/or family’s grieving process.

* Help the patient build memories by assisting to
write letters, plan his or her funeral, or write an
obituary. These are ways to nurture the patient’s
relationship with family and to leave a memento
behind.

Caregiver role strain related to patient care and antici-
pated outcome

ExPECTED OUTCOME: The caregiver will identify re-

sources available to assist in providing care for the
patient.

* Observe the caregiver’s ability to provide care for
the patient. The nurse needs to know if the caregiver
will be able to handle the care needs.

 Assist the caregiver to identify supports available to
them. Assistance to the caregiver can provide a
break and decrease the risk of depression in the
caregiver.

* Instruct the caregiver in the resources available in
the community. Support groups can help the care-
giver by providing an outlet for sharing their con-
cerns and providing support.

* Consult the multidisciplinary team to provide the
services needed at time of discharge. Preparing the
caregiver for discharge needs/care with the proper
resources will help the caregiver feel empowered to
deliver the care.

ExPeECTED OUTCOME: Caregivers will maintain their physical
and psychological health.

* Observe for signs of depression in the caregiver and
intervene to help them cope. The caregiver can
develop a weakened immune system secondary to
stress and depression.

* Arrange for respite for the caregiver or encourage
the caregiver to utilize this service. Respite care can
provide a break for the caregiver if they are willing
to try it.

* Encourage the caregiver to grieve over the patient.
Caregivers will grieve for the loved one’s loss of
function or role in the family.
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* Assist the caregiver with ways to decrease stress.
Encouraging caregivers to take the time to care for
themselves will leave them with the energy they
need to continue providing the care.

* Actively listen to the caregiver’s concerns. Listening
to the concerns of the caregiver can assist the nurse
in assessing how well the caregiver is able to cope,
and help in planning care.

Social isolation related to changing relationships

ExPECTED OUTCOME: The patient will be able to identify
feelings of isolation.

* Observe the patient for signs of barriers to social
interaction such as incontinence, and lack of trans-
portation, money, or support system. Why a patient
feels isolated can vary from one person to another
but knowing the reason can help the nurse plan
appropriate interventions.

* Discuss causes of perceived or actual isolation.
How the patient is dealing with the illness will
have an impact on how he or she manages the
illness.

* Listen to the patient describe reasons for isolation.
Listening and being present are ways to show car-

ing.

ExPECTED OUTCOME: The patient will be able to
participate in chosen activities.

* Promote opportunities for the patient to interact
socially such as mealtimes or therapy sessions. The
patient will feel less isolated if given an opportunity
to participate in diversional activities.

* Provide positive reinforcement to the patient when
he or she initiates conversation with others. Positive
feedback by the nurse can impact the patient’s sense
of confidence.

* Provide information about support groups and
encourage the patient to contact these individuals.
Support groups can help the patient cope better
with stressful events in their life.

Ineffective sexuality pattern related to change in body
functions

ExPECTED OUTCOME: The patient will have knowledge about
limitations or changes in sexual activity during cancer
treatment.

* Provide a private environment so that the patient
feels comfortable discussing issues of sexuality.
Privacy is necessary so that there is a comfort level
for the patient to express concerns.

* Assess what the patient understands about sexuality
during cancer treatment. This discussion can clear
up any misinformation the patient and partner may
have regarding sexuality during therapy.

* Encourage the patient to discuss concerns about
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sexuality with his or her partner. Communication is
a key component of emotional intimacy.

Stress to the patient that cancer cannot be passed
from person to person through sexual intimacy.
Cancer is not contagious.

Instruct the patient that sexual activity is usually
safe during and after cancer treatment. Sexual activ-
ity does not necessarily hurt the patient.

Advise the patient to abstain from sexual inter-
course while his or her blood count is low to pre-
vent the risk of secondary infections and bleeding.
A low WBC can put the patient at risk for infection.
A low platelet count can put the patient at risk for
bleeding.

* Discuss with the patient that closeness and intimacy
may still be desired even if sexual intercourse is not.
Closeness and touching are ways to be intimate
without intercourse.

Instruct the patient and partner that pain during
intercourse can be related to surgery or treatment
and to take pain medication prior to sexual inter-
course. Pain medication prior to intercourse can
make the patient more comfortable.

Disturbed body image related to cancer and its treat-
ment (e.g., surgical procedures such as an ostomy or loss
of hair associated with chemotherapy)

ExPECTED OUTCOME: The patient will be able to accept the

changes in body image resulting from cancer and its
treatment.

* Allow the patient to discuss feelings of anger or
depression and confirm that these feelings are nor-
mal when adjusting to body changes. A patient may
be better able to cope with body changes if he or
she can talk about feelings and understand that the
feelings are normal.

Encourage the patient to select a wig prior to hair
loss. Selecting a wig before the hair loss occurs
allows the patient to find one resembling his or her
own hair color and style.

Encourage the patient to provide own care to
ostomy site or surgical wound when ready.
Encouragement and education about self-care will
promote independence.

Provide resources such as Reach to Recovery
(www.cancer.org, type in Reach to Recovery) and
Look Good . . . Feel Better support groups
(www.lookgoodfeelbetter.org/). Support groups pro-
vide a forum for patients to share their experiences
with others experiencing the same types of changes.
Provide information about community
assistance/financial aid for programs or services.
Social workers can assist with community resources
that can provide equipment or supplies for the
patient.
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Evaluation

If the interventions have been effective, the patient does
not experience any unusual bleeding or bruising. The patient
and family are knowledgeable about risk factors associated
with bleeding and about signs of bleeding to report
promptly.

The patient is nourished and maintains weight within
his or her normal limits. The patient maximizes his potential
for self-care activities. The patient and caregiver have
knowledge of available resources to assist with self-care
activities in the home setting. Caregivers have the knowl-
edge to be able to provide care for the patient. The patient is
able to openly discuss feelings, and is able to spend time
with family and loved ones to resolve any issues.

If interventions have been effective, the caregiver is
able to utilize resources in the community to assist with the
care of the patient, and maintain her or his own physical and
psychological health while caring for the patient. The
patient is able to discuss feelings of isolation and seek out
activities to participate in. The patient maintains a healthy
sexuality and is able to discuss feelings openly and honestly
with her or his partner.

The patient is able to openly discuss concerns regard-
ing body changes and is able to maintain control of his or
her body. The patient has knowledge of community
resources and support groups to assist with needs related to
body image.

CRITICAL THINKING

Mrs. Jones

B Mrs. Jones is admitted to your unit following a sim-
ple mastectomy for breast cancer. The tumor was
staged as a T2, NO, MO. Estrogen and progesterone
receptors were negative. A bone scan was negative for
metastasis. She is scheduled for four chemotherapy
treatments, 3 weeks apart. The medications prescribed
are high doses of doxorubicin (Adriamycin) and
cyclophosphamide (Cytoxan). A central line is inserted
for chemotherapy.
1. What does the staging of Mrs. Jones’s tumor mean?
2. What major side effects of her medications should
you look for?
Why was a central line inserted?
4. What nursing diagnoses are appropriate for Mrs.
Jones?

b

Suggested answers at end of chapter.

HOSPICE CARE OF THE
| PATIENT WITH CANCER

Patients who are considered terminal and have a life
expectancy of 6 months or less are eligible for hospice care,
which provides humanistic care for dying people and their

families. The dying person is provided care in a home
or homelike setting that promotes comfort and quality of life
until death. Hospice care is offered as an inpatient or out-
patient service (see Home Health Hints at the end of the
chapter).

Inpatient services are used for symptom control and
respite care for the family. Family and pets may be allowed
to stay with the patient. Hospice care deals with the family
in crisis and continues for up to 1 year after the patient
dies, with follow-up counseling, listening, nurturing, and
referrals.

Outpatient care is given in the home with family mem-
bers providing the primary care. Support care is given by the
hospice staff. Medications and supplies are furnished by the
hospice service. At home, the patient can enjoy loved ones,
pets, plants, music, and other personal possessions for as
long as possible. See Chapter 16 Nursing Care of Patients at
the End of Life for more information.

| ONCOLOGICAL EMERGENCIES

Superior Vena Cava Syndrome

Superior vena cava syndrome (SVCS) occurs in patients
with lung cancer when the tumor or enlarged lymph nodes
block the circulation in the vena cava. This results in edema
of the head and neck and may lead to seizures. Radiation
therapy can be used to shrink the tumor and allow for circu-
lation to resume naturally. Nursing interventions for the
patient with SVCS include removing rings and restrictive
clothing, avoiding taking blood pressure and venipunctures
in the upper extremities, and elevating the head of the bed to
decrease feeling of dyspnea.

Spinal Cord Compression

Spinal cord compression may develop in patients with bone
metastasis when the bones collapse. This is a very painful
problem and requires pain management while radiation is
given to relieve the symptoms. Patients may develop some
motor loss when this occurs. Often a myelogram or bone
scan is used for diagnosis. Nursing care includes providing
a safe environment, assistance with activity, and monitoring
for changes in neurological status.

Hypercalcemia

Hypercalcemia occurs when the serum calcium level
exceeds 11 mg/dL. Hypercalcemia is associated with the
release of calcium into the blood from bone deterioration,
or from ectopic secretion of parathyroid hormone by a
tumor. It is common in patients with bone metastasis,
especially metastasis from breast cancer. It can be treated
with intravenous medication and hydration to lower the
calcium levels. Nursing care includes monitoring intake
and output, pain control, and changes in pulse rate and
rhythm.
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Chapter 10

!i'a-
g Home Health Hints

* The home health or hospice nurse helps manage can-

Pericardial Effusion/Cardiac Tamponade

Pericardial effusion, or cardiac tamponade, is a condition
usually caused by direct invasion of the cancer, causing the
pericardial sac to fill with fluid. Treatment involves draining
the fluid from the heart sac by pericardiocentesis and using
sclerosing agents to keep the pericardial sac from refilling
with fluid. Nursing care for the patient with cardiac tampon-
ade includes monitoring respiratory status, keeping the head
of the bed elevated for maximum lung expansion, monitor-
ing vital signs, monitoring intake and output, and assessing
for edema.

Disseminated Intravascular Coagulation

Disseminated intravascular coagulation (DIC) involves an
abnormal activation of the clot formation and fibrin mecha-
nisms of the blood, resulting in the consumption of coagula-
tion factors and platelets. Patients with DIC are at high risk
for thrombus formation, infarctions, and bleeding.
Treatment includes fresh frozen plasma and cryoprecipitates
with heparin. Nursing interventions in the care of the patient
with DIC include monitoring for bleeding, monitoring vital
signs, assessing skin for signs of bleeding, accurate intake
and output, and monitoring for changes in mental status.
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cer pain in the home. Intramuscular dosing of pain
medication should be avoided because of pain associ-
ated with injections and the burden this places on the
caregiver. Oral or intravenous analgesics are pre-
ferred. For moderate to severe pain, medication dos-
ing should be around-the-clock with prn doses for
breakthrough pain.

The nurse should anticipate constipation from opioid
administration and treat prophylactically.

Some patients are fearful about taking prescribed pain
medications. Instruct them on the importance of tak-
ing the medications as ordered by the physician. It is
important for the patient and caregiver to understand
that it is easier to maintain pain relief then to try to
gain control of and treat severe pain.

Home health nurses are in key positions for making
timely referrals for hospice care. Eligible clients are
those who have a life expectancy of 6 months or less,
have a desire for supportive care rather than contin-
ued treatments, and have a friend or relative who is
willing to coordinate the care.

1. Which of the following is the hereditary material of
cells?
a. Protein in the ribosomes
b. DNA in the chromosomes
¢. RNA in the nucleus
d. Ribosomes in the cytoplasm

2. A patient asks, “How do malignant tumors differ
from benign tumors?” Which of the following
statements by the nurse is most accurate? Select all
that apply.

a. Malignant tumors invade surrounding cells and
tissues.

b. Malignant tumors are generally encapsulated.

c. Malignant tumors remain localized.

d. Cells in malignant tumors stop dividing
prematurely.

e. Cells in malignant tumors lack contact
inhibition.

f. Malignant tumors have defective cell communica-
tion.

3. A patient has received vinorelbine (Navelbine) on day 1
of treatment. The nadir will occur in approximately 10
days. The patient is at greatest risk for which of the fol-
lowing complications at day 10?

. Infection
. Hair loss
. Diarrhea
. Myalgia

oo o

. A female patient is starting on doxorubicin

(Adriamycin). Which of the following nursing interven-

tions will be most helpful as the patient plans for hair

loss?

a. Obtain a prescription for a hair growth product.

b. Massage her scalp to increase circulation and delay
hair loss.

c. Teach her to apply ice to her scalp to prevent hair
loss.

d. Help her choose a wig before her hair loss
begins.

. Which of the following nursing actions is best before

administering pain medication for cancer pain?

a. Assess the patient’s anxiety level.

b. Assess the patient’s understanding of the side effects
of pain medication.

c. Determine the patient’s pain tolerance.

d. Assess the success of past pain management
measures.
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6. The nurse notes that a patient undergoing treatment for
bone cancer is having difficulty walking. For which
oncologic emergency should the patient be assessed?
a. Tumor lysis syndrome
b. Hypercalcemia
c. Spinal cord compression
d. Superior vena cava syndrome

7. A patient receiving radiation therapy has reddened skin
over the treated area. How will the nurse know if nurs-
ing interventions have been effective?

a. The patient will be able to describe a proper skin
care regimen.

b. The nurse will keep the skin clean and dry.

c. The patient’s skin will remain intact without break-
down or infection.
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mrs. Jones

1. Mrs. Jones’s tumor is beginning to invade surround-
ing tissue. There is no lymph node involvement and
no metastasis.

2. Doxorubicin is commonly associated with red urine.
Cyclophosphamide can cause blood in the urine.
Both medications can cause nausea, vomiting, and
alopecia. Both are vesicants.

d. The nurse will report the reddened area to the physi-
cian.

8. Which patient will benefit from hospice care?

a. A patient who has liver cancer and is expected to
live 4 to 6 weeks.

b. A patient who is having multiple side effects from
aggressive chemotherapy.

c. A patient who is trying to make a decision about
whether to have surgery that could cure his cancer
but may risk serious loss of function.

d. A patient who requires large doses of morphine to
control pain related to his cancer and radiation
treatment.
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3. Because the drugs are vesicants, it is important to
inject them into a large vein.

4. Many diagnoses are appropriate, including acute
pain related to surgical incision, disturbed body
image related to alopecia and loss of a breast, imbal-
anced nutrition related to nausea and vomiting, risk
for injury related to medication side effects, and
deficient knowledge about cancer treatment and
management of side effects.




KEY TERMS

adjunct (ADD-junkt)

anesthesia (AN-es-THEE-zee-uh)
anesthesiologist (an-es-THEE-zee-uhl-la-just)
aseptic (ah-SEP-tik)

atelectasis (AT-e-LEK-tah-sis)
debridement (da-breed-MAHNT)
dehiscence (dee-HISS-ents)

evisceration (E-VIS-sir-a-shun)
hematoma (HEE-muh-TOH-mah)
hypothermia (HIGH-poh-THER-mee-ah)
induction (in-DUCK-shun)
intraoperative (IN-trah-AHP-er-uh-tiv)
perioperative (PER-ee-AHP-er-uh-tiv)
postoperative (post-AHP-er-uh-tiv)
preoperative (pre-AHP-er-uh-tiv)
purulent (PURE-u-lent)
serosanguineous (SEER-oh-SANG-gwin-ee-us)
surgeon (SURGE-on)

Nursing Care of Patients

Having Surgery

LINDA S. WILLIAMS

QUESTIONS TO GUIDE YOUR READING

1. What are factors that influence surgical outcomes?
2. What is your role in each perioperative phase?

3. What is your role in obtaining informed patient
consent?

4. How would you enhance learning for the elderly pre-
operative patient?

5. What are some nursing interventions for common
postoperative patient needs?

6. How will you know if your nursing interventions
have been effective?

7. What are signs and symptoms of common postoper-
ative complications?

8. What are the criteria for ambulatory discharge?

9. What is the role of the home health nurse in caring
for postoperative patients?

The author acknowledges the contributions to this chapter by Linda Nabozny and Suzanne Fox.
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Surgery is the use of instruments during an operation to treat
injuries, diseases, and deformities.

Surgical procedures are named according to (1) the
involved body organ, part, or location and (2) the suffix that
describes what is done during the procedure (Table 11.1).

Physicians who perform surgery include surgeons or
other physicians trained to do certain surgical procedures.
Laser and scope technology continue to lead to new pro-
cedures that offer less risk, less invasion, faster recovery,
and reduced hospitalization or ambulatory surgery. Robotic
surgery is a newer area being explored. Today, surgery is a
safe, effective treatment option because of medications
such as antibiotics and anesthetics that allow a quicker
recovery.

ﬂ SAFETY TIP

A national partnership, the Surgical Care
Improvement Project—A National Quality part-
nership (SCIF), began in 2005. The SCIF’s goal
is to improve the safety of surgical care by
reducing postoperative complications by 25% by
the year 2010. The partnership was developed

by the Centers for Medicare & Medicaid Services
(CMS) and the Centers for Disease Control and
Prevention (CDC), and over 30 other national
organizations are part of the partnership.

The four high-incidence and high-cost areas
being examined by the SCIF are surgical site
infections (55ls), deep vein thrombosis (DVT),
postoperative ventilator-related pneumonia, and
adverse cardiac events. Methods for preventing
5Sls include giving prophylactic antibiotics within
T hour prior to surgery and controlling periopera-
tive serum glucose during major cardiac proce-
dures. DVT can be prevented by administering
appropriate perioperative anticoagulants for
those at risk. Examples of ways to prevent post-
operative pneumonia are elevating the head of
bed greater than or equal to 30 degrees for
major postoperative surgical patients on a venti-
lator, if not contraindicated. Avoiding adverse
cardiac events includes giving beta blockers
during the perioperative period to eligible major
noncardiac surgical patients and to surgical
patients who have coronary artery disease.

Look for updates on the committee’s work at
www.medqic.org/SCIP/

| SURGERY URGENCY LEVELS

Surgery is scheduled based on the urgency required for a
successful outcome for the patient (Table 11.2). Emergency,
or immediate, surgery is needed when life or limb is sud-
denly threatened and any delay in surgery would jeopardize

TABLE 11.1 SURGICAL PROCEDURE
SUFFIXES

Suffix
-ectomy

Meaning Word-Building Examples

crani (skull) + ectomy =
craniectomy

appen (appendix) +
ectomy = appendectomy

colo (colon) + orrhaphy =
colorrhaphy

herni (hernia) + orrhaphy
= herniorrhaphy

colon (intestine) + oscopy
= colonoscopy

gastr (stomach) + oscopy
= gastroscopy

ureter + ostomy =
ureterostomy

colo (colon) + ostomy =
colostomy

Incision or cutting  oust (bone) + otomy =
into osteotomy

thoro (thorax) + otomy =
thoractomy

oto (ear) + plasty = oto-
plasty

mamm (breast) + plasty =
mammoplasty

Removal by cutting

-orrhaphy  Suture of or repair

-0Scopy Looking into

-ostomy Formation of a per-
manent artificial

opening

-otomy

-plasty Formation or repair

the patient’s life or limb. Examples of the need for emer-
gency surgery are ruptured aortic aneurysm, ruptured appen-
dix, traumatic limb amputation, or loss of pulse due to an
extremity emboli. Urgent surgery is the need for an opera-
tion within 24 to 30 hours. Examples of this are fracture
repair or an infected gallbladder. Elective surgery is that
which can be planned and scheduled without any imme-
diate time constraints. Examples of this are joint replace-
ment, hernia repair, or skin lesion removal. Optional surgery,
such as cosmetic surgery, is done at the request of the
patient.

| PURPOSES OF SURGERY

Surgery is done for several reasons (see Table 11.2).
Preventive surgery removes tissue before it causes a problem
as in mole or polyp removal to prevent cancer development.
Diagnostic, or exploratory, surgery takes tissue samples for
study to make a diagnosis, uses scopes to look into areas of
the body, or involves an incision to open an area of the body
for examination. Examples of this surgery are a biopsy or
exploratory laparotomy performed with a scope or incision.
Curative surgery involves the removal of diseased or abnor-
mal tissue as in an inflamed appendix, tumor, or a benign
cyst or the repair of defects such as hernias or cleft palate.
Falliative surgery is done when an underlying condition can-
not be corrected but symptoms need to be alleviated.
Examples of this are removal of part of a tumor that is caus-
ing pain or pressure, a rthizotomy which cuts a nerve root to
relieve pain, insertion of a gastrostomy tube (feeding tube



Copyright © 2007 by F. A. Davis.

TABLE | 1.2 SURGERY URGENCY LEVEL
AND PURPOSES
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TABLE | 1.3 PERIOPERATIVE SURGICAL
PHASES

Urgency Level

Type Definition Examples

Emergent Immediate surgery  Ruptured aortic aneurysm
needed to save or appendix, traumatic
life or limb limb amputation, loss

of extremity pulse from
emboli

Urgent Surgery needed Fracture repair, infected
within 24-30 gallbladder
hours

Elective Planned/scheduled, Joint replacement, hernia
with no time repair, skin lesion
requirements removal

Purposes of Surgery

Aesthetic Requested by Blepharoplasty, breast
patient for augmentation
improvement

Diagnostic ~ To obtain tissue Biopsy
samples, make
an incision, or
use a scope to
make a diagnosis

Exploratory Confirmation or Exploratory laparotomy
measurement of
extent of condi-
tion

Preventive ~ Removal of tissue ~ Mole or polyp removal
before it causes a
problem

Curative Removal of dis- Inflamed appendix, tumor,
eased or abnor- benign cyst
mal tissue

Recon- Correction of Scar repair, total knee

structive defects of body replacement
parts
Palliative Alleviation of Rhizotomy (cuts nerve

symptoms with- root to relieve pain),

out curing dis- partial tumor removal

ease to relieve pain or pres-
sure, gastrostomy tube
for swallowing problem

inserted into the stomach through the abdominal wall) to
provide tube feedings for a patient with swallowing prob-
lems, or formation of a colostomy (opening of the colon
through the abdominal wall for fecal elimination) for an
incurable bowel obstruction. Cosmetic, or reconstructive,
surgery is done to improve appearance as in a face lift or
mammoplasty, or to correct defects as in repair of scars.

| PERIOPERATIVE PHASES

There are three phases in the surgical process: preoperative,
intraoperative, and postoperative. These phases together
are referred to as perioperative, which is the time before,
during, and after surgery. Each of the perioperative surgical
phases has a defined time frame in which specific events
related to surgery occur (Table 11.3).

Perioperative  All three phases surrounding and during surgery

Preoperative  Begins with decision for surgery and ends with
transfer to the operating room

Intraopera-  Begins with transfer to operating room and

tive ends with admission to postanesthesia care

unit (PACU)

Postoperative Begins with admission to PACU and continues
until recovery is complete

| PREOPERATIVE PHASE

Your primary roles as a licensed practical nurse/licensed
vocational nurse (LPN/LVN) in the preoperative phase are
to:

* Assist in data collection for developing the patient’s
plan of care.

* Reinforce explanations and instructions given to the
patient and family by the physician and registered
nurse (RN).

* Provide emotional and psychological support for
patients and their families.

Families of patients experience anxiety during surgery.

You can help reduce the family’s anxiety so that they are less
anxious and able to assist the patient during recovery.

Other health team members assist in preparing the

patient for surgery. The physician obtains a medical history,
performs a physical examination, and orders diagnostic
testing. Registered nurses perform a baseline preoperative
assessment, provide explanations and instructions, offer
patients and families emotional and psychological support
to ease anxiety, develop a plan of care, and then verify the
patient’s name, surgical site (along with the patient), aller-
gies, and related information when the patient arrives in the
surgical area.

Factors Influencing Surgical Outcomes

When preparing a patient for surgery and assisting in the
development of a nursing care plan, the goal is to identify
and implement actions that reduce surgical risk factors.
Preoperative care focuses on helping the patient achieve the
best possible surgical outcome by being in the healthiest
possible condition for surgery.

Emotional Responses
The word surgery causes a common emotional reaction in
patients and their families. You need to be aware of these
reactions to assist the patient in coping with them. If any of
the patient’s fears are extreme, such as a fear of dying or not
waking up after surgery, the physician should be informed.
Surgical patients may experience various fears related
to anesthesia: possible brain damage, feeling sensation dur-
ing surgery, feeling loss of control, or a fear of not wak-
ing up. The patient should discuss these concerns with the
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anesthesiologist. Listening to music or using guided
imagery before surgery may reduce a patient’s anxiety and
help to calm the patient.

It is normal for patients to be concerned about pain.
During surgery, the anesthesia provider gives medications to
control pain. Nurses give prescribed analgesics for pain
relief after surgery. Complementary techniques can also be
used to help reduce pain, such as guided imagery or focused
breathing.

Changes in body image may be a great fear for some
patients. The thought of disfigurement, mutilation, bleeding,
or having a scar causes great anxiety for some patients.
Allow them to discuss these fears.

Age
Surgery can be a positive experience that promotes quality of
life for many elderly patients. For healthy older patients, age

alone does not mean that they are at greater surgical risk.
Complications can occur, however, related to previous health
status, immobilization occurring from surgery, normal aging
changes reducing the effectiveness of deep breathing and
coughing, and the effects of administered medications (Box
11.1 Gerontological Issues). Older patients may require a
longer time to recover from anesthetic agents because of
aging changes in drug metabolism and elimination.

Hydration and Nutrition

A normal fluid and electrolyte balance decreases complica-
tions. Patients should be well nourished to adequately heal
and recover from surgery (Box 11.2 Nutrition Notes). Higher
levels of protein (tissue repair and healing), vitamin C (col-
lagen formation), and zinc (tissue growth, skin integrity, and
cell-mediated immunity) are required. Obese or underweight
patients may not heal as well and may have complications.

f Box I1.1

Gerontological Issues

Surgical Considerations for the Older Adult

Older adults usually have limited physiological reserve,
resulting in decreased ability to compensate for changes
that occur during surgery. There is increased risk for
hemorrhage, anemia, fluid/electrolyte imbalance, and
infection. Increased risk for complications is secondary to
age-related loss of blood vessel elasticity and decreased
cardiac, respiratory, and renal reserves. Nursing interven-
tions should be aimed at these age-related changes before,
during, and after the surgical procedure to help reduce
complications.

Preoperatively:

* Reassure the patient and family.

* Pad bony prominences to protect against pressure
ulcers and muscle and bone discomfort.

* Teach what to expect before, during, and after
surgery, diet changes, description and length of
surgical procedure, activities in the recovery room,
pain management, coughing and deep breathing
exercises, procedures, and treatments (e.g.,
dressings, catheters).

* Ensure preoperative screening: blood work, radio-
graphic studies, nutritional assessments, pulmonary
function tests, electrocardiogram.

Intraoperatively:

* Assess patient for hypothermia (cool temperature in
operating room, medications that slow metabolism).

* Assess patient for hypoxia (older adult may exhibit
restlessness).

 Assess patient for hemorrhage.

* Assess patient’s output (urine, drainage, bleeding,
emesis).

Postoperatively:

Pain Control—Provide adequate pain relief so required
postoperative activities, such as deep breathing, coughing,
position changes, and exercise, can be performed more
effectively.

Respiratory Function—Reduce respiratory complica-

tions by encouraging deep breathing and coughing:

* Do deep breathing and coughing after pain medication
has begun to take effect because this will increase the
older patient’s ability to take deeper breaths. Assess
the patient carefully when giving narcotic analgesics
because they may cause respiratory depression.

* Use a pillow and instruct the patient to hold it firmly
over abdominal or chest incisions to support the inci-
sion. Taking a deep breath increases chest expansion,
as well as abdominal pressure, which may pull or
stretch an incision.

¢ Older adults perform deep breathing and coughing

exercises better if the nurse performs the exercises
with them. For example, say the following:
“Let’s take a deep breath in through the nose, hold it
and count to three, then slowly blow it out completely
through the mouth. When you blow the air out, shape
your lips like they are going to whistle. Great, let’s do
it again.”

Mobility—Encourage mobility through the following

nursing actions and observations:

* Use pillows to support the patient’s body alignment;
assist the patient to ambulate as soon as possible after
surgery; and regularly help the patient with passive or
active range of motion exercises, along with flexion
and extension exercises, for legs and feet.

* Monitor for unilateral swelling of the leg and calf or
groin pain, which may indicate deep vein thrombosis,
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a risk related to venous pooling in the lower extremi-
ties. This risk is increased with postoperative inactivity.
Assist the patient to change position at least every 2
hours. If patients lay in one position too long, pressure
ulcers can develop. When tissues are compressed
between bones and the bed surface, blood supply is
reduced to the tissue and cells begin to die. This
results in painful open wounds.
Bowel Function—Assess bowel sounds. It is common
for patients to feel bloated after surgery. Increasing activ-
ity, such as walking—not just sitting in a chair—stimu-
lates peristaltic action of the bowel. This helps expel
flatus and reduce discomfort.
Urinary Function—Be aware of the following aspects of
urinary function:
¢ It is common for individuals to have difficulty empty-
ing their bladder after surgery. Patients who are sleep-
ing but restless should be evaluated for bladder
distention. It is often difficult to void on a bed pan or
in a urinal in a supine position.
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* Older men with an enlarged prostate may have even
greater difficulty voiding if they have received medica-
tions that have urinary retention side effects.

* Assisting patients to sit or stand to use urinals, use a
bedside commode, or ambulate to the bathroom pro-
motes bladder emptying and helps avoid the use of
urinary catheters.

* Measure urine output that is voided or from a catheter.
Note the color and odor of the urine. Older adults are
prone to dehydration, and this provides an indication
of their hydration status for intervention.

Delirium—Perform the following nursing actions to min-

imize delirium:

* Monitor level of consciousness routinely. Provide a
calm environment and orient patients to their environ-
ment. Restraints should not be used because they can
worsen delirium.

* Recognize that urinary catheter presence can con-
tribute to delirium, so methods to avoid the need for
a catheter should be tried.

Obese patients have more respiratory problems and wound
healing difficulties, such as delayed healing and wound
dehiscence (opening of the incision). Emaciated individu-
als may have more infections and delayed wound healing
because they lack the nutrients needed for tissue healing.

Smoking and Alcohol

Tobacco and alcohol use increases the surgical patient’s
risks. Smoking thickens and increases the amount of lung
secretions and reduces the action of cilia that remove the

secretions. Patients should be encouraged to avoid smoking
for 24 hours before surgery or 3 to 4 weeks before surgery
if they have a chronic lung disorder. Not smoking increases
the action of the lungs’ defense mechanisms and makes
more hemoglobin available to carry oxygen during surgery.
It also improves wound healing. Visit http://www.surgeon-
general.gov/tobacco/hospital.htm for more information on
smoking cessation.

Long-term alcohol use may cause nutritional deficien-
cies and liver damage, which can create bleeding problems,

v Box 11.2
' Nutrition Notes

Screening and Nourishing
the Preoperative Patient

Mild to severe malnutrition affected 39% of patients
undergoing gastrointestinal or orthopedic surgical proce-
dures, but only about two-thirds of them received nutri-
tional support and just 59% of the patients even had a
weight recorded on their charts.! Patients with low serum
albumin levels had more complications and slower recov-
eries from elective gastrointestinal surgery than patients
with higher levels.?

Before elective surgery, the patient may have time to
correct some nutritional deficiencies. Many patients are
instructed to lose weight to reduce the risk of surgery. If
they are anemic, an iron preparation can be administered.
At least 2 to 3 weeks are required for objective evidence
of the effectiveness of nutritional therapy. Before surgery
on the gastrointestinal tract, a low-residue diet may be
given for 2 to 3 days to minimize the feces in the bowel.

Preoperative fasting times have been reduced in recent
years so that in many cases clear liquids may be con-
sumed up to 2 hours before anesthesia, breast milk
4 hours, infant formula or a light meal 6 hours, and
a regular meal 8 hours.? Clinical judgment is required
regardless of the guidelines, which specifically exempt
patients with gastromotility or metabolic disorders,
those with potential airway problems, and women in
labor.

Many botanical products sold in the United States
over-the-counter as nutritional supplements profoundly
affect body systems during surgery. So many people are
taking botanical products that the American Society of
Anesthesiologists* issued a warning to consumers of
herbal medicine to stop taking the products 2 to 3 weeks
before scheduled surgery. Possible interactions cited
were an unintended deepening of anesthesia and prob-
lems with bleeding and blood pressure.
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fluid volume imbalances, and drug metabolism alterations.
In addition, alcohol interacts with medications and should
be avoided before surgery.

Diseases

Chronic disorders may increase the patient’s surgical risk
unless they are well controlled. A preoperative assessment
and clearance for surgery by the patient’s physician may be
needed. For diabetics, the stress of surgery can alter blood
glucose levels. Patients with chronic lung disorders may
have pulmonary complications from anesthesia. To help pre-
pare patients with lung disorders for surgery, show them
how to deep breathe and cough and use an incentive spirom-
eter (Fig. 11.1).

Preadmission Surgical Patient Assessment

Nonemergent surgical patients have either a preadmission
phone call or face-to-face interview with RNs in the pread-
mission testing (PAT) department. Patients have reduced
anxiety and better understanding with prescreening.> The
interview process includes a health history, identification of
risk factors, patient and family teaching, discharge planning,
and necessary referrals to social work, support groups, and
educational programs. Laboratory tests, electrocardiograms
(ECGs), chest x-rays, and other diagnostic testing are done
based on the patient’s needs. A urine or serum pregnancy
test as appropriate for female patients may be done to pre-
vent fetal exposure to anesthetics. Health information and
diagnostic testing results are reviewed by anesthesia
providers and interventions are ordered for abnormalities.
Then a plan of care is developed.

Federal law says patients must be asked before surgery
if they have a signed advance directive to place in the med-
ical record. An advance directive (e.g., health-care durable
power of attorney or living will) indicates a person’s wishes

FIGURE II.1 An incentive spirometer aids lung expansion.

for medical care if they become unable to speak for them-
selves. If there is no advance directive, written information
on advance directives are provided. A health-care power of
attorney allows patients to place someone of their own
choosing, such as a relative or friend, in control of their
medical decisions if they are unable to make them. A living
will instructs the physician when to provide, withhold, or
withdraw treatment that prolongs life and specifies types of
treatment the patient wishes, such as comfort care only.

Preoperative Routines
Preoperative teaching provides information about common
surgical preparation procedures and routines:
* Date and time of admission and surgery
* Admission procedures: arrive about 2 hours before
surgery to allow preparation time
* Length of stay, items to bring and wear
* Recovery after surgery
* Family information: where to wait during surgery
and who communicates patient’s status to them
 Discharge criteria: if after outpatient surgery, a
responsible adult must take the patient home

PREOPERATIVE INSTRUCTIONS. To reduce the risk of
aspiration when anesthesia is started, as well as postoper-
ative nausea and vomiting, the anesthesiologist orders fluid
and food restrictions. The patient is told when to stop fluid
and food intake (NPO), usually after midnight the night
before surgery. If surgery is scheduled for the afternoon,
clear liquids in the early morning may be allowed by the
anesthesiologist. Patients may brush their teeth or rinse their
mouth if no water is swallowed. Cancellation of surgery may
result if the patient has not been NPO as ordered.

Any medications the patient is to take the morning
of surgery, with an ounce of water, are explained. Special
preparations, such as an enema, are also described. For
abdominal or intestinal surgery, enemas are ordered to
empty the bowel in order to reduce fecal contamination pre-
operatively and straining or distention postoperatively.

Instructions for postoperative care are given before sur-
gery so the patient is alert when being taught and has time
to learn. Patients should be told that active participation in
postoperative care aids in their recovery. Teach patients how
to report their pain level using a pain rating scale (such as a
0 [none] to 10 [severe] rating scale, a color-based rating
scale, or a scale using pictures of faces showing varying
degrees of frowning or smiling that indicate a certain pain
level) so that prompt pain relief can be provided (see
Chapter 9). Pain relief methods are described, such as anal-
gesic injections, an epidural catheter, or patient-controlled
analgesia (PCA). Anticipated dressings, tubes, casts, or spe-
cial equipment, such as a continuous passive motion
machine for total knee replacement, are also described. If
needed, crutches are fitted to the patient, and their proper
use is explained and demonstrated.

Postoperative exercises are taught to decrease compli-
cations. They include deep breathing and coughing, use of
incentive spirometry, leg exercises, turning, and how to get
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out of bed. After an exercise is taught, the patient should
perform a return demonstration so understanding and ability
to perform the exercise correctly can be evaluated.

Deep breathing helps prevent the development of
atelectasis (collapse of the lung caused by hypoventilation
or mucous obstruction preventing some alveoli from open-
ing and being fully ventilated) by expanding and ventilating
the lungs. The patient is taught to sit up, exhale fully, take in
a deep breath through the nose, hold the breath and count to
three, and then exhale completely through the mouth. The
patient is told to repeat this hourly while awake, in sets of
five, for 24 to 48 hours postoperatively.

Incentive spirometry may also be ordered postoper-
atively to prevent atelectasis by increasing lung volume,
alveoli expansion, and venous return. (see Fig. 11.1). Any
patient can benefit from incentive spirometry, especially the
elderly and those at increased risk for developing lung com-
plications. The spirometer stays at the patient’s bedside for
hourly use while awake. Offer the spirometer to the patient
each hour to ensure that it is used. Teach patients to do the
following:

* Sit upright, at 45 degrees minimum, if possible.

 Take two normal breaths. Place mouthpiece of

spirometer in mouth.

¢ Inhale until target, designated by spirometer light

or rising ball, is reached, and hold breath for 3 to 5
seconds.

» Exhale completely.

 Perform 10 sets of breaths each hour.

Coughing moves secretions to prevent pneumonia.
Teach patients how to cough effectively (Table 11.4). Give
pain medication before coughing and offer reassurance that
coughing should not harm the incision. Several sets of
coughing are performed, if not contraindicated by the
patient’s condition (such as hernia repair or head injury),
every | to 2 hours while the patient is awake.

Leg exercises, if not contraindicated, improve circula-
tion and help prevent complications related to stasis of
blood, such as emboli formation. Patients are told to lie
down, raise the leg, bend it at the knee, flex the foot, extend
the leg, and lower it to the bed. Each leg is exercised in sets
of five. Foot circles are also done every hour while awake.
Teach the patient to raise a leg slightly off the bed with toes
pointed. Draw a circle in the air with the great toe, rotating
to the right four times, then to the left. Repeat this five times
and then do the same with the other foot.

Patients are taught that turning from side to side in bed
is aided by bending the leg that is to be on top and placing a
pillow between the legs to support the top leg. They are told,
unless contraindicated, to use the bed rail to pull themselves
over to the side. They are encouraged to deep breathe while
turning instead of holding their breath to promote comfort.

To reduce the strain on the incision and to make it eas-
ier for patients to get out of bed, patients are instructed to
turn to their side without pillows between their knees. Then

atelectasis: ateles—imperfect + ektasis—expansion
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TABLE 11.4 TEACHING PATIENTS
COUGHING TECHNIQUES

Procedure Rationale

Have patient sit up and
lean forward.

Promotes lung expansion
and ability to generate
forceful cough

Reduces incision pressure
so it does not feel as if
incision is opening

Helps expand lungs

Show patient how to splint
incision with hands, pillow,
or blanket.

Have patient inhale and exhale
deeply three times through
mouth.

Have patient take in deep breath
and cough out the breath
forcefully with three short
coughs using diaphragmatic
muscles. Take in quick deep
breath through mouth, cough
deeply, and deep breathe.

Generates forceful cough
and expands lungs to
help move secretions

they should place their hands flat against the bed and push
up while swinging their legs out of bed and into a sitting
position. Patients should be told to sit for a few minutes
after changing position to avoid dizziness and falling. They
should also deep breathe while sitting up to promote lung
expansion.

DIAGNOSTIC TESTING. Patient preoperative diagnos-
tic testing is based on the patient’s age, medical history,
assessment findings, and institutional protocols (Table 11.5).
Abnormal findings are reported to the physician.

Preoperative Patient Admission

Upon admission for surgery, subjective and objective patient
data are collected (Table 11.6). Ensure that patients have
their contact lenses, glasses, or hearing aids for accurate
communication. During the interview, note the patient’s
emotional reaction to surgery. If the patient is anxious,
explore the cause of the anxiety and allow the patient to
express concerns. Anxiety is a feeling of apprehension or
uneasiness resulting from the uncertainties and risks associ-
ated with surgery, while fear, a feeling of dread from a
source known to the patient, is an extreme reaction to
surgery.

Nursing Process for Preoperative Patients
Nursing Assessment/Data Collection

SUBJECTIVE DATA. During data collection, it is important
to ask the patient if there have been any personal or family
problems with anesthesia. A rare hereditary muscle disease,
malignant hyperthermia, can predispose the patient to a
serious life-threatening reaction to certain anesthetic agents
(discussed later). Prior surgeries are also recorded.

MEDICATIONS. All medications (herbs and over-the-
counter, prescription, and recreational drugs) that the patient
takes must be reviewed. Alterations in drug dosages and
routes of administration may be required. You should ensure
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TABLE 11.5 PREOPERATIVE

TABLE 11.6 NURSING ASSESSMENT

DIAGNOSTIC TESTS OF THE PREOPERATIVE PATIENT
Diagnostic Test Purpose Subjective Data: Health History Questions
Chest x-ray Detect pulmonary and cardiac Demographic information: Name, age, marital status, occu-

Oxygen saturation

Arterial blood gases

Bleeding time
Blood urea nitrogen

abnormalities
Obtain baseline level and detect
abnormality

Serum Tests

Obtain baseline levels and detect pH
and oxygenation abnormalities

Detect prolonged bleeding problem

Detect kidney problem

Creatinine Detect kidney problem

Complete blood cell Detect anemia, infection, clotting
count problem

Electrolytes Detect potassium, sodium, chloride

imbalances

Fasting blood Detect abnormalities, monitor dia-
glucose betes control

Pregnancy Detect early, unknown pregnancy

Partial thromboplastin ~ Detect clotting problem
time

INR, prothrombin Detect clotting problem, monitor
time warfarin therapy

Type and cross match

Identify blood type to match blood

for possible transfusion

Urine Tests
Detect early, unknown pregnancy
Detect infection, abnormalities

Pregnancy
Urinalysis

INR = International normalized ratio.

that the patient clearly understands all medication instruc-
tions. For example, patients taking an anticoagulant such as
warfarin (Coumadin) may be told by their physician to de-
crease or stop it several days before surgery to avoid bleed-
ing problems during surgery. Many herbs can interfere with
medications used during surgery or increase bleeding times.
Patients may be instructed to stop certain herbs several days
or weeks before surgery.

Diabetic patients on insulin are usually given instruc-
tions by the physician to either hold their insulin or take half
of their normal dose of insulin the day of surgery. On the day
of surgery, blood glucose monitoring may be done every 4
hours or as ordered to ensure that blood glucose levels are
maintained within a desired range.

Patients on chronic oral steroid therapy cannot abruptly
stop their medication even though they are told to take
nothing by mouth (NPO) before or after surgery. Serious
complications, such as circulatory collapse, can develop if
steroids are stopped abruptly. The physician should order a
patient’s steroid therapy to be given by a parenteral route if
the patient is NPO, so that it is not interrupted. You should
ensure that the steroid therapy is ordered and continued for
the patient via an alternate route.

Patients should be asked about the use of drugs such as
cocaine, marijuana, or opioids because these drugs can inter-
act with anesthesia or other medications. To obtain honest,
accurate information, patients should be told of this potential

pation, roles?

History of condition for which surgery is scheduled: Why
are you having surgery?

Medical history: Any allergies, acute or chronic conditions,
current medications, pain, or prior hospitalizations?

Surgical history: Any reactions or problems with anesthesia?
Previous surgeries?

Tobacco use: How much do you smoke? Pack-year history
(number of packs per day X number of years)?

Alcohol use: How often do you drink alcohol? How much?

Coping techniques: How do you usually cope with stressful
situations? Support systems?

Family history: Hereditary conditions, diabetes, cardiovascu-
lar, anesthesia problems?

Female patients: Date of last menses and obstetrical informa-
tion?

Objective Data: Body System Review

Vital signs, oxygen saturation

Height and weight

Emotional status: calm, anxious, tearful, affect

Neurological: ability to follow instructions

Skin: color, warmth, bruises, lesions, turgor, dryness, mucous
membranes

Respiratory: infection: cough; breath sounds; chronic obstruc-
tive pulmonary disease; respiratory rate, pattern, and effort;
barrel chest

Cardiovascular: angina, myocardial infarction, heart failure,
hypertension, valvular heart disease, mitral valve prolapse,
heart rate and rhythm, peripheral pulses, edema, jugular
vein distention

Gastrointestinal: bowel sounds, date of last bowel movement,
abdominal distention, firmness, ostomy

Musculoskeletal: deformities, weakness, decreased range
of motion, crepitation, gait, artificial limbs, prostheses.

interaction. Information and questions should be stated in a
nonjudgmental manner. For example, you should ask, “How
much alcohol do you drink daily or weekly?” instead of “Do
you drink alcohol?”” The first statement assumes that people
drink alcohol. This allows the patient who does not drink to
indicate none and the patient who does to state an amount
rather than having to say yes and then give an amount upon
further questioning. More accurate responses are given be-
cause this approach is viewed more positively by the patient
who consumes alcohol. Another example would be to ask the
patient, “What roles do drugs or alcohol play in your life?”

OBJECTIVE DATA. A physical assessment of body systems
is performed. This information can highlight risk factors for
surgery, determine the type of anesthesia to be used, and
assist in planning interventions to reduce risk factors. A
cough, cold, or fever is reported to the physician because
surgery may be delayed until the patient recovers from an
acute infection. Dentures, bridges, capped teeth, and loose
teeth are documented because they can become dislodged
during intubation (insertion of endotracheal breathing tube)
for general anesthesia, causing complications.
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Nursing Diagnosis, Planning, and Interventions
Anxiety or fear related to potential change in body
image, hospitalization, pain, loss of control, and uncer-
tainties surrounding surgery.

ExpecTED OUTCOME: FPatient will state reduced anxiety
or fear.

* Inform patients about procedures and surgical rou-
tines, which helps reduce anxiety.

* Allow patients to express their concerns fo allow
inaccurate information to be corrected.

* If patients express extreme anxiety or fear, inform
the physician as complications or even death could
result. When fear is excessive, the physician may
reschedule the surgery until the patient is better
able to cope.

Deficient knowledge related to lack of prior experience
with surgical routines and procedures

ExPECTED OUTCOME: Patient will demonstrate under-
standing of surgical information and routines.

* Patient anxiety levels should be considered when
providing explanations as learning can be affected
by high anxiety levels.

¢ Identify knowledge deficiencies with the patient so
that he or she is motivated to learn.

* Reinforce information provided prior to admission
and new information to patients fo promote
informed choice and increase self-care abilities.
Teaching is caring in action and empowers patients
to be a participant in their care.

¢ Include the patient’s family or caregivers in teach-
ing sessions so they can assist the patient through
the surgical experience.

* Use a variety of teaching methods (discussion, writ-
ten materials and instructions, models, and videos)
to allow for different learning styles and to rein-
force learning.

¢ Individualize explanations so the patient is not over-
whelmed.

* Use teaching methods that adapt to aging changes
that may affect learning. Box 11.3 Gerontological
Issues describes methods to provide a positive
learning experience for the elderly patient.

* Document teaching and patient understanding.

Evaluation

The goal of decreased anxiety is achieved if the patient states
and demonstrates that anxiety is relieved. If the patient is
able to learn during teaching sessions, anxiety is not a bar-
rier to learning.

The goal for correcting deficient knowledge is reached
if the patient states understanding of the information pre-
sented and accurately performs return demonstrations of
presented information.

Preoperative Consent

Before performing surgery, it is the physician’s responsibil-
ity to obtain voluntary, written, informed consent from the
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Considerations for Elderly
Patient Teaching Sessions

Box 11.3

Gerontological Issues

Environmental considerations:

* Comfortable: anxiety free, quiet, appropriate tem-
perature

e Correctly lit: small, intense lighting with nonglare,
soft white light (not fluorescent)

* Private: no distractions, no background noise, turn
off pagers

Presentation considerations:

* Assess readiness to learn.

* Assess comfort and safety needs.

* Use past experience and relate to new learning.

* Base learning on assessment data and current
knowledge base.

* Use simple, understandable words and avoid
medical jargon.

 Use legible audiovisual materials: large print, black
print on white nonglare paper.

e If using colors, remember that older adults see red,
orange, and yellow best; blue, violet, and green are
more difficult to see.

 Perform ongoing assessment of energy level of
patient.

* Answer questions as they occur.

Presenter considerations:
* Have positive attitude and belief in self-care promo-
tion for older adults.
* Earn trust by being viewed as credible, positive role
model.
* Maintain professional appearance.
* Use knowledge of aging changes in presentation:
+ Speak slowly in low tone.
« Sit near patient for best visibility.
 Ensure that prostheses are in place: glasses, hear-
ing aids.
+ Allow patient increased response time and use
memory aids such as pictures or diagrams.
« Use touch appropriately to convey caring.
* Teach most important information first.
* Present one idea at a time.
* Provide instruction using multiple senses (vision
and hearing).
* Provide repetition.
* Ask for feedback to ensure comprehension.
 Provide feedback and positive reinforcement.

patient. The consent gives legal permission for the surgery
and has two purposes. It protects the patient from unautho-
rized procedures, and it protects the physician, anesthesi-
ologist, hospital, and hospital employees from claims of
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performing unauthorized procedures. A signed consent is
needed for all invasive procedures, anesthesia, blood admin-
istration, and radiation or cobalt therapy.

Informed consent involves three elements:

1. The physician must tell the patient in understand-
able terms about the diagnosis, the proposed treat-
ment and who will perform it, the likely outcome,
possible risks and complications of treatment,
alternative treatments, and the prognosis without
treatment. If the patient has questions before sign-
ing the consent, the physician must be contacted to
provide further explanation to the patient. It is not
within the nurse’s scope of practice to provide this
information.

2. The consent must be signed before analgesics or
sedatives are given because patients must demon-
strate that they are informed and understand the
surgery.

3. Consent must be given voluntarily. No persuasion
or threats can be used to influence the patient. The
patient can withdraw consent at any time, even
after the consent form has been signed.

To ensure that patients are truly informed prior to sign-
ing a consent, in some institutions patients must take and
pass a knowledge quiz, which can be given verbally. If they
do not pass the quiz, then further explanation is required by
the physician. Additionally, in the surgical holding area,
patients verbally reconsent. They are asked, “Do you still
remember what you were told about your surgery?”

It is often your role to obtain and witness the patient’s
or authorized person’s signature on the consent form (Fig.
11.2). You should ensure that the person signing the consent
form understands its meaning and that it is being signed vol-
untarily. If the patient is unable to read, the entire consent
must be read to the patient before it is signed. Patients are
unable to give consent if they are unconscious, are mentally
incompetent, are minors, or have received analgesics or

FIGURE 1.2 Nurse is witnessing signature of patient on surgi-
cal consent.

Understanding Health and llIness

drugs that alter central nervous system function within time
frames specified by agency policy. Consent may be obtained
in any of these cases from parents, next of kin, or legal
guardians.

ﬂ NURSING CARE TIP

Witnhessing a Consent

As the patiemt’e advocate you should ensure,
before the consent is signed, that the patient is
informed about the surgery and has no further
questions for the physician.

If the patient does have questions, the con-
sent should not be signed and the physician
should be contacted to answer the patient’s
questions.

Your sighature as a withess on a consent form
indicates that you observed the informed patient
or patient’s authorized representative voluntarily
sigh the consent form. It does not mean that
you informed the patient about the surgical pro-
cedure; that is the responsibility of the physician.

In a medical emergency, the patient may not be able
to give consent. In this case, the next of kin or legal guar-
dian may give telephone consent, or a court order can be
obtained. If time does not permit this, the physician docu-
ments the need for treatment in the chart as necessary to
save the patient’s life or avoid serious harm, according to
state law and institutional policy.

Preparation for Surgery

Preoperative Checklist

A preoperative checklist is usually completed and signed by
the nurse (per agency policy) before the patient is transported
from the unit to surgery (Fig. 11.3). The checklist provides
guidance for preoperative preparation of the patient:

* An identification band is placed on the patient.

A hospital gown is given to the patient to wear.
Underwear is removed, depending on the type of
surgery.

* Vital signs are taken and recorded as baseline infor-
mation and to assess patient status.

e Makeup, nail polish, and artificial nails (if applica-
ble) are removed to allow assessment of natural
color and pulse oximetry for oxygenation status
during surgery.

* Removal of hair pins, wigs, and jewelry prevents
loss or injury. Rings such as wedding rings are
taped in place if the patient does not want to take
them off, except if the ring is on the operative side
(arm or chest surgery), as edema may occur.

* Dentures, contact lenses, and prostheses are
removed to prevent injury. Some patients are con-
cerned about body image and do not want family
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Pre-op Surgical Checklist

1.D. BAND ON

NPO AS ORDERED

PRE-OP TEACHING COMPLETED
INFORMED CONSENT SIGNED

ALLERGIES
LAB RESULTS
CBC: HGB HCT

HISTORY AND PHYSICAL ON CHART

Client Name

PLATELETS

POTASSIUM
URINALYSIS
PREGNANCY TEST
PT PTT
TYPE AND SCREEN
ECG ON CHART
CHEST X-RAY REPORT ON CHART
SHOWERED/BATHED
HOSPITAL GOWN ON
PREPS COMPLETED AS ORDERED
ANTIEMBOLISM STOCKINGS

SERUM

VALUABLES: DISPOSITION

URINE
BLEEDING TIME
CROSSMATCH

JEWELRY TAPED/REMOVED: DISPOSITION

- UNITS

CONTACT LENSES REMOVED
VOIDED
VITAL SIGNS: T B

DENTURES, PROSTHESIS REMOVED
HAIR PINS, WIGS, MAKE UP, NAIL POLISH, ONE ACRYLIC NAIL REMOVED

BP

PRE-OP MEDICATIONS GIVEN

SIDE RAILS UP

IV STARTED

OLD CHART TO OR
X-RAYS TO OR
FAMILY LOCATION

EYE GLASSES AND HEARING AID(S) TO OR

NEXT OF KIN

CLIENT READY FOR SURGERY

TIME
COMMENTS:

(NURSE SIGNATURE)

FIGURE 11.3 Sample preoperative checklist form.

members to see them without dentures or makeup.
Remove dentures after the family goes to the wait-
ing room and insert them before the family sees the
patient postoperatively.

Glasses and hearing aids go with patients to surgery
if they are unable to communicate without them.
Label them with the patient’s name and document
where they go.

All orders, diagnostic test results, consents, and
history and physical (required on the chart) are
reviewed for completion and documented on the
checklist.

* Patient valuables are recorded and given to a family
member or locked up per institutional policy by the
nurse.

* Antiembolism devices are applied if ordered.

* Patients are asked to void before sedating preopera-
tive medications are given, unless a urinary catheter
is present, to prevent injury to the bladder during
surgery.

Preoperative Medications
The final preparation before surgery is giving preoperative
medications at the time ordered, usually 1 hour before, or on
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TABLE 11.7 PREOPERATIVE MEDICATIONS

Category Medication

Narcotics Morphine sulfate
Fentanyl (Sublimaze)
Meperidine (Demerol)
Antianxiety and Diazepam (Valium)
sedative hypnotics
Lorazepam (Ativan)

Midazolam (Versed)

Purpose

Analgesia; enhancement of postoperative pain
relief

Sedation; anxiety reduction

Hydroxyzine hydrochloride (Vistaril)

Phenobarbital sodium (Luminal sodium)

Anticholinergic Atropine sulfate
Glycopyrrolate (Robinul)
Scopolamine hydrobromide

Antiemetic Droperidol (Inapsine)

Ondansetron (Zofran)
Metoclopramide (Reglan)

Secretion reduction

Control nausea and vomiting; may be effective
into the postoperative period

Promethazine hydrochloride (Phenergan)

Histamine (H,) antagonist Cimetidine (Tagamet)
Famotidine (Pepcid)
Ranitidine (Zantac)
Alkalinizing agent
Antibiotic Cefazolin (Ancef)
Cefoxitin (Cefotan)
Ampicillin (Omnipen)

Sodium citrate and citric acid (Bicitra)

Reduction of acidic gastric secretions in case aspi-
ration occurs either silently or with vomiting.

Prevention of an asthmalike attack, pneumonitis,
pulmonary edema, or severe hypoxia
Prevention of postoperative infection

call to surgery (surgery calls to instruct that it is time to give
the drugs) (Table 11.7). All medications administered are
documented. The bed rails are raised for safety and the
patient is instructed not to get up alone after medications are
given.

Transfer to Surgery

When the surgery department is ready, the patient is taken to
the surgical holding area on a stretcher (Fig. 11.4). The
patient’s chart, inhaler medications for those with asthma,
and glasses or hearing aids also go to the surgical holding
area. The patient can be accompanied by family members.
During surgery, the family waits in the surgical waiting
area, which is a communication center where the family is
kept informed regarding the patient’s status. The physician

FIGURE 11.4 Surgical holding area.

calls the family there when surgery is over. Families may be
given beepers so that they can walk outside or to other areas
of the hospital and still be reached.

After Transfer

After the patient goes to surgery, prepare the patient’s room
and necessary equipment so it is ready for the patient’s
return (Table 11.8).

| INTRAOPERATIVE PHASE

When the patient is transferred to the operating table, the
next phase of the perioperative period, the intraoperative
phase, begins (Fig. 11.5). Surgery may take place in a hos-
pital operating room (OR) or free-standing ambulatory or
outpatient surgical centers (Fig. 11.6). Additionally, surgery
is performed in physician’s offices, cardiac catheterization
laboratories, radiology centers, emergency rooms, and spe-
cialized units that perform endoscopy procedures.

The OR team members must perform a sterile surgical
hand scrub to reduce the amount of microorganisms on their
hands and arms. An antimicrobial soap scrub is used to
reduce the chances of microorganism contamination. Jew-
elry (e.g., watches, rings, bracelets) is also removed. Finger-
nails are kept short and clean. Artificial nails and colored nail
polish are not permitted. Gloves are worn by the OR team to
keep the surgical field sterile.

The OR is designed to enhance aseptic technique.
Clean and contaminated areas are separated. Special venti-
lation systems control dust and prevent air from flowing into
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TABLE 11.8 POSTOPERATIVE PATIENT HOSPITAL ROOM PREPARATION

After patient transfer to surgery, the nurse should prepare the patient’s room for the patient’s postoperative care needs to be ready for

patient’s return from the postanesthesia care unit.

Preparation

Bed linens should be clean and are changed if used before
surgery by patient.

Place disposable, absorbent, waterproof pads on bottom sheet
if drainage is expected.

Apply lift sheet on bed of patient needing assistance with
repositioning.

Have extra blankets available.

Fanfold top cover to end of bed or to side of bed away from
patient transfer side.

Obtain extra pillows as needed for positioning, elevating
extremities, splinting during coughing.

Rationale

Bed

Reduces contamination of surgical wound

Protects linen from wetness and soiling so a patient in pain does
not have to be disturbed for linen change.
Makes lifting and turning easier for patient and nurse.

Patient may be cold or have a low temperature.

Bed ready to receive patient on transfer from cart to bed. Allows
covers to be easily pulled up over patient.

Pillows help maintain position when patient is turned, elevate
operative extremities for comfort and swelling reduction, or
splint an incision during coughing.

Equipment

Obtain IV pole.
Have emesis basin at bedside.

Have tissues and washcloths in room.

Have urinal or bedpan available in room.

Prepare suction setup for tracheostomy, nasogastric tube, or
drains as ordered.

Have oxygen set up as needed.
Obtain special equipment as indicated by the surgical proce-
dure.

Have vital sign equipment available.

Surgical patients have IV infusions postoperatively.

Nausea or vomiting may occur, especially after movement during
transfer.

Promotes comfort: washing face or a cool cloth on forehead.

Patients may be unable to get out of bed for first voiding.

Suction may be ordered related to surgical procedures:

Sterile suction: tracheostomy

Nasogastric tube: thoracic, abdominal, gastrointestinal surgery
T-tube: cholecystectomy

After tracheostomy, patients wear humidified oxygen mask.

Institutional policy and physician orders may require specialized
equipment. Examples:

Jaw surgery: suction, wire cutters, tracheostomy tray

Tracheostomy: suction, extra tracheostomy set, tracheostomy care
supplies

Transurethral resection of prostate: irrigation supplies.

Promotes ability to promptly obtain vital signs.

Documentation Forms

Obtain agency postoperative documentation forms and place
in room

Promotes timely and accurate documentation of patient data.

IV = Intravenous.

FIGURE 1.5 Operating room. Anesthesia equipment is on
the left.

the OR from hallways. The temperature and humidity in the
room are controlled to discourage bacterial growth. Every-
one entering the OR wears surgical scrubs, shoe covers,
caps, masks, and goggles to protect the patient from infec-
tion and themselves from bloodborne pathogens. Traffic in
and out of the OR is limited. Strong disinfectants are used to
clean the OR after each surgical case, and instruments are
sterilized.

Before the patient arrives in surgery, a nursing plan of
care is developed from preadmission assessment data. The
OR is prepared based on the plan of care (Box 11.4 Nursing
Care Plan). Attention is given to safety needs of the patient.
Special needs are addressed, such as a tall patient’s need for
longer table length or an elderly patient’s positioning needs
resulting from osteoporosis. A surgical case cart containing
sterile instruments required for the patient’s case is prepared
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FIGURE 1.6 Operating room in use. Anesthesia is on the right.

ahead of time. Items such as needles and sponges are
counted before surgery and again before closure of the inci-
sion to account for all of them and ensure that none has been
left in the patient. To ensure safety, electrical equipment is
checked for proper functioning.

Health-Care Team Member Roles

 Physician (medical doctor [MD], doctor of osteopa-
thy [DO], oral surgeon, or podiatrist)

 Surgical (first) assistant: assists the physician and is
either another physician, a specially trained regis-
tered nurse, or a physician’s assistant

Box 11.4

Intraoperative Nursing Diagnoses
and Expected Outcome

* Risk for perioperative-positioning injury related to
positioning, chemicals, electrical equipment, and
effect of being anesthetized

Free from injury

* Risk for impaired skin integrity related to chemicals,
positioning, and immobility
Skin integrity is maintained

¢ Risk for deficient fluid volume related to NPO status
and blood loss

Maintains blood pressure, pulse, and urine output

within normal limits

* Risk for infection related to incision and invasive
procedures
Is free of symptoms of infection

e Pain related to positioning, incision, and surgical
procedure
Reports pain is relieved to satisfactory level

* Anesthesiologist: physician who specializes in anes-
thesia and supervises certified registered nurse anes-
thetists in the operating room

e Certified registered nurse anesthetist (CRNA): regis-
tered nurse trained and certified in the administra-
tion of anesthesia, usually at the master’s degree
level

* Registered nurse (RN): circulates in OR; roles
include being patient’s advocate, planning care,
protecting patient safety, monitoring patient posi-
tioning, checking vital signs and making patient
assessment, reducing patient’s anxiety, monitoring
sterility during surgery, preparing skin before inci-
sion, managing equipment such as by making
sponge counts, documenting the procedure, and aid-
ing health team communications

 Surgical (second assistant) technician: assists physi-
cian (may be an RN, LPN/LVN, or surgical technol-
ogist)

Patient Arrival in Surgery

The nurse greets the patient; verifies the patient’s name, age,
allergies, surgeon performing the surgery, informed consent,
surgical procedure (right site, especially right or left when
applicable), and medical history; answers questions; and
alleviates anxiety. The patient is introduced to the anesthesi-
ologist and CRNA, who also verify patient information and
explain the type of anesthesia that is to be used. All surgical
patients have intravenous (IV) fluids started. The patient
may also receive prophylactic antibiotics. Taking a time out
for everyone to stop and verify correct patient information
can prevent adverse events.

E SAFETY TIP

Eliminate wrong-site, wrong-patient, wrong-
procedure surgery.

Create and use a preoperative verification
process, such as a checklist, to confirm that
appropriate documents (e.g., medical records,
imaging studies) are available.

Implement a process to mark the surgical
site and involve the patient in the marking
procese.

(2006 National Fatient Safety Goals from
www.jcaho.org)

As a patient enters the OR, he or she should be told
what to expect:
* “The room may feel cool, but you can request extra
blankets.”
* “There is a lot of equipment in the room, including
a table and large, bright overhead lights.”
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* “Several health-care team members will introduce

themselves to you.”

* “Your physician will greet you.”

The patient is assisted onto the operating table, and a
safety strap is carefully applied. Monitoring equipment is
applied and readings recorded. Then the anesthesia provider
begins anesthesia. When the anesthesia provider gives per-
mission, the patient is carefully positioned to prevent pres-
sure points that could cause tissue or nerve damage. Any
necessary tubes that are not already in place, such as a naso-
gastric tube or urinary catheter, are inserted by the RN.

Patient allergies are rechecked. If the patient requires
body hair removal, dry shaving with a safety razor should be
avoided because of the potential for microabrasions and col-
onization by microorganisms. Hair should be removed with
electric clippers or a depilatory, which is less harmful to the
skin. Then a skin prepping solution that the patient is not
allergic to, such as povidone-iodine, is used to cleanse the
skin. (This may be done in preop holding or in surgery
depending on the institution.) A large area surrounding the
operative site is scrubbed to allow for extension of the inci-
sion. The scrub is completed in a circular motion from
inside to outer edge. If an allergic reaction to the solution
occurs, it can cause skin redness and blistering wherever the
solution was used. After the skin is scrubbed, a sterile drape
is applied with the incisional area left exposed.

E SAFETY TIP

Improve the safety of using medications.

Label all medications, medication containers
(e.9., eyringes, medicine cups, basins), or other
solutions on and off the sterile field in periopera-
tive and other procedural settings.

(2006 National Patient Safety Goals from
www.jcaho.org)

Anesthesia

Anesthesia is used for surgery to prevent pain and allow the
procedure to be done safely. The type of anesthesia and the
anesthetic agents are ordered by the anesthesia provider
with input from the patient and physician (Box 11.5 Cultural
Considerations).

There are two types of anesthesia: general and local
(regional). General anesthesia (GA) causes the patient to
lose sensation, consciousness, and reflexes. GA acts directly
on the central nervous system. Local anesthesia blocks
nerve impulses along the nerve where it is injected, resulting
in the loss of sensation to a region of the body without the
loss of consciousness.

General Anesthesia
General anesthesia is commonly given by an IV or inhala-
tion route. GA is chosen when patients are anxious or do not
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ﬁ " Cultural Considerations

p—— s el
Care of the Patient Having Surgery

Chinese people show a greater increase in heart rate

in response to atropine than Caucasian persons. Thus,
the nurse needs to carefully monitor the pulse after
atropine is given as a preoperative medication. Addi-
tionally, Chinese people are more sensitive to the seda-
tive effects of diazepam (Valium) and require lower
doses. Thus, the nurse needs to carefully monitor the
Chinese patient for untoward effects of diazepam
(Valium).

want local anesthesia, when the surgical procedure will take
a long time and there is a need for muscle relaxation, or
when the patient is unable to cooperate, as in head injury,
muscle disorders, or impaired cognitive function.

INTRAVENOUS AGENTS. To begin most general
anesthesia, the patient is induced (which means, anesthesia
is caused) with a short-acting IV agent that provides a rapid,
smooth induction (the period from when the anesthetic is
first given until full anesthesia is reached). Because these
agents last only a few minutes, they are used along with
inhalation agents, which maintain anesthesia during surgery.
After induction, the patient is intubated with an endotracheal
(ET) tube to provide mechanical ventilation and anesthesia
(Fig. 11.7).

INHALATION AGENTS. Maintenance of anesthesia is
accomplished by using inhalation agents. These agents are
delivered, controlled, and excreted through mechanical
ventilation. Inhalation agents and the ET tube can be

Cuff inflating tube

Opening for
air movement

Endotracheal tube

Esophagus

FIGURE 11.7 Endotracheal tube with cuff inflated.

induction: inductio—to lead in
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irritating to the respiratory tract. Complications that can
occur from their use include laryngospasm (sudden violent
contraction of the vocal cords), laryngeal edema, irritated
throat, or injury to the vocal cords. When the tube is
removed, the nurse should closely monitor the patient and
be prepared to provide respiratory support and assist with
reintubation if complications arise.

ADJUNCT AGENTS. An adjunct agent is a medication
used along with the primary anesthetic agents. These
medications can include narcotics to control pain, muscle
relaxers to avoid movement of muscles during surgery,
antiemetics to control nausea or vomiting, and sedatives to
supplement anesthesia.

ﬂ SAFETY TIP

Reduce the risk of surgical fires.

Educate staff, including operating licensed
independent practitioners and anesthesia
providers, about how to control heat sources and
manage fuels, and establish guidelines to mini-
mize oxygen concentration under drapes.

(2006 National Patient Safety Goals from
www.jcaho.org)

Malignant Hyperthermia

Malignant hyperthermia (MH) is a rare hereditary muscular
disease that can be triggered by some types of general anes-
thetic agents. Obtaining a history of anesthetic problems in
the patient or family members can help detect the potential
for development of this condition so that precautions can be
taken. Those with a history of heat stroke are at increased
risk for MH. A muscle biopsy can also diagnose this prob-
lem. Patients with this condition can undergo surgery safely
with careful planning and choice of anesthetic agents by the
anesthesia provider.

In MH, there is increased metabolism in muscles,
which produces a very high fever and muscle rigidity, as
well as tachycardia, tachypnea, hypertension, dysrhythmias,
hyperkalemia, metabolic and respiratory acidosis, and
cyanosis. MH is life threatening, so immediate treatment is
required or death results. Surgery is stopped and anesthesia
discontinued immediately. Oxygen at 100% is given. The
patient must be cooled with ice and infusions of iced solu-
tions. Dantrolene sodium (Dantrium), a muscle relaxant that
relieves the muscle spasms, is the most effective medication
for treating malignant hyperthermia. Dantrolene sodium is
kept readily available in the OR and administered according
to the treatment protocol of the Malignant Hyperthermia
Association of the United States. For more information
about malignant hyperthermia, visit www.mhaus.org.

Local (Regional) Anesthesia
Local anesthesia is selected when the patient is not anxious,
can tolerate the local agent, and is not required by the sur-

gical procedure to be unconscious or relaxed. It is a good
choice for some outpatient procedures or when the patient
has not been NPO. The anesthesia provider, or sometimes
the physician, administers local anesthesia.

Local anesthetic agents may include bupivacaine
hydrochloride (Marcaine), lidocaine (Xylocaine), and dibu-
caine (Nupercainal). Topical administration places the agent
directly on the surgical area. Local infiltration is achieved by
injecting the medication into the tissue where the incision is
to be made. A regional block is done by injecting the local
agent along a nerve that carries impulses in the region where
anesthesia is desired. There are several types of regional
blocks. A nerve block is the injection of a nerve at a specific
point. A Bier block is done by placing a tourniquet on an
extremity to remove the blood and then injecting the local
agent into the extremity. A field block is a series of injec-
tions surrounding the surgical area. A spinal or epidural
block is injection of a local agent into an area around the
spinal nerves.

SPINAL AND EPIDURAL BLOCKS. Injection of a local
agent into the subarachnoid space produces spinal block
(Fig. 11.8). Epidural block occurs when the local agent is
injected into the epidural space. Spinal and epidural blocks
are used mainly for lower extremity and lower abdominal
surgery. Both motor and sensory function is blocked. The
patient must be carefully monitored for complications.
Hypotension results from sympathetic blockade causing
vasodilation, which reduces venous return to the heart and
therefore reduces cardiac output. Respiratory depression
results if the block travels too far upward. As the block

Base of spinal cord

Epidural space

Subarachnoid space

FIGURE 11.8 Injection of spinal anesthesia. (A) Epidural anesthe-
sia. (B) Epidural catheter. (C) Spinal anesthesia.
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wears off, patients feel as if their legs are very heavy and
numb. This is normal, and reassurance should be offered to
the patient that this type of feeling does not last after the
block wears off.

Complications. A postdural puncture headache may
occur in 10% to 40% of patients caused by leakage of
cerebrospinal fluid (CSF) from the needle hole in the dura
that does not close when the needle is withdrawn. The use of
a small-gauge spinal needle (less than 25 gauge) helps
prevent headaches. Photophobia or double vision may also
be present. Postanesthesia orders usually include methods to
help reduce the pain of a headache, including positioning the
patient flat and forcing fluids.

If a spinal headache develops, it may be severe and can
last for weeks. Lying flat and prone (on abdomen) may help
relieve the pain of the headache. Adequate fluid intake and
analgesics may be ordered, and steroids may be helpful. If
the headache continues, a blood patch treatment can be used
to stop the CSF leakage. This treatment can be done by the
anesthesiologist at the bedside or in the postanesthesia care
unit (PACU). To create a blood patch, approximately 10 mL
of the patient’s own blood is injected into the epidural space
at the previous puncture site. The injected blood forms a clot
that “patches” the dural hole to prevent further CSF leakage.
Pain relief should occur quickly if the patch is successful.
Blood patch treatment can be repeated.

Conscious Sedation

Conscious sedation (sometimes called twilight sleep) is pur-
poseful, minimal sedation that does not cause the complete
loss of consciousness during selected medical, dental, or
diagnostic procedures. Medications such as sedatives, hyp-
notics, and opioids are given to produce conscious sedation.
Selection of patients who are eligible for conscious sedation
is based on the procedure, the patient’s general health,
patient preference, and physician preference. Examples of
short procedures for which conscious sedation is used are
dental procedures, endoscopy (EGDs or colonoscopy), car-
diac catheterization, cardioversion, and closed fracture
reduction. During conscious sedation, patients are comfort-
able, respond purposefully, and maintain their own patent
airway. Medications are ordered by the physician and usu-
ally administration by a specially trained registered nurse, as
defined by agency and state scope of nursing practice.

A signed informed consent is obtained. Then an IV for
medications and fluids is inserted before the procedure.
Patient monitoring is done every 5 minutes to check vital
signs, electrocardiogram, and oxygen saturation. Changes
are reported to the physician. Oxygen may be given by nasal
cannula or mask. Emergency equipment (e.g., airway suc-
tion, defibrillator, drugs) is on standby, according to
advanced cardiac life support (ACLS) protocols.

After the procedure, the patient awakens easily and
quickly. The patient is monitored every 15 to 30 minutes for
response to the procedure and the drugs until the patient is
fully awake and stable. The patient is ready for discharge
when vital signs return to baseline and are stable, oral fluids
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are retained, he or she has voided (if applicable), and writ-
ten and oral discharge teaching is given to both the patient
and the responsible adult to whom the patient is being dis-
charged. The responsible adult and the patient must sign the
instructions. Instructions include the following: an adult
must drive the patient home and provide a safe environment;
the patient must not and will not drive or operate heavy
machinery or sign legal documents for 24 hours.

re

LEARNING TIP

In comparison with general anesthesia, conscious
sedation:
° s less invasive.
* Requires less medication.
* Causes less depression of the cardiovas-
cular and respiratory systems.
* Allows the patient to more quickly return
to a wakeful state.

Transfer from Surgery

When surgery is completed and anesthesia stopped, the
patient is stabilized for transfer. After local anesthesia, the
patient may return directly to a nursing unit. After general
and spinal anesthesia, the patient goes to the PACU or, in
some cases, the intensive care unit (ICU).

Patient safety, which is always a priority, is an impor-
tant concern at this time. The patient is never left alone.
Ensuring a patent airway and preventing falls and injury
from uncontrolled movements are priorities. The anesthesia
provider and OR nurses transfer the patient to the PACU and
monitor the patient until the perianesthesia nurse is able to
receive the report and assume care of the patient. This
begins the final patient perioperative phase, the postopera-
tive period.

ﬁ SAFETY TIP

Improve the effectiveness of communication
among caregivers.

Implement a standardized approach to “hand
off” communications, including an opportunity to
ask and respond to questions. (2006 National
Fatient Safety Goals from www.jcaho.org)

| POSTOPERATIVE PHASE

The postoperative phase begins when the patient is admitted
to the PACU or a nursing unit and ends with the patient’s
postoperative evaluation in the physician’s office (Fig. 11.9).
The family is updated on the patient’s status by the physi-
cian as the patient is admitted to the PACU.
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FIGURE 11.9 Postanesthesia care unit.

Admission to the
Postanesthesia Care Unit

The perianesthesia nurse’s goal is to promote safe recovery
from anesthesia. The nurse’s role in the PACU begins by
receiving a patient report from the OR nurse and anesthesia
provider. When the patient is admitted to the PACU, an
admission assessment is done. The priority areas of patient
assessment are the following:

» Respiratory status and patency of airway

* Vital signs including Sao,

* Level of consciousness and responsiveness

* Surgical site incision/dressing/drainage tubes

* Pain level and pain management

Oxygen by nasal cannula or mask is given if the patient
has had general anesthesia, or as ordered. Some patients
who are still intubated may require mechanical ventilation.
Continuous monitoring is done on all patients for ECG,
pulse oximetry, and blood pressure measurements. The sur-
gical site incision or dressing is assessed. Drainage and
hematoma formation are documented and reported. Urinary
catheter, drains, and nasogastric tubes are checked for func-
tion and patency as applicable.

The patient’s body temperature is measured on admis-
sion to the PACU, and then blankets heated in blanket
warmers are applied. If the patient’s temperature is below
normal, a warming blanket that can be set to a desired tem-
perature is applied. Body temperature may be decreased as
a result of a cool OR environment, anesthesia, cool IV solu-
tions, and incisional openings, which allow heat loss. Patient
recovery is aided by avoiding a decrease in body tempera-
ture during surgery. Using forced warm air before surgery to
warm the patient, rather than warm blankets, has been
shown to maintain body temperature best upon arrival in the
PACU. Be aware that the elderly (and infants) are at
increased risk of hypothermia. Temperature is measured
again before PACU discharge because a normal body tem-
perature is usually one of the discharge criteria.

hematoma: heimatos—blood + oma—tumor
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Shivering may occur from anesthesia or as a result of
being cold. It is important to control shivering because it
increases oxygen consumption 400% to 500%. Meperidine
(Demerol) is effective in relieving shivering when anesthe-
sia is the cause. If the patient is cold, raising the body tem-
perature is helpful to decrease shivering. It is important to
provide supplemental O, during the episode of shivering and
until the Sao, is normal.

See Box 11.6 Perianesthesia Nursing Responsibilities.

It is essential for nurses to wash their hands between
patients in the PACU. Vital signs and assessment are done at
least every 5 to 15 minutes, I'V fluid infusion is maintained,
and IV analgesics are given for pain as needed. Antiemetics
are administered for nausea or vomiting. Deep breathing and
coughing, if not contraindicated by the surgical procedure,
are encouraged. Coughing increases pressure, which could
cause harm to some surgical areas. Surgical procedures that
prohibit coughing include hernia repair; eye, ear, intracra-
nial, jaw, and plastic surgery. If the patient is no longer NPO,
ice chips or sips of water may be offered when the patient is
fully awake to promote comfort for a dry mouth. If ordered,
postoperative therapies such as patient-controlled analgesia
(PCA), which allows patients to administer their own pain
medication (see Chapter 9), or continuous passive motion
machines for joint replacement surgeries are begun in the
PACU.

Nursing Process for Postoperative
Patients in PACU

Various postoperative complications may occur in the PACU
or later in the postoperative phase. The causes of these com-
plications may be the surgical procedure, anesthesia, blood
and fluid loss, immobility, unrelieved pain, or other diseases
the patient may have. Nursing care focuses on preventing,
detecting, and caring for these complications.

Respiratory Function

ASSESSMENT/DATA COLLECTION. Normal respiratory
function can be altered in the immediate postoperative
period by airway obstruction, hypoventilation, secretions,
laryngospasm, or decreased swallowing and cough reflexes.

Box 11.6

Perianesthesia Nursing Responsibilities

* Airway maintenance

* Vital signs

* Respiratory assessment

* Neurological assessment

¢ Surgical site status

* General assessment

* Patient safety

* Monitoring anaesthetic effects

* Pain relief

* Assessing PACU discharge readiness
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Respiratory function assessment includes respiratory rate,
depth, ease, and pattern. Breath sounds, chest symmetry,
accessory muscle use, and sputum are also observed.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Ineffective breathing pattern related to anes-
thesia, pain, and analgesic/sedative medications

EXPECTED OUTCOME: FPatients will maintain normal Sa0,
levels.

* Maintain oxygen therapy as ordered on all general
anesthesia patients. Hypoventilation can be an effect
of anesthesia medications or analgesics, decreased
level of consciousness, or an incision in the thorax
causing painful respirations.

* Encourage deep breathing fo expand the lungs.

* Give analgesics carefully to promote deep breathing
but avoid respiratory depression.

* Maintain CPAP/BiPap as needed for those with
sleep apnea. Patients with sleep apnea may bring
their CPAP/BiPap machines with them for use.

* Report respiratory depression to the anesthesiologist
Sfor prompt treatment

Ineffective airway clearance related to obstruction, anes-
thesia medications, and secretions

ExpeECTED OUTCOME: Fatients will have patent airway at
all times.

* Ensure that patients maintain a patent airway as air-
way obstruction is usually caused from relaxed
muscles allowing tongue to block the pharynx in
patients who have a decreased level of conscious-
ness.

* Use jaw-thrust method to manually open patient’s
airway if patient has snoring respirations and has
not completely emerged from anesthesia.

Risk for aspiration related to depressed cough and gag
reflexes and reduced level of consciousness

ExPECTED OUTCOME: FPatients will have clear lung sounds.
* Position patients on their side, unless contraindi-
cated, fo protect airway until they are awake.
* Have suction equipment always available to clear
secretions or emesis.

EVALUATION. The goal for ineffective airway clearance
and aspiration is achieved if the patient’s airway remains
patent and lung sounds remain clear. The goal for ineffective
breathing pattern is met if the patient’s respiratory rate is
within normal limits, no dyspnea is reported, and arterial
blood gases are within normal limits.

Cardiovascular Function

ASSESSMENT/DATA COLLECTION. Alterations in car-
diovascular function can include hypotension, dysrhythmias,
and hypertension. Hypotension can be the result of blood and
fluid volume loss or cardiac abnormalities. Shock can result
from significant blood and fluid volume loss or from sepsis
(see Chapter 8). Dysrhythmias may occur from hypoxia,
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altered potassium or magnesium levels, hypothermia, pain,
stress, or cardiac disease. New-onset hypertension can
develop from pain, a full bladder, or respiratory distress.
Cardiovascular function assessment includes heart rate,
blood pressure, ECG, and skin temperature, color, and
moistness. Vital signs are compared with baseline readings to
determine if they are normal. Tachycardia, hypotension, pale
skin color, cool, clammy skin, and decreased urine output
indicate hypovolemic shock, which requires reporting and
prompt treatment.

Nursing Diagnosis, Planning, and Implementation
Deficient fluid volume related to blood and fluid loss or
NPO status

ExpeECTED OUTCOME:  Fatients will maintain blood pressure,
pulse, and urine output within normal limits.
* Check dressings and incisions for color and amount
of drainage to detect fluid loss.
* Maintain IV fluids at ordered rate fo replace lost flu-
ids but avoid fluid overload.
* Monitor intake and output to detect imbalances.

EVALUATION. The goal for deficient fluid volume is met
if vital signs and urine output are within normal limits.

NURSING CARE TIP

Tachycardia: An Early Warning Sign

Tachycardia is a compensatory mechanism
designed to provide adequate delivery of oxygen
in times of altered function. It is usually the ear-
liest warning sign that an abnormality is occur-
ring. It should be a red flag to assess the patient
and ask yourself what this particular patient

is likely to be experiencing that is compromis-

ing oxygenation, allowing you to begin prompt
treatment.

POSSIBLE CAUSES OF
COMPROMISED
OXYGENATION
Hemorrhage, respiratory
depression, pain
Cardiogenic shock, pain

PATIENT CONDITION
Fostoperative patient

Myocardial infarction
patient

Respiratory patient

Trauma patient

Respiratory distress
Hemorrhage, severe pain

Neurological Function

Until its effects wear off, anesthesia can alter neurological
function. Patients may arrive in the PACU awake, arousable,
or sleeping. If patients are sleeping, they should become
more alert during their stay in the PACU. As emergence from
anesthesia occurs, patients may become wild or agitated for
a short period. This is referred to as emergence delirium.
During this time it is important to provide safety measures
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such as side rails and restraints with restraint protocols fol-
lowed to protect IV lines and keep endotracheal tubes in
place. Once resolved, the patient returns to a calm state and
has no recollection of the episode. Movement, sensations,
and perceptions may also be altered by anesthesia. Move-
ment is the first function to return after spinal anesthesia.

For geriatric patients, it is important to review their his-
tory to understand if they have any cognitive or neurological
deficits. Confused patients may be agitated or frightened
when they awaken. It is helpful to know how caregivers nor-
mally communicate with the patient. You should understand
that the patient may not be able to report pain or follow com-
mands. If possible, it may be helpful to have a familiar rela-
tive or caregiver with the patient in the PACU to calm him
and help him communicate. You should watch for nonverbal
pain cues such as moaning, grimacing, rubbing an area, and
restlessness. If patients have limited movements or sensa-
tions before surgery, you should know this to obtain an accu-
rate assessment of anesthetic effects.

ASSESSMENT/DATA COLLECTION. A neurological
assessment includes level of consciousness; orientation to
person, place, time and event; pupil size and reaction to
light; and motor and sensory function.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Disturbed sensory perception related to
decreased level of consciousness, amnesiac effects of
anesthesia, or spinal anesthesia

ExPECTED OUTCOME: Patients will maintain safety and be
free from injury.

e All patient data are verified until patients are awake
and can communicate fo prevent errors.

* Maintain patients’ safety with side rails and extrem-
ities positioned in proper alignment and protected
until patients are fully awake or extremity movement
and sensation return following spinal anesthesia.

* Tubes, dressings, and IVs are secured and observed
to prevent dislodgement.

* Provide orientation explanations as patients awaken
and repeat until amnesiac anesthesia effects are no
longer present. Examples of explanations include:
“Mr. Smith, surgery is over; you are in the recovery
room.” “Your family is waiting for you and knows
you are in the recovery room.” “The doctor spoke
with your family and told them how you are doing.”

EVALUATION. The goal for disturbed sensory perception
is met if the patient remains free from injury.

Pain

ASSESSMENT/DATA COLLECTION. If patients are
awake, they are asked to rate the presence of pain using a
scale, such as 0 to 10, a pain scale using color, or pictures
that rate pain. The location and character of the pain are
documented. When patients are not fully awake, vital signs
and nonverbal indications of pain should be monitored.
Nonverbal indications of pain can include abnormal vital
signs, restlessness, moaning, grimacing, rubbing, or pulling
at specific areas or equipment.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Pain related to tissue damage (mechanical
[incision])

ExPECTED OUTCOME: The patient will report that pain is
relieved at a satisfactory level.

* Monitor patient pain as pain may result from surgi-
cal procedure, movement, deep breathing, anxiety,
full bladder, positioning during surgery, nasogastric
tubes, catheters, 1Vs, ET tubes, or prior medical
conditions such as arthritis, cancer, or back pain.

* Give IV narcotic analgesics promptly for their rapid
onset.

* Begin PCA as ordered, as it is started in PACU.

* Reposition the patient, provide warmth, and empty
full bladder to help alleviate pain.

 Play music in PACU, such as nature sounds or
music by Mozart, dim lights, and reduce room noise
to help alleviate pain.

EVALUATION. The goal for pain is met if patients report a
decreased level of pain that is satisfactory to them. For
example, the patient reports pain of 10 on a scale of 0 to 10.
You medicate the patient, and 30 minutes later the patient
rates pain as 2 on a scale of 0 to 10. The patient indicates
that 2 is an acceptable pain level, so the goal is achieved.

Family Visitation

Family visitation in the PACU has been shown to be helpful
to patients and their families. Allowing family visitation
varies by hospital. Patients and families should be educated
about the expectations for family visitation to keep it safe
for the patient. During visitation, confidentiality of all
patients must be ensured according to HIPAA (Health
Insurance Portability and Accountability Act of 1996).
Some patients do not want the surgical procedure revealed
to their spouse or any family members.

Discharge from the
Postanesthesia Care Unit

The length of stay in the PACU if the patient remains stable
is normally about 1 hour. A postanesthesia recovery scale is
used to score the patient’s readiness to be discharged. The
scale rates categories such as respiration, oxygen saturation,
level of consciousness, activity, and circulation. The anes-
thesiologist discharges the patient for transfer to a nursing
unit or home when discharge criteria are met (Table 11.9).
The patient may be transferred to the ICU if patient status
and/or frequent or invasive monitoring is needed.

Transfer to Nursing Unit

The perianesthesia nurse gives a report of the patient’s con-
dition to the unit nurse when the patient is transferred to the
nursing unit. The patient is moved into bed on the nursing
unit with assistance to prevent dislodging IVs, tubes, drains,
or dressings. After patients are placed in bed, the following
safety interventions are performed:
* The bed is placed in its lowest position, with the
side rails raised.
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TABLE 11.9 DISCHARGE CRITERIA FOR
POSTANESTHESIA CARE UNIT OR
AMBULATORY SURGERY

Vital signs stable

Patient awake or at baseline level of consciousness
Drainage or bleeding not excessive

Respiratory function not depressed

Oxygen saturation above 90%

Additional Criteria for Ambulatory Surgery

No nausea or vomiting

No IV narcotics within last 30 minutes

Voided if required by surgical procedure or ordered

Is ambulatory or has baseline mobility

Understands discharge instructions

Provides means of contact for follow-up telephone assessment
Released to responsible adult

* The nurse’s call button is placed within easy patient

reach and answered promptly.

* Patients are instructed that they should be assisted

with ambulation when they get up.

When patients get up postoperatively, especially for the
first time, they may be weak or dizzy. One or two health-
care workers should assist the patient and allow the patient
to dangle before standing (Fig. 11.10). These precautions
can help prevent falls.

Nursing Process for
Postoperative Patients

A complete patient assessment is performed after transfer to
the nursing unit. Respiratory status, vital signs (including
temperature), level of consciousness, surgical site, dress-
ings, and pain assessment are noted. IV site, patency, and IV
solution and infusion rate are assessed and monitored.
Nasogastric tubes are hooked to suction or clamped as
ordered. Drains and catheters are positioned to promote
proper functioning.

FIGURE 11.10 Postoperative patient dangling.
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After discharge from the PACU, interventions to pro-
mote recovery include monitoring for complications (respi-
ratory depression, hemorrhage, and shock), providing
postoperative care, educating patients and their significant
others, making necessary referrals, and providing home
health care (Box 11.7 Nursing Care Plan for the Post-
operative Patient).

Respiratory Function

ASSESSMENT/DATA COLLECTION. Regular monitor-
ing of the patient’s respiratory rate, depth, and effort and
breath sounds as well as cough strength (if not
contraindicated by the type of surgery, such as hernia repair
or eye, ear, intracranial, jaw, or plastic surgery) should be
done. Postoperative patients are at risk for developing
atelectasis and pneumonia. They may have a weak cough as
a result of being drowsy from anesthesia or analgesics. If
fine crackles are heard in the lung bases, the patient should
be encouraged to deep breathe or cough. Afterward you
should listen again to see if the crackles have cleared. If the
patient’s airway is compromised, immediate action is taken
to support the airway and the physician is notified.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Ineffective breathing pattern related to pain
and analgesic medications

EXPECTED OUTCOME: Fatients will maintain normal Sao,
levels and normal arterial blood gases.

* Maintain oxygen therapy as ordered on all general
anesthesia patients. Hypoventilation can be an effect
of anesthesia medications or analgesics, or an inci-
sion in the thorax causing painful respirations.

* Encourage deep breathing fo expand the lungs.

* Give analgesics as needed fo promote deep breath-
ing so the patient does not guard against deep res-
pirations or coughing especially if incision is near
the diaphragm.

Ineffective airway clearance related to ineffective cough
and secretion retention

ExPECTED OUTCOME: Fatients will have patent airway and
clear breath sounds at all times.

* Deep breathing and coughing is encouraged every
hour while the patient is awake, especially through
the first postoperative day. Retained secretions can
lead to mucous plugs that block bronchioles, caus-
ing alveoli to collapse and atelectasis. Infection can
develop from the stasis of mucus, resulting in pneu-
monia.

* Place incentive spirometer within patient’s reach
and encourage hourly use while awake o prevent
atelectasis.

* Turn patient at least every 2 hours fo help expand
the lungs and move secretions.

* Ambulate patient as soon as possible as immobility
decreases movement of secretions.

EVALUATION. If the patient’s breath sounds are clear and
arterial blood gases remain normal, the goals are met.
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Box 11.7 NURSING CARE PLAN for the Postoperative Patient

Nursing Diagnosis: Ineffective airway clearance related to ineffective cough and secretion retention
Expected Outcome Patient maintains a patent airway at all times. Breath sounds remain clear.

Evaluation Of Outcomes Is patient able to clear own secretions? Are breath sounds clear?

Evaluation
Are breath sounds clear?

Rationale

Abnormal breath sounds such as
crackles or wheezes can indicate
retained secretions.

Lung expansion helps prevent
atelectasis and keeps lungs clear
of secretions.

Interventions
Monitor breath sound.

Does patient perform breathing
and coughing and use incen-
tive spirometer?

Does patient state pain is
controlled before activity?

Is patient moving?

Encourage deep breathing and
coughing and use of incentive
spirometer hourly while awake.

Ensure that patient’s pain is relieved Movement can cause or increase
before activity. pain.

Encourage movement by turning every Movement promotes lung expan-

2 hours and ambulating as able. sion and movement of secretions.

Nursing Diagnosis: Pain related to surgery, nausea, and vomiting

Expected Outcome Patient reports that pain management relieves pain satisfactorily and describes pain man-

agement plan.

Evaluation of Outcomes Does patient report satisfactory pain relief? Is patient able to describe pain manage-

ment plan?

Intervention

Assess pain using rating scale
such as 0 to 10.

Provide analgesics prn.

Provide antiemetics prn.

Position patient comfortably.

When assessing pain speak clearly
and slowly so elderly patient can
hear.

Assess elderly patients’ pain level
regularly, observing nonverbal
pain cues (restlessness, grimac-
ing, moaning), especially for
those cognitively impaired.

Rationale

Self-report is the most reliable
indicator of pain.

Analgesics relieve pain.

Antimetics relieve nausea and
vomiting.

Incisions, drains, tubing, equip-
ment, and bed rest can cause dis-
comfort, which positioning can
relieve.

Geriatric

If elderly patient does not hear or
misunderstands, pain may not be
reported accurately to ensure
appropriate intervention pro-
vided.

The pain of elderly patients is
often underreported and under-
treated, especially if cognitively
impaired, and noting nonverbal
cues can aid in pain treatment.

Evaluation

Does patient report pain using
scale?

Is patient’s pain less after med-
ication?

Is patient’s nausea and vomiting
less after medication?

Does patient report positioning is
comfortable?

Does patient hear and report pain
and relief accurately using pain
scale?

Are nonverbal cues present in
elderly patients, especially those
cognitively impaired?
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Nursing Diagnosis: Risk for infection related to inadequate primary defenses from surgical wound

Expected Outcome Patient remains free from infection.

Evaluation of Outcomes Does patient remain free from infection?

Intervention Rationale

Observe incision for signs and
symptoms of infection.

Monitor drainage and maintain
drains.

Maintain sterile technique for

dressing changes. development.

Redness, warmth, fever, and
swelling indicate infection.
Drains remove fluid from the surgical
site to prevent infection development.
Sterile technique reduces infection

Evaluation

Are signs and symptoms
of infection present?

Are drainage amount and color
normal for procedure?

Is incision free of signs and symp-
toms of infection?

Circulatory Function

ASSESSMENT/DATA COLLECTION. Monitor the
patient’s circulatory status to detect and prevent hemorrhage,
shock, and thrombophlebitis. Vital signs, Sao, and skin
temperature, color, and moistness are observed and
compared with baseline data and abnormal trends noted.
Institutional policy is followed for frequency of patient vital
sign monitoring. The incision or dressing is checked for
drainage or hematoma formation. Drainage may leak down
the patient’s side and pool underneath the patient. While
wearing gloves, feel underneath the patient or turn the
patient to check for bleeding. Report any signs of
hemorrhage or shock promptly.

The lower extremities of surgical patients are observed.
Tenderness or pain in the calf may be the first indication of
a deep vein thrombosis. Leg swelling, warmth, and redness,
as well as fever, may also be present. Bilateral calf and thigh
measurement is done daily if thrombophlebitis is suspected
or diagnosed. Peripheral pulses and capillary refill are also
checked.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Deficient fluid volume related to blood and
fluid loss or NPO status

EXPECTED OUTCOME: Maintain blood pressure and pulse
within normal limite.

* Monitor dressings, incisions, drains, and tubes for
color and amount of drainage and report bright red
drainage or excessive drainage amounts immedi-
ately.

* Monitor intake and output to detect imbalances.

* IV fluids are maintained at the ordered rate fo main-
tain fluid volume.

Ineffective tissue perfusion: peripheral or pulmonary
related to interruption of blood flow during surgery,
dehydration, and use of leg straps.
EXPECTED OUTCOME: Maintain normal tissue perfusion.
* Encourage leg exercises hourly while the patient is
awake to prevent venous stasis and thrombosis.
* Assist with early postoperative ambulation as
ordered to prevent thrombosis.
* Apply knee-length or thigh-length antiembolism

elastic stockings or intermittent pneumatic com-
pression as ordered to help prevent stasis of blood
(Fig. 11.11).

* Give low-dose heparin, low molecular weight
heparin (enoxaparin [Lovenox]), warfarin, and
plasma expanders such as dextran 40 and dextran
70 as ordered to reduce clot formation.

* Avoid pressure under the knee from pillows, rolled
blankets, or prolonged bending of the knee and ele-
vate legs to help prevent venous stasis.

EVALUATION. The goal for deficient fluid volume is met
if vital signs and urine output are within normal limits. The
goal for ineffective tissue perfusion is met if tissue blood
flow remains normal.

Postoperative Pain

Pain is common after surgery, although each patient’s pain
experience varies. In addition to incisional pain, painful
muscle spasms can occur. Nausea and vomiting, ambulation,
coughing, deep breathing, and anxiety can cause discomfort
and increase postoperative pain. Unrelieved pain has nega-
tive physiological effects. It also impairs deep breathing and
coughing and hinders early ambulation, which may increase

FIGURE I1.11 Postoperative patient wearing A-V Impulse
System foot pump. The foot pump is used to prevent deep vein
thrombosis, reduce pain and edema, and enhance arterial blood
flow (Kendall, Mansfield, MA).
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CRITICAL THINKING

Mrs. Owens

B Mrs. Owens returned from a bowel resection 2 days

ago. She is receiving 1000 mL of 0.9% normal saline

over 10 hours.

1. As you monitor the patient you understand that the
IV pump rate would be set at what rate?

2. How many milliliters should the nurse record as
intake for 12 hours?

B Intake and output for 12 hours:

Intake:

One 8-ounce (0z) cup of coffee

4 oz orange juice

6 oz of tomato soup

3/, cup Jello

Two cups of water

1200 mL of 0.9% normal saline IV
Output:

1700 mL of urine

Suggested answers at end of chapter.

complications, length of hospital stay, and health-care costs.
Nurses should understand that providing pain relief not only
reduces suffering, it also has positive benefits for a quicker
recovery. It is important for nurses to stay informed of ad-
vances in pain management and ensure that they make pain
relief a priority in providing patient care. (See Chapter 9.)

ASSESSMENT/DATA COLLECTION. Nurses must be
proactive and diligent in their provision of pain relief.
Anticipating postoperative patients’ pain by regularly
monitoring their pain levels instead of waiting until it is the
time for the next dose of pain medication is essential to
provide quality nursing care for pain relief.

Pain is not a normal part of aging. Careful assessment
of older patients’ unique aging changes, chronic diseases,
and pain relief needs is required to appropriately treat their
postoperative pain. Cognitively impaired adults are at risk
for undertreatment of their postoperative pain. You must
ensure that you assess and treat pain for these patients. Pain
rating scales are available for use with those who are cogni-
tively impaired so that you can determine if they are experi-
encing pain.

If patients are not fully awake on transfer, vital signs
and nonverbal indications of pain should be monitored.
Nonverbal indicators of pain may include abnormal vital
signs (usually elevated blood pressure, although hypoten-
sion can occur in some patients), restlessness, moaning,
grimacing, and rubbing or pulling at specific body areas or
equipment. Patients who are awake are asked the location of
the pain, to rate the presence of pain, and to describe the
pain quality, such as sharp, aching, throbbing, or burning,
which is then documented.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Pain related to tissue damage from surgery,
muscle spasms, nausea, or vomiting

ExPECTED OUTCOME: The patient reports pain relief at a
satisfactory level using pain rating scale.
* Monitor pain using pain rating scale of 0 to 10.
* Provide medications promptly as ordered fo relieve
symptoms.
* Understand appropriate timing intervals for IV to
IM doses of analgesics as IV analgesics usually
have a shorter duration than IM analgesics so that
patients do not wait and suffer needlessly.
* Reposition patient to promote comfort.

EVALUATION. Thirty minutes after pain medication is
given, patients are asked to rate their pain level. If patients
are sleeping at this time, allow them to sleep. When they
awaken, ask them to rate their pain level. The goal for pain
is met when patients report a decreased level of pain that is
satisfactory to them. If the patient does not report
satisfactory pain relief, the physician should be promptly
notified of the inadequate pain relief.

NURSING CARE TIPS

* For the first dose of an IM analgesic,
patients in pain should not have to wait
the ordered time interval of the IM dose
after an intravenous analgesic dose (i.e.,
3 hours if the IM order is morphine 10 mg
IM q3h prn). Having to wait when the IV
analgesic is no longer effective can cause
needless pain.

o Patient controlled analgesia (FCA) may be
started in the PACU. The patient’s ability
to use PCA, the patient’s response to the
medication, and the relief obtained from it
are monitored. If PCA is not effective or if
side effects occur, the physician should
be notified.

¢ Comfortable positioning, warming the
patient, and relieving a patient’s full blad-
der can also alleviate pain. Attention to
environmental factors such as bright
overhead lighting, excessive hoise or visi-
tors, and extreme room temperatures
also helps promote comfort.

* Antiemetics should be given as ordered to
relieve the discomfort of nausea and vom-
iting. If vomiting occurs, patients should
be turned onto one side to aid emesis
removal and prevent aspiration. A naso-
gastric tube may be ordered to help con-
trol vomiting.
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CRITICAL THINKING

Mrs. Wood

B Mrs. Wood returns to the surgical unit after a hys-

terectomy. Her postoperative vital signs and assessment

findings are normal. Mrs. Wood rates her pain level,

and you note that she moans occasionally, repeatedly

moves her legs, and pulls at her covers near her abdom-

inal incision. She is drowsy but says it hurts. In the

PACU, she received 10 mg of morphine IV 55 minutes

ago. Morphine 5 to 10 mg IM is ordered every 3 hours

as needed.

1. What nonverbal pain cues does Mrs. Wood
display?

2. How should you document Mrs. Wood’s
pain?

3. What action should you take to relieve Mrs. Wood’s
pain?

4. When should you next monitor Mrs. Wood’s
pain level?

5. If Mrs. Wood indicates that her pain is unrelieved
after 30 minutes, what action should you take?

6. You are to give Mrs. Wood morphine 8 mg IM now.
You have available morphine 10 mg/mL. How many
milliliters will you give?

Suggested answers at end of chapter.

Urinary Function

ASSESSMENT/DATA COLLECTION. Monitor the
patient’s urinary status to ensure normal function is
maintained after anesthesia administration. If the patient
has a urinary catheter, the amount, color, and consistency of
the urine are noted. Otherwise, monitor for the patient’s
first postoperative voiding to prevent bladder distention.
Patients should void within 8 hours of their last voiding. For
patients having urinary or gynecological procedures, the
patient may need to void within 4 to 6 hours to prevent
increased pressure on the surgical site. Catheterization may
be necessary if the patient is unable to void. After outpatient
surgery, patients may be required to void before being
discharged.

If patients report the inability to void, the bladder is
palpated for distention or a bladder volume measurement is
done, which determines the amount of urine in the bladder.
You should be aware that restlessness can be caused by dis-
comfort from a full bladder. A distended bladder requires
intervention to empty it. Efforts are made to promote void-
ing before inserting a urinary catheter because of the risk of
infection.

The body’s stress response to the surgical experience
stimulates the sympathetic nervous system (“fight or flight”
response), which saves fluid by reducing urine output.
Therefore, initially urine output may be reduced and con-
centrated. Then it should gradually increase, becoming less
concentrated and lighter in color.
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NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Urinary retention related to surgery, pain,
anesthesia, altered positioning

ExPECTED OUTCOME: Fatient completely and regularly
empties her bladder.

* Measure and record output on postoperative
patients, especially those undergoing major proce-
dures or urological surgery, older patients, and those
with an IV or urinary catheter fo detect urinary
elimination problems.

* Report urinary output less than 30 mL in 1 hour
from urinary catheter as this is minimum acceptable
output.

* Recognize that patients voiding small, frequent
amounts (30 to 50 mL every 20 to 30 minutes) or
dribble may have retention overflow and may not be
emptying their bladder. This is not normal and may
require catheterization to empty the bladder and
prevent complications.

Patients should be assisted to the bathroom or bed-

side commode, and men should be allowed to stand

or sit to void if possible fo promote voiding.

o If bedpans are used, they should be warmed zo pre-

vent reflexive sphincter tightening.

For patient who is unable to void, techniques to pro-

mote voiding should be used before catheterization:

running water, pouring warm water over a female

patient’s perineum, or drinking a hot beverage may

stimulate voiding.

* Provide privacy after safety is ensured to promote
voiding.

* Have patients place their feet solidly on the floor fo

relax the pelvic muscles to aid voiding.

Notify physician if patient is uncomfortable, has a

distended bladder, or has not voided within the

specified time frame for treatment orders.

EVALUATION. The goal for urinary retention is met if the
patient is able to void without pain or complications.

Surgical Wound Care

A wound is a break in the skin. When a wound occurs, it dis-
rupts the integrity of the skin, giving bacteria an entry point
into the body. Wounds can be clean or dirty. Clean wounds
are surgical wounds that are not infected. Contaminated
wounds include accidental wounds or surgical incisions
exposed to gastrointestinal (GI) contents or unsterile condi-
tions. Infected wounds and dirty wounds contain microor-
ganisms from trauma, ruptured organs, or infection.
Necrotic and infected tissue is removed before infected
wounds are closed. This is known as debridement.

An incision is a wound made by a physician with a
sharp instrument such as a scalpel. A puncture wound has a
small opening and may be made with a scalpel to insert a
tube or drain. Incisions are closed with sutures, staples (Fig.
11.12), or surgical glue, which is painless and produces less
scarring. As the wound heals, sutures or staples are removed
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FIGURE 11.12 A stapled incision. (A) Note wound edges not
approximated at arrows. (B) Arrows indicate puncture sites where
drains were inserted.

in 7 to 10 days, and Steri-Strips may be applied to continue
supporting the wound as it heals.

WOUND HEALING. Wound healing occurs in phases
(Table 11.10). Wounds can heal by first intention, second
intention, and third intention (Fig. 11.13). The edges of the
wound are approximated with staples or sutures with first-
intention healing. This usually results in minimal scarring.
With healing by second intention, the wound is usually left
open and allowed to heal by granulation. Scarring is usually
extensive with prolonged healing. With healing by third
intention, an infected wound is left open until there is no evi-
dence of infection and the wound is then surgically closed.

WOUND COMPLICATIONS. Wound problems can
include hematoma, infection, dehiscence, and evisceration.
A hematoma occurs from bleeding in the wound and into the
tissue around the wound. A clot forms from the bleeding. If
the clot is large with swelling, the clot may need to be
removed by the physician.

Infected wounds may be warm, reddened, and tender
and have purulent (pus) drainage. The drainage may have a
foul odor. A fever and elevated white blood cell (WBC) count
may be present. Antibiotics are used to treat the infection.

TABLE 11.10 WOUND HEALING PHASES

Phase Time Frame Wound Healing Patient Effect

1 Incision to 2nd Inflammatory Fever, malaise
postoperative response
day

1 Third to 14th post- Granulation tis- Feeling better
operative day sue forms

i 3rd to 6th postop-  Collagen Raised scar
erative week deposited formed

v Months to 1 year  Collagen Flat, thin scar

deposited

evisceration: e—out + viscera—body organs

Understanding Health and lliness

Dehiscence and evisceration are serious wound com-
plications (Fig. 11.14). Wound dehiscence is the sudden
bursting open of a wound’s edges, which may be preceded
by an increase in serosanguineous drainage. Evisceration is
the viscera spilling out of the abdomen. Dehiscence and
evisceration often occur with abdominal incisions in
patients who are malnourished, obese, elderly, or who have
poor wound healing. Supporting the wound during coughing
and other activities that pull on the incision or applying an
abdominal binder on patients who are at risk help prevent
dehiscence and evisceration. When evisceration occurs, the
patient may have pain and vomiting and may report that
“something let loose” or “gave way.”

If dehiscence or evisceration occurs, place the patient
in low Fowler’s position with flexed knees. Cover the wound
with sterile dressings or towels moistened with warm sterile
normal saline. Notify the physician immediately of this sur-
gical emergency. Apply gentle pressure over the wound and
keep the patient still and calm. Monitor vital signs for evi-
dence of shock (e.g., tachycardia, tachypnea, dyspnea,
hypotension). IV fluids are infused as ordered. Prepare the
patient for immediate surgery to close the wound.

For dehisced surgical incisions that resist healing,
a newer device, vacuum-assisted closure (VAC), is avail-
able to aid in healing the incision. The device can be
used on other types of wounds. Wound closure is aided by
application of local negative pressure to wound edges by
VAC.

ASSESSMENT/DATA COLLECTION. Drains. Drains are
inserted into wounds during surgery to prevent accumu-
lation of blood, lymph, or necrotic tissue in wounds that can
lead to infection or delayed healing. Drains may work by
gravity or suction. Penrose drains are open, soft, flat,
rubberlike drains that carry drainage out of the wound.
Moderate serosanguineous drainage is expected from a
Penrose drain and may require frequent dressing changes.
Examples of drains that use suction to gently enhance
drainage include the Jackson-Pratt, Hemovac, and Mini-
Snyder Hemovac. These drains are closed systems that may
require periodic emptying and reapplication of the suction
by compressing the drain. Output is recorded when the
drainage is emptied. The amount of drainage expected varies
with the type of surgery. Specialized drainage systems allow
the autotransfusion of drainage containing blood back to the
patient to maintain hemoglobin levels without the risks
associated with blood transfusions, such as transfusion
reactions or transmission of infections.

Dressings. Dressings protect the wound, absorb drainage,
prevent contamination from body fluids, provide comfort,
and apply pressure to reduce swelling or bleeding as in a
pressure dressing. The initial dressing is applied in surgery
and then is usually removed by the physician approximately
24 hours postoperatively. If drainage appears on the initial

serosanguineous: sero—whey + sanguineous—bloody
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A. Clean, straight, incision B.

Early suture

Slight scar

=

Larger irregular wound C.

Large scar
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Infected wound

Suturing occurs later

Wider scar

FIGURE 11.13 Wound Healing. (A) Primary intention. VWWound healing occurs in a clean wound, such as a
surgical wound, whose edges are approximated typically with staples or sutures. Healing occurs quickly with
slight scarring. (B) Secondary intention. Large irregular or infected wounds are left open to allow healing to
occur from the inside out. Pressure ulcers or chronic wounds are often treated this way. Large scarring
occurs with lengthy healing time. (C) Tertiary intention. Infected or contaminated wound is left open for a
brief time period until wound is clean. Granulation tissue fills in for some wound healing and then edges are

approximated and closed surgically. Wider scarring occurs.

dressing, reinforce it with another dressing, according to
physician orders or institution policy.

After the initial dressing is removed, if the wound is
dry and the edges intact (approximated), the physician may
not order the dressing to be replaced. This allows easy
observation of the wound and avoidance of applying tape to
the skin. Draining wounds are dressed with several layers
that are changed as needed. When the old dressing is
removed, it should be done carefully to prevent dislodging
of tubes or drains. The condition of the wound is docu-
mented with each dressing change. It is normal for the inci-
sion to be puffy and red from the inflammatory response.
The surrounding skin should be the patient’s normal color
and temperature. Correct tape application over the dressing
is done by gently laying the tape over the dressing and
applying even pressure on each side of the wound. Pressure

should not be applied on top of the wound by pulling on the
tape from one side of the wound to the other side.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Impaired skin integrity related to surgical
incision

ExpECTED OUTCOME: Regain skin integrity.

* Monitor skin color and temperature and report
changes.

* Monitor dressings and note drainage color, amount,
and consistency. Surgical wound drainage initially
is sanguineous (red) and changes to serosan-
guineous (pink) and then serous (pale yellow) after
a few hours to days.

* Report drainage that is bright red, remains san-
guineous after a few hours, or is profuse promptly
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FIGURE 11.14 (A) Wound dehiscence. (B) Wound evisceration.

to the physician because the patient may be hemor-
rhaging.

* Use standard precautions when changing dressings
to protect yourself.

EVALUATION. The goal for impaired skin integrity is met
if the patient’s wound heals and skin integrity is regained
without complications.

Gastrointestinal Function

Nutritional intake and bowel functioning can be affected by
surgery and anesthesia. Application of NPO status and
undergoing bowel preparation often occur preoperatively.
Postoperatively, intestinal handling during surgery, the need
to rest the GI tract following a procedure, immobility, lack
of peristalsis, and complications such as nausea and vomit-
ing, paralytic ileus (from peristalsis stopping), constipation,
or obstruction can interfere with normal GI function.

ASSESSMENT/DATA COLLECTION. Postoperatively,
bowel sounds are auscultated every 4 hours. Normally, 5 to
30 bowel sounds are heard per minute. Bowel sounds can be
absent, hypoactive, normal, or hyperactive. The abdomen is
checked to see if it is soft or firm and flat or distended. When
the patient begins passing flatus or stool, document it. Any
abnormal findings are reported to the physician.

After abdominal surgery, peristalsis and bowel sounds
usually stop for 24 to 72 hours. Flatus is usually absent for
24 to 72 hours postoperatively. Patients do not have bowel
movements until peristalsis returns. The patient is kept NPO
until flatus and bowel sounds return or as ordered by the
physician. The patient’s abdominal girth is measured if dis-
tention occurs. If a paralytic ileus develops, abdominal
distention, absent bowel sounds, and pain may result. As
ordered, a nasogastric tube can be used to decompress the
GI tract until peristalsis returns. Drainage from the decom-
pression tube is observed for amount, color, and consistency.

Intake and output are measured. Removal of gastric secre-
tions can cause electrolyte imbalances. Signs and symptoms
of electrolyte imbalance can include new-onset confusion or
weakness, which should be reported.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Imbalanced nutrition: less than body
requirements related to NPO, pain, nausea

ExPECTED OUTCOME: The patient will resume normal
dietary intake and maintain weight within normal limits.

e Maintain IV fluids, total parenteral nutrition, or
enteral feedings until the patient can resume a nor-
mal dietary intake (Box 11.8 Nutrition Notes).

* Give antiemetics as ordered for nausea and vomit-
ing.

* Give water and clear liquids at first as ordered, then
advance diet to soft and finally solid foods fo pro-
mote tolerance.

Constipation related to decreased peristalsis, immobility,
altered diet, narcotic side effect

ExPECTED OUTCOME: The patient will return to normal
bowel elimination patterns and report freedom from gas
pains and constipation.

* Encourage early ambulation and exercise fo promote
restoration of GI functioning.

« If gas pains occur, encourage ambulation, have
patient lie prone, and pull the knees up to the chest
to relieve pain.

 Provide stool softeners or laxatives as ordered.

e Monitor elimination and record.

EVALUATION. The goal for imbalanced nutrition: less
than body requirements is met if patients are able to maintain
their baseline weight and resume a normal dietary intake.
The goal for constipation is met if patients are free from
discomfort and establish a regular bowel elimination pattern.

NURSING CARE TIP

Most IV solutions do not provide enough nutrients
or calories to prevent malnutrition. The primary
purpose of most IV fluids is to provide hydration.
A 1000-mL IY solution containing 5% dextrose
provides only about 170 calories. This does not
meet an adult’s daily caloric needs, especially if
healing is occurring. You should ensure that early
consideration of other nutritional methods is
made to meet the patient’s dietary needs.

Mobility

ASSESSMENT/DATA COLLECTION. It is important for
the patient to move as much as possible to prevent
complications and promote healing. Pain, incisions, tubes,
drains, dressings, and other equipment may make movement
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Nutrition Notes

Nourishing the Postoperative Patient

After surgery, intravenous 5% glucose in water is com-
monly prescribed. Two liters of this solution contain
only 340 calories, which is insufficient to meet the
patient’s energy needs but enough to prevent ketosis
from breakdown of adipose tissue. Previously well-
nourished adults generally have nutrient reserves for 3
to 4 days of semistarvation. To prevent excessive mus-
cle protein from being used for energy, adequate nour-
ishment should be delivered to the patient within 3
days. Complete nutrition is available in clear liquid for-
mulations such as Citrotein and Enlive.

To avoid abdominal distension, oral feedings are
delayed until peristalsis returns, as evidenced by the
patient’s passing flatus or the health-care worker’s aus-
cultating bowel sounds. Patients usually progress from
clear liquids to a regular diet as soon as possible. If
“diet as tolerated” is prescribed, the patient should be
asked what sounds good. Sometimes a full dinner when
the patient doesn’t feel well “turns off” the appetite.
After gastrointestinal surgery, oral food and fluids are
deferred longer than with other surgeries to allow heal-
ing. When particular amounts are prescribed, those lim-
its should be strictly implemented to preserve the suture
lines. One other precaution is often taken after surgery
on the mouth and throat: After tonsillectomy, for exam-
ple, no red liquids are given so that bleeding can be seen
and vomitus is not mistaken for blood.

Specific nutrients necessary for healing are as
follows:
¢ Vitamin C for collagen formation
* Vitamin K for blood clotting
* Zinc for tissue growth, skin integrity, and cell-

mediated immunity
* Protein for controlling fluid balance and edema and

for manufacturing antibodies and white blood cells,
as well as for building scar tissue

difficult. You should determine the patient’s ability to move
in bed, to get out of bed, and to walk. Pain levels that may
interfere with movement are assessed. The patient’s
tolerance to activity is observed. Understanding of how to
perform exercises is noted.

NURSING DIAGNOSIS, PLANNING, AND IMPLEMEN-
TATION. Impaired physical mobility related to surgery,
decreased strength, and movement restriction

EXPECTED OUTCOME: The patient’s goals are to resume
normal physical activity.
* Position patient in bed. Pillows can be used o sup-
port the body in good alignment.
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* Turn at least every 2 hours, alternating from supine

to side-to-side if not contraindicated.

Encourage patients to move themselves fo increase

circulation and promote lung expansion.

Encourage hourly exercises (deep breathing, range

of motion of all joints, and isometric exercises of

the abdominal, gluteal, and leg muscles) while
awake in bed if ambulation is not possible o pre-
vent complications.

* Perform passive joint range of motion if the patient
is unable to do active range of motion.

* Raise head of the bed slowly to allow the circula-
tory system to adjust to the position change.

* Lower head of bed if patients report dizziness or
feeling faint.

* Dangle patient on the side of the bed in preparation
for ambulation (see Fig. 11.10).

o If dangling tolerated, ambulate: Before getting up,
patients should pedal their feet to “wake up” the
muscles controlling the arteries. To rise, they should
keep their eyes forward and move slowly until they
feel adjusted to being up. Usually the patient ambu-
lates a short distance the first time and increases the
distance as tolerated. One or two health-care work-
ers should assist the patient and use a gait (walking)
belt for safety. Walkers with wheels and seats may
also be used for support and for resting if the
patient becomes dizzy or tired. If patients feel faint
or dizzy or their vital signs change, they should be
assisted back to bed. A wheelchair may be needed
to transport them safely back to their room.

EVALUATION. The goal for impaired physical mobility is
met if patients are able to increase ambulation and resume
normal activities.

Postoperative Patient Discharge

Discharge planning begins in preadmission testing and con-
tinues after admission to ensure that the patient is ready for
a timely discharge. When the patient meets discharge crite-
ria, the physician discharges the patient from either the
ambulatory setting or the hospital.

Ambulatory Surgery

DISCHARGE CRITERIA. Generally, the patient can be
considered a candidate for discharge 1 hour after surgery if
clinical discharge criteria or the PACU discharge scoring
system are met (see Table 11.9). Clinical discharge criteria
include stable vital signs, no bleeding, no nausea or
vomiting, and controlled pain that is not severe. Depending
on the type of surgical procedure, such as urological,
gynecological, or hernia surgery, the patient may be required
to void before discharge. The patient should be able to sit
up without dizziness before discharge. Patients meet-
ing discharge criteria are discharged by the physician and
released to a responsible adult. Patients are not permitted to
drive themselves home because of the effects of anesthesia
and medications they have received.
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DISCHARGE INSTRUCTIONS. Patients and their fam-
ilies are given written discharge instructions before dis-
charge. Elderly patients should have a caregiver participate
in the discharge instruction session to understand what
observations to make and what to do if complications
develop. The instruction form is signed by the patient or
an authorized representative to indicate understanding.
Prescriptions and a copy of the instructions, to provide a
reference for later, are sent with the patient. The patient is
encouraged to rest for 24 to 48 hours. The patient is to avoid
operating machinery, driving, drinking alcoholic beverages,
and making major decisions for 24 hours because the effects
of undergoing surgery can alter energy levels and thinking
ability. The physician orders any fluid, dietary, activity, or
work restrictions.

Patients are taught wound care, medication information
(including side effects), and signs and symptoms of com-
plications to report to the physician. Phone numbers for
the physician, surgical facility, and emergency care are pro-
vided. Patients are informed of the date for their follow
up visit to the physician and told to call and make an appoint-
ment.

Inpatient Surgery

DISCHARGE CRITERIA. The physician determines the
patient’s readiness for discharge from the hospital.
Postoperative lengths of stay vary based on the surgi-
cal procedure and the patient’s individual needs. Before
discharge, a complete assessment of the patient is performed
and documented.

DISCHARGE INSTRUCTIONS. All necessary teaching is
completed before discharge (Fig. 11.15). Patients and their
families are given prescriptions and a copy of written
instructions that are signed by the patient to indicate under-
standing before discharge. If more teaching or reinforcement
is needed, a referral to a home health nurse can be requested.

The physician orders any fluid, dietary, activity, or
work restrictions. Patients are taught wound care, medica-
tion information (including side effects), and signs and
symptoms of complications to report to the physician.

After a patient comes home from surgery, the home care

nurse can help give direction to the family to prepare the

room where the patient will be staying:

* It is helpful if the room can be on the same floor with
the bathroom, kitchen, and living space.

* If an extended recovery period or illness is expected,
the den or living room might be considered as the

FIGURE [11.15 Nurse providing discharge teaching to patient.

Patients are informed of the date for their follow-up visit to
the physician.

Home Health Care

The role of the home health nurse is to assist the patient in
the recovery process (Home Health Hints).

A referral to the home health nurse is made when the

patient requires the following:

* Continued assistance with skilled nursing interven-
tions, such as wound care, IV medications, or
ostomy care

* Additional teaching to be able to perform self-care,
such as diabetic teaching for a patient with newly
diagnosed diabetes or ostomy care

* Assessment of the recovery process

» Assistance needed because of weakness, lack of
social support, or development of complications;
care provided in the home is adapted to the patient’s
resources and environment to facilitate compliance

Home health-care workers can include assistants who

help with activities of daily living and household chores,
LPNs/LVNs who provide basic nursing care, and registered
nurses who perform patient assessments, teaching, and com-
plex nursing care. The frequency of visits is determined by
the patient’s needs.

primary living space to provide room for equipment
and make companionship easier. The patient can see
activity in the home and be included in family activity.
Also, caregivers can be more attentive to the patient's
needs and save countless footsteps.

* Special equipment may be needed, including the
following:
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* For the patient on bedrest, a hospital bed with full
side rails helps with a variety of position changes
and better height for the caregiver.
* Draw sheets made of folded twin sheets are needed,
as well as extra pillows for positioning.
* A bedside stand is needed for personal and toilet
articles.
* A bedside commode can be placed near the bed if
the patient cannot walk to the bathroom. A bedpan
or urinal may be needed. A functional female urinal is
easier to use than a bedpan.
A flexible tube with a shower head that connects
to the bathtub faucet is convenient and allows the
patient more independence in bathing.
Installation of grab bars and tub stools and skid-
proofing of a shower or tub are important safety
measures to help prevent falls.
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* If the patient is eligible for insurance coverage for
durable medical equipment, a —physician's order must
be obtained.

It is helpful for caregivers to keep a notebook in
the hospital and continue it at home. Treatments, medi-
cines, observations, procedures, doctor and nurse visits,
instructions, and therapies with dates and times can be
recorded. This helps prevent confusion, prepares the next
caregiver, and affords better organization of time and
resources for everyone. It can also be nice to see who vis-
ited the patient.

Families of patients recovering from surgery should
provide items to keep the patient occupied and comfort-
able: talking books, inspirational reading material, pic-
tures, and their favorite pajamas, robe and slippers, and
coverlet.

REVIEW QUESTIONS

Multiple response item. Select all that apply.

1. Which of the following nursing actions would reduce

surgical risk factors for preoperative patients?

a. Playing music

Avoiding discussion of fears

. Reinforcing pain control methods

. Showing use of incentive spirometer

. Encouraging smoking cessation 8 hours before
surgery

oo o

. Which of the following is the patient care role for the
LPN/LVN in the preoperative phase?
a. Assisting in data collection
b. Explaining the surgical procedure
c. Obtaining preoperative orders
d. Providing informed consent

Multiple response item. Select all that apply.

3. Which of the following is within the LPN/LVN’s scope
of practice related to the patient providing consent for
surgery?

Obtaining informed consent

Providing informed consent

Answering surgical procedure questions

Requesting patient questions be referred to physician
Witnessing the patient’s signature on the consent
Reading the consent to a patient prior to signing

-0 a0 o

. When teaching the elderly preoperative patient, which
of the following is a teaching strategy that improves
learning?

a. Sit near a window with bright sunlight

b. Use large black-on-white printed materials
c. Sit beside patient
d. Use blue and green materials

Multiple response item. Select all that apply.

5. Which of the following interventions would help pre-
vent atelectasis in a postoperative patient?

Coughing and deep breathing

Holding breath while moving

Restricting fluids

Leg exercises

Pain control

Ambulation

-0 0 O

6. Which of the following would the nurse evaluate as
indicating that the postoperative patient’s diet can be
resumed, as ordered?

. Absence of flatus

b. Bowel sounds every 8 seconds

c. Excessive thirst

d. Absent bowel sounds

o

7. Which of the following findings would the nurse
recognize as being the earliest indicator of hemor-
rhage or shock that should be reported to the
physician?

a. Tachycardia
b. Polyuria

c. Nausea

d. Fever
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8. Which of the following is a criterion the nurse uses to

determine patient readiness for discharge from ambula-

tory surgery?

a

b
c
d

. Ability to drive an automobile
. Ability to ambulate 50 feet

. Being pain free

. Absence of nausea or vomiting

Fill in the blank with the correct answer

9. What is the role of the home health nurse in caring for

p

ostoperative patients?

SUGGESTED ANSWERS TO

CRITICAL THINKING

|
1.

[ |
1.

Mrs. Owens
100 mL per hour. IV pumps are always set to deliver
the amount of mililiters per hour. Divide the total
volume of 1000 mL X the total time of 10 hours =
100 mL per hour.
Intake = 2400 mL.
To calculate this:

Remember your conversions:

30mL =1o0z

1 cup = 8 oz (don’t supersize the cup!)
Calculations:

1 8-0z ounce cup of coffee = 1 X 8 X 30 = 240 mL

4 oz orange juice = 4 X 30 = 120 mL

6 oz of tomato soup = 6 X 30 = 180 mL

3/, cup jello = ¥, X 8 X 30 = 180 mL

2 cups of water = 2 X 8 X 30 = 480 mL

1200 mL of 0.9 normal saline IV

The patient’s output does not impact the intake
total so it is not used for this calculation.

Mrs. Wood

Moaning occasionally, moving legs restlessly, and
pulling covers near abdominal incision are nonver-
bal pain cues.

Document pain levels by actual observations: occa-
sional moaning, restless leg movements, and pulling
of covers near abdominal incision. By patient’s
statement: “It hurts.” Because Mrs. Wood is too
drowsy to use the pain scale, other data are used.
When Mrs. Wood is more awake, explanation of the
pain scale should be reinforced and used.
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3. Review pain medication orders to determine if
analgesics can be given. Noting that an IV analgesic
was given 50 minutes ago and the IM analgesic is
ordered every 3 hours, you should request that the
physician or pharmacist be consulted to determine
appropriate time intervals. If the consultation indi-
cates it is time to give the analgesic, verify that vital
signs are still stable and then give the analgesic. You
should also consider other pain relief measures such
as patient warmth, positioning, or environmental
issues such as bright lighting, room temperature, and
noise.

4. After administration of the analgesic, Mrs. Wood’s

pain level should be assessed in at least 30 minutes
to determine pain relief. If Mrs. Wood is asleep,
she should not be awakened unless you determine
it is necessary. Nonverbal cues should be observed
and respirations counted and documented. If no indi-
cation of pain is noted, Mrs. Wood’s pain level
should be monitored by you at least hourly or as
needed.

5. Document pain level on scale of 0 to 10 and have the
physician notified of inadequate pain relief. The
patient should not have to wait the 3-hour interval in
pain. Consider providing other pain relief measures
while the physician is being notified.

6. Try unit analysis for solving mathematical calcula-
tions. It is easy to understand and our students say it
is a great method after they try it.

Unit Analysis Method:
S ke | 1 milliliter = 8 = 0.8 milliliter
| 1O miHteranms 10
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KEY TERMS

abrasion (a-BRAY-zhun)

anthrax (an-thur-ax)

amputation (am-pew-TAY-shun)

anaphylactic shock (an-uh-fah-LAK-tik SHAHK)
asphyxia (as-FIX-ee-a)

bioterrorism (bi-o-tear-or-is-um)

botulism (bothch-liz-um)

capillary refill (KAP-ih-lar-ee RE-fill)

cardiac tamponade (KAR-dee-ack tam-pon-AlD)
cardiogenic (kar-dee-o-JEN-ick)

distributive (dis-TRIB-u-tive)

flail chest (FLAY-ul chest)

full-thickness burn (FUL-THICK-ness BERN)
gastric lavage (GAS-trick la-VAH])

heatstroke (HEET-strohk)

hypovolemic shock (HIGH-poh-voh-LEEM-ik SHAHK)
laceration (lass-ur-A-shun)

obstructive shock (ahb-STRUK-tive SHAHK)
partial-thickness burn (PAR-shul THICK-ness BERN)
plague (play-gah)

shoclk (SHAHK)

smallpox (small-POX)

tetanus (TET-nus)

triage (TREE-ahj)
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Nursing Care of Patients
with Emergent Conditions
and Disaster/Bioterrorism

Response

SUSAN SMITH

QUESTIONS TO GUIDE YOUR READING

1. What are the components of the primary survey?

2. What interventions would you use for a trauma
victim?

3. What are the symptoms of inhalation injury?

4. What are the stages of hypothermia and hyper-
thermia?

5. What are priorities of care for poison overdose?

6. What is your role in crisis situations and psychiatric
emergencies?

7. What is your role in identifying a bioterrorist attack
or disaster response?
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Chapter 12

The ability to recognize an emergent condition, prioritize,
and provide quick assessments and interventions is essential
in nursing. In emergent situations, initial assessment and
intervention is guided by the ABCDs of the primary survey.
The primary survey of the patient’s airway, breathing, and
circulation and disability allows recognition, prioritization,
and treatment of life-threatening situations. The secondary
survey, a rapid head-to-toe assessment, identifies additional
serious injuries throughout the body. This chapter presents
specific emergent conditions with application of the nursing
process.

Upon arrival in the Emergency Department, most
patients are triaged by the registered nurse (RN). During the
triage process, the RN evaluates the patient’s complaint,
asks appropriate questions that help to develop a differential
diagnosis, and performs a rapid assessment of the patient
(Fig. 12.1).

| PRIMARY SURVEY

To recognize life-threatening conditions and determine pri-
orities of care, an initial assessment of the patient’s airway,
breathing, circulation, and disability is conducted. This
process is known as the primary survey. The components of
the primary survey are listed in Table 12.1.

A—Airway
The airway is the most important component of the primary
survey. The neck should not be hyperextended, flexed, or
rotated until spinal injury is ruled out because any move-
ment may worsen an existing cervical spine injury (Fig.
12.2). The airway is inspected for obstruction, including
loose teeth, foreign objects, bleeding, and vomitus. Next,
any visible airway obstructions are removed using suction.
Airway adjuncts, such as nasopharyngeal or oropha-
ryngeal airways, may be used to keep the airway open.

FIGURE 12.1 Triage nurse evaluating patient who has just
arrived in emergency room
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TABLE 12.1 COMPONENTS OF THE
PRIMARY SURVEY

A Airway

B Breathing

C Circulation

D Disability/Central

Nervous System

When additional airway support and mechanical ventilation
are required, advanced airway adjuncts, such as endotra-
cheal intubation or cricothyroidotomy, may be performed by
specially trained emergency personnel or physicians.

B—Breathing

After the patency of the airway is ensured, the patient is
assessed for spontaneous breathing and respiratory rate and
depth. The nurse observes whether the patient’s chest rises
and falls spontaneously and auscultates for breath sounds
bilaterally. If the patient is not breathing, interventions
are conducted before proceeding. The patient may be venti-
lated with a mouth-to-face mask or a bag-valve-face mask.
Endotracheal intubation is the preferred method of maintain-
ing an airway in an unconscious patient because it ensures
airway patency and protects the lungs from aspiration.

FIGURE 12.2 (A) Chin lift maneuver is used to open the airway.
(B) Jaw thrust maneuver is used to open the airway if the patient
may have a head or neck injury.
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C—Circulation

The carotid pulse is palpated for quality and rate. The skin
is inspected for color and temperature. External bleeding is
controlled by external pressure and elevation when possible.
Any life-threatening conditions that may compromise circu-
lation are assessed and interventions provided before pro-
ceeding. Other conditions that may compromise circulation
include internal bleeding, shock resulting from hemorrhage,
or major burns. Large-gauge intravenous (IV) cannulas (16
or 18 gauge) are initiated for fluid resuscitation. If the
patient does not have a pulse, cardiopulmonary resuscitation
must be initiated. If a pulse can be palpated, vital signs are
taken and recorded.

D—Disability/Central Nervous System

To detect serious central nervous system injury, a brief neu-
rological assessment is conducted to determine the level of
consciousness, which may range from alert (A) and re-
sponds to verbal stimuli (V) to responds to painful stimuli
(P) or unresponsive (U). To assess response to painful stim-
uli, a painful stimulus is applied, such as rubbing the ster-
num, pressing a pen against the base of the nail, or applying
periorbital pressure. The patient is observed for the response
to the pain, and the response is recorded. Movement of all
extremities is also assessed.

| SECONDARY SURVEY

For victims of severe trauma, a secondary survey is con-
ducted. This assessment identifies areas of medical or injury
problems that are not immediately life threatening but
require treatment. Major body areas that may sustain serious
injury, such as the head, spine, chest, abdomen, and muscu-
loskeletal system, are quickly examined to detect additional
injuries (Table 12.2). To adequately perform a head-to-toe
assessment, the patient’s clothing is removed. Each major
body area is inspected and palpated for deformity, bruising,
opens wounds, bleeding, and pain.

|_SHOCK

Shock is a condition of acute peripheral circulatory failure,
causing inadequate and progressively failing tissue perfu-
sion. (See Chapter 8.) During the initial phases of shock,
compensatory adjustments allow the body to adapt to the
circulatory changes. Eventually, however, these compensa-
tory mechanisms fail and cellular perfusion decreases, caus-
ing cell death. There are four types of shock: hypovolemic,
cardiogenic, obstructive, and distributive. Hypovolemic
shock signs and symptoms are caused by a decrease in the
circulating blood volume. Cardiogenic shock signs and
symptoms result from cardiac failure. Obstructive shock
caused by a blockage of blood flow in the cardiovascular cir-
cuit outside the heart results in signs and symptoms of
reduced blood flow and oxygenation. Distributive shock

TABLE 12.2 COMPONENTS OF THE
SECONDARY SURVEY

Head Inspect for lacerations, bleeding from orifices.

Check pupil size and response to light. Are
pupils equal in size?

Auscultate for breath sounds in all lung fields.

Inspect for lacerations, wounds, foreign bodies.

Auscultate for bowel sounds in all four quad-
rants.

Palpate for areas of tenderness and rigidity.

Inspect for lacerations, wounds, foreign bodies.

Inspect for lacerations, wounds, and foreign
bodies.

Inspect for injuries and deformities. Note areas
of tenderness.

Palpate for pulses. Evaluate temperature and
capillary refill and compare the left to the
right extremities.

Chest

Abdomen

Extremities

caused by excessive dilation of the venules and arterioles
causes signs and symptoms of decreased blood pressure.
Therapeutic interventions for shock are listed in Box 12.1
Guiding Principles for Treating Shock.

| ANAPHYLAXIS

Anaphylaxis is a severe allergic reaction. The reaction may
occur suddenly after initial contact with an allergen or after
any subsequent exposure. Signs and symptoms result from a
massive release of chemical mediators from mast cells and
basophils throughout the body. Chemical mediators lead to
vasodilation and capillary leaking that results in hypoten-
sion and eventually vascular collapse. See Box 12.2 Signs
and Symptoms of an Allergic Reaction.

Pathophysiology

Anaphylactic shock is a form of distributive shock. There
is no loss of blood, but there is excessive vasodilation.
Bronchials constrict, and air movement into the lungs

Box 12.1

Guiding Principles for Treating Shock

° Maintain an open airway and give oxygen as
ordered.

* Control external bleeding by direct pressure.

¢ Keep the patient supine if possible.

* Accurately record vital signs.

* Give IV fluids as ordered.

* Give the patient nothing to eat or drink until surgery
is ruled out.

anaphylaxis: an—without + phylaxis—protection
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Box 12.2

Signs and Symptoms of an
Allergic Reaction

* Generalized itching and burning

¢ Urticaria (hives)

* Swelling about the lips and tongue
* Dyspnea

* Bronchospasm and wheezing

* Chest tightness and cough

° Anxiety

* Hypotension

becomes increasingly difficult. Increased fluid and mucus
are secreted into the bronchial passages. Fluid in the air pas-
sages and constricted bronchi cause wheezing. The body is
rapidly deprived of needed oxygen by this respiratory sys-
tem reaction. Signs of severe anaphylaxis include hypoten-
sion due to vasodilation, decreased level of consciousness
due to decreased oxygenation, and respiratory distress with
stridor and cyanosis due to airway constriction and fluid.
One of the increasing causes of anaphylactic shock is latex
allergy reaction. This type of allergy is on the rise among
health-care workers as a result of repeated exposure to
health-care products such as latex gloves. Using latex-free
products limits exposure and reduces the risk of developing
this type of allergy.

Nursing Process for the Patient
Experiencing Shock or Anaphylaxis

Assessment/Data Collection

When assessing a patient at risk for shock, be aware of the
signs and symptoms common to all types of shock (Box
12.3). It is important to note the patient’s initial level of con-
sciousness and monitor the patient for any subsequent
changes. A progressive decline in level of consciousness
indicates an urgent need for intervention. Pulses indicate the
strength of the heart’s contractions. Because a pulse is an
immediate indicator of the patient’s condition, it should be
taken frequently during any emergency condition. Changes

Box 12.3

Common Signs and Symptoms of Shock

* Restlessness and anxiety

* Weak, rapid, thready pulse

* Cold and clammy skin

« Pale skin color

 Shallow, rapid, labored breathing

* Gradually and steadily falling blood pressure
 Alteration in consciousness in severe shock state
* Thirst

in blood pressure may also indicate changes in blood vol-
ume. Blood pressure changes can occur rapidly but usually
not as swiftly as pulse changes.

Skin temperature and color changes may be seen with
shock. Severe blood loss activates the “fight-or-flight” re-
sponse in the sympathetic nervous system, which causes the
skin to become cool and clammy. This occurs when periph-
eral blood vessels constrict to shunt blood to vital organs.
Skin color depends on the presence of circulating blood in
the vessels of the skin. Pale, white, or ashen skin indicates
insufficient circulation. In patients with deeply pigmented
skin, color changes may be apparent in the nailbeds, con-
junctiva of the eye, or mucous membranes of the mouth.

Capillary refill is checked on nailbeds to evaluate arte-
rial circulation to an extremity. The nailbed is compressed to
produce blanching (lighter color change), released, and the
seconds counted until color returns to the blanched area.
Normally, nail color should return within 3 seconds after the
pressure is released. Patients in shock may have delayed or
absent capillary refill.

LEARNING TIP

Gently squeeze and release your own nailbed. Do
you see the color change? Count the seconds
until the color returns. That is your capillary refill
time.

Nursing Diagnoses, Planning,

and Implementation

Ineffectve tissue perfusion: cerebral and multiple organs
related to decreased circulating blood volume secondary
to internal and/or external bleeding

EXPECTED OUTCOME: The patient’s bleeding will be con-
trolled to maintain vital signs within limits normal for

the individual.

* Apply direct pressure to external bleeding site fo
stop the flow of blood and allow normal coagula-
tion to occur.

Elevate bleeding extremity and combine with direct

pressure to help stop venous bleeding.

* When direct pressure and elevation do not control
hemorrhage, pressure-point control should be
attempted (Fig. 12.3). The chosen artery for
pressure-point control must be proximal to the
injury site and must be over a bony structure.

* Monitor vital signs continually, record, and report to

the physician to identify early changes in vital signs

indicative of progressing shock.

Elevate legs to heart level to promote venous return

to the heart (contraindicated in cardiogenic shock).

* Use a blanket to help keep the patient from getting
cold; however, the patient also should not be
allowed to overheat because this causes peripheral
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Temporal artery

Facial artery
Carotid artery

Subclavian artery

Brachial artery

Femoral artery

FIGURE 12.3 Arterial pressure points to control bleeding.

blood vessels to dilate, which draws blood away
from vital organs.

e Monitor I'V fluids as ordered fo increase circulating
volume.

Ineffective breathing pattern related to airway con-
striction

EXPECTED OUTCOME: The patient will maintain respiratory
rate within normal limits and experience improved gas
exchange in the lungs and normal arterial blood gases.

* Administer oxygen as ordered using appropriate
method which will deliver the maximum amount
of oxygen necessary to maintain the pulse oximetry
at 92% or greater.

* Administer epinephrine as ordered. Epinephrine is
the drug of choice for treating anaphylaxis and is
administered to the adult as a dose of epinephrine
0.2 to 0.5 mg of a 1:1000 solution given subcuta-
neously. Iinjections can be repeated every 10 to 15
minutes until the desired effect is achieved or signif-
icant side effects occur.

* Give antihistamines as ordered to control the aller-
gic rash and pruritus.

 Steroids are given in gradually tapered doses to pre-
vent return of symptoms.

Evaluation

If interventions have been effective, the blood pressure will
improve to within normal limits for the individual patient,
the patient will demonstrate a strong pulse; warm, dry skin;
and be less anxious.

The patient should show an immediate reversal of
shock symptoms. Breathing is easy, and blood pressure and
pulse return to the normal range. Breath sounds become
clear, and hives and pruritus subside.

| MAJORTRAUMA

Major trauma is the fifth leading cause of death in the United
States. It mainly affects persons under age 36. Young men

have the highest overall incidence of traumatic injury.
Victims of major trauma may receive injury to an isolated
vital organ or to multiple body systems.

Mechanism of Injury

When assessing a victim of major trauma, it is important to
determine the mechanism of injury (Box 12.4 Geronoto-
logical Issues). Injuries are classified as either penetrating
or blunt. Penetrating, or open, injuries may be caused by
any sharp object, such as broken glass or a knife, or by
projectiles traveling at high speed, such as bullets or frag-
ments from an explosion. In blunt, or closed, injuries the
skin surface is intact. The injury from blunt trauma usually

o

Injuries and Older Adults

Older adults are at a high risk for falls that put them at
risk for bruises, abrasions, cuts, and fractures. Nurses
who initially assess older adults with injuries requiring
treatment must ask questions and perform assessments
that would identify if the patient is a victim of abuse or
neglect.

Box 12.4

Gerontological Issues

Injuries Caused by Falls Versus
Battery or Assault

Any unexplained bruises, burns, abrasions, cuts, frac-
tures, evidence of old injuries or bruises, burns, and
cuts that are in different stages of healing suggest abuse.
The pattern of an injury can also suggest abuse—
for example, cigarette burns in areas covered with cloth-
ing; bruises or friction burns in a ring around the neck,
ankles, or wrists; welts, burns, or bruises in the outline
of a hand or belt buckle; multiple similar injuries in an
area, such as whip marks across the buttocks or back of
the legs; defensive injury pattern of bruising; and trauma
to the hands and forearms.

Injuries related to falls have a predictable injury pat-
tern related to the history and report of the fall. When an
older adult falls there is bruising of the hands and knees
caused when the person attempts to break the fall.
Additional bruising or injuries to the front of the body,
arms, and head could be caused by hitting furniture or
other items during the fall. Skin tears on the arms are
common with a fall. Often, a friend or family member
sees the older adult starting to fall and tries to steady the
person by grabbing the area, tearing the skin. Ask ques-
tions to be sure that the report of the fall incident is con-
sistent with the presenting injuries.

Any form of abuse or suspicion of abuse must be
reported to the state agency that investigates reports of
suspected abuse. It is not the nurse’s responsibility to
prove that there has been abuse or neglect, only to
report incidents or cases of possible abuse.
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extends beyond the point of impact to surrounding and
underlying structures. For example, a blow to the chest may
cause a fracture of several ribs that in turn may cause blunt
trauma (such as a laceration or hematoma) to the spleen.

Damage caused by a gunshot wound and the trajectory
of the bullet depends on the projectile mass, the type of tis-
sue struck, the striking velocity, and the range. Entrance
wounds are round or oval and may be surrounded by an
abrasion rim. Powder burns are visible if the firearm was
discharged at close range. Documentation of these wounds
should include a clear description of their appearance but
should not include the words entry or exit. Patients with gun-
shot wounds near the level of the diaphragm should be eval-
uated for both abdominal and thoracic injuries.

Surface Trauma

Surface trauma includes any injury that does not break the
skin (closed wound) and any open wound in which the skin
surface is broken. Types of closed wounds include contu-
sions (bruising) and hematomas (collection of blood under
the skin). Types of open wounds include abrasions, lacera-
tions, avulsions, amputations, and punctures.

Abrasions are a scratching of the epidermal and dermal
layers of the skin. They bleed very little but can be ex-
tremely painful because of inflamed nerve endings. Dirt may
be ground into abrasions and can increase the risk of infec-
tion when large areas of skin are involved.

Puncture wounds result from sharp, narrow objects
such as knives, nails, or high-velocity bullets. They can
often be deceptive because the entrance wound may be
small with little or no bleeding. It is difficult to estimate the
extent of damage to underlying organs as a result. Puncture
wounds usually do not bleed profusely unless they are
located in the chest or abdomen.

Lacerations are open wounds resulting from snagging
or tearing of tissue. Skin tissue may be partly or completely
torn away. They vary in depth and may be irregular in shape.
Lacerations can cause significant bleeding if blood vessels
or arteries are involved.

Avulsions involve a full-thickness skin loss in which
wound edges cannot be approximated. This type of injury is
often seen in machine operators, or in lawn mower and
power tool accidents.

An amputation is a partial or complete severing of a
body part. In cases of complete amputation, the arteries usu-
ally spasm and retract into the tissue, resulting in less bleed-
ing than does a partial amputation, in which the lacerated
arteries continue to bleed.

If the patient has sustained an amputation, bleeding is
controlled with direct pressure and elevation. A tourniquet is
applied only as a last resort. If a tourniquet is necessary, it
should be made of wide material such as a blood pressure
cuff, which is less damaging to nerves and blood vessels. A
dressing is applied to the amputated extremity, which is
referred to as the stump. The stump is covered with sterile
saline—moistened gauze followed by dry gauze, which
is held in place with an elastic bandage for pressure.
Amputated parts are taken to the hospital with the patient for

possible reattachment. At the hospital, the amputated part is
rinsed with saline solution, wrapped in sterile gauze, and
placed in a sealed plastic bag, which is then placed in a mix-
ture of ice and ice water.

For a patient with an injury caused by an impaled
object, it is imperative that the object not be removed unless
it is obstructing the airway. Removing an impaled object
may cause additional trauma and uncontrollable internal
bleeding. Impaled objects are never cut off, broken off, or
shortened unless transportation to the emergency depart-
ment is otherwise impossible. A bulky dressing is applied
around the object to stabilize it and reduce motion.

Tetanus

Tetanus is a disease caused by the bacillus Clostridium
tetani, which enters the body through an open wound.
Tetanus causes seizures, muscle spasms, stiffness of the jaw,
coma, and death. Tetanus vaccinations should begin at 2
months of age and be followed by a series of pediatric
immunizations until age 15. Thereafter, booster vaccinations
are recommended every 10 years in the absence of an open
wound.

Head Trauma

Sharp blows to the head can cause shifting of intracranial
contents and lead to brain tissue contusion. The pathophys-
iology of head trauma can be divided into two phases. The
first phase is the initial injury that occurs at the time of
the accident and cannot be reversed. The second phase
involves intracerebral bleeding and edema from the initial
injury, which causes increased intracranial pressure (ICP).
Management of head trauma is directed at the second phase
and involves decreasing ICP. Early and late signs and
symptoms are listed in Box 12.5 Signs and Symptoms of
Increased Intracranial Pressure.

Box 12.5

Signs and Symptoms of Increased
Intracranial Pressure

Early Signs and Symptoms of Increased ICP

* Headache

* Nausea and vomiting

* Amnesia

« Altered level of consciousness
* Changes in speech

* Drowsiness

Late Signs and Symptoms of Increased ICP

¢ Dilated nonreactive pupils
 Unresponsiveness

° Abnormal posturing

* Widening pulse pressure

* Decreased pulse rate

* Changes in respiratory pattern
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Head strap

Cervical collar

Spinal Trauma

Spinal cord injury most often results from motor vehi-
cle crashes, sports injuries, falls, and assaults, with most
cases occurring in men ages 16 to 30. The cervical spine is
especially vulnerable to traumatic injury. Patients who have
sustained severe multiple injuries should be suspected of
having a spinal cord injury, especially when they have signs
of head trauma. All trauma patients should be treated as
though they have a spinal cord injury until proven otherwise.
Moving a patient with a vertebral injury may cause dis-
placement of the injured bones and may increase damage to
the spinal cord. Patients should be moved only by qualified
people. Stabilization of the neck and back with a cervical
collar and backboard is essential until spinal cord injury is
ruled out (Fig. 12.4).

ﬂ SAFETY TIP

Do not move a patient with suspected vertebral
or epinal cord injury until sufficient qualified help
is available to prevent further injury to the spinal
cord.

Chest Trauma

Chest trauma can damage the heart and lungs and cause life-
threatening injuries, including pericardial tamponade,
hemothorax, tension pneumothorax, and flail chest.
Potentially life-threatening injuries include pulmonary and
myocardial contusion, aortic and tracheobronchial disrup-
tion, and diaphragmatic rupture.

Chest trauma can result in laceration of lung tissue and
cause a change in the negative intrapleural pressure. Air or
blood leaking into the intrapleural space collapses the lung,
resulting in a pneumothorax (air) or hemothorax (blood) and
ineffective ventilation. In a tension pneumothorax, air is
trapped in the pleural space during exhalation, resulting in
increased pressure on the unaffected lung. The heart, great
vessels, and trachea shift toward the unaffected side of the
chest. As a result, blood flow to and from the heart is greatly
reduced, causing a decrease in cardiac output. An uncor-
rected tension pneumothorax is fatal.

Chest trauma can also injure the heart and great vessels

FIGURE 12.4 Immobilization of a patient suspected
of having a spinal cord injury using a backboard and cer-
vical collar.

and reduce the amount of circulating blood volume. The
heart may be bruised (myocardial contusion) or may sustain
direct trauma. Cardiac tamponade occurs when blood
accumulates in the pericardial sac and increases pressure
around the heart. The increased pericardial pressure prevents
the heart chambers from filling and contracting effectively. A
patient with cardiac tamponade exhibits hypotension, tachy-
cardia, and neck vein distention and requires immediate
intervention to reduce the pressure in the pericardial sac and
restore normal filling and contraction of the heart chambers.

Abdominal Trauma

The organs of the abdomen are vulnerable to injury because
there is limited bony protection. Injury to organs such as the
spleen and liver, which have a rich blood supply, can result
in rapid loss of blood volume and hypovolemic shock.
Abdominal organs may be injured as a result of severe blunt
or penetrating trauma. If hypotension is present, intra-
abdominal hemorrhage may exist. If the urinary bladder
ruptures, urine leaks into the abdomen and blood may be
detected at the urinary meatus or perineum. Penetrating
trauma can cause lacerations to abdominal organs, resulting
in rapid blood loss and hypovolemic shock.

Orthopedic Trauma

Fractured bones can result in blood loss, compromised cir-
culation, infection, and immobility. Unstable pelvic frac-
tures can cause injury to the genitourinary system or disrupt
the veins in the pelvis. Fractures of large bones such as the
femur and tibia can cause significant blood loss. For exam-
ple, a fractured femur can cause up to 1500 mL of blood loss
and a fractured tibia or humerus can cause up to 750 mL of
blood loss. Joint dislocations can cause neurovascular com-
promise by applying pressure to the nerves and blood ves-

e

LEARNING TIP

If an extremity is fractured, splint it as it lies to
prevent further damage. If the distal circulation
is severely compromised, the patient needs
immediate medical intervention.

tachycardia: tachy—fast + cardia—heart condition
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sels. Delayed fracture reduction (realignment or setting) can
cause avascular necrosis, which leads to death of the
affected tissue and bone.

Nursing Process for the Patient
Experiencing Trauma

Assessment/Data Collection
The mechanism of injury is determined to identify the extent
of injury. Loss of consciousness immediately after the injury
indicates that a concussion has occurred. The Glasgow
Coma Scale (GCS) is used to rate a patient’s level of con-
sciousness (Fig. 12.5). The highest score is 15, indicating
that the patient is alert and needs only observation. Scores
lower than 13 may indicate the need for immediate treat-
ment. Morbidity and mortality are highest for patients with
GCS scores of 8 or lower. Pupil size and reaction are moni-
tored and recorded. Dilated or nonreactive pupils indicate
increased ICP and a need for immediate intervention.

Spinal nerves are located in the spinal cord and trans-
mit motor and sensory impulses to the body. The higher a
traumatic lesion is on the spinal column, the more extensive
will be the loss of muscle and sensory function. The
patient’s muscle functions correlate with the level of spinal
injury (Table 12.3). A spinal cord injury at the level of C5 or
above interferes with diaphragmatic function and affects
respiratory effort, which must be carefully assessed. The
patient’s level of muscle control and ability to feel each
extremity is noted and recorded.

Patients with major chest injuries can have dramatic
symptoms. They may exhibit classic signs of shock with

GLASGOW COMA SCALE
Areas of Response

Points

Eye Opening

Eyes open spontaneously
Eyes open in response to voice
Eyes open in response to pain
No eye opening response

“Nws

Best Verbal Response

Oriented (e.g., to person, place, time)

Confused, speaks but is disoriented

Inappropriate, but comprehensible words

Incomprehensible sounds but no words
are spoken

None

- N wph O

Best Motor Response

Obeys command to move

Localizes painful stimulus

Withdraws from painful stimulus

Flexion, abnormal decorticate posturing
Extension, abnormal decerebrate posturing
No movement or posturing

“NDwWwroO®

3-15

Major Head Injury =8
Moderate Head Injury 9-12
Minor Head Injury 13-15

Total Possible Points

FIGURE 12.5 The Glasgow Coma Scale is used to determine
level of consciousness.

TABLE 12.3 CORRELATING SPINAL
INJURY WITH IMPAIRMENT OF
MOTOR FUNCTION

Injury Level Impairment

S3-S5 or Patient unable to tighten anus
above

L4-L5 or Patient unable to flex foot and
above extend toes

L2-14 or Patient unable to extend and flex
above legs

C5-C7 or Patient unable to extend and flex
above arms

cyanosis, dyspnea, and restlessness. The patient’s breathing
pattern and effectiveness of respirations are assessed. The
rise and fall of the chest is observed, as well as symmetrical
chest movement. Any bruising on the chest or upper
abdomen is noted. Seat belts and restraint systems can cause
significant bruising in high-impact crashes.

Vital signs are taken to detect tachycardia and hypoten-
sion from shock. The shape of the abdomen is observed to
detect distention from intra-abdominal hemorrhage. Skin
color, bruising, open wounds, and penetrating trauma are
noted. The abdomen is auscultated for bowel sounds. The
perineum is inspected for blood from the urethra.

Vital signs and pain level are assessed to detect ortho-
pedic abnormalities. A respiratory assessment is done to
detect a pulmonary embolism as a result of a long bone frac-
ture. The injured extremity is inspected and skin color and
capillary refill are noted. Skin integrity, protruding bone, or
deformity is noted. Pulses distal to the injury are palpated to
assess circulation to the area. Motor function and sensation
are assessed to determine the extent of nerve injury.

Nursing Diagnosis, Planning, and Implementation

Acute pain related to tissue trauma

ExPECTED OUTCOME: The patient will experience relief after
measures are provided to relieve pain as evidenced by
verbal and nonverbal expressions of pain relief.
* Apply ice, elevate, and immobilize the affected area
to decrease swelling and relieve pain.
* Provide analgesics as ordered to relieve pain.

Impaired skin integrity related to trauma

EXPECTED OUTCOME: The patient will demonstrate healing
of impaired tissue.
* Apply direct pressure to open wounds to control
bleeding.
* Irrigate open wounds with sterile saline solution to
thoroughly remove dirt and debris and clean
exposed tissue to prevent infection.

Risk for infection related to tissue trauma

ExpEcTED OUTCOME: The patient’s wounds will remain free
of infection.
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* With open wounds, give tetanus immunization as
ordered if it has been more than 5 years since one
was last given o prevent infection.

* Give antibiotics as ordered to prevent infection.

Ineffective tissue perfusion: cerebral, related to cerebral
edema

ExPeCTED OUTCOME: The patient maintains adequate
cerebral homeostasis without cerebral edema as evidenced
by a GCS of 14 or greater.

* Give oxygen as ordered fo maintain adequate oxy-
genation of brain tissues and prevent cellular dam-
age from hypoxia at the cerebral level.

« If the patient has an altered level of consciousness
or deteriorating respiratory effort, anticipate and
assist with endotracheal intubation as needed o pro-
vide respiratory support to patient.

 Elevate the head of the patient’s bed 15 to 30
degrees, if possible, fo reduce ICP.

* Maintain the patient’s head position at midline 7o
ensure unobstructed venous drainage ro help
reduce ICP.

* Maintain intravenous access for fluids to maintain
hemodynamic stability and access for medications.

¢ Monitor mannitol IV, an osmotic diuretic, as
ordered to decrease cerebral edema.

« If the patient is agitated, calm the patient as agita-
tion increases ICP.

Ineffective breathing pattern related to neck injury or
unstable chest wall segment or lung collapse

EXPECTED OUTCOME: The patient maintains effective
respiratory rate and experiences improved gas exchange in
the lungs.

e If the cervical spinal cord has been traumatized, the
effectiveness of breathing may be altered. If signs of
respiratory distress are present, use the jaw thrust or
chin lift maneuver, along with suction and airway
adjuncts as needed to maintain patency of the air-
way.

e Maintain cervical collar and backboard fo prevent
further injury.

* Give oxygen as ordered to improve tissue oxygena-
tion. Advanced adjunct airway equipment, including
an endotracheal tube, must be readily available.

* Administer supplemental oxygen as ordered fo pro-
mote tissue oxygenation.

* Maintain chest tube drainage system if inserted fo
help expand lung.

Ineffective airway clearance related to neck injury

ExPECTED OUTCOME: The patient will maintain clear lung
sounds.

* Suction the oropharynx and nasopharynx fo clear
secretions and prevent aspiration of secretions into
the airway.

« If the patient vomits, log roll the patient onto side
to prevent aspiration of emesis. Use suction as
needed.

Impaired physical mobility related to neck injury

ExPECTED OUTCOME: Patient will maintain normal
movement of extremities for patient.
* Maintain neck immobility during initial treatment of
a patient with head or neck trauma fo prevent seri-
ous injury until trauma damage is identified.

Decreased cardiac output related to compression of
heart and great vessels

ExPeCTED OUTCOME: The patient will maintain vital signs
within baseline limits.

* Report unstable vital signs to physician as patient
may need immediate surgical intervention in the
operating room.

» Explain diagnostic testing to patients with stable
vital signs if radiographic studies are ordered 7o
determine the extent of cardiac or pulmonary injury.

* Monitor patient’s vital signs and oxygen saturation
continuously to detect signs of shock.

Deficient fluid volume related to hemorrhage or abdom-
inal organ injury
ExPECTED OUTCOME: Patient will maintain vital signs
within baseline limits.
* Monitor for signs of shock to detect hypovolemic
shock.
* Maintain IV fluids as ordered per 18- or 16-gauge
IV cannulas to restore circulating volume.
* Assist with peritoneal lavage if performed o detect
intra-abdominal hemorrhage.
* Maintain nasogastric tube if ordered to decompress
the stomach.
* Cover abdominal wounds with a sterile dressing fo
prevent infection.
 If abdominal organs are exposed, cover with
sterile saline-soaked dressings to prevent tissue
necrosis.
* Assist with blood and blood products administration
as ordered per agency policy to maintain circulating
volume and improve tissue oxygenation.

Impaired physical mobility related to bone injury

ExpPECTED OUTCOME: Patient will maintain movement of
extremities normal for patient.

* Remove all jewelry before applying a splint as the
extremity may swell after injury.

* Maintain extremity in splint in the position found
unless the distal circulation is severely compro-
mised and keep immobilized if there is severe pain
or deformity. Splinting promotes comfort and pre-
vents further damage to surrounding tissue by pre-
venting movement of broken bone ends.

» Immobilize the joints above and below the affected
area using a folded towel or a pillow until the
patient is evaluated by a physician.

* Monitor skin color, temperature, distal pulses, capil-
lary refill, movement, and sensation of the extremity
after splint application to detect abnormalities.



Copyright © 2007 by F. A. Davis.

Chapter 12

* Elevate and ice extremity fo reduce edema and
relieve pain.

Evaluation

If interventions have been effective the following results will
be evident: the patient with trauma reports an acceptable pain
level and the patient’s wound heals without infection; the
patient with spinal injury maintains a regular rate, rhythm,
and pattern of breathing, clear lung sounds and maintains
intactness of mobility and GCS of 14 to 15; the patient with
chest trauma maintains a patent airway and effective breath-
ing pattern; the patient with abdominal trauma has effective
circulating volume as evidenced by vital signs within normal
limits; patients with orthopedic trauma have strong and pal-
pable pulses, normal blood pressure, normal skin color, skin
that is warm and dry, and capillary refill that is less than 3
seconds, pain controlled to a satisfactory level, and normal
motor function and sensation in the extremity.

@E;EURNS

The skin protects the body by preventing bacterial or viral
invasion, enhancing temperature regulation, and conserving
body fluids and electrolytes. These functions are impaired
with a burn injury and can lead to multisystem alterations.
Burn injuries are acutely painful events that may be dra-
matic in appearance. Nursing care depends on the extent and
depth of the burn injury and the presence of any associated
factors such as smoke inhalation, blunt trauma, or fractures.
The more extensive the burn injury, the greater the potential
for complications and mortality. The patient’s age may con-
tribute to the risk of mortality as well. Infants under age 2
and elderly patients over age 60 have the highest mortality
rates from major burns. (See Chapter 55 for more on burns.)

Hair follicle Sweat gland
Epidermis -:
Partial
Dermis - - thickness
burn
Fat
Full
- thickness
Muscle - burn
Bone 1 e ——————

FIGURE 12.6 Partial- and full-thickness burns and structures
affected.
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FIGURE 12.7 A blistered partial-thickness thermal burn.

The assessment of the burn patient begins with the
ABCDs of the primary survey. The history should include
the mechanism and time of the injury and a description
of the surrounding environment, including the presence of
noxious chemicals and inhalation of smoke in an enclosed
space. The greatest threat to life in a patient with a major
burn injury is smoke or heat inhalation, which causes
edema in the respiratory passages. Continuous assessment
of respiratory status is essential when you observe burns or
soot on the face, singed nasal hairs, a hoarse voice, cough-
ing, or restlessness.

Burns of the face may swell rapidly and can compro-
mise the airway. Facial burns are treated by elevating the
head of the bed to 30 degrees to minimize edema. Oxygen is
administered to the patient with potential pulmonary injury.
Equipment for endotracheal intubation should be readily
available. Because large fluid losses occur in burn injuries,
an IV infusion with large-bore cannulas should be started.
The patient’s weight and the extent of the burn determine
fluid resuscitation needs. The patient is kept warm because
when skin is lost, a burn victim cannot maintain body heat.
IV narcotics are administered for pain.

Burn depth is described as either partial thickness
or full thickness (Fig. 12.6). Partial-thickness burns are
either superficial (epidermis of the skin) or deep (entire
epidermal layer and part of the dermis) (Fig. 12.7). Full-
thickness burns involve all the layers of the skin and
the subcutaneous tissue. Partial-thickness burns that involve
a small area are cleaned with sterile saline solution, covered
with a 1/8-inch layer of an anti-infective cream such
as silver sulfadiazine (Silvadene, Flamazine), and covered
with dry, bulky, fluffed dressings. Major full-thickness

H LEARNING TIP

Over-the-counter ointments, lotions, butter, and
antiseptics are never used on a major burn
because they may promote infection, retain heat,
and cause more pain.
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CRITICAL THINKING

Mr. Smith

B Mr. Smith is a 28-year-old man who was welding
close to a natural gas line. The flame of the welder
caused the gas line to explode, throwing Mr. Smith
50 feet. He landed on his back. He is brought to the
emergency department by the rescue squad. Mr. Smith
is awake, alert, and oriented. He has soot around
his mouth and nose. He sustained deep partial-
thickness burns to his neck, upper chest, and both fore-
arms. He is complaining of pain from his burns and
also thoracic back and hip pain. His pulse rate is
100. His blood pressure is 160/90. His respiratory rate
is 20.

1. What is the first priority of care for Mr. Smith?

2. Is Mr. Smith at risk for respiratory burns? Why?

3. Are Mr. Smith’s vital signs within normal limits?
4. Would wet or dry dressings be preferable for his
large areas of deep partial-thickness burns? Why?

5. Mr. Smith is wearing a neck chain and a wedding
ring. Should they be removed immediately, or
should you wait until Mr. Smith’s wife arrives to
take them? Why?

6. Mr. Smith continues to complain of hip and back
pain. In reviewing his mechanism of injury, what
other injuries could Mr. Smith have?

Suggested answers at end of chapter.

wounds are covered with dry, sterile dressings or linen.
Patients with major burns are transferred to a specialized
burn unit.

| HYPOTHERMIA

Normally the body maintains its temperature in a narrow
range on either side of 98.6°F (37°C) to allow chemical
reactions to work most efficiently. Body heat escapes to the
environment through conduction, convection, radiation, and
evaporation. Heat loss is inversely proportional to body
size and body fat. Fat insulates because it has less blood
flow and consequently has less ability to vasodilate and
lose heat.

Hypothermia occurs when the core body temperature
falls below 95°F (35°C). As the core temperature falls below
95°F, the body is less able to regulate its temperature and
generate body heat, causing progressive loss of body heat
to occur.

Nursing Process for the Patient
with Hypothermia

Assessment/Data Collection
In cases of mild hypothermia (core temperature be-
tween 90°F [32°C] and 95°F [35°C]), the patient is usu-

TABLE 12.4 DEFINING
CHARACTERISTICS AND OUTCOME
CRITERIA FOR HYPOTHERMIA

Core Body
Temperature Defining Characteristics
Below 95°F Skin cold to touch
(35°C) Lack of coordination
Slurred speech
Below 91.4° Cardiac dysrhythmias
F (33°C) Cyanosis
Below 89.6° F Shivering replaced by muscle rigidity
(32°C) Hypotension
Dilated pupils

Below 82.4°F
(28°C)

Absent deep tendon reflexes
Hypoventilation (3—4 breaths per minute)
Ventricular fibrillation possible

Coma

Flaccid muscles

Fixed, dilated pupils

Ventricular fibrillation to cardiac stand-
still

* Apnea

Below 80.6°F
(27°C)

Outcome Criteria

 Core body temperature is greater than 95°F (35°C).
* Patient is alert and oriented.

¢ Cardiac dysrhythmias are absent.

* Acid-base balance is normal.

* Pupils react normally.

ally alert, shivering, and may appear clumsy, apathetic, or
irritable (Table 12.4). Hypoglycemia can occur because
glucose and glycogen stores are depleted by long-term
shivering. Respiratory rate, heart rate, and cardiac output
decrease.

More severe hypothermia occurs between 85 and 90°F
(29.4 and 32.2°C). Shivering stops and muscle activity
decreases. Initially, fine muscle coordination ceases. Then, as
core body temperature continues to drop, all muscle activity
stops and the muscles become rigid. The patient becomes
lethargic and less interested in combating the cold environ-
ment. The patient’s level of consciousness begins to
markedly decrease at 89.6°F (32°C); the patient becomes
lethargic and disoriented and begins to hallucinate. The
pupils become dilated. As the core body temperature falls to
82°F (28°C), the patient becomes apneic, the pulse becomes
slower and weaker, and cardiac dysrhythmias occur. The pro-
foundly hypothermic patient has a core temperature of less
than 80°F (27°C) and usually appears dead, with no obtain-
able vital signs. Determination of death should be made only
after aggressive core rewarming to at least 90°F (32.2°C).

Nursing Diagnosis, Planning, and Implementation
See Box 12.6 Nursing Care Plan for the Patient with
Hypothermia.

Initial treatment of the hypothermic patient consists of
rewarming the patient, stabilizing vital functions, and pre-
venting further heat loss. The patient is removed from the
cold environment. All wet clothing is removed to prevent
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Box 12.6 NURSING CARE PLAN for the Patient with Hypothermia

Nursing Diagnosis: Hypothermia related to exposure to cold environment

Expected Outcome Body temperature and vital signs are within normal limits

Evaluation of Outcome Is patient’s body temperature greater than 95°F (35°C)? Is patient alert and oriented?

Is cardiac rhythm normal?

Intervention Rationale

Monitor patient’s core body tem-
perature.

Monitor pulse and electrocardio-
gram (ECG) rhythm.

Monitor patient’s level of con-

sciousness.

Abnormal body temperature can be
detected and treated.

Cardiac dysrhythmias may occur at
temperatures below 91.4°F (33°C).

Level of consciousness becomes
markedly decreased at temperatures

Evaluation

Is body temperature greater than
95°F (35°C)?

Is pulse rate and ECG rhythm
normal?

Is the patient alert?

of 32°C (89.6° F).

Institute rewarming passively or
actively as ordered.

Rewarming is necessary to return
body temperature to desirable range.

Is body core temperature rising
to normal range?

further heat loss. The patient’s core body temperature guides
treatment. If the body temperature is above 82.4°F (28°C),
passive rewarming is preferred. The room temperature is set
to 70 to 75°F (21.1 and 23.8°C). The patient is wrapped in
warm, dry blankets. Heat loss from the head is reduced by
covering the head with warm towels.

For a patient with a core body temperature below 82.4°F
(28°C), active rewarming is needed. A heating blanket (car-
bon-fiber) and radiant heat lights are used. Warm, humidified
oxygen is administered. Warm IV fluids are administered.
Body temperature is constantly monitored using a rectal
probe. Heated gastric lavage, heated peritoneal lavage, or
cardiopulmonary bypass may be performed for profound
hypothermia. Cardiac drugs are given sparingly because as
the body warms, peripheral vasodilation occurs. Drugs that
were trapped in the peripheral circulation are then suddenly
released during rewarming, leading to a bolus effect that may
cause fatal dysrhythmias.

Evaluation

Desired outcome criteria for the patient with hypothermia is
a core body temperature higher than 95°F (35°C), no cardiac
dysrhythmias, pulse and blood pressure within normal lim-
its, and an alert and oriented status.

| FROSTBITE

The extremities are vulnerable to cold injury. Frostnip
occurs when exposed parts of the body become very cold
but not frozen. This condition usually is not painful. The
skin becomes pale and blanched. Contact with a warm
object such as someone’s hand may be all that is needed to
rewarm the part. During rewarming, the affected part may
tingle and become red.

Frostbite occurs when body parts become frozen. The
extremities are at increased risk because blood shunts away
from them to maintain core body temperature. The affected
tissue feels hard and frozen. Most frostbitten parts are
white, yellow-white, or blue-white. When rewarmed, the
skin appears deep red, hot, and dry to touch. The severity of
a cold injury is determined by the duration of the exposure,
the temperature to which the body part was exposed, and the
wind velocity during exposure.

Interventions for frostbite include protecting the
affected area from further trauma. To prevent additional
damage, the frostbitten part is handled gently and never
rubbed. The injured part is loosely covered with a dry, ster-
ile dressing. The patient is not allowed to stand or walk on a
frostbitten foot. The affected extremity is elevated to heart
level to minimize edema and promote blood flow.

| HYPERTHERMIA

Usually the body’s heat-regulating mechanisms work very
well, allowing people to tolerate significant temperature
changes. The body’s most efficient mechanisms to decrease
body heat are sweating and dilation of blood vessels in
the skin. When blood vessels dilate, blood comes to the
skin surface to increase the rate of radiation of heat from
the body. However, when these mechanisms become over-
whelmed, the consequences can be disastrous and irre-
versible. Those at greatest risk for heat illnesses include
children, elderly people, and patients with cardiac disease.
Hyperthermia results when thermoregulation breaks
down because of excess heat generation, an inability to dis-
sipate heat, overwhelming environmental heat, or a combi-
nation of these factors. Unlike a fever, in which the thermal
set point is elevated, in heat illness the thermal set point
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ﬂ SAFETY TIP

Older adults are vulnerable to hyperthermia. In
times of extreme summer temperatures, older
people who live alone should be checked to make
sure they are not experiencing hyperthermia. If
they do not have fans or air conditioning available,
they should be taken to a cooler environment.

remains normal and hyperthermia occurs because of an
inability to dissipate heat. Antipyretics are of no use in
hyperthermia and may contribute to complications.

Nursing Process for the Patient
with Hyperthermia

Assessment/Data Collection

Illness from heat exposure can take three forms: heat cramps,
heat exhaustion, and heatstroke (Box 12.7 Defining
Characteristics and Outcome Criteria for Environmental
Hyperthermia). As heat illness progresses, circulating blood
volume decreases, causing dehydration. Fluid intake is cru-
cial in the prevention of heat illness.

HEAT CRAMPS. Heat cramps, the mildest form of heat
illness, involve painful muscle spasms, usually in the legs or
abdomen, that occur after strenuous exercise. Large amounts
of salt and water can be lost as a result of excessive

Box 12.7

Defining Characteristics and
Outcome Criteria for Environmental
Hyperthermia

Defining Characteristics

Early signs:

¢ Core body temperature 100.4 to 102.2°F
(38 to 39°C)

* Diaphoresis

¢ Cool, clammy skin

¢ Dizziness

* Pulse rate >100

Late signs:

¢ Increasing body core temperature of 106°F (41°C)
or more

* Hot, dry, flushed skin

* Altered mental status

* Coma or seizures possible

* Hypotension

Outcome Criteria

¢ Core body temperature less than 101°F (38.3°C)
* Patient alert and oriented
 Skin warm and dry to touch

sweating, causing stressed muscles to spasm. With adequate
rest and fluid replacement, the body adjusts the distribution
of electrolytes and the cramps disappear.

HEAT EXHAUSTION. Heat exhaustion occurs when the
body loses so much water and electrolytes through heavy
sweating that hypovolemia occurs. Heat exhaustion is
largely a manifestation of the strain placed on the cardio-
vascular system attempting to maintain normothermia.
Cerebral function is unimpaired, although the patient may
show minor irritability and poor judgment. The ability to
sweat remains. The skin is usually cold and clammy and the
face gray. Sodium and water loss cause the patient to
become dehydrated. The body temperature is usually normal
or slightly elevated: from 100.4 to 102.2°F (38 to 39°C). The
patient may complain of feeling dizzy, weak, or faint, with
nausea or a headache. Vomiting and diarrhea may also be
present.

HEATSTROKE. If symptoms of heat exhaustion are not
treated, heatstroke can develop. Altered mental status and an
inability to sweat are key symptoms in heatstroke. Some
patients show confusion, irrational behavior, or psychosis;
others develop seizures or go into a coma. Because the
sweating mechanism has been overwhelmed, many
heatstroke victims have hot, dry, flushed skin. The body
temperature rises rapidly to 106°F (41°C) or more, and the
patient’s level of consciousness decreases. If heatstroke is
not treated, death results.

Patients suffering from heatstroke are admitted to the
intensive care unit because late complications can appear
suddenly and require immediate management. Relatively
common occurrences include seizures, cerebral ischemia,
renal failure, late cardiac decompensation, and gastrointesti-
nal bleeding. Long-term prognosis is variable, depending on
the patient’s previous state of health and length of time
under heat stress.

Nursing Diagnosis, Planning, and Implementation
Hyperthermia related to exposure to hot environment

ExPECTED OUTCOME: The patient will maintain body
temperature within normal limite.

* For heat cramps, remove the patient from the hot
environment fo allow cooling to begin.

» Have patient sit or lie down until muscle cramps
subside to prevent further injury.

* Remove patient from the hot environment, undress
patient to allow patient to cool. Emergency treat-
ment of heatstroke consists of reducing the body
temperature and rapidly cooling the victim.

* Use tepid water as a mist spray over the patient,
with a strong continual breeze from electric fans as
evaporative cooling is the most efficient method of
cooling.

Deficient fluid volume related to hypervolemia

EXPECTED OUTCOME: The patient will maintain blood
p
pressure within normal limits of baseline.
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 Give patient oral fluids or water or a diluted (half-
strength) balanced electrolyte solution if patient is
fully alert fo replace lost fluids.

* Maintain IV fluids as ordered to restore volume if
patient is hypotensive.

Evaluation

Interventions have been successful if the hyperthermic
patient has a core body temperature below 101°F (38.3°C),
warm and dry skin, a strong pulse, blood pressure within
normal limits, and is alert and oriented.

POISONING AND
| DRUG OVERDOSE

Poisons are introduced into the body by ingestion, inhala-
tion, injection, absorption, or venomous bites. Poisons act
by changing cellular metabolism, causing damage to struc-
tures, or disturbing function. Many toxins and poisons alter
the patient’s mental status, making it difficult to obtain an
accurate history.

Nursing Process for the Patient
with Ingested Poisoning

Assessment/Data Collection

The primary nursing responsibility is to recognize that a poi-
soning has occurred and then attempt to determine the
nature of the poison. The method of exposure is established
so that removal or interruption of the toxin can begin. Most
ingested poisons are drugs, but about one-third of poison-
ings are caused by cleaners, soaps, insecticides, acids, or
alkalis. Many household plants are poisonous if they are
accidentally ingested. Some plants cause local irritation of
the skin, and others can affect the circulatory system, gas-
trointestinal tract, or central nervous system.

Empty medication bottles, scattered pills, or chemi-
cals should be examined by emergency medical personnel
at the scene to help establish the identity of the substance.
The patient’s physical appearance may also give a clue to
the type of substance taken. Intravenous needle tracks,
burns, erythema, and flushed skin may help identify the
poison or toxic exposure. Poison control centers have access
to information concerning virtually all poisonous sub-
stances, available antidotes, and appropriate emergency
treatment.

Nursing Diagnosis, Planning, and Implementation
Risk for injury related to absorption of poisoning agent

ExpecTED OUTCOME: The patient will maintain normal vital
signs and be free of injury.

* Administer syrup of ipecac (usual dose of syrup of
ipecac is 15 mL for children ages 1 to 5 years and
30 mL for ages 6 years and up) as ordered if patient
is fully alert and ingested substance is nonerosive
and not petroleum based. Follow with several
glasses of water. Treatment for ingested poisons

includes rapid removal of poison (vomiting usually
occurs within 30 minutes) from gastrointestinal
tract with dilution of any remaining poison.

Repeat syrup of ipecac dose once as ordered if vom-
iting does not occur after 30 minutes.

Assist with gastric lavage if indicated to flush
ingested poisons from the stomach: large gastric
tube inserted via nose or mouth into patient’s stom-
ach; water instilled via tube in 60-mL amounts and
withdrawn to evacuate any remaining poison;
repeated until 2 L of water has been lavaged or until
the gastric return is clear of any pill fragments or
substance. Activated charcoal with sorbitol is given
to absorb toxins and facilitate rapid transit of the
poison through the intestinal tract.

LEARNING TIP

Sorbitol and charcoal will cause the patient to
have black diarrheal stools.

Evaluation
Interventions have been successful if the patient remains
free from injury and has vital signs within normal limits.

Inhaled Poisons

Inhaled poisons include natural gas, pesticides, carbon
monoxide, chlorine, and other gases. Carbon monoxide is
odorless and can produce profound hypoxia by combining
with hemoglobin molecules (and displacing oxygen) in red
blood cells. The patient’s carboxyhemoglobin levels are
monitored to direct appropriate therapy. Inhalation of chlo-
rine is very irritating to the respiratory system and can pro-
duce airway obstruction and pulmonary edema.

When an inhalation injury occurs, the patient must be
moved into fresh air and away from the toxin. Supplemental
oxygen is given as ordered. A patient exposed to prolonged
inhalation of a poison may experience lung damage. Respi-
ratory status must be closely monitored to detect complica-
tions.

Injected Poisons

Injected poisons pose compelling problems because they
are difficult to remove or dilute. Usually they result from
drug overdose, but they can also result from the bites and
stings of insects or animals. Local swelling and tissue de-
struction may occur at the injection site. All jewelry is
removed because swelling may occur. A cold pack is applied
to decrease local pain and swelling around the injection site.
The identity of the injected drug or toxin must be established
so that adverse effects can be anticipated and managed.

Insects

Insect stings or bites cause anaphylaxis in a small percent-
age of people; however, symptoms are typically limited to
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localized pain, swelling, heat, and redness. Potentially dan-
gerous stings or bites may come from bees, wasps, yellow
jackets, hornets, certain ants, scorpions, and some spiders.
Treatment involves applying ice to the site and elevating the
affected part. Cellulitis can occur hours later and may
require medical treatment.

When a patient has sustained a bee or wasp sting,
examine the area for the stinger and remove it by gently
scraping it off the skin. Tweezers or forceps are not used to
remove the stinger because squeezing the stinger can inject
more venom into the patient. Placing ice over the injury site
may help slow the rate of toxin absorption.

Two types of spiders—the black widow and the brown
recluse—can inflict serious and sometimes life-threatening
bites. Both species are found throughout the United States.
Antivenin for treating the toxic effects of both is available.
Black widow spiders are glossy black and have a distinctive,
bright red-orange marking in the shape of an hourglass on
the abdomen. They are found in dry, dim places around
buildings, in woodpiles, and among debris. Their venom is
neurotoxic and causes systemic symptoms, including cramp-
ing of large muscle groups, dyspnea, weakness, sweating,
nausea, vomiting, and rash. Death is uncommon, and symp-
toms generally subside in 48 hours.

The brown recluse spider is dull brown and has a dark
violin-shaped mark on its back. It tends to live in dark areas,
under rocks, in woodpiles, and in old abandoned buildings.
The venom of the brown recluse causes severe local tissue
damage. The area becomes red, swollen, and tender and
develops a pale, mottled, cyanotic center. A large ulcer can
develop within 48 hours if not treated promptly. Systemic
symptoms include fever, chills, nausea, vomiting, arthralgia,
and weakness.

Snakebites

Only a small percentage of snakebites are caused by poi-
sonous snakes. The most prevalent poisonous snakes are the
coral snake and the pit vipers, which include rattlesnakes,
copperheads, and cottonmouth moccasins. Envenomation
occurs when the snake’s hollow fangs puncture the skin and
inject venom, which is stored in sacs located at the back of
the snake’s head. A poisonous snakebite has two small punc-
ture wounds with surrounding discoloration, swelling, and
pain. Envenomation by any of the pit viper snakes produces
burning pain at the site of the injury. Swelling and discol-
oration occur within 5 to 10 minutes after the bite.
Interventions are focused on decreasing the circula-
tion of venom throughout the patient’s system by keeping
the patient calm and immobilizing the affected part. Venous
tourniquets placed above and below the fang marks
help limit the spread of venom through the veins of the
extremity. The tourniquets should not stop arterial flow. The
patient’s pulse should be palpable below the tourniquets
after they are applied. The site of the bite is cleaned with
soap and water. The patient is kept calm until antivenin
can be given. Medical treatment of the patient with a poi-

sonous snake bite should be directed by an experienced
toxicologist.

| NEAR-DROWNING

Drowning is death from asphyxia after submersion in
water. Near-drowning is submersion with at least temporary
survival of the victim. Life-threatening complications of
near-drowning are respiratory failure and ischemic neuro-
logical injury from hypoxia and acidosis. When submersion
occurs, conscious victims hold their breath until reflex inspi-
ratory efforts override breath holding. As water is aspirated,
laryngospasm occurs, producing severe hypoxia. In wet
drowning, the laryngospasm is less prolonged and fluid
enters the lungs after the vocal cords relax. In dry drowning,
cold water causes laryngospasm and vagal stimulation
which leads to asphyxiation. Most successfully resuscitated
victims experience dry drowning. Risk factors for drown-
ing include inability to swim, diving accidents, use of
alcohol and drugs prior to swimming, exhaustion, and
hypothermia.

If a person survives submersion, acute respiratory fail-
ure may follow. The incidence of serious pulmonary com-
plications is high in this group. Symptoms of impaired gas
exchange (known as secondary near-drowning) may be
delayed as long as 72 hours after the incident. Contaminants
in the water can irritate the pulmonary system and cause
inflammatory reactions and impaired surfactant functioning.
Metabolic acidosis is usually present, leading to tissue
anoxia and dysrhythmias.

Aggressive resuscitative efforts should be used on vic-
tims of cold water drowning when submersion time is 1 hour
or less. Hypothermia can decrease the metabolic needs of
the brain and contribute to neurological recovery after pro-
longed submersion.

Nursing Process for the
Near-Drowning Patient

Assessment/Data Collection

Most near-drowning victims exhibit mild dyspnea, death-like
appearance with blue or gray skin color, apnea or tachyp-
nea, hypotension, slow heart rate (may be as low as less
than 10 beats per minutes), cold skin temperature, dilated
pupils, hypothermia, and vomiting. Vital signs are assessed
to detect abnormal readings. Respiratory rate and pattern
are observed. Any dyspnea or signs of airway obstruction are
noted. Skin color or cyanosis is noted. The patient’s level of
consciousness may be altered due to anoxia.

Nursing Diagnosis, Planning, and Implementation
Ineffective tissue perfusion related to severe anoxia

ExPECTED OUTCOME: The patient will maintain level of

tachypnea: tachy—fast + pnea—breathing
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conscioushess and vital signs within normal range, with
clear breath sounds that are equal bilaterally.
* Conduct ABCDs of the primary survey, which
always begin resuscitative efforts.
* Give supplemental oxygen as ordered fo increase
tissue oxygenation.
* Ensure that adjunct airway equipment is available.
Endotracheal intubation and insertion of a nasogas-
tric tube to decompress the stomach may be needed.

Evaluation

Factors that influence the outcome of near-drowning include
the temperature of the water, length of time submerged,
cleanliness of the water, and age of the victim. The younger
the patient, the better the chance of survival. Interventions
have been successful if the patient has normal respiratory
rate and pattern and vital signs, is alert and oriented, and
skin that is warm and dry to touch with capillary refill of less
than 3 seconds.

| PSYCHIATRIC EMERGENCIES

A psychiatric emergency exists when people no longer pos-
sess the coping skills necessary to maintain their usual level
of functioning. The patient’s moods, thoughts, or actions
may be so disordered that the patient has the potential to
endanger or harm self or others if the situation is not quickly
controlled. If acute psychiatric episodes are not managed,
they can result in life-threatening, suicidal, violent, or psy-
chologically damaging behavior. If an emotional trauma is
not managed successfully, a condition known as posttrau-
matic stress disorder may result in which tension, anxiety,
guilt, and fear concerning the traumatic event produce cog-
nitive, affective, and behavioral responses to memories of
the event long after the event has passed.

A crisis occurs when people enter a sudden state of
emotional turmoil and are unable to resolve the situation with
their own resources. Common emotional or behavioral man-
ifestations of psychiatric crises include responses to stressful
events, anxiety, depression, psychosis, and mania. Anxiety
may range in severity from mild to panic. Panic evolves into
complete disorganization and loss of control. The patient in
panic is terrified and needs external controls to avoid harm.
Depression is an affective disorder most commonly charac-
terized by physical ailments and somatizations. Antidepres-
sants are used to restore the balance of brain neurochemicals
and diminish the symptoms of depression. Psychotic patients
experience impaired thought processes and thought content
characterized by hallucinations, delusions, ideas of refer-
ence, thought broadcasting, and thought insertion. Psychotic
thinking and abnormal speech patterns interfere with the
patient’s attempt to communicate rationally. Manic behavior
is most commonly the result of manic-depressive (bipolar)
disorder. Manic persons typically exhibit bizarre, extreme,
and hyperactive behaviors. Manic persons are also at high
risk for injuring themselves or others.

Nursing Process for the Patient
with a Psychiatric Emergency

Assessment/Data Collection

Causes of psychiatric emergency symptoms are varied and
require thorough assessment of the patient’s history and
mental status. Information from the patient’s medical his-
tory may produce possible organic causes contributing to the
patient’s presenting symptoms. Endocrine dysfunction, elec-
trolyte abnormalities, and head trauma are examples of med-
ical conditions that may cause changes in mental status. A
medication history is obtained to determine compliance with
medication regimens and any recent changes in medications.
Information regarding recent use of alcohol or illicit drugs
should be obtained because these substances can heighten
psychiatric emergencies. A brief mental status examination
is conducted. An assessment of the person’s suicide risk is
very important. The patient’s appearance, behavior, cogni-
tive function, thought content, and thought processes are
noted. The nurse determines whether the patient is having
problems concentrating, following instructions, or recalling
his or her medical history.

Nursing Diagnosis, Planning, and Implementation
Anxiety related to situational stress

ExPECTED OUTCOME: The patient will state reduced anxiety.

* Establish an atmosphere of trust so the patient feels

free to discuss problems.

* Use active listening fo acknowledge patient’s physi-

cal and emotional concerns.

* Speak directly and truthfully to the patient; do not
promise unachievable things fo gain patient trust.
Trusted supportive members of the patient’s family
may be involved o calm the person and encourage
cooperation.

* Do not allow bystanders or adversive family mem-
bers to visit patient who could create further upset
for the patient.

* Show respect for the patient by not laughing or
Jjoking.

 Correct misconceptions, but not in an argumentative
manner.

Risk for injury related to impaired judgment
ExPECTED OUTCOME: The patient will remain free from injury.

* Do not threaten, challenge, or argue with a dis-
turbed patient to prevent injury.

» Ensure environment is made safe, and external
sources of stimulation are reduced o prevent injury.

* Be firm but unthreatening to keep patient safe.

* Administer antipsychotic medications as ordered
and monitor their effect.

* Follow agency policy for use of physical restraint as
necessary and ordered. Restraints should only be
used to ensure patient safety with physician order.

* Document need for restraints and monitor patient
and check pulses and capillary refill after restraints
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applied. Restraints must not cause patient harm or
restrict circulation.

* Administer haloperidol (Haldol) as ordered if
patient requires rapid tranquilization.

Evaluation
Interventions are successful if the patient reports reduced
anxiety and remains free from injury.

| DISASTER RESPONSE

Disaster is defined as any event that overwhelms existing
personnel, facilities, equipment, and capabilities of a re-
sponding agency, institution, or community. Potential
sources of disaster include internal events such as fires and
explosions; external events such as floods, storms, fires,
earthquakes, and tornados; and created events such as motor
vehicle accidents, plane crashes, and acts of terrorism.

External disasters involve a communitywide response
of several different agencies, including emergency medical
system (EMS) providers, fire agencies, law enforcement,
and hospitals. These agencies work together to coordinate
search, rescue, transportation, communication, and treat-
ment of multiple victims. Hospitals serve as the major treat-
ment area for victims of a disaster, referred to as casualties.
When a disaster occurs, the hospital activates its disaster
plan, which outlines specific duties for each nursing unit and
the staff for each nonnursing department as well. Typically,
each nursing unit prepares for the influx of casualties by call-
ing all available off-duty staff to report to work and by dis-
charging noncritical patients. In a hospital disaster plan, each
nursing unit is usually designated to receive specific types
of casualties, such as major trauma, burns, medical, pedi-
atric, or psychiatric. The emergency department serves
as the triage and stabilization area for the casualties. To
facilitate the triage (sorting for the purpose of assigning
priorities), stabilization, and transportation of numerous
causalities, additional emergency department staff may be
called in to work. In addition, the hospital disaster plan may
require assigning one or more staff from each nursing unit
and each nonnursing department to a specific area or task
within the emergency department, such as triage, first aid,
critical care, burn treatment area, family room, or trans-
portation.

During a disaster, decision making and prioritization
of patient care are guided by the resources and person-
nel available. Patients who are seriously injured and have
the greatest chance of full recovery are treated first. Each
hospital, as well as each agency involved in responding
to a disaster, follows a disaster response plan that outlines
the roles and responsibilities of the agency staff and the
procedures to follow when interacting with the media, fam-
ilies, other agencies, and casualties. Disaster drills are
conducted on a regular basis to evaluate and rework plans.
You should be familiar with your agency’s disaster plans
and policies and know your role and responsibilities in a
disaster.

| BIOTERRORISM

Well before the 2001 anthrax outbreak, public health and
government leaders in the United States recognized the need
for increased preparedness to detect and respond to acts of
biologic terrorism. The response to a bioterrorism attack is
in many ways the same as the response to naturally occur-
ring outbreaks of communicable disease. Both situations
typically require early identification of ill or exposed per-
sons, rapid implementation of preventive therapy, special
infection control considerations, and collaboration or com-
munication with the public health system.

During both bioterrorism attacks and naturally occur-
ring outbreaks, nurses are faced with the challenge of iden-
tifying the disease in persons who are worried about
potential exposure or who are ill with signs and symptoms
similar to those of the outbreak disease. The nurse must have
knowledge of the modes of transmission, incubation peri-
ods, and communicable periods of these diseases, as well
as skill in both clinical evaluation and eliciting an appropri-
ate and thorough history, including relevant occupational,
social, and travel information.

Recognition of Potential
Bioterrorism Agents

The Centers for Disease Control and Prevention (CDC) eval-
uates bacteria, viruses, and toxins thought to pose the great-
est risk for use in a bioterrorist attack (see http://www.
bt.cdc.gov/). Category A agents are thought to pose the high-
est immediate risk for use as biological weapons; and cate-
gory B agents, the second highest risk. Category C agents
are emerging threat risk agents that pose a potential, but not
immediate, risk for use as biological weapons.

As in naturally occurring outbreaks, early recognition
of a bioterrorist attack is critical for rapid implementation of
preventive measures and treatment. Early recognition can be
challenging, however, because patients presenting for med-
ical care after exposure to a biological agent may initially
exhibit nonspecific symptoms. One of the most important
lessons learned from the 2001 anthrax attack was that clini-
cal illness caused by agents prepared as biological weapons
may differ from typical natural infections.

Smallpox/Variola Major

Smallpox is caused by the variola virus, an orthopoxvirus
unique to humans. This virus is not known to be transmitted
by animals or insects. Smallpox was declared eradicated in
1980, 3 years after the last naturally occurring case was
reported. Smallpox is stable and highly infectious in the
aerosol form. The risk for a smallpox attack currently is con-
sidered low but not zero.

Classification/Variola Major

Smallpox has an average fatality rate of 30%. The incuba-
tion period is 7 to 17 days. Symptoms of the initial phase
include the acute onset of high fever, malaise, headache,
backache, and prostration. Other prominent symptoms
include vomiting and abdominal pain.
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The characteristic rash occurs 2 to 3 days later, appear-
ing first on the face and forearms. The rash progresses
slowly, from macules to papules to vesicles and pustules
and finally to scabs, with each stage lasting 1 to 2 days. The
lesions are firm, discrete vesicles or pustules (4 to 6 mm
in diameter) deeply embedded in the dermis. The patient
remains febrile throughout the evolution of the rash, which
may become painful as pustules enlarge. A second fever
spike 5 to 8 days after onset of the rash may signify a sec-
ondary bacterial infection.

Pustules remain for 5 to 8 days, after which crusting
occurs. They are more concentrated on the face and distal
extremities than on the trunk, and may involve the palms
and soles. Scarring occurs with scab separation from de-
struction of sebaceous glands.

Complications of smallpox include fluid and electrolyte
disturbances, extensive skin loss that resembles burns, bron-
chitis and pneumonitis, blindness from infection of the eye,
arthritis, and encephalitis.

Diagnosis

A suspected case of smallpox is a public health emergency.
Local and state health authorities, the hospital epidemiolo-
gist, and other members of a hospital response team for bio-
logical emergencies should be notified immediately.

The differential diagnosis of smallpox includes other
illnesses that can cause fever and a rash. Severe varicella
(chickenpox) is the disease most likely to be confused with
smallpox. However, familiarity with the clinical features of
the two diseases, particularly the rash, should help differen-
tiate them. Additional information that may be useful in dif-
ferentiating smallpox from chickenpox includes a history of
exposure to persons with chickenpox, a personal history of
chickenpox, a history of vaccination against varicella or
smallpox, and the clinical course of illness.

Infection Control and Postexposure Isolation

In the event of a limited outbreak, patients should be admit-
ted to the hospital and confined to rooms that are under
negative atmospheric pressure and equipped with high-
efficiency particulate air (HEPA) filtration. Standard, con-
tact, and airborne precautions, including use of gloves,
gowns, and masks, should be strictly observed. Unvaccinated
personnel caring for patients suspected of having smallpox
should wear fit-tested N95 or higher quality respirators.
Patients should wear a surgical mask and be wrapped in
a gown or sheet to cover the rash when they are not in a
negative-airflow room. All laundry and waste should be
placed in biohazard bags and autoclaved before being laun-
dered or incinerated. Surfaces that may be contaminated
with smallpox virus can be decontaminated with disinfec-
tants that are used for standard hospital infection control,
such as hypochlorite and quaternary ammonia.

Anthrax

Anthrax is a disease caused by the spore-forming bacterium
Bacillus anthracis. The organism is found worldwide in soil.
Animals become infected through grazing in contaminated
areas. Under natural conditions, humans contract the disease

after close contact with infected animals or contaminated
animal products such as hides, wool, or meat. On exposure
to tissues or blood of an animal or an infected human, the
spores germinate.

Classification and Epidemiology

Anthrax occurs in three clinical forms in humans: inhala-
tional, cutaneous, and gastrointestinal. In a biological attack,
aerosol exposure to anthrax spores would be most likely.
Before 2001, exposure to powdered anthrax spores in an
envelope or package was not thought to be an efficient
means of causing inhalational disease. However, exposure to
anthrax spores sent through the U.S. mail in the 2001
anthrax attack resulted in cases of inhalational anthrax and
cutaneous disease.

Cutaneous anthrax is the most likely way to develop
anthrax. It results from inoculation of spores subcutaneously
through a cut or abrasion. Gastrointestinal and oropharyn-
geal anthrax occur in rural parts of the world where anthrax
is endemic. They result from ingestion of meat contami-
nated with spores.

Inhalational Anthrax

CLINICAL PRESENTATION AND DIAGNOSIS. Clinical
symptoms develop rapidly after germination of anthrax
spores. The incubation period for inhalational disease is
most commonly reported as 1 to 6 days but may be pro-
longed by antibiotic administration.

Inhalational anthrax has been described as a two-stage
disease. The initial stage is a nonspecific, flulike illness last-
ing from several hours to a few days. The early clinical
presentation includes some combination of fever, myalgia,
headache, cough, mild chest discomfort, weakness, abdom-
inal pain, and chest pain. Profound malaise, fever, and
drenching sweats are prominent symptoms, and nausea and
vomiting are frequent. Classically, the initial stage is fol-
lowed 1 to 3 days later, sometimes after brief improvement,
by the rapidly progressive second stage, characterized by
fever, dyspnea, diaphoresis, cyanosis, and shock.

There is no rapid screening test to diagnose inhala-
tional anthrax in its early stages. In persons with a compati-
ble clinical illness for whom there is a heightened suspicion
of anthrax based on clinical and epidemiological data, the
appropriate initial diagnostic tests are a chest x-ray or chest
computed tomographic (CT) scan, or both, and culture and
smear of peripheral blood. Pleural fluid and cerebrospinal
fluid, as well as biopsy specimens taken from the pleura and
lung, are also potentially useful for culture and other testing
when disease is present in these sites, whereas sputum cul-
ture and Gram stain are unlikely to be useful.

THERAPEUTIC INTERVENTION. Early intravenous
antibiotic treatment may improve survival in inhalational
anthrax. Aggressive supportive care, including attention
to fluid, electrolyte, and acid-base disturbances and drai-
nage of pleural effusions, also play an important role in
treatment. At present, intravenous ciprofloxacin or doxy-
cycline plus one or two additional antimicrobials are rec-
ommended.
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Cutaneous Anthrax

After an incubation period of approximately 7 days (range 1
to 12 days), the primary lesion of cutaneous anthrax appears
as a nondescript, painless, pruritic papule, usually on an
exposed area such as the face, head, neck, or upper extrem-
ity. The papule enlarges and develops a central vesicle or
bulla with surrounding brawny, nonpitting edema. The cen-
tral vesicle enlarges and ulcerates over 1 to 2 days, becom-
ing hemorrhagic, depressed, and necrotic and leading to a
central black eschar. Satellite vesicles may be present. The
eschar dries and falls off over the next 1 to 2 weeks. Tender
regional lymphadenopathy, fever, chills, and fatigue may
occur. Systemic disease has been reported to have a mortal-
ity of 20% if untreated.

INFECTION CONTROL. Person-to-person transmission
of anthrax is not known to occur. Patients may be hospi-
talized in a standard hospital room with standard barrier
isolation precautions. No treatment is necessary for contacts
of cases.

Plague

Plague is caused by the gram-negative coccobacillus
Yersinia pestis. Under natural conditions, plague is transmit-
ted to humans by the bite of an infectious flea and, less fre-
quently, by direct contact with infectious body fluids or
tissues of an infected animal or by inhaling infectious
droplets. Plague has a long history of use and development
as a biological weapon. After a biological attack, primary
pneumonic plague would be most likely.

Clinical Presentation

Plague is a severe febrile illness. Pneumonic plague, the
most fatal form of the infection, can develop from inhalation
of plague bacilli (primary pneumonic plague).

The incubation period for pneumonic plague is typi-
cally 2 to 4 days (range 1 to 6 days). Presenting symptoms
typically include the acute onset of malaise, high fever,
chills, headache, chest discomfort, dyspnea, and cough con-
comitant with or followed rapidly by clinical sepsis.
Hemoptysis is a classic sign that should suggest plague in the
appropriate clinical context, but sputum may be watery or
purulent. Gastrointestinal symptoms may be prominent with
pneumonic plague; these include nausea, vomiting, diarrhea,
and abdominal pain. A cervical bubo is infrequently present.
The disease is rapidly progressive, with increasing dyspnea,
stridor, and cyanosis. Rapidly progressive respiratory failure
and sepsis within 2 to 4 days of onset of illness is typical of
pneumonic plague.

Diagnosis

During a confirmed outbreak of pneumonic plague after a
biological attack, a presumptive diagnosis can be made on
the basis of symptoms, especially if there is a high index of
suspicion. However, other causes of severe pneumonia or
rapidly progressive respiratory infection with or without
sepsis should be considered.

Laboratory findings are consistent with the systemic
inflammatory response syndrome. The leukocyte count is
elevated and the differential shows a neutrophil predomi-
nance, including immature forms. Platelets may be normal
or low. Coagulation abnormalities include prolongation of
the international normalized ratio (INR), prothrombin time
(PT), and partial thromboplastin time (PTT). Elevated liver
function tests and abnormal renal function tests are seen
with systemic disease.

Therapeutic Intervention
When plague is suspected, antibiotic treatment should begin
before laboratory confirmation of the diagnosis.

Botulism

Botulism is a paralytic illness caused by a potent neuro-
toxin produced by Clostridium botulinum, an anaerobic,
spore-forming bacterium. Natural forms of the disease are
foodborne botulism, wound botulism, and infant botulism.
Foodborne botulism results from ingestion of improperly
processed foodstuffs containing preformed toxin produced
by C. botulinum. Wound botulism results from production of
botulinum toxin by C. botulinum organisms that contami-
nate wounds. Infant botulism results from the colonization
of the intestinal tract of infants after ingestion of spores.
Botulinum toxin has been developed as a biological weapon.
An aerosol attack is considered the most likely use of botu-
linum toxin for bioterrorism.

Botulinum toxin is the most potent lethal toxin known.
The estimated toxic dose of type A botulinum toxin is 0.001
ng/kg of body weight. Botulinum toxin acts to block neuro-
transmission by binding to the presynaptic nerve terminal at
the neuromuscular junction and preventing the release of
acetylcholine, resulting in skeletal muscle weakness. The
toxin is colorless, odorless, and presumably tasteless.

Clinical Presentation

The incubation period for foodborne botulism is 2 hours to
8 days; the typical incubation period is 12 to 72 hours. The
incubation period for inhalational botulism is not estab-
lished. The neurological features of botulism are similar.
Although initial symptoms in foodborne botulism may in-
clude nausea, vomiting, abdominal cramps, and diarrhea,
these symptoms are thought to result from other bacterial
metabolites in contaminated food and may not occur in
inhalational botulism.

The so-called classic triad of botulism summarizes the
clinical presentation: an afebrile patient, symmetrical de-
scending flaccid paralysis with prominent bulbar palsies,
and a clear mentation. Patients typically present with diffi-
culty seeing, speaking, or swallowing. Clinical hallmarks
include ptosis, blurred vision, and the so-called four Ds:
diplopia, dysarthria, dysphonia, and dysphagia.

Anticholinergic symptoms are common, including dry
mouth, ileus, constipation, nausea and vomiting, urinary
retention, and mydriasis. Other symptoms include dizziness
and sore throat. Sensory findings are not present, with the
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exception of circumoral and peripheral paresthesias second-
ary to hyperventilation resulting from anxiety. Botulinum
toxin does not cross the blood-brain barrier. Cranial nerve
dysfunction and facial nerve weakness may make communi-
cation difficult; these symptoms may be mistaken for
lethargy and signs of central nervous system involvement.

Diagnosis

Initiation of treatment with botulinum antitoxin should be
based on the clinical diagnosis and should not await labora-
tory confirmation. For potential foodborne botulism, sam-
ples of stool, gastric aspirate, emesis, and suspect foods
should also be submitted.

The possibility of a bioterrorist attack should be con-
sidered in any outbreak of botulism. A bioterrorist attack
should especially be considered when a cluster of cases
occurs, when an outbreak has a common geographical loca-
tion but there is no common dietary exposure (suggestive of
possible aerosol exposure), when there is an outbreak of an
unusual botulinum toxin type, or when multiple simultane-
ous outbreaks occur. A careful dietary and travel history
must be taken to help identify the source. Patients should be
asked if they know of others with similar symptoms.

Therapeutic Intervention

The mainstay of treatment for botulism is supportive care,
including intensive care, mechanical ventilation, and par-
enteral nutrition. Morbidity and mortality are usually from
pulmonary aspiration secondary to loss of the gag reflex and

# ¥ 1
REVIEW QUESTIONS

Multiple response item. Select all that apply.

1. Which of the following assessments would the nurse
include in a primary survey of a multisystem trauma
victim?

a. Chronic disability

Breathing

. Circulation

. Airway

. Vital signs

oo o

2. The nurse is caring for a trauma patient who is hemor-
rhaging from a puncture wound. Which of the following
interventions would the nurse use first to control the
arterial bleeding?

a. Pressure at site

b. Application of a tourniquet
c. Pressure point massage

d. Pressure dressing

3. Which of the following symptoms would alert the nurse
to the potential for inhalation injury for a patient who
was in a house fire?

a. Peripheral edema
b. Singed nasal hairs
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dysphagia leading to inability to control secretions, respira-
tory failure secondary to inadequate tidal volume from
diaphragmatic and accessory respiratory muscle paralysis,
and airway obstruction from pharyngeal and upper airway
muscle paralysis. Careful and frequent monitoring of the gag
and cough reflexes, swallowing, oxygen saturation, vital
capacity, and inspiratory force are critical. Airway intubation
is indicated for inability to control secretions and impending
respiratory failure. Secondary infections are common and
should be sought in patients who develop fever.

Trivalent (ABE) equine antitoxin is available from the
CDC through state and local health departments and should
be administered as soon as possible after clinical diagnosis.
Antitoxin can prevent progression of disease caused by sub-
sequent binding of toxin but does not reverse the effects of
already bound toxin. For this reason, antitoxin is not useful
if the patient is no longer showing progression of disease or
is improving from maximum paralysis.

Transmissibility and Infection Control

Botulism is not transmitted from person to person. Botu-
linum toxin does not penetrate intact skin. Standard infec-
tion-control precautions are adequate. Clothes of persons
exposed to an aerosol release of botulinum toxin should
be removed and washed. Exposed persons should shower
with soap and hot water. Exposed environmental surfaces
can be decontaminated with 0.1% hypochlorite bleach
solution.

-

c. Jugular vein distention
d. Increased capillary refill time

4. Which of the following actions should be taken first for
a patient who is found with hyperthermia?
a. Undress patient
b. Use tepid water as a mist spray
¢. Remove patient from the hot environment.
d. Place patient in continual breeze from electric fans

5. A patient who has ingested a poison is to be given acti-
vated charcoal with sorbitol by a nasogastric tube.
Which of the following does the nurse understand is the
purpose for the activated charcoal with sorbitol?

a. To absorb and expel toxins rapidly through the intes-
tinal tract

b. To flush and withdraw the poisonous agent from the
stomach

c. To induce vomiting

d. To coat the esophagus

6. When interacting with a psychotic patient, which of the
following interventions is helpful to gain the patient’s
trust?
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a. Play along

b. Make promises

c. Avoid eye contact
d. Show respect

7. Which of the following patients should be treated first

in a disaster situation?

a. 10 year old with a closed fractured leg that is
painful

b. 32 year old with slight bleeding hand laceration

c. 45 year old with open head injury, no pulse or
respirations

d. 62 year old reporting chest pain and shortness of
breath

8. Which one of the following is an immediate threat to
life during acute anaphylaxis?
a. Hypotension
b. Generalized itching
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c. Airway obstruction
d. Tachycardia

The nurse is assessing a patient who is hypov-
olemic. Which of the following signs and symptoms
indicate that the patient is experiencing profound
shock?

a. Sacral edema

b. Jugular vein distention

c. Decreasing blood pressure

d. Palpable, bounding pulse

The nurse is to give penicillin G 500,000 units
IM. The nurse has a 10-mL vial labeled penicillin
400,000 units/mL. How many mililiters should the
nurse give?

mL
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SUGGESTED ANSWERS TO

CRITICAL THINKING

u Mr. Smith

1. The airway is the first priority because edema from
inhalation burns can occlude the airway.

2. You know that Mr. Smith is at risk for respiratory
burns because of the soot near his mouth and nose.
He should be closely monitored. Assessment should
include respiratory rate and pattern and the patient’s
ability to speak without a hoarse voice. Abnormal
breathing sounds such as wheezing indicate partial
upper airway occlusion.

3. The vital signs are within normal limits.

4. Deep partial-thickness burns should be covered with

dry dressings. Because the skin can no longer protect
the patient, wet dressings provide a medium for bac-
terial invasion. Wet dressings can also cause a de-
crease in body temperature because the skin can no
longer maintain thermoregulation.

5. Jewelry should always be immediately removed

before edema formation begins.

6. Mr. Smith was involved in an explosive incident and

thrown 50 feet. He could have sustained fractures of
the pelvis or back. He also may have internal organ
injuries from blunt trauma.
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HEALTH,WELLNESS,
| AND ILLNESS

Health is much more than just the absence of disease. Have
you ever known someone with what appears to be a small
health problem who considers himself unwell or disabled, or
a person with major health problems who sees himself as
well? Many things play a role in a person’s perception of
health. One is the ability to function or perform desired or
necessary tasks such as activities of daily living (ADL).
Another is the ability to fulfill one’s social roles such as stu-
dent, parent, worker, and so on. The quality of one’s life is
another component of health. A person’s ability to adapt to
changes in physical, psychological, social, and spiritual
aspects of life needs to be considered when planning health
care. Wellness is a term that is used to describe a progression
toward a higher level of functioning. Even though a person
has a disabling illness, he or she can still be seen as achiev-
ing a high level of wellness.

NURSING CARE TIP

To foster understanding of how an ill patient,
especially an older patient, was once healthy and
active, ask family members to bring in photos
showing the patient at various ages or engaged
in favorite activities. Displaying these photos in
the patient’s room or on a hallway bulletin board
allows caregivers to see the patient in times not
associated with illness.

The concept of illness is one of imbalance or dishar-
mony with the environment, resulting from a problem that
causes one to be sick. Physical causes of illness are more
easily recognized, such as exercise that induces an asthma
attack in an asthmatic person or a fall that causes a broken
bone. Illness can also result from a psychological, sociolog-
ical, cultural, or spiritual imbalance. After the loss of a
spouse, one may experience loneliness and depression and a
loss of balance in the social and psychological aspects of
life. A hospitalization may increase disharmony if cultural
beliefs and practices are not understood or upheld by health-
care providers. A person faced with a terminal diagnosis
may lose hope and direction in life, causing anxiety and
despair. So rather than being exclusive concepts, health and
illness are dynamic and ever-changing states of being. A
health crisis such as a myocardial infarction (MI) over-
whelms a patient’s ability to maintain a normal level of well-
ness. Two months after the MI, however, this patient could
be enjoying a higher level of wellness than before the MI if
he or she has lost weight, is walking daily, and is eating a
nutritious low-fat diet.

THE NURSE’S ROLE IN
SUPPORTING AND
| PROMOTING WELLNESS

The goal of nursing care can best be defined as helping
patients achieve their highest possible level of wellness.
To do this, consider the patient’s strengths, assets, and re-
sources, as well as weaknesses, liabilities, and disabilities.
Encourage the patient to take a personal inventory and rec-
ognize what is required to attain wellness. Working together,
the patient, family, and members of the health-care team set
wellness goals and develop a plan of action that will help
meet those goals. The plan of care focuses on the following
six main areas:

* Mobilizing resources

* Providing a safe and adaptable environment

 Assisting the patient to learn about his or her health

problem and treatment

 Performing and teaching the patient to perform
health-care procedures
Anticipating problems and recognizing potential
crises
Evaluating the plan and progress toward the goals
with the patient and family

The emphasis of care is changing from acute hospital
care to preventive community-based care. Nurses assume a
variety of roles in promoting the health of their patients such
as advocate, consultant, caregiver, and educator.

| DEVELOPMENTAL STAGES

Understanding the developmental stage of the patient can
help the nurse accurately assess health and health practices.
The developmental stages of life focus on the balance a per-
son must achieve for high-level wellness within that stage.
Across the life span at various ages and stages of life there
are potential threats to health. Risk factors are related to
growth and development, physical attributes, family, behav-
ior, social interactions, environment, lifestyle choices, and
ethnic background.

Erik Erikson described eight stages in the psychosocial
development of the person. These stages illustrate the acqui-
sition of a sense of trust in self and others and a sense of
personal worth. Each stage must be completed before
accomplishing the next. The first five stages describe the
development of the child and adolescent.!? Developmental
stages for the young adult, middle-aged adult, and older
adult are discussed here.

The Young Adult

Developing intimacy versus isolation is the sixth psycholog-
ical development task. The young adult’s task is to develop
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relationships with a spouse, family, or friends that are warm,
affectionate, and developed through fondness, understand-
ing, caring, or love. When this stage is not successfully
resolved, the individual often experiences isolation from
others. This stage encompasses ages 18 to 45. Physically,
growth is usually completed by age 20. Socially, young
adults begin to move away from their parents to develop
their own families. The young adult begins to attempt to
develop a place in society through school, work, and social
activities. This is the stage in which intimacy or closeness
develops with partners and friends. The decision to marry,
have children, or have a pet is demonstration of the person’s
striving for intimacy. Challenges to intimacy are tasks that
must be overcome in this stage. Within a marriage, commu-
nication, financial issues, and the needs of children must be
successfully met to maintain the marriage. Melding one’s
traditions and customs with the traditions and customs of a
spouse, family, or friends is a major responsibility, as is the
passing on of culture to children. Values and beliefs, which
arise from an individual’s culture or conscience, serve as
guidelines for behavior.

Common Health Concerns
The lifestyle choices of young adults may place their health
at risk. Health promotion for this age group is mainly
focused on preventing or limiting possible risk factors.
Preventive measures that should be taught at this stage
include monthly breast self-examination (BSE) for women
and testicular self-examination (TSE) for men. Young adults
need to understand the importance of diet and exercise in
maintaining health. They are also in the position of teach-
ing these lifelong habits to their children. Positive health
practices in young adulthood help prevent long-term com-
plications. Maintaining an aerobic exercise program and fol-
lowing a diet that is low in fat help keep weight down and
avoid obesity, as well as promoting cardiovascular health.
Blood cholesterol should be kept below 200 mg/dL. Avoid-
ing sun exposure and using sunscreen are important to avoid
sunburn and permanent sun damage to the skin. Years of sun
exposure may cause skin cancer. Tobacco use started in the
teen years is often carried on throughout young adulthood
and is linked to chronic bronchitis, emphysema, and oral,
throat, and lung cancer in later life.

In the early part of young adulthood, the individual is
in the workforce or is preparing for the work world with a
college or vocational education. Being a novice in the work
world and accepting new independence, freedom, and
responsibilities can introduce stressors into the young
adult’s life. Unfortunately, overeating, alcohol use, drug use,
cigarette smoking, and family violence are all negative
lifestyle choices and poor coping mechanisms for stress.
Young adults need to be aware of their individual stressors
and be encouraged to develop positive coping mechanisms
for stress. Exercise, support groups, music, and meditation
are just a few positive ways to cope with stress.

Although marriage commonly occurs within this age
group, this group also has the highest rate of divorce. Trying

to make a marriage work is a hard task. The blending of two
people into a couple requires a lot of creative communica-
tion and loving care. When stressors overwhelm the couple’s
coping mechanisms or coping strategy, the marriage rela-
tionship is in trouble. Sometimes because of the high rate of
divorce many couples choose to live together without being
married. However, the avoidance of making a commitment
may set these relationships up for failure.

If young adults are sexually active with multiple part-
ners, they are at risk for sexually transmitted diseases. Safer
sex guidelines and information on birth control should be
available for the young adult.

Pregnancy is a common health occurrence for women
in this age group. Because research indicates that a mother’s
health practices directly affect the health of the developing
fetus, nutrition, drug and alcohol use, physical health, and
effective stress coping mechanisms are lifestyle issues that
need to be discussed with every pregnant woman. Prenatal
care should be encouraged and readily available to pregnant
women.

CRITICAL THINKING

Mrs. Michaels

B Mrs. Michaels, age 25, and her husband are trying to
start a family. She visits her physician, who confirms
that she is pregnant. Which information and health
practices should Mrs. Michaels and her husband be
instructed in during a prenatal health examination?

Suggested answers at end of chapter.

The Middle-Aged Adult

People ages 45 to 65 are considered to be in the middle adult
years. The psychological developmental task of this age
group is developing generativity versus self-absorption. Gen-
erativity includes a sense of productivity and creativity, and
is demonstrated by a concern and support for others, along
with a vision for future generations. Unresolved conflict
could be seen as preoccupation with personal needs or self-
absorption. Physically, middle-aged adults start to notice
signs of decreased endurance and intolerance for physical
exercise if they have not maintained healthy lifestyle choices.
Socially, their children are adolescents or young adults who
require extra attention and assistance with entering adult-
hood and launching their own careers and families. The term
“empty nest” has been used to describe the middle-aged
couple after the children have left the home. This period is
often complicated by the challenging demands of caring for
aging parents. Middle-aged adults also look over their lives
and assess accomplishments versus unrealized goals. Midlife
crisis may occur as this self-inspection leads to a desire to
change work, social, or family situations to try to meet unre-
alized goals. Planning for retirement by developing mean-
ingful pastimes and interests outside of work and preparing
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for financial security is another important task during this
period.

Common Health Concerns

Adverse health choices, such as smoking, use of alcohol,
drug use, sedentary lifestyle, diet high in saturated fat, and
overeating, often have serious consequences for middle
adulthood. Hypertension and heart disease are major health
concerns, as are chronic bronchitis, emphysema, and lung
cancer. Cardiovascular disease and cancer cause most of the
deaths in this age group. However, middle adulthood is not
too late to begin lifestyle changes that positively affect
health. Replacing high-risk habits with lifestyle choices
such as regular exercise, healthful eating, weight reduction,
and positive stress-coping mechanisms are positive changes.
The need for immunizations continue into adulthood. Adults
at high risk for hepatitis B (health-care workers, hemophili-
acs, people on hemodialysis, intravenous drug users, and
foreign travelers) should be vaccinated for hepatitis B if it
was not done during childhood. Helping adults recognize
the benefits of these lifestyle choices and empowering them
to change is the major challenge for health-care profession-
als for this age group.

CRITICAL THINKING

Mr. Paul

m Fifty-four-year-old Mr. Paul calls the doctor’s office
for the fourth time this month complaining of severe
indigestion and requesting a medication that will work
to fix it. He has refused to have an x-ray examination or
other diagnostic tests because he “can’t fit them into”
his “busy schedule.” Mr. Paul has his own insurance
business. His wife quit her job to monitor the activities
of their 13-year-old son, who was not going to school
every day. The couple’s twin daughters are both in col-
lege out of state.
1. What might be causing Mr. Paul to be experiencing
health problems?
2. What is affecting the developmental tasks Mr. Paul
needs to perform?

Suggested answers at end of chapter.

The Older Adult

Ageism is a term that describes stereotypical misconceptions
about older adults in society. Although they are the most
diverse age group, common misconceptions about old peo-
ple include that they are senile, cranky, disabled, and in
nursing homes. More positive attitudes about aging are
developing, in part owing to the growing number of older
adults. Advances in living conditions and health care have
allowed more people to reach old age. People are living pro-
ductive, fulfilling lives into their 80s, 90s, and even 100s.
Many of these older adults are likely to be found working in
their gardens, exercising, or socializing (Fig. 13.1).

FIGURE 13.1 Socialization helps older adults maintain integrity.

The developmental goal for people age 65 or older is
integrity versus despair. In this stage, the older adult looks
back and evaluates what has been done with his or her life.
Integrity refers to accepting responsibility for one’s life so
far and reflecting on it in a positive way. Reaching this stage
is a sign of maturity, while failing to reach this stage is an
indication of unsuccessful completion of prior stages, result-
ing in feelings of despair that life has been lived in vain, and
a fear of death. Reminiscence is one way for the nurse to
assist the older adult to pass through this stage.

Aging is associated with role changes and transitions.
Some roles, such as employee, son, or daughter, are lost
because of death or illness, causing sadness or depression.
Other roles may arise, such as widow, volunteer, or grand-
parent. With retirement, household management roles may
need to change. If an older adult becomes ill and dependent
and needs to be cared for by an adult child, there can be a
reversal of the parent-child role.

Health state, environment, relationships, and lifestyle
choices influence the diversity found in this group. Physical
health is often a concern for older adults. Chronic health
problems that require medication and treatment often also
require lifestyle changes or adaptations.

Coping with loss is a major challenge for older adults.
Life events such as retirement, illness, or death of a spouse
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and changes such as decreased physical ability are losses
facing older adults. The older adult’s ability to cope with
these stressors is essential for maintaining a sense of control.
Coping with aging is also influenced by the individual’s cul-
tural beliefs. Cultural viewpoints on the social role and value
of aged members affect the health of older adults. Some-
times the greatest loss for older adults is their lack of con-
nection with the world and a lack of being part of a greater
purpose. However, being alone is not the same as being
lonely. For most older adults, being by oneself for a time
allows for reflection to better understand one’s situation.
Older adults who feel unwanted or unloved are more likely
to develop anxiety, depression, and failure to thrive.

Common Health Concerns

The focus of care for the older adult is on assisting them to
meet their physical, psychological, cultural, sociological,
and spiritual needs. Encouraging the use of community serv-
ices for seniors and promoting self-care are important. Most
older adults continue to live in their own homes or apart-
ments, but impairment in mobility and the ability to carry
out instrumental activities of daily living (IADL), such as
shopping for groceries, preparing meals, and cleaning and
maintaining a home, threaten their independence. Having to
ask or pay others to perform tasks that they formerly were
able to do themselves is seen as a significant loss by many
older adults. Adding the loss of a spouse, the death of
friends, or the lack of social contacts may further isolate an
older person, leading to depression and hopelessness. The
accumulation of losses can overwhelm an older adult’s
resources and coping mechanisms and is related to a high
rate of suicide, especially for older men. Suicide is the ulti-
mate expression of hopelessness.

Older adults need to be encouraged to remain active
and to continue to pursue interests. Most communities have
transportation services such as buses and vans that operate
to meet the needs of older adults. Senior centers offer
diverse programs and services to older adults. Some senior
groups are focused on community service; others mainly
plan trips or sponsor activities such as dances or bowling
leagues. Older adults also have opportunities to continue to
work in areas of interest as volunteers. Schools, hospitals,
nursing facilities, parks, museums, zoos, community the-
aters, and youth groups all welcome older adult volunteers.
Colleges and universities offer discounted tuition for senior
citizens, and there are elder hostel programs across the
country, which are programs especially designed for older
adults. Elder hostels offer a variety of programs such as pho-
tography, Civil War history, nature survival, bird watching,
and painting.

Chronic diseases can limit an older person’s ability to
be independent in self-care and activities of daily living.
Hypertension is common, as are heart disease and strokes in
this age group. Managing blood pressure, losing weight, eat-
ing a low-fat diet, smoking cessation, enhancing effective
stress-coping strategies, and exercising regularly decrease
the potential for cardiovascular disease.

One of the most difficult tasks for the nurse in dealing
with the older adult is to distinguish normal age-related
changes from pathological changes. Changes in mobility
and chronic pain may limit an older person’s activity and
impede an active lifestyle. Falls are a serious concern
for older adults, resulting in decreased independence and
death. Osteoporosis is a bone disease, common among post-
menopausal women and men over 80 years of age, causing
bone weakness and fracture risk. Falls and accidents can be
prevented by in-home safety assessments and altering the
home environment to ensure the safety of the older adult.
Bathrooms should be equipped with grab bars and nonskid
mats. Bath chairs or benches make getting into a bath or
shower safer. Removing clutter, throw rugs, small furniture,
and electrical cords decreases the risk of falls.

Hearing and vision losses can affect the physical and
psychological health of the older adult. Good sensory func-
tion is necessary to protect the individual from accidents,
social isolation, and limitations in self-care. One of the most
dramatic losses for many older adults is not being able to
safely drive a car. This is usually associated with a loss of
independence. Sensory impairments can further isolate the
patient. Impaired vision can be caused by decreased periph-
eral vision, macular degeneration, cataracts, or glaucoma.
Many older adults continue to drive during the day but not
at night because of night vision problems. Decreased hear-
ing is also common in older adults. Loss of high-pitch dis-
crimination and reduced ability to filter background noises
cause older adults to hear the background noise more clearly
than a one-to-one conversation when in a crowded room.
Social stigmas related to memory changes such as forgetful-
ness, dementia, and senility are a serious worry for many
older adults. They often confuse depression with senility
and attempt to hide their symptoms rather than seek
treatment.

| CHRONIC ILLNESS

A major challenge facing health-care providers is the man-
agement and prevention of chronic illness. Chronic illness
is defined as an illness that is long-lasting or that recurs.
Chronic illnesses usually interfere with the patient’s ability
to perform activities of daily living. Chronic illness is never
completely cured or prevented. The human body wears out
unevenly. The amount of disability depends not only on the
kind of condition and its severity but also on the implica-
tions they hold for the person. The degree of disability and
altered lifestyle relate as much to the persons perception of
the disease as to the disease itself. For example, both John F.
Kennedy and Franklin D. Roosevelt would have been eligi-
ble for 100% disability because of their chronic illnesses,
but both managed to serve as presidents. Long-term effects
of treatments like radiation therapy become chronic diseases
in themselves. Radiation for a tumor can leave the person
with persistent diarrhea that may cause the person to be mal-
nourished and exhausted.
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CRITICAL THINKING

Mrs. Riccardi

B Mrs. Riccardi, age 87, lives alone in her small apart-
ment. Her daughter and son are both retired and live in
the same community. Mrs. Riccardi had a dizzy spell,
so her daughter brought her to the hospital emergency
department (ED). Upon admission, Mrs. Riccardi’s
blood pressure was 208/128 and she had blurred vision
in the left eye that resolved after 1 hour in the ED. She
was diagnosed with hypertension, which had possibly
contributed to a small stroke or transient ischemic
attack (TTA). Mrs. Riccardi was started on metoprolol
(Lopressor) 100 mg daily. She was discharged to her
home with instructions to limit salt in her diet and to
begin an exercise program. The plan of care addressed
safety issues.
1. Why might Mrs. Riccardi be at increased risk of
falling?
2. What nursing interventions would help promote
Mrs. Riccardi’s independence and safety?
3. The nurse is to give metoprolol 100 mg. Fifty-
milligram tablets are available. How many tablets
should the nurse give?

Suggested answers at end of chapter.

When caring for those with chronic illness, the goal of
nursing care is to maintain and improve the patient’s quality
of life. A chronic illness also affects the patient’s family’s
quality of life. Therefore, when planning patient care con-
sider the family’s needs for adapting to the patient’s chronic
illness.

Fostering hope is an important intervention that should
be a primary foundation of care planning for the chronically
ill. A chronic illness may appear to be a hopeless situation if
no cure is possible. If recovery from an illness is not possi-
ble, it might be thought that nothing can be done for the
patient. However, whenever there is life, there is potential
for growth in areas such as developmental tasks, health pro-
motion, knowledge, or spirit. Individuals have developmen-
tal tasks to perform even as they cope with illness or prepare
for a peaceful death.

Incidence of Chronic lliness

The incidence of chronic illness is rising for several rea-
sons. First, people are living longer, in part because of
better hygiene, nutrition, vaccinations, antibiotic develop-
ment, and exercise. Fewer people are dying from acute dis-
eases. As a result, a larger elderly population is living long
enough to develop many chronic illnesses. Second, medical
advances have resulted in reduced mortality from some
chronic illnesses, so that patients live longer with these
illnesses. Third, today’s technology and modern lifestyles
affect the development of some chronic illnesses. Examples

include a sedentary lifestyle; exposure to air and water pol-
lution, chemicals, and carcinogens; substance abuse; and
stress.

Some of the most common chronic conditions include
chronic sinusitis, arthritis, hypertension, orthopedic dysfunc-
tion, decreased hearing, heart disease, bronchitis, asthma,
and diabetes. Preventive measures can be taught to reduce
the incidence of these conditions.

Types of Chronic llinesses

There are a variety of chronic illnesses resulting from sev-
eral different causes (Box 13.1 Examples of Chronic IlI-
nesses by Causes). These illnesses can have varying degrees
of severity and can affect length of life. A chronic illness can
lead to the development of other illnesses; for example,
hypertension that then causes chronic renal failure. Chronic
illnesses can have onsets at various ages, but with advancing
age, the likelihood of developing a chronic illness increases,
and older adults often have several chronic illnesses at one
time (Box 13.2 Examples of Chronic Illnesses in the Older
Adult).

Gerontological Influence

As people live longer, spouses or older family members are
increasingly being called on to care for a chronically ill fam-
ily member. Children of older adults who themselves are
reaching their 60s are being expected to care for their par-
ents. These older caregivers may also be experiencing a
chronic illness themselves. The family unit is at great risk

Box 13.1

Examples of Chronic llinesses by Causes

Genetic

Cystic fibrosis
Huntington’s disease
Muscular dystrophy
Sickle cell anemia

Congenital

Heart defects

Malabsorption syndromes
Spina bifida

Acquired

Acquired immunodeficiency syndrome (AIDS)
Arthritis

Cancer

Cataracts

Chronic obstructive pulmonary disease
Diabetes

Head or spinal cord injury

Multiple sclerosis

Peripheral vascular disease
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Box 13.2

Examples of Chronic llinesses in the
Older adult

Arthritis

Cataracts

Cerebrovascular accident
Chronic lung disease
Diabetes

Hearing impairments
Heart disease
Hypertension

Peripheral vascular disease
Visual impairments

for ineffective coping or further development of health prob-
lems. Assess all members of the elderly family to ensure that
their health needs are being met.

Older adults are very concerned about becoming
dependent on others. They may become depressed and give
up hope if they feel that they are a burden to others.
Establishing short-term goals or self-care activities that
allow them to participate or have small successes are impor-
tant nursing actions that can increase their self-esteem (Box
13.3 Cultural Considerations).

Barriers to caring for a chronically ill elderly patient
include a lack of information about treatments, medications,
or special diets and being unfamiliar with supportive serv-
ices in the community such as meal programs or respite
care. You should be aware of these and provide this infor-
mation, as well as a resource number for questions.

Effects of Chronic lllness

For the patient to live as normally as possible with a chronic
illness, many adjustments are usually necessary. Lifelong
routines and habits may need to be changed. Daily living
patterns are affected by routines that are established to cope
with the illness. Treatment needs such as going to therapy
sessions, performing peritoneal dialysis exchanges, or mon-
itoring blood sugars can interrupt daily life.

e . Box 13.3
‘ r . .
- Cultural Considerations:

Traditional Appalachians

Traditional Appalachians believe that disability is nat-
ural with aging and is inevitable. This belief discour-
ages the use of rehabilitation as an option. Thus, to
promote rehabilitation efforts among Appalachians,
the nurse may need to stress self-help and a return

to physical function.

Chronic Sorrow

Chronic sorrow is a normal response felt by those affected
by a chronic illness. It is an intermittently occurring sadness
in response to the loss caused by a chronic condition. It can
be felt by the patient or the patient’s significant others. It is
a common feeling among those with chronic illness. The
nursing diagnosis Chronic Sorrow may apply to those expe-
riencing chronic illness. When this sadness occurs, nursing
care should focus on being comforting and supportive.
Providing information and assisting with coping strategies
such as fostering support systems are great interventions to
help those with chronic sorrow.

Spiritual Distress

Patients with chronic illness can experience spiritual distress
when faced with the limitations of their illness. Maintaining
patients’ quality of life includes assisting patients with their
spiritual needs. Religious and spiritual needs are important
to most people whose lives have been disrupted with new
challenges from chronic illness. Patients must be helped to
find meaning in the illness and realistic hope. Interventions
that address spirituality may need to be performed first to
allow success of subsequent nursing care.

Develop a comfortable approach in assessing and meet-
ing patients’ spiritual needs. Several factors may make one
uncomfortable in caring for the patient’s spiritual needs.
These factors include a lack of training, a lack of under-
standing of one’s own spiritual needs and beliefs, and not
recognizing or believing that this is your role. Examine your
own spiritual needs to define a personal spiritual view. By
doing this, you will develop insight into others’ spiritual
needs and resources, as well as gain a greater understanding
of issues surrounding your patients’ spiritual needs.

Many people use spirituality to cope with chronic ill-
ness. It helps give them a sense of wholeness, hope, and
peace during a time filled with uncertainty and anxiety.
Spirituality plays an important role in empowering patients
to handle their condition. It is a source of inner strength that
allows the patient to experience a sense of unity. Hospital
interventions may include use of a meditation room for
quiet reflection or prayer, chaplain visits, or worship serv-
ices. To help meet the patient’s spiritual needs, assist the
patient with transportation to the meditation room or wor-
ship services.

NURSING CARE TIP

Spiritual needs should not be thought of in only
a religious focus. Spirituality is feeling connected
with a higher power. Everyone has epiritual needs
that involve hope, peace, and wholeness. Spiritual
care goes beyond simply asking the patient’s
religion. It is assessing patients’ perceptions of
spirituality and then devising ways to assist
them to meet their spiritual needs.
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Accreditation agencies require the spiritual needs of
patients to be addressed and documented by nurses. Nursing
diagnoses related to spiritual needs include Spiritual
Distress, Risk for Spiritual Distress, and Readiness for
Enhanced Spiritual Well-Being.

Powerlessness

Those with chronic illness may feel powerless because they
are uncertain of their ability to control what may happen to
them (Fig. 13.2). A chronic illness can take an unknown
course in relation to its seriousness and controllability. This
leaves the patient vulnerable to the many phases of a chronic
illness (the diagnosis, the instability phase, an acute illness
or crisis, remissions, and a terminal phase).

Treatments that the patient undergoes can be a new
experience that is painful, frightening, and invasive. If
patients do not understand what is happening, they can feel
overwhelmed and alone. This contributes to a feeling of
powerlessness because the patient cannot control the out-
come. Patients with chronic illness are faced with a lack of
control throughout their illness. It influences the reactions
of the patient to the illness. The nursing diagnoses of
Powerlessness or Risk for Powerlessness may apply to many
chronically ill patients.

COPING. Patients can be helped to feel more in control of
their illness if you remember to include them in their care;

Powerlessness

£

Immobilization:
— inability to solve problems Low self-esteem
— inability to set goals and depression

— inability to take action

N

Hopelessness

.

No relief
in sight q Despair

4

FIGURE 13.2 Powerlessness-hopelessness cycle. (Modified from
Miller, J: Coping with Chronic llness. Overcoming Powerlessness, ed. 3. FA. Davis,
Philadelphia, 2000, p 526.)

listen to their feelings, values, and goals; and explain all
procedures first. Complex medical language should be
avoided when talking with patients to increase their
understanding and feeling of being included in their care
instead of isolated. In addition, coping with a chronic illness
can be aided if the patient develops a positive attitude
toward the illness. This can be accomplished if the patient
gains knowledge, uses a problem-solving approach to
difficulties, and becomes motivated to continue adapting to
the illness and not succumb to a defeatist attitude.

A variety of coping techniques can be useful. Ask the
patient’s perception of the illness and identify coping tech-
niques that the patient has previously used successfully. New
coping resources may need to be added to effectively deal
with the patient-coping tasks that are associated with chronic
illness. Support services in the community should be made
available to the patient and family. To cope effectively, the
patient should become comfortable with the newly defined
person he or she is to become. The nursing diagnoses of
Ineffective Coping, Compromised Family Coping, Disabled
Family Coping, and Readiness for Enhanced Family Coping
may apply to those dealing with chronic illness.

HOPE. Before coping resources can be used, hope must be
established by the patient. False hope is not beneficial and
should be replaced with realistic hope. Providing patients
with accurate knowledge regarding their fears helps do this.
Hope should not be directed toward a cure that may not be
possible but rather at living a quality life with the functional
capacity that the patient has. Over the course of the illness,
hope needs to be maintained for both the patient and family.
Periodically assess if the patient is maintaining hope. Many
studies have shown that patients adapt better when hope is
high.

Many nursing interventions may increase hope. The
use of humor helps patients be lighthearted and hopeful.
Patients should be encouraged to live each moment to the
fullest and experience the joy of being alive. Awakening the
senses to appreciate the environment can bring a feeling of
hope and peace. Simple things, such as the smell of baking
bread, the clean scent of the air after a rain, or the scent of
pine trees, can make one appreciate the beauty of nature and
inspire hope. Family members need to be encouraged to
help foster hope for the patient. By doing this, family mem-
bers may gain hope as well. During times of acute illness,
the patient needs to maintain as much control as possible
and be told that any loss of control related to treatments is
usually temporary. This prevents a continual feeling of loss
of power. The use of music or inspirational reading material
can reduce stress and help the patient find meaning in life.
This in turn fosters hope. Hopeful patients are empowered
and no longer feel powerless. The nursing diagnosis of
hopelessness may apply to the chronically ill.

Sexuality

Chronic illness can affect a patient’s sexuality. Sexuality
includes femininity or masculinity, as well as sexual activ-
ity. Body image changes affect the way patients view them-
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CRITICAL THINKING

Mr. Soloman

B Mr. Soloman, age 88, still lives in his own home with
his wife of 60 years. He is in good health except for poor
vision, which developed slowly over the last 8 years. He
cares for his yard, which is his pride and joy, and grows
prize-winning tomatoes each year. He plays golf three
times a week and walks every day to the neighborhood
grocery store or bank. The employees know him and
cheerfully assist him with his vision limitations.

Mr. Soloman’s wife had always been the home-
maker, whereas he was the family provider. Now his
wife is in the early stages of Alzheimer’s disease, ex-
hibiting confusion, fatigue, and paranoia. She is unable
to perform activities of daily living, so he has willingly
assumed the homemaker and caregiver roles. They
complement each other’s limitations because she can
still see and is helpful to Mr. Soloman when she is not
confused.

Over time, Mr. Soloman’s wife’s health declines and
she must be institutionalized. Mr. Soloman remains in
his home alone. His family is concerned about him
being alone and eventually convinces him to move into
a studio apartment in senior housing. He is very reluc-
tant to leave his home and does not actively participate
in moving and selling his home. Mr. Soloman rarely
leaves his apartment, sleeps 14 hours a day, and eats one
daily meal. He tries to visit his wife by taking the bus
but finds it difficult because of his limited vision, so he
rarely goes to see her. Within a year, Mr. Soloman devel-
ops pneumonia and after a brief illness dies in his sleep.
1. Why do you think Mr. Soloman behaved the way he

did after he moved?

2. What interventions could have been used to
empower Mr. Soloman?

3. Why might Mr. Soloman have developed pneumo-
nia and died?

Suggested answers at end of chapter.

selves and are viewed by others. If patients have a negative
body image perception, they may withdraw and become
depressed. When interacting with patients, be aware of
your facial expressions, nonverbal cues such as appearing
hurried or keeping a distance, use of or lack of touch, and
amount of time spent with the patient. When patients believe
they have lost their femininity or masculinity, their self-
worth decreases. Interventions to enhance sexuality should
be used, such as obtaining a wig from the wig bank for
patients undergoing chemotherapy.

There are many forms of sexual expression. Sexual
intimacy can include touching, hugging, or sharing time
together. Provide patients with the opportunity to discuss
sexuality concerns or questions. Assume a professional and

confidential approach to this topic, which is usually consid-
ered a private matter by patients. Chronically ill patients can
be referred to sex counselors for information on ways to
cope with sexual issues in relation to their illness. Support
groups can also be helpful.

Patients in extended-care facilities should be given pri-
vate time with their significant other, if appropriate. Older
patients need to have their sexuality needs met just as
younger patients do. Because sexuality is a part of a person’s
lifelong identity, ensure that elderly patients’ sexuality is
addressed in their plans of care. Grooming methods can
increase a patient’s self-esteem and sexual identity. Women
may get their hair and nails done; men can be shaved or get
a haircut.

Roles

Chronically ill patients are usually faced with altering their
accustomed roles in life. Common roles that may be affected
for the adult patient include that of being a spouse, grand-
parent, parent, provider, homemaker, or friend. Not only is
the patient faced with dealing with these role alterations, the
family must also adapt to these changes. Family members
may have to take on new roles themselves to compensate for
roles the patient is no longer able to perform. The nursing
diagnosis of ineffective role performance should be included
in the plan of care for the patient and family.

The patient is faced with giving up aspects of old roles
at the same time that new roles related to being chronically
ill need to be assumed. Grieving accompanies the loss of old
roles. If a patient is no longer able to participate in social
events such as being a golf team member or a committee
member, grief work needs to occur to help the patient accept
the loss and maintain dignity. With other roles, only certain
aspects of the role may change. For example, in the parent-
ing role, patients may still be there as support systems for
the child, although they are no longer able to be the disci-
plinarian. Whatever the role loss, the patient needs to be
allowed to grieve the loss. The nursing diagnosis of Grieving
may help in planning care for the patient.

The new roles the patient may have to assume related
to chronic illness include dependency, ongoing health-care
consumer, and self-care agent, and being chronically ill.
Patients need to learn how to cope with these new roles.
They need to gather knowledge and be given understanding
as they become familiar with these roles. For patients used
to being independent before the illness, being dependent on
others to meet activities of daily living can cause a loss in
self-esteem. Navigating the complex health-care and finan-
cial reimbursement systems can be overwhelming.
Transportation needs and waiting times for medical appoint-
ments can be difficult for the patient who must deal with
them on an ongoing basis. Becoming a self-care agent
requires assuming responsibility for meeting one’s own care
needs. Handling chronic illness covers many areas, such as
living with pain, having altered mobility, or complying with
daily treatments. Deficient knowledge is a nursing diagnosis
helpful for fostering learning for these new roles.
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As patients live with chronic illness over time, they be-
come experts on their own illness. However, today’s health-
care system tends to assume control over patients and does
not respect the patient’s own knowledge. Patients who are
not given this respect take charge of caring for themselves by
seeking knowledge and trying complementary healing meth-
ods. Be sensitive to the patient’s knowledge and respect it
because respect increases patients’ self-esteem.

Family and Caregivers

Families are affected by the chronic illness of a family mem-
ber in many ways. Chronic illness care is usually provided
in the home so that families become involved in the man-
agement of the illness (Home Health Hints). Family mem-
bers may have to take on new family roles or assume the
role of caregiver. Decreased socialization, lost income, and
increased medical expenses can increase family stress and
tension. For more information, visit www.caregiver.org or
contact Family Caregiver Alliance, 180 Montogmery St.,
Suite 1100, San Francisco, CA, 94104, (415) 434-3388 or
(800) 445-8106.

Families must learn to cope with the stress of illness
and its often unpredictable course. Most families develop
ways to cope with the patient’s illness the majority of the
time and may become closer as a family unit. Children adapt
better to a parent’s illness when they receive parental sup-
port. Families often deal with the illness on a day-by-day
basis and take a passive approach for most problems to let
them work themselves out. During times of exacerbation or
crisis, however, the family may need coping assistance.

Patients are often concerned about being a burden
to their families. It is important to determine both the fam-
ily’s and the patient’s feelings about the care required by
the patient. The family’s ability to provide this care ade-
quately must also be considered in care planning. If the fam-
ily lacks the desire, skills, or resources to adequately care
for the patient, alternative care options must be explored
such as home health care, adult foster care, or extended-care
facilities.

Patients’ caregivers often have certain ideas about the
care that the patient should receive. This may come into con-
flict with the views of health-care providers. Caregiver input
into the patient’s plan of care should be sought so that every-
one has a clear understanding of goals and expectations for
the patient’s care.

Caregivers commonly experience depression, role
strain, guilt, powerlessness, and grieving related to care-
giving. Be aware of this to detect indications that caregivers
are in need of help in dealing with these feelings. Chronic-
care coaches are resources available to caregivers who can
provide insight, encouragement, and support for caring for
the chronically ill. Nursing diagnoses for caregivers include
risk for caregiver role strain or caregiver role strain.

RESPITE CARE. When caregivers are required to provide
24-hour care for a patient, they can experience burnout,
fatigue, and stress, which, if extreme, in some cases can
lead to patient abuse. Caregivers may not be able to leave

patients alone even briefly because of wandering behaviors,
confusion, or safety issues. They may not ever be able to get
a normal night’s sleep and suffer from sleep deprivation
because of the patient’s wandering or around-the-clock
treatment needs.

Caregivers must be given periodic relief from their
responsibilities of caregiving to reduce the stress of always
having to be responsible. Everyone requires private time for
reflection or pursuing favorite hobbies. Caregivers may need
to get away overnight or for a weekend simply to sleep
soundly and be refreshed.

Respite care is designed to provide caregivers with a
much-needed break from caregiving by providing someone
else to assume the caregiver role. Know your community’s
respite care services to share with caregivers. Unfortunately,
there are often not enough respite care services available to
meet the needs of caregivers. Most respite care is provided
by volunteers who receive training. As the number of chron-
ically ill persons grows, more respite care programs must be
developed to promote the health of the caregiver and in turn
the patient.

CRITICAL THINKING

Mrs. Burden

B Mrs. Burden, age 64, is caring for her husband, who
has Alzheimer’s disease. He exhibits wandering behav-
iors. He gets up at night and in freezing winter weather
is found walking down the street in only his pajamas.
He attempts to cook and burns the pans. He is unable to
express his needs. He disrobes frequently and is incon-
tinent. Mrs. Burden quit her job to care for him. She no
longer goes to lunch weekly with her friends. Her chil-
dren live out of town. She places a chair and tin cans in
front of the home’s doors as an alarm in case her hus-
band tries to open the doors.
1. What indicates that Mrs. Burden is experiencing
stress related to caregiving?
2. What nursing diagnoses should be included in a plan
of care for Mrs. Burden?
3. What nursing interventions would be beneficial for
Mrs. Burden?

Suggested answers at end of chapter.

Finances

Managing a chronic illness can be expensive. Income can be
lost if the patient is unable to work or caregivers are forced
to stay home. Family savings can quickly be wiped out. If
the patient is covered by insurance, it may not cover all
the patient’s expenses or it may have caps on lifetime cover-
age amounts. Expenses may involve medications, medical
equipment or supplies, therapy, acute care, and home care.
Inadequate funds can place a strain on families. This can
lead to the nursing diagnoses of Compromised Family
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Coping, Disabled Family Coping, or Readiness for
Enhanced Family Coping. Nurses may need to refer patients
to a social worker or sources of financial aid to help them
meet their financial needs.

Health Promotion

Health promotion is possible and necessary at all levels of
age or disability. With the increase in the elderly population,
it is essential to understand the role of health promotion for
older adults who have chronic illness. Patients with chronic
illness make daily lifestyle choices that affect their health.
For example, the patient with chronic lung disease who
smokes can make a choice to smoke or to quit smoking.
Patients with degenerative joint disease can choose whether
or not to keep their weight within ideal weight ranges to
reduce wear and tear on their joints. Arthritic persons can
reduce their fatigue levels by pacing their activities and
scheduling daily rest periods.

Those with chronic illness consider health promotion
important, so encourage health-promotion efforts. Patients
need to be assisted to strive toward high-level wellness. This
can be achieved by looking at the patient’s strengths and
weaknesses holistically to develop a plan of care. Determine
the patient’s risk factors to plan methods of promoting
health. Providing patients with knowledge to make informed
decisions empowers them to take control of their lives and
reach for their greatest potential. The nursing diagnosis of
Health-Seeking Behaviors can be used to assist patients in
promoting their health.

Nursing Care

Nursing care is primarily devoted to caring for patients with
chronic illness. Develop an understanding that the wishes of
the patient must be respected even if you do not agree with
them. Patients have the right to establish their own goals in
partnership with the health-care team. Because of the nature
of chronic illness, understand the unique needs of patients
and families experiencing chronic illness. These needs differ
from acute care as far as depth of knowledge needs and the
compounding problems that are usually faced by the patient.

Most chronic illness care occurs in the home and com-
munity rather than the acute care setting. Therefore, family
members and caregivers, even more so than in acute care,
must be assessed and included in the plan of care. As the
numbers of those with chronic illness grow, community sup-
port for the chronically ill and their caregivers needs to
grow. Training programs for caregivers must be available
and offered affordably.

A major focus of nursing care for the chronically ill is
teaching. These patients and their families have tremendous
educational needs if they are to successfully learn to cope

with a long-term illness. The following are primary tasks
that the chronically ill need to perform:

* Be willing and able to carry out the medical regi-
men.

e Understand and control symptoms.

* Prevent and manage crises.

* Reorder time to meet demands caused by the ill-
ness, such as treatments, medication schedules, and
pacing of activities.

* Adjust to changes in the disease over the course of
time, whether positive or negative.

* Prevent social isolation from physical limitations or
an altered body image.

e Compensate for symptoms and limitations in order
to be treated as normally as possible by others.

Explain individualized interventions to deal with these

tasks during teaching sessions. Provide dignity and show
respect to these patients (Box 13.4 Patient Perspective).
Unique approaches are needed to positively assist chroni-
cally ill patients and their families on their long-term journey.

) Box 13.4
e Patient Perspective
Mr. Lyman

To the nurse caring for me:

* Don’t give me a huge glass of water—give me a
small glass and don’t fill it full. Otherwise when I
drink it, it spills all down the front of me.

* Make sure my call light is where I can reach it.

* Make sure my overhead light is working and that I
can reach it.

* Ask how I like my blankets, don’t just do them the
way you do for anyone else.

* Keep a waste basket where I can reach it.

* When you leave my meal tray, make sure I can
reach it. Then when you take it away, don’t leave a
bunch of stuff on my table. There is not much room
on those little tables.

* Try to talk quietly in the hallway, instead of being so
loud.

* Ask if I need anything before you leave the room.

* Be polite!

* Don’t call me sweetie or honey. My name is
Mr. Lyman. If I want you to call me by my first
name, I’11 tell you.

Thank you for preserving my dignity and showing
me respect. [ appreciate it!
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Chapter 13

Home Health Hints

* Home care nurses can strengthen a patient’s self-care
capacity by () saying “Let me assist you" instead of
“Let me do this for you”; (2) being a partner in caring
instead of being a caregiver; (3) empowering the
patient instead of doing it all for him or her

* Using humor can be helpful during a visit, unless the
patient is distraught, anxious, or angry. Comics or
jokes from magazines can be read. Humor can relieve
the patient's and caregiver's stress and humanize the
care that must be performed. Keep in mind, however,
that humor may be irritating if it is taken as down-
playing the seriousness of a situation.

* When patients have the use of only one hand or
arm, provide a sponge for personal grooming instead
of washcloth; it is easier to use and hold.

* Encourage the family of bed-confined patients to pur-
chase an inexpensive portable intercom (such as a
nursery monitor) to give the caregiver freedom to
move about the house and hear the patient if help is
needed.

* The home health nurse has an opportunity to
increase a patient’s self-concept by emphasizing the
patient's existing abilities, joys, and talents. This can be
done by observing the home environment for clues:
photographs, trophies, hobby paraphernalia, flowers,
or homemade items. Each clue observed can be a
springboard to discussing triumphs and losses. It can
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help the nurse understand how the patient copes to
assist in planning care.

Being attentive to any of the patient’s efforts or
accomplishments, such as number of steps taken,
shaving without help, interest in a book or TV show,
or decisions on fixing up the house or cleaning, pro-
vides opportunities to offer support and praise for
accomplishments.

The home health social worker should be informed
of any patient concerns regarding cost of medicines
or equipment. There are many programs to the assist
the chronically ill to obtain resources.

Always carry a pocket mask for cardiopulmonary
resuscitation (CPR).

Encourage discussion regarding advance directives
with the patient and family/caregiver early in the care
process. Decisions regarding resuscitation and the use
of technology to prolong life are more difficult when
the patient is in crisis.

Refer families to community CPR classes as desired.
Families can be empowered and the patient may feel
more secure when families are taught CPR.

Patients and families should be taught that if an
ambulance is called they should turn on an outside
light, open the door, and move furniture to enable the
emergency medical technicians to get to the patient
more easily if possible.

REVIEW QUESTIONS

. The nurse is collecting data regarding a 68-year-old
patient’s developmental stage and finds that the patient
is retired and that the patient’s spouse died 4 months
ago. The nurse identifies the patient as being in which
of the following developmental stages?

a. Generativity versus self-absorption
b. Identity versus role confusion

c. Intimacy versus isolation

d. Integrity versus despair

. The nurse is planning care for a patient with diabetes.
Which of the following effects does the nurse under-
stand is most likely to occur with a chronic illness?

a. Powerfulness

b. Spiritual distress

c. Increased socialization
d. Hopefulness

. A 70-year-old man is the primary caregiver for his wife
who has moderately severe Alzheimer’s disease. He

becomes angry with her for spilling her dinner on the
floor. He later feels guilty and begins to cry. The home
health nurse is developing a plan of care. Which of the
following would be an appropriate nursing diagnosis for
the nurse to include?

a. Caregiver depression

b. Caregiver role strain

c. Ineffective caregiving

d. Risk for caregiving

. A 64-year-old woman comes to clinic for a yearly phys-

ical. She has a history of hypertension and osteoarthri-
tis. In contributing to the plan of care, which of the
following is a priority intervention to promote wellness
in this patient?

a. Teaching her about hypertension and osteoarthritis
b. Instructing her to take her own blood pressure

c. Encouraging socialization

d. Evaluating progress with the patient and family
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Multiple Response Item. Select all that apply.

5. The nurse is providing care for a chronically ill patient.
Which of the following are appropriate nursing inter-
ventions for a chronically ill patient?

Decreasing educational information

Encouraging visits by family members

Including family members in teaching sessions

Setting goals for the patient

Limiting visits from friends

Obtaining patient input on plan of care

, oo o

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mr. Paul

1. Mr. Paul’s physical health is being affected by poor
diet choices, excessive stomach acid secretion or
other gastrointestinal problems, and stress.

2. It is easy to recognize the psychological stress
related to parenting skills when a child is in trouble.
Decreased family income with increased family
expenses (two children in college) can cause finan-
cial strains and more economic pressure on Mr.
Paul’s business. With family problems or health
problems, Mr. Paul may be questioning why things
are happening to him and his family, causing him
spiritual distress.

m Mrs. Michael

Prenatal education information should be offered to
Mrs. Michael and her husband. This education should
include an overview of Mrs. Michael’s health needs,
what to expect during pregnancy, ways Mrs. Michael’s
husband can be supportive, and information on prenatal
classes. Mrs. Michael’s physical examination should
include a vaginal examination, blood pressure, and
blood work. It is important to be aware of any sexually
transmitted diseases that may be transferred to the
developing fetus or during birth. A rubella titer (a test
for immunity to rubella or measles) is important
because of potential birth defects if the mother has
rubella while pregnant. Elevated blood glucose may be
a sign of diabetes, and low red blood cell counts and
low hemoglobin are related to anemia. To prepare a
woman for pregnancy, prenatal vitamins or vitamins
with iron and folic acid (necessary for effective neural
tube development in the first 3 months of pregnancy)
are recommended. Because of the increased workload
of the heart during pregnancy, blood pressure needs to
be closely monitored. A balanced diet, maintaining an
exercise program, and continuing to develop effective
and positive ways to deal with stress are very important
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for pregnant women. In preparation for pregnancy, Mrs.
Michael also needs information on the negative effects
that cigarette smoking, alcohol use, and drug use can
have on the developing fetus.

m Mrs. Riccardi

1. Falls could be caused by environmental problems,
such as throw rugs that may move or cause tripping,
clutter, electrical cords in walking paths, lack of
hand grips in the bathroom, or lack of nonskid mats
in the shower or tub. Poor vision and altered depth
perception can result in missing a stair step or obsta-
cles. Weakness or orthostatic hypotension can cause
an unsteady gait or fall.

2. Itis important for the nurse to instruct the patient and
family about home safety. Mrs. Riccardi may even
benefit by using a cane or a walker if she is unsteady.
Because Mrs. Riccardi lives alone, an emergency
alert system, such as a small transmitter that is worn
around the neck or wrist with a button that can be
activated in emergencies, would be beneficial. When
activated, the transmitter alerts an answering service
to contact designated individuals to check on the
patient. Safety with medications is also an important
consideration. Patients who take medications that
lower blood pressure must be aware of the potential
for orthostatic hypotension. Orthostatic hypotension
is a drop in blood pressure that happens when a per-
son moves from a lying to sitting or sitting to stand-
ing position. It is often accompanied by dizziness or
light-headedness. Some people may even faint, caus-
ing a fall.

3. 2 tablets of 50 mg each.

m Mr. Soloman

1. Mr. Soloman had lost control of his world and felt
powerless. His environment, both home and out-
doors, was shrinking. He had to give up his daily
routines and interactions with others. His purpose in
life was gone when he was no longer caring for his
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wife. He was separated from his loved one. His
visual limitations made his new environment unfa-
miliar and frightening.

. Options to keep him safely in his home could have
been explored with his input. After the move, he
should have been thoroughly oriented to his envi-
ronment. He should have been asked to explain what
he wanted his life to be like as he adapted to this
new developmental stage. Hobbies and interests
should have been continued. Visual support serv-
ices should have been contacted for ideas. Trans-
portation should have been arranged to allow him
to visit his wife. It should have been determined
whether phone calls to his wife were possible.

3. He was depressed and slept from a lack of any inter-

ests. His lungs were at risk for pneumonia because
of his long periods of immobility. He lost hope and
gave up on living, which decreased his ability to
fight the pneumonia.

m Mrs. Burden

1.

Mrs. Burden is at risk for sleep deprivation, fatigue,
stress, and burnout.

Nursing diagnoses include disturbed sleep pattern,
fatigue, social isolation, risk for caregiver role strain,
and deficient knowledge.

Beneficial nursing interventions would include
teaching about Alzheimer’s, a chronic care coach,
respite care referral, alarm devices for wandering,
and stress management techniques.
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KEY TERMS

activities of daily living (ack-TIV-i-tees of DAY-lee
LIV-ing)

arrhythmias (uh-RITH-mee-yahs)

aspiration (ASS-pi-RAY-shun)

cataract (KAT-uh-rackt)

constipation (KON-sti-PAY-shun)

contractures (kon-TRACK-churs)

dementia (dee-MEN-cha)

depression (dee-PRESS-shun)

edema (uh-DEE-muh)

expectorate (eck-SPECK-tuh-RAYT)

extrinsic factors (eks-TRIN-sik FAK-ters)

glaucoma (glaw-KOH-mah)

homeostasis (HOH-mee-oh-STAY-sis)

intrinsic factors (in-TRIN-sik FAK-ters)

macular degeneration (MACK-you-lar dee-JEN-uh-
RAY-shun)

nocturia (nock-TYOO-ree-ah)

optimum level of functioning (OP-teh-mum LEV-
uhl of FUNK-shun-ing)

osteoporosis (AHS-tee-oh-por-OH-sis)

perception (per-SEP-shun)

pressure ulcer (press-sure ULL-sir)

range of motion (RANJE of MOH-shun)

reality orientation (ree-AL-i-tee OR-ee-en-TAY-shun)

sensory deprivation (SEN-suh-ree DEP-ri-VAY-shun)

sensory overload (SEN-suh-ree OH-ver-lohd)

urinary incontinence (YOOR-i-NAR-ee in-KON-
ti-nents)
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Nursing Care of Older

Adult Patients

MARYANNE PIETRANIEC-SHANNON

QUESTIONS TO GUIDE YOUR READING

1. How would you define aging?

2. What are basic physiological changes associated
with advancing age?

3. How would you describe psychological and cogni-
tive changes associated with advancing age?

4. What are nursing implications for the physiological
and psychological changes associated with advanc-
ing age?

5. What nursing practices promote safety for the older
patient?
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| WHAT IS AGING?

Over time it is easy to visually notice changes that occur in
the human body. Both physical structures and body func-
tions undergo changes and declines with advancing age.
Although there is not one commonly accepted definition or
theory to explain these declines, there is an understanding
that aging is a universal and normal process that starts at
conception and continues until death.

Older adults are increasing in number. In 2000, 34.7
million adults were older than age 65 and by 2025 this num-
ber is expected to be 61.9 million.! The fastest growing seg-
ment within this group is of those older than 84 years of age.
Although this group accounted for 4.9 million adults in
2000, this group is expected to grow to 7 million by 2025.
For more population data, visit www.census.gov.

In this chapter, aging is defined as a maturational
process that creates the need for individual adaptation
because of physical and psychological declines that occur
during a lifetime. Even though aging truly begins at concep-
tion, the focus in this chapter is on the maturational process
that is experienced after age 65 (older adult). Those older
than age 84 are usually the frailest. The changes discussed
do not always occur in the sixth decade of life, so chrono-
logical age should not be the basis for determining health
issues. For some people, aging effects go unnoticed in their
daily functioning; for others these effects cause varying
degrees of impairment. Functional age (health, independ-
ence, and functional abilities) should be used as the basis of
individual care needs. It is important to understand that most
older adults function independently in the home and com-
munity. Many are still working. With supportive, educative
care as needed, these people are able to maintain their inde-
pendent abilities. This chapter discusses aging changes and
resulting disabilities that may require more intensive nursing
care than independent, healthy older adults need.

NURSING CARE TIP

Placihg older adults into age categories overlooks
their unique aging experience. The concept of
functional age recoghizes that aging is individual
and promotes individualized nursing assessment
and development of plans of care for the older
adult.

Although aging is universal, it remains a unique expe-
rience for each individual. Factors that contribute to this
process can be grouped into two categories. Intrinsic fac-
tors focus on genetic theories of aging, such as biological
clock theory or programmed aging theory, and some aspects
of physiological theories of aging, such as wear-and-tear
theory or stress adaptation theory. Extrinsic factors focus
on environmental influences, such as pollutants, free radical
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theory, and stress-adaptation theory. Regardless of which
factors have the greatest influence on this process of aging,
perception and attitude also play key roles in how the
changes over time affect the individual. It is through the fil-
ter of perception and attitude that the individual identifies,
defines, and adapts to the changes that occur in structure and
function over time. These factors have implications not only
for older patients but also for their families and the health-
care providers working with them.

| PHYSIOLOGICAL CHANGES

Over time, cells change and do not function as efficiently as
in earlier years (Table 14.1). The physical changes that are
seen when looking at the older patient are slight as com-
pared with the cellular changes that occur. Cellular decline
in structure and function increases in severity and extent
over time. Although the body works hard to maintain home-
ostasis, it is often unable to fully adapt to many of the
declines that result from aging. Cells that die cannot regen-
erate themselves. As a result, structures are altered, and the
body tries to adapt to make the revised structure meet func-
tional demands.

Common Physical Changes
in Older Patients and Their
Implications for Nursing

Key Changes in the Muscular System with Aging
Key aging-related changes in the muscular system include
the following:
e Decrease in muscle mass, so muscles look smaller
* Decrease in muscle tone, so muscles look less toned
* Slower muscle responses, so response time is
increased
* Decrease in elasticity of tendons and ligaments,
restricting movements

NURSING IMPLICATIONS. Changes in the muscular
system have implications for movement, strength, and
endurance. Restricted movements are most commonly seen
in the arms, legs, and neck of the older patient, who may
demonstrate limited range of motion (ROM) in these areas.
Because muscle response abilities are slowed, it will take
longer for the older patient to move. This increased response
time has implications on the older individual’s confidence
level regarding personal ability to perform routine tasks.

Key Changes in the Skeletal System with Aging
Key aging-related changes in the skeletal system include the
following:

* Eroding cartilage

* Exaggerated bony prominence

* Joint stiffening and decreased flexibility

homeostasis: homios—similar + stasis—standing
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TABLE 14.1 PHYSIOLOGICAL AGING CHANGES

Body System

Cardiovascular

Endocrine and
Metabolism

Gastrointestinal

Genitourinary

Immunological

Integumentary

Musculoskeletal

Neurological
Central nervous
system

Peripheral nervous
system

Respiratory

Sensory
Eye

244

Aging Change

Increased conduction time
Decreased cardiac output
Decreased blood vessel elasticity
Irregular heartbeats

Leg veins dilate, valves less efficient

Basal metabolic rate slows

Altered adrenal hormone production

Decreased insulin release

Reduced taste and smell

Decreased saliva

Decreased gag reflex, relaxation of lower
esophageal sphincter

Delayed gastric emptying

Reduced liver enzymes

Decreased peristalsis

Kidney size decreases

Decreased bladder size, tone, changes from
pear to funnel shaped

Muscles weaken

Decreased concentrating ability

Less sodium saved

Reduced renal blood flow

Decreased function

Increased autoimmune response

Reduced cell replacement

Water loss

Increased pigmentation

Thinning of skin layers

Decreased subcutaneous fat

Decreased sebaceous and sweat glands

Hard, dry nails

Thinning scalp hair

Decreased melanin

Decreased skin elasticity

Decreased muscle mass

Decreased muscle tone

Decreased elasticity of tendons and ligaments

Muscle responses slowed

Bone thinning, softening

Joint stiffening

Vertebral disk water loss

Loss of brain cells

Decreased brain blood flow
Decreased regulation of body temperature
Decreased endorphins

Decreased sensation

Increased reaction times

Decreased motor coordination
Decreased lung capacity

Decreased cough and gag reflexes
Reduced lung tissue tone

Reduced lung emptying on exhalation
Decreased fluid and ciliary action

Lens less elastic

Lens opaque, yellows

Cornea more translucent

Smaller pupil

Decreased violet, blue, green color vision

Arcus senilus—blue or milky lipid ring on iris
edge

Effect of Change

Heart rate slows, unable to increase quickly
Less oxygen delivered to tissues

Increased blood pressure increases cardiac workload
Poor heart oxygenation, decreased cardiac output,

heart failure
Varicose veins, fluid accumulation in tissues
Possible weight gain
Decreased ability to respond to stress
Hyperglycemia
Appetite may be reduced
Dry mouth, altered taste
Increased aspiration risk

Reduced appetite

Reduced drug metabolism and detoxification
Reduced appetite, constipation

Able to live with 10% renal function
Frequency of urination increased

Incontinence

Nocturia

Risk for dehydration

Decreased renal clearance of all medications
Infection and cancer risk greater
Increased autoimmune diseases

Healing slower

Dryness of the skin

Aging spots

Skin more fragile

Less insulation and protective cushioning
Dryness and decreased temperature regulation
Brittle nails

Baldness

Gray hair

Wrinkle development

Reduced strength

Muscles look flabbier

Movements are restricted

Response time increased

Decreasing bone density

Decreased flexibility

Decreased height

Able to maintain function with remaining cells
Short-term memory loss
Hypothermia, hyperthermia risk
Increased depression

Risk for injury, burns

Slow response, injury risk
Unsteady, fall risk

Dyspnea with activity

Aspiration, infection risk

Shallow, faster respirations

CO, retention

Mucous obstruction, infection risk

Decreased near and peripheral vision
Cataracts

Blurry vision

Decreased dark adaptation

See red, orange, yellow colors better
No effect on vision
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Body System Aging Change Effect of Change
Ear Degeneration of auditory nerve Lose high-frequency tones, deafness
Excess bone impairs sound conduction Deafness

Nose Decreased smell

Sexuality Availability of partner or privacy decreases
Slower sexual arousal time

Men Decreased erection, slower ejaculation

Women Less vaginal lubrication

Vaginal acidity reduced

Decreased ability to smell substances such
as smoke, gas causing safety risk; appetite
reduced
Lack of sexual expression, suppression of desires
Increased time needed for sexual stimulation
Psychologically causes concern
Painful intercourse
Increased vaginal infection risk

* Osteoporosis, a thinning and softening of the bone

 Shortening in height caused by water loss in the
intervertebral disks of the spinal column, flexion of
the spine, and stooped posture

NURSING IMPLICATIONS. Because muscles and bones
work together for movement, aging skeletal changes
are most obvious when the older patient is moving.
Contractures of the fingers and hands can limit the
individual’s ability to perform self-care tasks called
activities of daily living (ADL). It is important to assist the
patient with ROM exercises if help is needed to prevent the
long-term disabilities that contractures bring (Fig. 14.1).
Performing ROM exercises in warm water helps the patient
who experiences discomfort with these exercises. If the
individual has arthritis, anti-inflammatory medications
should be given so that their action peaks when the exercises
begin. Older patients on anti-inflammatory medicines
should be monitored closely for gastrointestinal upset or
bleeding and taught the symptoms of bleeding to report.

Decreased bone density is influenced by diet and
weight-bearing exercise, so balanced diets rich in calcium
and vitamin D and safe and sensible exercise programs
should be promoted. Patients should be encouraged to
ambulate whenever possible, using supportive, sensible
shoes with nonskid soles. In addition to making sure the
environment is safe for walking, sturdy assistive devices
such as handrails, canes, or walkers should be encouraged as
needed. When the decreasing density of older bones is con-
sidered, it is easy to understand that broken bones do not
always result from a fall but may indeed be the reason for
the fall in many older patients.

ﬂ SAFETY TIP

Implement a fall reduction program and evaluate
the effectiveness of the program. Involve resi-
dents/ patients and their families to promote
patient eafety (2006 National Fatient Safety
Goals from www.jcaho.org)

osteoporosis: osteon—bone + poros—a passage + osis—
condition

Key Changes in the Integumentary
System with Aging
Key aging-related changes in the integumentary system
include the following:
* Increased dryness of the skin
* Increased pigmentation, causing liver or aging spots
* Thinning in the layers of the skin, which makes the
skin more fragile
* Decreased elasticity of the skin, causing wrinkles to
develop
* Decreased subcutaneous fat layer of skin, so older
patients have less insulation and less protective
cushioning
* Hardness and dryness of nails, making them more
brittle
* Decrease in nail growth rate and strength
* Thinning of scalp hair (primarily men)
* Increased growth and coarseness of nose, ear, and
facial hair

FIGURE 14.1 Nurse assists patient in range-of-motion exercises
to prevent the development of contractures.
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* Decrease in melanin, which results in gray hair

* Decreased sebaceous and sweat glands, which has
implications for dryness and decreased temperature
regulation

NURSING IMPLICATIONS. The skin, which is the first
line of defense against infection and injury, does not work as
effectively in older patients (Fig. 14.2). In the older adult,
skin injuries take longer to heal, and those longer healing
times are usually complicated by the fact that many older
patients have multiple chronic diseases, such as diabetes and
circulatory ailments.

The older patient with limited mobility is especially
prone to developing pressure ulcers (Fig. 14.3). These ulcers
usually develop over a bony prominence of the body (e.g.,
ears, shoulders, elbows, tip of the spine, pelvic bone ridges,
knees, heels, or ankles). Pressure ulcers are caused by
ischemia that results from continuous pressure on an
area of the body. Ischemia from unrelieved pressure can
develop in 20 to 40 minutes. Early signs of pressure ulcer
formation are warmth, redness, tenderness, and a burning
sensation at the potential ulcer site. These potential ulcer
sites are aggravated by lack of activity and the weight of the
body. For this reason it is especially important to take the
time to assess skin integrity daily, especially in high risk
areas of the body.

SAFETY TIP

Monitor on ongoing basis each resident’s/
patient’s risk for developing a pressure ulcer
and implement plan of care for identified risks.
(2006 National Fatient Safety Goals from
www.jcaho.org).

Skin care includes gently stimulating nonreddened
intact skin sites with massage, moisturizing with creams
regularly, avoiding the use of hot water and a complete daily
bath, and limiting the use of soap. If able, patients should be

FIGURE 14.2 Thin, fragile skin of older person.
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FIGURE 14.3 Pressure ulcer. (From Goldsmith, LA, Lazarus, GS, and
Tharp, MD: Adult and Pediatric Dermatology: A Color Guide to Diagnosis and
Treatment. FA. Davis, Philadelphia, 1997, p 445.)

taught to shift their weight every 15 minutes when sitting.
For immobile patients, consistent repositioning is essential.
Ideally, use of pressure-relieving devices or repositioning
every 30 minutes as able is the most beneficial for high-risk
patients to help prevent pressure ulcer development (see
Chapter 54). Keeping bed linens clean, dry, and wrinkle free
also aids in the prevention of pressure ulcer formation.

As with care of the skin, nail care is important for older
individuals. Soaking in warm water helps soften nails to
ease in their trimming while encouraging blood flow to the
peripheral areas of the body. Filing the nails with an emery
board is safer than cutting the nails. To prevent accidental
injury to the feet, patients should be instructed not to walk
barefooted. Potential pressure points of the feet should be
identified and closely monitored, and the patient should be
referred to a podiatrist for treatment should there be any
concerns. Diabetics should assess their feet daily because
they may have decreased sensation, causing lack of aware-
ness of foot irritation or injury.

Key Changes in the Cardiovascular
System with Aging
Key aging-related changes in the cardiovascular system
include the following:
 Slowed heart rate
e Decreased cardiac output from less effective func-
tioning of the heart and blood vessels, yielding less
oxygen to body tissues
* Decreased elasticity of the blood vessels, so the cir-
culatory system is less efficient
* Reduced ability of the heart to quickly increase its
rate in response to an emergency because of thick-
ening of the heart valves, left ventricle, and aorta
(when rate finally does increase, the heart takes
longer to return to resting rate)
* More irregular heartbeats, arrhythmias, which lead
to poor oxygenation of the heart
* Commonly, a lack of classic symptoms of cardiac
emergencies
* Increased peripheral vascular resistance in blood
vessels, yielding increased blood pressure
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* More visible superficial blood vessels of the legs
* Less efficient leg vein valves, creating the risk for
an accumulation of excess fluids in the leg tissues.

NURSING IMPLICATIONS. Be a good observer when it
comes to caring for older patients because many early
symptoms related to circulatory problems are subtle.
Cardiovascular disease, which is separate from the process
of aging, accounts for half of all deaths in people older than
65 years. Older adults must be educated about prevention
practices that promote healthy circulation and encouraged to
take prescribed medications as ordered and maintain a
balanced intake and output of fluids. Older patients
receiving intravenous therapy should be monitored closely
because fluid overload can occur quickly in older people.

Special care should be taken to maintain good skin
integrity and provide appropriate stimulation. If edema is
present in the legs, they should be elevated to assist the fluid
return to the upper body and supportive, nonrestrictive
stockings should be worn as ordered. Concerns regarding
leg circulation should be identified and reported early to the
physician before problems develop. It is important to iden-
tify whether the circulation problem is arterial or venous
before treatment is ordered.

Because quick changes in body position can make the
older patient feel weak and dizzy, it is important to stand
next to older patients as they dangle their legs over the side
of the bed before rising to stand. Changes in body position-
ing from lying to sitting to standing need to occur gradually
to accommodate the less efficient circulatory systems of
older patients. Older patients may find comfort in the secu-
rity of an ambulatory belt or walker if they fear unsteadiness
when in an upright position. Falls continue to rank as a lead-
ing cause of accidental death in older patients. Every effort
should be made to decrease the risk of falling for the older
patient. The fall history of patients should be assessed to
identify whether they are at high risk of falling, so that pre-
ventive measures can be used.

Key Changes in the Respiratory
System with Aging
Key aging-related changes in the respiratory system include
the following:
* Decreased lung capacity
* Weaker cough or gag reflex, increasing risk for
upper respiratory infections
* Reduced tone of lung tissue, so respirations increase
to 16 to 25 per minute and are more shallow
* Reduced tone of the diaphragm muscle
* Less complete emptying of the lungs, with greater
CO, retention
* Decreased blood flow to the lungs, contributing to
cardiac arrhythmias

NURSING IMPLICATIONS. Because the respiratory
system is less efficient with advancing age, the older patient

edema: oidema—swelling
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has a decreased tolerance for activity in general. Nurses
should, therefore, pace activities for older patients instead of
letting them confine themselves to bed. It is important to
prevent overexertion, so rest periods should be scheduled.
However, the rest periods should not outnumber the activity
sessions planned throughout the course of the patient’s day.

Cough, marked fatigue, and confusion may be early
signs of an inadequate oxygen uptake. Respiratory rates
greater than 25 per minute may be an early indication of a
lower respiratory tract infection. Because overall muscle
strength is reduced, the older patient performs the O,—CO,
exchange in the less efficient upper lobes of the lung instead
of the larger lower lobes specifically designed for this pur-
pose. Because lung recoil strength is decreased, mucus may
be more difficult for the older patient to expectorate. This
situation is compounded by the fact that older individuals
also have less effective cough and gag reflexes, which cre-
ates greater potential for lung problems. Because of the nor-
mal changes in the respiratory system that occur with aging,
it is important to include coughing, deep breathing, and
position changes in the exercise program designed to stimu-
late all lobes of the older patient’s lungs. At the prevention
level, encourage the older individual to receive a pneumonia
vaccine and an annual flu shot. This is important because
influenza and pneumonia combine to be the fourth leading
cause of death in people over age 65. Be aware that lifelong
habits, such as smoking and respiratory pollutant exposure
in employment settings, second-hand smoke, or paints and
glues used in hobbies, are cumulative over time and can con-
tribute to respiratory sensitivity for the older patient. Nurses
can help prevent the spread of respiratory illnesses by get-
ting flu shots themselves, hand washing between patients,
not exposing patients to own illness, and using universal
precautions.

ﬂ SAFETY TIP

Reduce the risk of influenza and pneumococcal
disease in older adults, (2006 National Fatinet
Safety Goals from www.jcaho.org).

Key Changes in the Gastrointestinal
System with Aging
Key aging-related changes in the gastrointestinal system
include the following:

* Changes in taste and smell, which affect the enjoy-
ment of eating
Decreased saliva production
Decreased gag reflex and relaxation of lower
esophageal sphincter, increasing the risk of aspira-
tion
* Delayed gastric emptying
* No functional changes in the small intestine

expectorate: ex—out + pectus—breast
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* Decreased tone in external sphincter

* Marked decline in liver enzymes, which affects drug
metabolism and detoxification

* Decreased peristalsis from generalized weakness of
muscle activity

* Alteration in bowel habits

NURSING IMPLICATIONS. Many factors can alter
appetite, ingestion, digestion, and absorption of nutrients in
food, regardless of an individual’s age. However, the
structural and functional changes that occur with advancing
age put the older patient at greater risk for not obtaining
the nutrients needed to sustain a healthy body (Box 14.1
Nutrition Notes).

There is little that can be done to change the physical
alterations in the older body that make getting needed nutri-
ents more difficult. Being knowledgeable and committed to
providing the support necessary to meet nutritional goals is
important. Patients should be assisted with toileting before
helping them eat. An appropriate amount of time for the
patient to accomplish the task of eating needs to be pro-
vided. If the patient needs assistance with eating, be sensi-
tive to the patient’s pace while allowing the patient to have
as much control as possible.

Additional forms of support can focus on the need to
recognize that for some cultures eating has a strong social
component. Encourage the patient to eat out of bed and with
others as much as possible, while respecting the patient’s
right of refusal to eat in a designated social setting. Some
patients may not eat as well when seated next to agitated or
confused residents in a common dining hall.

Offer continuing support by maintaining a calm and
comfortable environment that aids digestion. Certain food
combinations enhance nutrient absorption, such as vitamin C
foods taken with plant foods high in iron; vitamin C
increases the iron’s absorption rate. Offer these selections
together whenever possible. Family members can be asked
to bring in familiar seasonings patients used at home. If
acceptable, familiar seasonings in shakers that patients apply
themselves can be used to stimulate a lagging appetite. Work
closely with the dietitian or nutritionist, who may provide
other ideas to promote healthful eating for older patients.

Although many older patients wear dentures or partial
plates, it is important not to stereotypically assume that all
older individuals wear dentures. Tooth loss is not a normal
change of aging. With proper lifelong dental care, teeth
should last a lifetime. If the older patient does have dentures,
be aware that any significant change in body weight will
affect their fit and comfort and the patient’s nutritional
intake. Because of this, it is important to conduct regular
assessments of the mouth when assisting the older patient
during oral care.

Medications may cause taste disturbances or problems
with dry mouth that may also affect the older patient’s abil-
ity to meet nutritional needs. Some medications create prob-
lems with bowel motility, resulting in constipation.
Constipation can also result from a change in routine, stress,

'
i Box 14.1

Nutrition Notes

Older Adult Nutritional Needs
Meeting the Nutritional Needs of the Older Adult

Energy needs decrease 5% for every decade after age
40, partly because a 70-year-old has 40% less skeletal
muscle than in younger days. Adipose tissue requires
fewer calories to sustain than skeletal muscle does, so
special attention must be given to maximizing nutri-
tional content in fewer calories if a healthy weight is to
be maintained. A modified food guide pyramid for
adults age 70 and older adds eight servings of water to
the base of the pyramid, increases milk servings to three,
and recommends calcium, vitamin D, and vitamin B,
supplements. New recommended daily allowances for
vitamin B, specify that fortified foods or supplements
furnish most of this vitamin for people over age 50.

Decreased visual acuity and impaired dexterity may
make shopping for food and preparing it difficult or even
hazardous. Arthritis affects not only mobility, but also
jaw movements, so chewing may be problematic. By
age 65, about 40% of U.S. residents have lost all their
teeth and have to develop skill in the use of dentures. It
is recommended that an individual learn to drink with
them first, then learn to manipulate soft foods, and lastly
learn to bite and chew with the dentures. Older persons
produce less saliva than younger people. The sense of
taste declines in most but not all aging patients, who as
a result may increase their intake of salt and sugar to the
detriment of a prescribed diet plan.

Achlorhydria may occur as a result of aging or from
chronic ingestion of antacids. In either case, protein
digestion and absorption of iron and vitamins B, and C
can be impaired by the lack of gastric acid. Although
anemia can be caused by poor nutrition, older patients
should be evaluated for hidden blood loss just as
younger ones are. High-protein supplements should be
offered to older individuals with caution, because nor-
mal aging reduces kidney function significantly and
excretion of nitrogenous products of excessive protein
intake could stress the urinary system. In addition, a
high-protein intake increases calcium excretion. The
vitamin necessary to metabolize calcium, vitamin D,
may be deficient in older persons who neither drink
milk nor spend time outdoors.

Many mature patients are at increased risk for food,
nutrient, and drug interactions. Situations associated
with these interactions are the use of many drugs,
including alcohol; the need for long-term drug therapy
in chronic illness; and poor or marginal nutritional sta-
tus. Identification of any of these factors should prompt
a thorough nutritional assessment or referral to a regis-
tered dietician.
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and anxiety. To gain a greater understanding of the situation,
talk with the patient about previous assistive procedures and
establish an expectation baseline for bowel elimination.
Educate the older patient about the important relationship
between intake of fiber and water and exercise in the pro-
motion of effective bowel evacuation. Enemas, supposito-
ries, and medications should be considered for use only after
dietary management is found to be ineffective.

Key Changes in the Endocrine-
Metabolic System with Aging
Key aging-related changes in the endocrine-metabolic sys-
tem include the following:
* Slowing in the basal metabolic rate, requiring a 5%
reduction in calorie consumption to maintain weight
* Alteration in hormone production, including
changes in estrogen, progesterone, and adrenal
secretions
* Decreased pancreatic insulin release and peripheral
sensitivity
* Decreased glucose tolerance with advancing age

NURSING IMPLICATIONS. Increased incidence of meta-
bolic disease, such as diabetes, occurs with advancing years.
Because of this, older patients should be encouraged to
participate in screening programs for early detection of
metabolic problems.

Because there is a notable decrease in the effectiveness
and interaction of all hormones as one ages, it becomes
especially difficult for the older body to respond appropri-
ately to any stressful situations. Nurses should spend time
addressing the psychological needs of patients by recogniz-
ing and addressing those actual and perceived stressors that
affect their care. Preventive care to keep patients free from
the stress of illness is also important.

Key Changes in the Genitourinary
System with Aging
Key aging-related changes in the genitourinary system
include the following:
* Decreased kidney size
* Decreased kidney function, urinary output, and
adaptability
* Reduction of blood flow to the kidneys because of
decreased cardiac output and increased peripheral
resistance
* Diminished kidney filtration rate and tubular func-
tion, which cause a decrease in the renal clearance
of all medications
* Decreased bladder size and tone
* Increased incidence of urinary tract infection with
age, especially in women
* Longer correction times for fluid and electrolyte
imbalances

NURSING IMPLICATIONS. Many older people have an
urge to urinate at night, which is referred to as nocturia.

nocturia: nocte—night + ouron—urine
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Changes in the kidneys, lack of gravity influence when in
the recumbent position, fluid retention, and medication use
contribute to nocturia. Approximately 30 minutes after lying
down many older people need to urinate because fluid that
was held in the legs by gravity is circulated through the
kidneys and urine is produced, causing the urge to void.
Emptying the bladder becomes more difficult to control
from weakening of bladder and perineal muscles and also
from a change in brain sensation regarding the need to void.
As a result, the older patient may have difficulty controlling
urination either knowingly or unknowingly, resulting in
urinary incontinence.

NURSING CARE TIP

With age, the urge to void is not felt as early as
it once was. This aging change combined with
other changes in the urinary system, such as the
bladder becoming funnel shaped, contributes to
the older patient’s voiding urgency. If the patient
is not assisted to void promptly on request,
incontinence can result.

First and foremost, the nurse must plan for safe access
for all older patients who utilize the toilet alone or with
assistance. Pathways to the toilet must be close and unclut-
tered. Toilets must be easy to access and clothing must be
easy to remove. Incontinence is socially embarrassing and is
one of the main reasons older people are placed in nursing
care facilities by family members. Urinary incontinence in
older men is most often attributed to benign prostate
enlargement, while older women are more likely candidates
because of short urethras and weakened perineal muscles.
Because urinary tract infections are more frequent for older
people (and often more dangerous), nurses must closely
assess not only the quantity of intake and output for older
patients, but also the quality of those measures.

Management of urinary incontinence needs to be tai-
lored to the particular need of the patient. Bladder training
programs have been effective when patients are reminded on
a regular basis that it is time to urinate. If incontinence
results from problems that affect the toileting task itself,
such as clothing removal or distance to the bathroom, steps
need to be taken to eliminate those obstacles that stand in
the way of continence. Clothing with Velcro fasteners can
replace buttons or zippers that are difficult for the patient to
manipulate. Urinary briefs can help instill confidence in
older patients who previously restricted activities because of
fear of urine leakage. With use of the supportive inconti-
nence brief, assess for early signs of perineal skin break-
down and proper application of the proper brief to meet
individual needs.

Older patients who are aware of their incontinence may
try to inappropriately decrease the chance for leakage by
severely limiting fluid intake. This approach often results in
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dehydration, which disturbs the acid-base and electrolyte
balance in the body. Over time, dehydrated patients may
have problems with vomiting, diarrhea, weakness, and con-
fusion. Because fluid intake needs to be encouraged in older
patients, focus educational efforts on topics such as liquid
intake timing and beverage selection (e.g., teaching that caf-
feine and alcoholic beverages should be avoided because
they normally increase urinary output).

In addition, review patient medications and personal
medication practices, such as taking diuretics late in the
day, which then causes nighttime urination. Teaching per-
ineal muscle support exercises and techniques is successful
for some. All patients with unexplained urinary incontinence
should be referred to a specialist for further evaluation
because it is not a normal condition of aging.

CRITICAL THINKING

Mr. Jones

B Mr. Jones, age 72, lives at home. His home has wood

floors with throw rugs. The bathroom is located in the

hall outside his bedroom. Mr. Jones has nocturia and
is occasionally incontinent from urgency to void. He
takes bumetanide (Bumex) 1 milligram orally daily.

1. What additional assessment data should be obtained
about Mr. Jones regarding his urinary status and
home environment?

2. Are safety concerns present in the home environ-
ment?

3. What nursing diagnoses should be included in Mr.
Jones’s nursing care plan?

4. What should be included in a teaching plan for Mr.
Jones?

5. The nurse is to give Bumex 1 milligram orally now.
Bumex 0.5-milligram tablets are available. How
many tablets will the nurse give?

Suggested answers at end of chapter.

Key Changes in the Immunological
System with Aging
Key aging-related changes in the immune system include
the following:
* Decreased immune response
* Decreased number and function of T cells, leading
to impaired ability to produce antibodies to fight
disease

NURSING IMPLICATIONS. Older patients tend to have
more chronic diseases that may increasingly depress their
immune responses over time. Although older patients have
fewer colds, they are at higher risk for influenza and other
complications once they get a cold. It takes longer to recover
from infections, so patients and their family members need
to be told that a prolonged recovery is to be expected. It is

also important to screen visitors for illness before they visit
a recuperating older patient.

Efforts at prevention should focus on teaching the
older patient about the importance of obtaining current
immunizations, reducing stress, eating right, exercising, and
maintaining a healthful lifestyle. Individuals on medications
for conditions that put them at risk for immunosuppression,
such as steroids, should be aware of the need to take addi-
tional safety precautions around others who are ill. Nurses
can help patients help themselves by encouraging techniques
such as proper hand washing that support universal pre-
cautions.

Key Changes in the Neurological
System with Aging
Key aging-related changes in the neurological system in-
clude the following:
* Progressive loss of brain cells
e Decreased blood flow and oxygen utilization to the
brain
* Decreased protein synthesis
e Decrease in sensitivity and the sensation pathways
* Increased reaction times
* Decreased motor coordination
e Decreased equilibrium
* Decreased ability of the hypothalamus to regulate
body temperature
* Change in neurotransmitter secretion levels

NURSING IMPLICATIONS. Changes in the nervous
system of the older patient can be seen in both the peripheral
and central systems. These changes have significant meaning
for the older individual, especially in the area of safety. With
normal aging there is a slowed response to stimuli and a
marked decrease in the speed of the psychomotor response
to that stimuli. Because stronger stimuli are required to elicit
any neurological response, the older patient is unable to
perceive early signs of danger. To protect from accidental
skin burns, the thermostat on water heaters should be
lowered and electrical heating devices such as heating pads,
electric blankets, and mattress pads should not be used.

Another safety issue of concern focuses on changes in
balance. It is more difficult to maintain balance as one ages,
especially when musculoskeletal changes are considered.
Special caution should be taken to assist older patients with
transferring and ambulation activities so optimum levels of
safety can be maintained.

Fine tremors of the hand are a normal finding with
advancing age and tend to increase when the older patient is
cold, excited, hungry, or active. Assistive devices provided
by an occupational therapist (such as handle grips or
anchored equipment) can help eliminate the unsteadiness
created when fine tremors make it more difficult to accom-
plish activities of daily living (Fig. 14.4). Accompanied by
generalized muscle weakness, normal neurological changes
that arise with advancing age usually occur on both sides of
the body at the same time. One-sided weakness, sensory
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Chapter 14

FIGURE 14.4 Assistive devices

for activities of daily living. (A) Sock
and stocking aid. (B) Easy-pull hair

brush. (C) Food guard. (Courtesy

Sammons Preston, Inc., Bollingbrook, Il.)

problems, and performance problems should always be
referred for further evaluation. Coarse tremors of the finger,
forearm, head, eyelids, or tongue that occur when the body
part is at rest may be a sign of a neurological problem
such as Parkinson’s disease. These generally occur on one
side of the body first and should always be referred for fur-
ther evaluation.

Key Changes in the Sensory System with Aging
Key aging-related changes in the sensory system include the
following:

* Decreased visual perception

* Decreased elasticity of the eardrum

* Decreased sense of smell

* Decreased taste perception

* Decreased touch sensation

NURSING IMPLICATIONS. Problems that occur with
normal changes in the aging sensory system are not
inevitable with advancing age. Early identification and
prompt referral can minimize sensory loss, which has a
strong impact on the older person’s psychological health.
Normal aging changes in the eye affect the focus abil-
ity of the lens and the maneuverability of the eye muscles to
meet the needs of near and far vision. It is especially diffi-
cult for older patients to read fine print, although it is usu-
ally manageable with reading glasses or a bifocal lens.
When caring for patients who wear glasses, it is important to
remind patients to consistently wear their glasses as needed
and to help the patient keep them clean and in good repair.
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When glasses are removed by the patient, keep them acces-
sible and in a protective, labeled case.

The older patient has a more difficult time adjusting
to changes between light and dark settings. Seeing in the
dark can be enhanced with the use of a red night-light
because red lighting is more easily detected by the cones
and rods in the older patient’s eye. Make every effort to
reduce glare from bright sunlight because sensitivity to glare
is enhanced with the normal changes that occur in the aging
eye (Fig. 14.5). The glare from car headlights may impair
vision in older patients and reduce their ability to drive at
night.

Several eye disorders can affect the aging eye (see
Chapter 52). Cataracts, one of the most common patholog-
ical problems affecting the aging eye, cloud the lens and
impair vision. Glaucoma is a chronic disease characterized
by increased intraocular pressure that can damage the optic
nerve. Another common visual condition that occurs later in
life is macular degeneration, which results in a loss of cen-
tral vision. Regardless of the means, any visual loss in older
patients puts them at risk for developing psychological prob-
lems with disorientation, withdrawal, or self-imposed isola-
tion caused by sensory deprivation.

Hearing loss is a common condition found in older
individuals. Although the severity of the hearing loss caused
by aging is variable, the stigma it carries is the same. For
older patients, the first difficult sounds to discriminate are
the high-pitched tones. Therefore, it is often more effective
to whisper when communicating with the hearing-impaired
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individual because whispering decreases the pitch of the
sounds. Shouting is not helpful because both volume and
pitch are increased. It is best to speak to a hearing-impaired
person in a moderate volume and a lower tone. It is also
helpful to stand in front of hearing-impaired patients so they
can see the speaker’s face during communication (Box 14.2
Communicating with Hearing-Impaired Patients).

Two types of hearing loss can occur separately or in
combination in the hearing-impaired patient. Conduction
loss is due to blockage or damage to the mechanisms that
transmit sound to the middle ear, where it is carried by the
acoustic nerve to the brain. Conduction hearing loss can be
due to a variety of factors, some as simple as ear wax build-
up, and in most cases can be successfully managed. The
other type of hearing loss, sensorineural loss, is due to dam-
age to the structures in the inner ear and is much more diffi-
cult to manage. This type of loss can result from illness,
medication use, or long-term abusive noise pollution that
damages the sensitive structures involved with sensation and
interpretation of sound. It is important to use hearing pro-
tection throughout life because damage to the ear is usually
not reversible.

New-technology hearing aids can help most people with
either type of hearing loss. Patients should be referred to an
audiologist for further evaluation if hearing loss is suspected.
Hearing aids are not well accepted by all older persons or
their family members because they are a visual sign of a loss.
Because of this, maintain patient privacy if a referral for fur-
ther evaluation is made. If the older patient already has a
hearing aid, it should be kept accessible to the patient at all
times. The hearing aid should be kept clean with soap and
water. A cotton swab removes wax build-up in tiny areas of
the hearing aid. When not in use, the hearing aid should be
stored in a labeled protective container and the battery turned
off to conserve it. Extra batteries should be readily available.

As discussed in the gastrointestinal section of this
chapter, the senses of taste and smell work closely together.
Like other sensory losses, a declining ability to taste is not a
problem exclusive to the older individual. Both ill-fitting

FIGURE 14.5 (Left) Normal view. (Right) The effects of
glare as seen by an older patient. (From Matteson, MA, and
McConnell, ES: Gerontological Nursing. Saunders, Philadelphia, 1988,
p314)

dentures and poor oral care can contribute to an alteration in
the sense of taste, as can certain medications, tobacco sub-
stances, and oral disease.

Although they are often treated together as one sensory
loss, the incidence of loss of the sense of smell is more com-
mon than the disorder that focuses on the loss of taste. In
some cases, the loss of smell may be due to sinus problems,
nasal obstruction, or allergies. If olfactory receptors are the
primary cause for losing the sense of smell, there is little that
can be done to treat the loss. Assess patients’ medication
charts, as well as their oral cavity, if they report a recent loss
of smell or taste sensation.

Nurses also need to be aware of the care environment
they provide for the older patient. Overstimulation produced
by sensory overload, commonly experienced in intensive
care hospital settings, can create psychological and physical
strains that can make it difficult for the older patient to cope.
As a patient advocate, be sensitive to the patient’s care envi-
ronment and changes in the patient’s health-care status,
identifying and minimizing overload situations early in the
recuperation period.

Box 14.2

Communicating with
Hearing-lmpaired Patients

Ensure that hearing aids are on with working batter-
ies, if applicable.

Face patient so the speaker’s face is visible to patient.
Speak toward patient’s best side of hearing.

Speak in a clear, moderate-volume, low-pitched tone.
Do not shout because this distorts sounds.

Recognize that high-frequency tones and consonant
sounds are lost first—s, z, sh, ch, d, g.

Eliminate background noise because it can distort
sounds.
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Key Changes in the Sexuality System with Aging
Key age-related changes in sexuality include the following:
 Chronic illnesses, which may affect sexual function-
ing
* Functional sexual changes in older men, commonly
alteration in ability to obtain or maintain an erection
and to ejaculate
* Functional sexual changes in older women, such as
decreased vaginal lubrication
* Sexual problems caused by psychological factors,
which are more common than physical ones in older
adult patients
* Longer sexual arousal time in the older patient
* Increase in sexual activities that focus on non-
intercourse intimacy behaviors, including various
forms of touch

NURSING IMPLICATIONS. The older patient’s sexuality
is an important aspect to consider when providing care. It is
essential to accept that sexuality is one of the basic
physiological needs identified in Maslow’s hierarchy for all
individuals regardless of age. Be aware of personal attitudes
and values about sexuality, sex, and aging, being careful
that personal stereotypes and beliefs do not interrupt the
older person’s attempt to maintain sexual identity. Because
privacy remains a common problem for individuals in
health-care settings, provide the patient some scheduled
private time for sexual expression. As new sexual enhance-
ment treatments become more available to patients, there
may be a greater openness to discuss sexual expression in
conversations with older patients. Still, there remain many
older patients who may have difficulty overcoming barriers
to sexual expression because of cultural or religious beliefs,
lack of a suitable partner, fear of failure, fear of con-
sequences, illness, side effects of medications, and certain
chronic diseases that may alter libido or sexual functional
abilities. Because sexual discussions with these patients may
be more difficult, it is important to address the sexual history
section as sensitively, professionally, and completely as
other sections of the patient assessment form (Box 14.3
Nursing Assessment of Sexuality).

COGNITIVE AND
PSYCHOLOGICAL CHANGES
| INTHE OLDER PATIENT

Cognition

In addition to those physiological changes that occur with
advancing age, older patients also experience changes that
have an effect on cognition. Cognition includes abilities
related to intelligence, memory, orientation, judgment, cal-
culation abilities, and learning. Cognition focuses on intake
of information and storage, processing, and retrieval of
stored information. For the most part, older patients store
information without much conscious effort. If dealing with

Nursing Care of Older Adult Patients 253

Box 14.3

Nursing Assessment
of Sexuality

As with any nursing skill, practice will increase your
comfort in collecting sexuality data for the older patient
so these needs are not ignored. Assessment of sexuality
concerns may lead to the discovery of other health
issues and is a valuable part of data collection. As you
collect data, be aware of problems (e.g., pain, medica-
tion side effects, mobility, dexterity, elimination, angina,
surgery) identified in the history that may impact sexual
functioning. Also, establish rapport with the patient by
collecting other data first and turning to sexuality data at
the end of the history. Older patients often respond to
sexuality questions but will not initiate the topic.
Naturally, you should use a professional approach
and manner, and tell the patient that you will now ask
questions about sexuality. Start with questions that are
likely to be more comfortable for the patient, as follows:

* Address roles first. For example: What concerns (do
you have or has your illness created) in carrying out
your roles with your (spouse or sexual partner)?

* Address relationship issues next. For example: What
effect on your relationship with your (spouse or sex-
ual partner) has this (illness, symptom, chronic ill-
ness) had?

* Address body image. For example: What effect
has your (illness, surgery [mastectomy, prostate,
ostomy], chronic illness, aging-related changes) had
on your self-concept of being a (man or woman)?

* Address sexually transmitted diseases. For example:
Do you have any discharge or open sores (vaginal,
penile)?

information becomes difficult, the older person may begin to
worry. Unless this worry is addressed, the patient’s concern
may result in psychological problems and fears.

Many factors can affect cognition. Sensory changes
and diseases associated with age can cause misinterpretation
of information being collected. Pain from chronic diseases,
such as arthritis, can limit cognition as pain takes over the
body and mind. Sleep deprivation caused by worry or fear
can make it more difficult to perform routine tasks.
Medications that cause drowsiness as a side effect can also
impair cognition.

Long-term memory retrieval is easier to accomplish in
old age than short-term memory retrieval. Assist the patient
having short-term memory problems by using written lists,
visual cues, and other memory-enhancing systems to aid in
strengthening short-term memory skills.

Intelligence does not decline as one ages if it is meas-
ured using an appropriate instrument that focuses on accu-
racy and not on speed of response. Although cognitive
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abilities do tend to slow down with advancing age, they are
not lost. Most of the subtle declines that do occur with infor-
mation processing and retrieval do not need to interfere with
the older patient’s abilities in performing activities of daily
living.

Nurses need to assist in the identification of individual
problem situations and work with older patients and their
families in developing strategies to better address their
needs. It is common knowledge that health, good nutrition,
and adequate sleep are important factors for brain function-
ing. These factors should be the cornerstones in planning
care for the older patient.

Coping Abilities

How the individual chooses to adapt to a change in func-
tional ability over time has a significant impact on how
that individual will work through the entire maturational
process called aging. In addition to normal aging changes,
many older patients are coping with compounding changes
that occur because of chronic disease. Nurses must not
lose sight of the fact that in addition to changes caused by
some decline in physical and cognitive functioning, older
persons simultaneously work to deal with many societal
and culturally perceived losses associated with advancing
age. Changes in employment status and societal and family
roles and shifts from independence to dependence may
have a strong psychological impact on both older patients
and significant others. With such a combination of
“losses,” an alteration in the confidence level of the older
patient may be seen, requiring encouragement of self-care
behaviors.

Personality, attitude, past life experiences, and the
desire to adapt to change are all intrinsic influencing factors
that assist the older patient in coping with changes brought
on by advancing age. Extrinsic factors include things such
as financial status, family support, and support provided by
those who directly care for the patient. If older patients have
the energy, desire, determination, and support of those who
care for them, they are better able to optimize use of their
cognitive functions toward health.

Depression

There are times when the psychological impact of change is
too difficult to cope with, and loneliness, grief, or sadness
does not easily allow the older person to cognitively focus
on health. When this happens, depression can result, with
the potential to disable the older individual’s mind and body.
Depression is the most common psychiatric problem among
older adults. This psychological condition, which causes a
disturbance in mood, increases the risk for suicide, physical
health complaints, and sleep disturbances.

It is important to understand that the frequency and
intensity of depression generally increase with advancing
age. Depression can result from physical changes in the
brain caused by medications or conditions that affect the
neurotransmitters in the brain or from psychological

changes at an emotional level, such as maladaptive coping
from a perceived loss. Regardless of the cause, depression is
a condition that has the potential to be reversed with prompt
identification and treatment. It is important, therefore, to be
sensitive to what the older individual is and is not saying
during communications. Patients should be referred for
treatment if depression is suspected before maladaptive
behaviors occur.

Dementia

Unlike depression, dementia involves a more permanent
progressive deterioration of mental functioning. Dementia
is often characterized by confusion, forgetfulness, impaired
judgment, and personality changes. There are two main
types of dementia: multi-infarct dementia and Alzheimer’s
disease.

The multi-infarct classification results from repeated
strokes that affect the brain tissue. The onset for this condi-
tion can be sudden or gradual, but its course is marked by a
cyclical worsening and lessening of signs and symptoms
that vary with the intensity and location of the brain damage.

The cause of Alzheimer’s disease is unknown, but
symptoms gradually begin with impaired memory that pro-
gresses to language and motor function losses. The course of
this disease is marked by stages that can occur up to 14 years
before death. It is only on autopsy of the brain that a defini-
tive diagnosis of Alzheimer’s disease can be made. Until
then, Alzheimer’s is suspected after other types of dementia
have been ruled out with testing.

With any dementia, help the older patient maintain an
optimum level of functioning in an atmosphere that pro-
vides for physical and emotional safety. In efforts to help
ground the confused patient, incorporate reality orientation
or validation into all nursing interventions. Sensory overload
should be decreased for confused patients. Speak calmly and
slowly and provide nonthreatening therapeutic touch if
accepted by the patient.

In addition, it is important to address the education and
support needs of the patient’s family as they learn to deal
with changes in behavior demonstrated by the older patient.
Refer any patient with confusion for a mental status exami-
nation to help in determining whether the person suffers
from depression or dementia. It is essential that a sensory
status examination be conducted on the older patient before
a mental status examination is conducted to help ensure the
accuracy of the test results.

Sleep and Rest Patterns

The need for sleep in older adult patients does not decrease
with age, but the pattern usually varies from earlier times
in their lives. As in any age group, the lack of sleep leads to
fatigue, irritability, increased sensitivity to pain, and in-
creased likelihood of accidental behaviors. This is why it is
important to obtain a baseline sleep and rest history when the
older patient is admitted to the health-care unit. Consider
sleep patterns, bedtime rituals, rest and nap patterns, daily
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exercise patterns, stress level, dietary intake patterns, and
lifestyle issues such as caffeine, alcohol, and nicotine intake
when completing the sleep and rest assessment of an older
patient.

Circulatory problems may disrupt normal sleep patterns
for the older person and may be the only clue of an impend-
ing health problem. The anxious patient who is unable to
sleep may be calmed with back rubs, foot rubs, a warm bath,
warm milk, or a glass of wine, if not contraindicated, when
patterned bedtime rituals prove to be unsuccessful. Sleep
medications should be used only as a last resort because they
can affect the quality or depth of the sleep the older person
receives and may produce unwanted side effects.

Medication Management

One of the most difficult tasks for older patients, their
family members, and the health-care provider caring for
them centers around the topic of medication management.
Because older patients are more susceptible to drug-induced
illness and adverse side effects for a variety of reasons
already addressed in this chapter, nurses need to be espe-
cially aware of what the older patient is taking, how it is
being taken, and what effect it is having.

Older patients use many medicines for various ail-
ments. Most have more than one chronic illness for which
they take medications. Sometimes these different medica-
tions interact and produce side effects that can be dangerous.
Not only do health-care providers need to be concerned
about prescribed medicines, they also need to look at the
types of over-the-counter medicines older patients take, as
well as the self-prescribed extracts, elixirs, herbal teas, cul-
tural healing substances, and other home remedies com-
monly used by individuals of their age cohort.

Health-care providers not only need to be concerned
about overuse and combinations of medications, but
also misuse of them. If an older patient crushes a large
enteric-coated pill so that it can be taken in food and easily
swallowed, it destroys the enteric protection and can inad-
vertently cause damage to the stomach and intestinal sys-
tem. Some patients intentionally skip prescribed doses in
efforts to save money. When prescribed doses are not being
taken as expected, problems do not clear up as quickly and
new problems may result. The new Medicare Part D pre-
scription coverage may help with this.

Work closely with older patients and their families
on medication education. Patients need to know what
each prescribed pill is for, when it should be taken, how it
should be taken, and side effects to report. As a patient advo-
cate, work with the pharmacist to remedy administration
concerns so that the prescribed dose can be taken as
directed. Write down early medication side effects, educat-
ing patients or designated care providers to be proactive in
their care.

Medication use, abuse, and misuse need to be
addressed regularly with older persons. Concerns need to be
closely monitored and addressed before they evolve into
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SAFETY TIP

* Use two patient identifiers that are not
the resident’s/patient’s room number
when giving medications.

¢ Obtain/document complete list of resi-
dent’s/patient’s current medications upon
admission to the organization with involve-
ment of resident/patient. Compare med-
ications the organization provides to
those on list.

* Communicate complete list of resident’s/
patient’s medication list to the next
provider of service with referral/transfer
to another setting, service, practitioner
or level of care within or outside the
organization. (2006 National Fatient
Safety Goals from www.jcaho.org)

problem situations. Helping older patients consistently
adhere to a prescribed medication routine with visual and
verbal supports helps all those involved in the process of
their medication management. This method also encourages
self-care and supportive independence, as able, making for
easier and safer medication use.

HEALTH PROMOTIONAL
ROLE IN NURSING CARE
| OF THE OLDER PATIENT

Overall, the nurse who works with older patients must rec-
ognize the importance of developing strong skills in the
areas of listening and observation. With competence in these
skill areas, patterns of change can be readily identified and
concerns can be addressed before they become problems for
the older adult. Although this is important to consider for all
patients who receive nursing care, it becomes especially
important when working with older patients. This is because
older persons often do not present with the typical symptom
patterns associated with health problems seen in younger
individuals, and early signs of health problems are often not
evident in older patients.

By learning about normal changes expected with
advancing age, older patients and their families can be
helped to recognize commonly held societal myths associ-
ated with aging. In efforts to help older patients meet their
optimum level of functioning, it is important to assess the
older patient holistically, remembering that nursing assess-
ment is an ongoing process. To assist in focusing on health
promotion with older patients, look to health education
activities, screening efforts for disease detection, immuniza-
tion programs, and specific safety practices (Table 14.2).
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TABLE 14.2 NURSING CARE FOCUS ON SAFETY ALPHABET FOR OLDER PATIENTS

A is for ABILITIES * Know your abilities.

Know patient’s abilities.

Base nursing actions on your abilities.
Seek out assistance when needed.
Use proper body mechanics.

B is for BODY

MECHANICS AND » Use appropriate assistive devices.
ALIGNMENT  Ensure patient is in proper body alignment.
C is for COMFORT  Ensure physical and emotional comfort during care.
* Use pain scale during each assessment.
D is for DELIBERATE * Plan ahead and communicate plans to patient.
MOVEMENTS * Demonstrate confidence during care.
 Alert patient to planned movements by saying, “Moving on three. One, two, three.”
 Ensure patient assists with moves as able.
E is for ENVIRONMENT * Always place call light within reach.
» Keep environment uncluttered and safe.
* Ask patient’s permission before moving items.
 Put items back as patient prefers.
F is for FALLS * Remember falls are a primary concern for older patients.
» Use interventions to prevent falls: Assist patients with ambulation, use assistive devices, answer
call lights promptly, provide accessible toileting facilities, use night-lights, avoid use of throw rugs.
G is for GIVING YOUR * Allow more time to perform actions.
TIME * Do not rush older patients.
* Provide time for listening and observing, so concerns are addressed before becoming problems.
H is for HAND WASHING * Use correct hand washing protocols to protect yourself and older patients.
 Use standard precautions to protect yourself and older patients.
fgeidl ];

r!_':ﬁ Home Health Hints

Try to schedule therapy visits and nurse visits on the
same day to decrease fatiguing the older patient.
Because many older patients keep their homes warm,
the home health nurse should wear layers of clothing,
removing a layer as needed, rather than adjusting the
heat in the older patient's home.

Pagers should be placed on a silent mode if possible
to avoid startling or confusing the older patient.
Nurses should not assume that the older patient
remembers them when they answer the door.
Nurses should state their name and why they are
there. A large-letter name tag should be in clear view.
To enhance the effectiveness of a visit, the older
patient should be asked to visit in a quiet room of
the home with the primary caregiver invited in at the
appropriate time. This may help the older patient stay
more focused, offer privacy, and assist hearing.

Making a sign for the door of the home giving visitors
instructions, such as ringing the doorbell several times,
knocking loudly, or using the other door, may be help-
ful to the older patient. Do not provide information
that would inform a stranger that an older patient
lives in the home.

Suggesting that limiting visitors or not allowing per-
sons with colds to visit can be helpful in preventing
illness for the older patient.

e Stressors in a patient’s life, such as annoying visitors,
chastisement by caregivers, and harassment by bill
collectors, are often experienced firsthand by the
home health nurse. Document and share those with
the home care team, so a coordinated approach can
be taken.

When auscultating lungs, ask the older patient to take

deep breaths in and out through the mouth. This may

stimulate coughing, which is an opportune time to
teach deep breathing and coughing exercises.

If the older patient seems fatigued early in the day,

ask about sleeping patterns and things that disturb it,

such as barking dogs, traffic noise, and visitors.

Recommend ear plugs or changing rooms to obtain a

good night’s rest. Check medications for insomnia

listed as a side effect and suggest dosing of these
medications early in the day if appropriate. A I5- to
30-minute nap in the early afternoon can be helpful.

* One of the first signs of infection in the older patient
is confusion.

* One of the first signs of dehydration is tachycardia.
Instruct the patient regarding adequate hydration.

* Assist patients and/or caregivers with obtaining and
setting up a weekly pill dispenser. These can be easily
purchased at their local pharmacy. For those patients
who are forgetful, a pill dispenser with a timer can be
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purchased. An audible or visual alarm will go off when
it is time for them to take medications. It is important
for the home health nurse to assess the patient’s abil-
ity to follow instructions. During visits check the med-
ication dispenser to ensure that pills are being taken as
prescribed. If there is a concern inform the physician.
Assess the older patient's environment for safety haz-
ards on each visit and promote safety. Patients can
easily trip on a scatter rug or fall attempting to navi-
gate around furniture. Encourage the patient and
caregiver to dispose of scatter rugs and unnecessary
furniture.

¢ If the home is a two story, help the patient and
caregiver consider how to relocate the bedroom to
the first floor. Stairs are difficult to manage espe-
cially if patients have a visual disturbance or they
use an assistive device.

Assist patients in obtaining a medical alert device
that can be worn around their neck in case of falls.
If they fall emergency medical services can be
alerted when they push the button.

If the older patient has dentures, assess if they are
worn for eating. If not, assess why they are not worn
(e.g, sores, improper fit from weight loss) and discuss
solutions.

Checking the refrigerator for outdated food is helpful.
The older patient is often on a limited budget and
has been taught not to waste food. These factors
along with a decreased sense of smell and taste can
lead to food poisoning in the older patient.
Encourage the uses of spices and herbs, such as pars-
ley, oregano, lemon, garlic, and basil, instead of salt and
sugar. Suggest keeping pared apples and slices of
oranges in the refrigerator for snacks.

If a Meals on Wheels program is available, ask if the
older patient would like to be placed on the service.
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Use a warming tray when feeding an older patient
who takes a longer time to eat.

When swallowing is difficult, freezing liquids helps, so
they can be eaten with a spoon or like a popsicle.
Milkshakes, high-protein drinks, instant breakfast mix, or
eggnog are thicker liquids that are easier to swallow.

If an older person wears perineal pads or adult briefs,
ask how many are used in a 24-hour period to assess
the degree of incontinency or amount of output.
Have the patient keep a voiding diary to further
assess the degree of incontinence.

Suggest a bedside commode when a weakened older
patient is on diuretics or has a history of falling or con-
fusion. Placing it next to the bed at night helps reduce
the risk of falls and eases the caregiver's burden.

If the older patient reports constipation, review the
diet and make suggestions regarding adequate fluid
and fiber A mixture of equal parts of applesauce,
bran, and prune juice is often helpful to prevent or
relieve constipation. Discourage the use of mineral oil
because it can make vitamins less effective.

When drawing blood from the hand of an older
patient, use the smallest needle possible.

Hold light pressure for at least 2 minutes after the
needle is removed. Do not use a Band-Aid on the
fragile skin of the older patient if the bleeding has
stopped with pressure.

When teaching, it is important to acknowledge the
patient's knowledge and life experiences. When given a
chance, patients tell how they have maintained their
health over the years. Use open-ended scenarios for
teaching, such as,“What would you do if you were
alone and fell?” Teaching should occur with patients,
not to them.The nurse is in the patient's home, which
is a personal place. Patient dignity should always remain
intact during home care visits and teaching sessions.

1. Which of the following does the nurse understand is

considered the definition of aging in planning care for

the older adult?

a. A disease that results in the death of all of a person’s
body cells

b. A condition that starts for all people when they reach
the age of 65

c. A maturational process that creates the need for indi-
vidual adaptations due to physical and psychological
changes in the body and mind over time

d. A state of accelerating and simultaneous decline in
body functioning directly related to the death of
body and brain cells and the diseases that result

2. The nurse is assessing a patient who says “T am shorter

now.” The nurse responds based on the understanding

that which of the following commonly contributes to
individuals becoming shorter with age?

a. Contractures

b. Bone degeneration in the legs

c. Hyperextension of the cervical spine

d. Water loss from spinal intervertebral disks

. In teaching an older adult patient who is not cognitively

impaired and was recently diagnosed with hypertension

about prescribed antihypertensive medication, which of

the following is the best approach for the nurse to use to
encourage medication compliance?

a. The nurse looks the patient right in the eye and tells
how medicines control the disease. The nurse then
says “It is important that you take your BP pill every
day.” Do you understand this?
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b. The nurse talks to the patient about medication man-
agement for hypertension. The nurse then gives the
patient a grid to record the time each day the BP pill
is taken. The nurse then takes out a pencil and says
“It’s 9:00 a.m. right after you took your BP pill
with breakfast, show me how you will write it on
this form that you will take to your next doctor’s
appointment.” How do you see this working for
you?

c. After talking about the new BP medicine, the nurse
asks the patient “Do you have a relative or friend
who can call you everyday to remind you to take
your BP pill? It is really important that you take it
and as you get older it is harder to remember things.”
Who do you think can help you with this?

d. After the nurse talks about the new BP pill the
patient will take home, the nurse says, “If you don’t
take this pill you will probably have a heart attack or
a stroke, so you better figure a way that you don’t
forget to take it everyday.”

4. The nurse contributes to the plan of care for a patient on
bed rest based on the understanding that pressure ulcers

Reference

1. U.S. Bureau of the Census: Demographic Data, 2000.
Retrieved July 13, 2005, from http//:www.census.gov.

occur at sites of ischemia which can begin to develop in
which of the following time frames?

a. 5 to 10 minutes

b. 20 to 40 minutes

c. 60 minutes

d. 120 minutes

. The nurse is planning care for a patient at risk of aspira-

tion. Which of the following does the nurse understand
increases the older patient’s risk for aspiration?

a. Increased lung capacity

b. Decreased lung capacity

c. Decreased gag reflex

d. Increased gag reflex

Multiple response item. Select all that apply.
6. Which of the following actions could the nurse institute

to help prevent constipation in the older adult patient?
a. Increasing dietary fiber intake

b. Decreasing water intake

c. Encouraging participation in ADLs

d. Reviewing medication effects

e. Increasing daily exercise

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mr. Jones

1. Does he live alone? Does he have a fall history? If
so, does he wear a device to signal for help? What
type of night-light is used? How far is it to the bath-
room? Does he take his bumetanide early in the day
rather than at night? Does he void before going to
bed? Does he anticipate needing to void 30 minutes
after lying down?

2. Wood floors that are slippery when wet from incon-
tinence are a safety hazard, as well as throw rugs that
may slide or cause tripping. An appropriate night-
light should be available.

3. Nursing diagnoses include functional incontinence
related to distance to bathroom; deficient knowledge
related to safety, medication administration, and noc-

turia; and risk for injury related to slippery floors
from incontinence, use of throw rugs, lighting.

4. A teaching plan should include the following:

» Safety: Place urinal at bedside to prevent inconti-
nence on way to bathroom. Use red night-light
to improve vision and prevent falls. Use easily
cleaned floor covering that is secure and absorbent
to avoid falls. Consider the need for wearing a
device that sends a signal for help.

e Medication administration: Take diuretics early in
the day to avoid having to get up frequently at
night.

* Nocturia: Void before lying down. Anticipate need
to void after lying down by reclining in chair for
30 minutes before going to bed and then void on
way to bed.

5. 2 tablets




KEY TERMS

autonomous (awe-TAHN-ah-mus)
collaborative (cull-AB-or-ah-tiv)
respite (RES-pit)

Nursing Care of the

Patient at Home

KELLY McMANIGLE

QUESTIONS TO GUIDE YOUR READING

1.

How has the history of home health nursing shaped
nursing care of today?

. Who are the members of the home health team?

. What needs to be included when documenting infor-

mation about a home visit with a patient?

. What are some of the differences between hospital-

based nursing and home health nursing?

. What are some steps the home health nurse can take

to ensure infection control?

. What is the difference between skilled care, hospice

care, and private duty care?
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INTRODUCTIONTO
| HOME HEALTH NURSING

Home health nursing, as its name implies, is health care
conducted in the home by qualified professionals. It is an
important component of patient care. A majority of individ-
uals who receive home care are elderly. Because of this, as
the “Baby Boomer’s” population ages, there will be an
increase in the need for nurses to work in home care. The
Bureau of Labor Statistics has indicated that there will be
increased job demand for licensed practical nurses (LPNs)
and licensed vocational nurses (LVNs) in home care.!

Also impacting home health care are advances being
made in medicine. These advances will make it possible for
patients to receive complex care outside the hospital setting.
Home health care can offer a cost effective way for patients
to receive these advanced medical services. It is important
for the LPN/LVN to understand how care is received in the
home setting since there are differences between the home
and hospital setting that need to be considered. Recognizing
these differences will assist LPN/LVNSs in their role as part
of the home care team.

HISTORY OF HOME
| HEALTH NURSING

Home care is not a new concept. Nurses have been giving
care to patients in the home for hundreds of years. In 1893,
Lillian Wald set out to improve the New York community in
which she lived. Health care was available only to those who
could afford it. Because of limited access to health care and
lack of education, the home environment that poor families
and immigrants were living in was not conducive to health
and wellness. With the help of fellow nurse Mary Brewster,
Wald established the Henry Street Settlement in New York
City. These services initiated by Wald and Brewster laid the
groundwork for establishing home care as a nursing spe-
cialty. Because of Lillian Wald and the nurses who worked
with her, families were able to receive the necessary care
and education in their homes to maintain or improve their
health.? During the early 20th century nurses took the initia-
tive to develop programs within the community to meet the
needs of the patients in their care. Nurses in the 21st century
can learn from this and be involved in improving the com-
munities in which they live. Home health nurses can focus
not only on the patient but also on the patient’s family and
the community. In home health, nursing care and its differ-
ences from medical care can be truly understood.

| HOME HEALTH ELIGIBILITY

Home health care requires skilled nursing care and must be
delivered by a licensed professional nurse. Physical therapy
and occupational therapy may also be needed, independent
of nursing. A patient who is receiving home health nursing

is required to be home bound. If patients are able to drive,
then it is felt they are able to transport themselves to health-
care services. Patients are allowed to attend special events,
go to church, or go to medical appointments and still be con-
sidered home bound. If the nurse suspects a patient is driv-
ing daily, the nurse needs to reinforce eligibility for home
health and suggest alternative options for health care to per-
mit the patient to maintain independence. These options can
include activities such as going to a clinic to have a blood
pressure reading done, attending an outpatient physical ther-
apy or occupational program, or having skilled needs (such
as dressing changes) completed in a day surgery facility. If
you have concerns about this, discuss them with the regis-
tered nurse who can work to assist the patient in receiving
the necessary care.

Home health services are usually ordered for care
after discharge from the hospital when there is a need for
skilled care in the home. Skilled care includes those
skills that patients cannot complete by themselves and that
require the interventions of a licensed health-care profes-
sional (Box 15.1 Skilled Activities for the Home Health
Nurse).

It is not uncommon, though, for a physician’s office to
request home health services after seeing a patient in the
office. The physician might be concerned regarding how the
patient is managing his or her care at home. For example, a
patient who’s having difficulty controlling blood sugars
could benefit from having a nurse come to the home to
assess how the patient is using a glucometer, what types of
food are being purchased, monitoring of blood sugar levels,
and to teach the patient appropriate diabetic management.
Another example would be patients who cannot easily
get to the physician’s office to have their blood pressure
checked weekly. If the physician has changed the patient’s
medications, he or she might need to make sure the adjust-
ment is improving the patient’s health as demonstrated by
stable blood pressure readings. These types of visits are usu-

ﬂ SAFETY TIP

Accurately and completely reconcile medications
across the continuum of care.

Implement a process for obtaining and docu-
menting a complete list of the patient’s current
medications upon the patient’s entry to the
organization and with the involvement of the
patient. This process includes a comparison of
the medications ordered for the patient while
under the care of the organization to those on
the list. A complete list of the patient’s medica-
tions is communicated to the next provider of
service when a patient is referred or transferred
to another setting, service, practitioner, or level
of care within or outside the organization (2006
National Safety Goals from www.jcaho.org)
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Box 15.1

Skilled Activities for the Home
Health Nurse

According to the Center for Medicare & Medicaid, the
agency responsible for establishing home health rules
and guidelines, a visit is considered skilled and neces-
sary when the patient is unable perform that skill, there
is not a family member available to perform the proce-
dure, and the patient’s medical issues deem it necessary
to have a licensed professional nurse monitor and man-
age the situation.® Examples of activities considered
skilled include:

* Dressing changes

* Administration of IV medications.

* Management and assessment of newly inserted feed-
ing tubes and tracheostomies.

° Management and assessment of a new colostomy or
urostomy.

* Foley insertion and maintenance.

* Patient and family education.

* Monitoring a patient’s status following a change in
medications or condition.

* Blood draws only if the patient is receiving other
home health services. This is not covered as an inde-
pendent skilled visit.

If a family member is present and able to perform the
skill part of the time, the nurse can teach that person
how to perform that skill. The nurse is still allowed to
complete skilled visits to monitor patient progress and
attend to the patient’s needs when family is not avail-
able. It is important to remember that there needs to be
a skill involved, as discussed above. If the patient is able
to manage the care either independently or with the help
of a family member the services of a home health nurse
may not be required.

ally short term with the goal of facilitating independent care
by the patient and/or family.

| THE HOME HEALTH CARE TEAM

LPNs and LVNs are an important part of the home care
team. Demand for skilled health-care professionals to work
in this area is increasing, and as a member of the home
health team, licensed practical nurses will be included in this
growth pattern. The home care team consists of: the physi-
cian, the registered nurse, the home health aide, physical
therapy, occupational therapy, speech therapy, social serv-
ices, assisted living facility staff, LPN/LVNs, and, of course,
the patient. It is important to remember that the LPN/LVN is
part of the health-care team and that care is collaborative.
In others words, teamwork and communication play a large
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part in ensuring that patients and the families receive the
care they need.

The Physician

The physician is considered the team leader. In order for a
patient to receive home care, a physician’s order is required.
The physician works closely with the registered nurse to
determine what care the patient needs. Because the physi-
cian does not see the patient on a daily basis, he or she relies
on the assessment findings of the nurse and communications
with the home health agency staff.

The Registered Nurse

The registered nurse (RN) is considered the case manager
while the patient is receiving home health. It is the RN who
completes the initial assessment, establishes the plan of
care, and makes changes as needed. The frequency of nurs-
ing and home health visits is established during the admis-
sion. After completing the initial assessment a schedule is
established and forwarded to the physician for approval
(Box 15.2 Scheduling Home Health Care Visits). If it be-
comes necessary, visits can be increased or decreased based
on how the patient is progressing. The registered nurse also
works with the physician to adjust treatments such as wound
care and medications. These adjustments are based on the

Box 15.2

Scheduling Home
Health Care Visits

Home health care is ordered for a 60-day period. The
start of care is considered the first day of the visit with
the end occurring before day 60. Skilled visits are usu-
ally projected during the start of care. Orders are writ-
ten as follows:

¢ Skilled nursing care: 3 X wk X 3 weeks, 2 X wk X

3 weeks, 1 X wk X 2 weeks for skilled observation

of vital signs and patient response to medication

changes and home health aide services; 3 X wk X 8

weeks for assistance with personal care.
¢ Skilled nursing care: 7 X wk X 4 weeks, 4 X wk X

2 wk, 2 X wk X 2 weeks for wound observation and

dressing changes, family education of wound care

technique.

Included in the start of care orders are the supplies
necessary to complete the ordered skills, such as dress-
ing supplies, urinary catheter supplies, or medical
equipment. These need to be authorized and ordered by
the physician. Including them with the start of care
paperwork ensures all services are ordered by the
physician. This function is completed by the Registered
Nurse in conjunction with the physician.

Adapted from Centers for Medicare & Medicaid Services:
Home Health Agency Manual, 2004.
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nurse’s assessment of the problem. Remember, the physi-
cian is relying on the home health team to be his or her eyes
and ears in the home. The nurse’s ability to expertly assess
a situation is critical to the progress of the patient receiving
home health services. The LPN/LVN works closely with the
RN collaboratively, or together, in order to help the patient
reach the best possible health. The plan of care or treatment
plan is certified, or ordered, for 60 days. The treatment plan
includes number of skilled visits required, supplies and
equipment necessary to complete the care, other services
that are required such as a home health aide, and a nursing
care plan that establishes goals for discharge. At the end of
this period, the patient is either discharged or services are
extended or recertified for another 60 days. The registered
nurse works closely with all members of the home care team
so that the plan of care remains relevant to the patient’s
situation.

The Home Health Aide

The home health aide assists patients with performing activ-
ities of daily living (ADLs). This includes bathing, dressing,
grooming, and toileting. The home health aide’s frequency
of visits is established based on the patient’s acuity level and
available help within the home. Each case is different. One
example would be an alert and oriented patient discharged
home following spinal surgery who is widowed and has no
assistance in the home. This patient might require frequent
visits to ensure ADLs are met. Conversely, there is the
patient who is discharged home following open heart surgery
who has extensive family available to assist with personal
care. Although this patient’s acuity is higher, he or she has
help available, thus requiring less frequent visits. During vis-
its, the LPN/LVN can assist with identifying if frequencies
for care need to be adjusted. Findings can be discussed with
the RN who can contact the doctor to adjust the plan of care.

The Physical Therapist

Physical therapists (PTs) are part of the home care team who
work autonomously. The physical therapist is responsible for
developing a plan of care and visit frequency. Physical ther-
apists work to help the patient regain strength and mobility.
They teach the patient and family how to use assistive
devices such as walkers and canes and develop exercise reg-
imens that the patient can perform independently. The PT
also works with medical supply companies to obtain equip-
ment that is needed. If nurses feel patients might benefit from
physical therapy services, such as a patient having difficulty
regaining stamina following surgery, they can recommend
this service to the physician. The nurse can also reinforce the
physical therapy instructions during visits and check to
ensure that the activities are being completed as prescribed.

The Occupational Therapist

Occupational therapists (OTs) also function autonomously.
Similar to PTs, they establish their own treatment plan and
visit frequencies. Occupational therapists’ goals are to assist
the patient to regain independence with ADLs and improve

strength. They teach the patient how to use equipment that
improves the patient’s independence with daily activities.
Nurses can also identify a patient who might benefit from
these services. A patient who seems to be having a difficult
time performing activities such as bathing, cooking, or
cleaning would benefit from the services of an OT. As with
the PT, the nurse can review instructions from OT with the
patient to ensure they are understood.

The Speech Therapist

Speech therapy (ST) is ordered for patients who require
assistance because of swallowing difficulties or speaking
difficulties. After assessing the patient, the speech therapist
identifies a plan of care and visit frequencies. If the nurse
assesses a change in how the patient is swallowing or speak-
ing, he or she can recommend a speech therapy evaluation.
Once any new medical concerns have been ruled out, speech
therapy can be initiated. As with other therapies, the nurse
works closely with the ST and the patient to monitor under-
standing of instructions.

The Social Worker

Social services visits are usually completed in a shorter
period of time. The social worker works closely with many
community resources and can assist the patient with obtain-
ing community assistance. Resources the social worker can
assist with include things such as obtaining a prescription
card, setting up Meals on Wheels, assisting the family with
long-term care placement if necessary, identifying private
agencies that offer respite care and homemaker services,
helping the patient create a living will, and helping the
patient with financial assistive services. Nurses who work in
the patient’s home are in a unique position to identify if the
patient would benefit from social services. The case man-
ager (RN) can relay the concerns of the home care team to
the physician and obtain an order for a social service visit.

CRITICAL THINKING

Mr. Jones

B Mr. Jones, 75 years old, was just discharged from the

hospital following an acute exacerbation of heart failure

(HF). You notice that he has little food in his house. It

appears that the home has not been cleaned in several

weeks, and that the clothes he is wearing are torn and

soiled. Talking with him you learn that he lost his wife

6 months ago to cancer and has had a difficult time

adjusting.

1. What are some community services that might be
available to Mr. Jones?

2. What information would be important to discuss
with Mr. Jones’s physician?

3. Are there any other services that the home health
agency can offer to assist Mr. Jones?

Suggested answers at the end of the chapter.
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Assisted Living Facilities

Assisted living facilities (ALFs) become part of the home
care team if the nurse has a patient residing in an ALF.
Because these homes are not considered skilled nursing
facilities, the staff is not able to perform nursing skills.
Home health nurses need to understand the facility’s poli-
cies when visiting a patient in assisted living. Many times
the nurse visits several patients in the same location. If
appropriate, communicate with staff regarding health-care
instructions (e.g., keep the dressing clean and dry). Home
health for patients residing in assisted living can be ordered
for wound care, blood sugar monitoring, blood pressure
monitoring, urinary catheter insertion and maintenance, and
patient education.

TRANSITION FROM HOSPITAL-
BASED NURSING TO HOME
| HEALTH CARE

When working in the hospital, the nurse has many resources
available. There are secretaries, nurses, respiratory thera-
pists, and physicians to name a few. Patients who enter
the hospital are leaving behind the comfort of their own
homes. They are scared and isolated, not only trying to adjust
to an illness, but also to a new environment. The opposite is
true in home health nursing. In the patient’s home, the nurse
is the visitor. There are no support staff to answer questions
and the surroundings are not familiar. This can be a difficult
adjustment. As your confidence in being a home health nurse
grows so too will your comfort level with entering someone
else’s home. It is important to remember that you have
entered their home. Cultural issues also need to be recog-
nized and considered (Box 15.3 Cultural Considerations).
Do not make quick judgments because the dishes are not
done or the bed is not made. People have different values that
may not always agree with yours. (See Chapter 3 for further
information regarding cultural considerations.) If the home is
in such a state that it poses a health or safety risk, then it
might be necessary to intervene by talking with the RN.

Box 15.3

Cultural Considerations

Within the Hispanic culture, the number of members
in a family is typically large while the living space
may be small. When the nurse first enters the home,
there might be a feeling that the lack of space is
unhealthy. It is important, however, to realize that this
is part of the Hispanic culture. The nurse must evalu-
ate the overall home environment, not just its appear-
ance. Chapter 3, Cultural Influences on Nursing Care,
offers further discussion on understanding transcul-
tural nursing care.
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Resources are not always quickly available when work-
ing in a patient’s home. As such, it is important to have a
good understanding of nursing skills. Home health nursing
requires an ability to adapt and remain flexible since the
home environment, unlike the hospital environment, can be
unknown. Because of this, it is necessary to assess both the
patient and her or his home setting. Consider the patient who
has been referred to home health services following a fall at
home and subsequent fracture of an arm. The referral was
for initiating physical therapy services, not skilled nursing.
During the initial assessment the nurse notes that the patient
is lethargic and experiencing extremely low blood pressure
readings upon standing. Further data gathering of the home
environment leads the nurse to find that the patient’s wife
has not been administering the patient’s heart medications
appropriately—actually administering too much. The home
health nurse can contact the supervising registered nurse to
contact the doctor to obtain the necessary orders to assess
the patient’s blood levels of this medication. This example
demonstrates how nurses in the home need to evaluate the
patient’s case not just based on the referral diagnosis, but
also what can be occurring within the home that could have
contributed to that diagnosis, remaining flexible, and adapt-
ing to the patient’s needs.

Families play a large part in your care of patient’s in the
home. Do not be surprised to walk into a home and find sev-
eral anxious family members with a list of questions they
would like answered. They too will be very involved during
your visits. This can be very intimidating at first. When
preparing for a visit, take the time to review and learn about
an unfamiliar diagnosis or medication. This will help you
feel more comfortable and assist with developing a trusting
relationship with your patient and their families.

ﬁ SAFETY TIP

Encourage the active involvement of patients and
their families in the patient’s care as a patient
safety strategy. Define and communicate the
means for patients and their families to report
concerns about safety and encourage them to do
50 (2006 National Patient Safety Goals from
www.jcaho.org)

Because of the autonomous, or independent,
nature of home health, most agencies require at
least 1 year of medical surgical nursing experi-
ence. This will ensure that you have gained the
necessary knowledge to work in home care. Home
health agencies also hire nurses in specialty
areas; for example, cardiac nursing or wound
care. Nurses with a specific specialty will usually
work with patients with diagnoses with which
they are familiar. See Box 15.4 (Liability lssues
to Consider When Working in Home Health) for
liability issues.

(Continued on following page)
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Always be prepared for the unexpected.
Carry extras of common supplies; for example,
various sizes of catheters, sterile dressing
gauze, different types of tape, and plenty of
alcohol wipes.

THE ROLE OF THE LPN/LVN
| IN HOME HEALTH

The nurse’s role in home health is varied and complex. The
nurse works closely with all members of the health-
care team. Tasks may be similar to those performed in the
hospital setting such as wound care or administration of
IV medications (Fig. 15.1). The difference is the setting
of where these skills are completed. Many factors need to
be considered when assisting patients in the home (e.g.,
having the necessary supplies, infection control, patient edu-
cation material, documenting, and personal and patient
safety).

Box 15.4

Liability Issues to Consider When
Working in Home Health Care

When starting in home health care, review your state’s
Nurse Practice Act and your scope of practice. The
National Council of State Boards of Nursing, http:/
www.NCSBN.org lists all the State Boards of Nursing
websites. This is a very useful tool for any nurse.
Understanding your scope of practice will ensure that
you complete care that follows your state’s guidelines.
When in patients’ homes they might ask you to perform
a skill or request something that is outside your scope of
practice. It is important that you explain to them that it
is outside your scope of practice but still address their
concern by contacting your agency immediately to find
out how to handle their request. It is important to
address their request as it could indicate a change in
their status. For example, if a patient asks you if it is
“okay” to increase a medication, you should understand
that as a nurse you cannot prescribe medications. So if
you were to say it was okay, you would be altering the
prescribed dose, and thus practicing outside your scope
of practice since only a physician or nurse practitioner
can prescribe medications.

Always discuss your concerns with your supervisor
and review your agency’s guidelines, policies, and pro-
cedures. Know what you can and cannot do before you
start and never be afraid to question something that
you feel or know violates your nurse practice act.
Remember it is your license so follow your nurse prac-
tice act!

1

FIGURE 5.1 Patient receiving home IV therapy.

STEPS INTHE HOME
| HEALTHVISIT

Preparing for the Visit

A typical day for the home nurse consists of six to seven vis-
its. Visits generally last 30 to 45 minutes. Most agencies
attempt to arrange visits in the same geographical location
for convenience. If your visits are focused on a specialty,
such as wound care, you might travel long distances to visit
your patients, although your patient assignment would be
less than seven visits. Agencies allow for mileage reim-
bursement, so be sure to keep close track of mileage from
house-to-house. The night before your visit, you need to
develop a plan of action for how your visits will be struc-
tured. Sometimes you will need to be at a certain place at a
particular time, so factor this into your planning. Each
patient needs to be contacted. Give the patient a 1- to 2-hour
window for your arrival time. Remember, you cannot always
anticipate what is going to happen during a visit. It is better
to let your patients know a time frame range as opposed
to an exact time. If you are unsure of how to locate your
patient’s home, ask while you are arranging the visit time.
The agency will usually provide you with an informa-
tion sheet reviewing the patient’s diagnosis, pertinent med-
ical information, and reason for home health. Keep these
handy; writing directions to the patient’s home on these
forms is an easy way to have the information close by. It
is important to be organized with this process. If you have
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too many papers with information on it, it is difficult to man-
age both your time and the patient’s needs, leading to frus-
tration.

LEARNING TIP

The World Wide Web is a great place to find travel
information. Mapquest is one such site. The user
can type in the beginning and ending address
and receive detailed directions on how to get

to destinations. The web address is http://www.
mapquest.com.

Other things to carry with you are a map and cell
phone. Even the best of directions can be confusing once on
the road. If for any reason you are going to be late, contact
the patient to let him or her know. Remember, these patients
are home bound and anxious; arriving late can interfere with
developing an effective therapeutic relationship.

Safety Considerations

Home health nurses’ travels can take them to dangerous
areas. It is important to be vigilant about personal safety. See
Box 15.5 (Safety Guidelines for Home Health Nurses) for
tips on how to protect yourself before, during, and after a
home health visit.

Patient safety is of particular importance in the home.
Unlike the hospital, once you leave, there might not be
anyone else to visit until you are scheduled to work again.
The nurse needs to be alert to things in the home that can
pose a hazard to the patient. Box 15.6 (Gerontological
Issues) offers some ideas for patient safety consideration in
the home.

Remember to consider requesting a referral for physi-
cal or occupational therapy. These services can work with
the patient to build strength, teach the patient how to use
assistive devices, as well as assisting with obtaining those
devices. Educating the patient on how to prevent injuries in
the home is the best intervention.

Infection Control

Maintaining asepsis in the patient’s home may be a chal-
lenge. In the hospital, everything is available to ensure infec-
tion control. In the home, the nurse is responsible for
bringing supplies to ensure safe care. The home health
agency will provide information during in-service orien-
tation of their policy and procedures regarding infection
control. It is always important to have extras of basic equip-
ment, including:

* Personal safety equipment—disposable gowns,

masks, and shoe covers

* Gloves—some latex free

* Red bags of various supplies

¢ Several biohazard containers
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Box 15.5

Safety Guidelines for Home
Health Nurses

In general, home health is very safe. Most communities

recognize the importance of the role of home health

nurses and are receptive to their visits. It is still impor-
tant to understand how you can protect yourself in case
an unsafe situation arises.

Tips for maintaining safety when completing a home
health visit:

* Always carry a map, whistle, and cell phone.

* Keep gas tank filled.

* Complete recommended maintenance on your car
and have the tires checked regularly.

« If possible, park in the street or road in front of
the house. This prevents someone from blocking
you in the driveway.

* When entering a home be aware of where the exit
doors are and any windows that will allow for safe
evacuation from the home.

* Be aware of your outside surroundings. When leav-
ing the home have your supplies packed up and keys
out, ready to open the car door.

¢ If lost in an unknown area, leave and go to a famil-
iar place and contact the patient for directions. Call
your agency if concerned about home safety.

¢ If you need to complete a visit at night, request an
escort. Many communities will have a police officer
accompany you to and from the home. Discuss this
option with your supervisor.

* Never complete a visit if you feel concerned for
your safety.

f Box 15.6

Gerontological Issues

The elderly make up a significant proportion of home
health patients. Because of changes in their health,
many items in the home can become potential safety
hazards. The home health nurse should always assess
the patient’s safety in the home. Things to look for are:
* Overcrowded spaces

e Scatter/throw rugs

* Bathroom safety

* Adequate lighting

* Access to needed supplies

* Steps to enter the home

 Pets

¢ Electrical cords
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CRITICAL THINKING

Mrs. Smith

B Mrs. Smith was referred to your home health agency
following an appointment with her physician. During
that visit it was found that Mrs. Smith was anemic
resulting in dizziness, fatigue, and alterations in her
blood pressure. The physician requested home health
nurses visit for Mrs. Smith to assess her safety and rec-
ommend appropriate safety devices.

1. What are some safety devices that can assist
Mrs. Smith?

2. What are some hazards in the home the nurse should
look for?

Suggested answers at end of chapter.

 Disposable underpads—can be used to provide a
clean field for supplies; also good to place one on
the floor to put your home health bag on.

* Antibacterial soap

* Sanitizing liquid

* Disinfecting spray to clean your equipment and bag
after each visit

* Alcohol wipes for disinfecting thermometers and
stethoscopes

* A small chemical spill kit

All these supplies are provided by the home health

agency. Periodically go through your supply of this equip-
ment to make sure you have enough. One other important tip
to remember is washing your hands. It is important to clean
your hands with soap and water prior to beginning and after
completing your patient care. If water is not available, use
your sanitizing liquid. Do not wash your hands in the
patient’s kitchen sink, always ask to use the bathroom for
your hand washing.

Documentation

Documentation in home health can be challenging. Because
of reimbursement guidelines, the nurse needs to document
specific things during the visit. Home health agencies re-
ceive their income based on a prospective pay system, not
per visit payments. On admission, the registered nurse fills
out information that is entered into a computer system. This
information is called the Outcome and ASessment Infor-
mation Set, or OASIS. This tool is used to generate infor-
mation about the home health agency and patient outcomes.
It is also used to help develop a plan of care that best meets
the patient’s problems. The LPN/LVN needs to be familiar
with the general function of this form and its relevance to
creating a plan of care, although as already stated it gener-
ally is the RN who collects this data from the patient.

In order for home health agencies to be reimbursed,
they need to demonstrate that a skill was completed. Docu-
menting information is based on the patient’s plan of care

and the corresponding skill that was completed at the visit.
For example, the physician has ordered skilled nursing ob-
servation and medication management for a patient. The
nurse completing this visit needs to identify when docu-
menting that this skill was completed. Documentation
would include:

* Patient’s response to a medication—vital signs,
level of consciousness, or other potential side
effects.

e Patient’s current understanding of medication regi-
men and the action the nurse took to improve that
understanding.

* Patient’s response to that education and any areas
the patient might continue to need assistance.

Home health agencies, like hospitals, have different
ways of documenting. The following things are generally
included in all home health documentation:

 Arrival and departure times of the nurse

* Assessment findings

* Vital signs

* An area for a narrative note

* Patient’s signature verifying the nurse was present
in the home

This flow sheet is returned to your facility within an
identified time frame (usually within 24 hours of a visit).
Nurses who wish to drop off paperwork during times when
the office is closed need to find out if their agency has a
secure after hours drop box to leave paperwork. If dropping
off paperwork after hours, it is necessary to be sure that your
forms are neatly organized and papers clipped together.

Information is also kept at the patient’s residence. It
usually consists of a folder that contains relevant patient
information and a communication form that all staff mem-
bers need to complete at each visit. Similar to hospital chart-
ing, this documentation is important to ensure continuity of
care, even more so in the home setting because staff mem-
bers might not cross paths for a verbal report.

E LEARNING TIP

An easy way to ensure you always have the hand-
outs that you need is to organize them into a
three-ringed binder. Always have plenty of these
handouts when making a visit. Many times fami-
lies who do not reside with the patient request
copies 50 that they can have them at home. You
can organize the information in several different
manners; for example, based on the diagnosis or
alphabetically.

Patient Education

A primary responsibility of nurses in home health is edu-
cating the patient regarding her or his illness and how to
effectively manage that illness at home, hopefully decreas-
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ing the chance of needing hospitalization. There are many
handouts available to offer the patient to help reinforce the
verbal instructions you are providing. It is best to utilize
forms that are available from your home health agency.

NURSING PROCESS: THE HOME
| HEALTH PATIENT

Assessment/Data Collection

Monitor and document patient and family’s adjustment to
change and illness. Perform a complete patient assessment
during each visit. Assess the home environment for potential
safety hazards and need for devices to assist with care.

Nursing Diagnosis, Planning,

and Implementation

Therapeutic regimen management: ineffective related to
deficient knowledge, complexity of medical needs, and
limited access to social support

EXPECTED OUTCOME: The patient will demonstrate
changes in lifestyle necessary to maintain health.

* Work with the patient in developing both short- and
long-term goals.

* Recognize small accomplishments positively fo
reinforce the progress the patient has made.

* Educate the patient on management of the health-
care regimen.

* Provide educational material in both written and
verbal format to allow for understanding of complex
issues with care.

* Review the plan of care with the patient fo facilitate
involvement and eventual independence with care.

¢ Identify and work with social support systems.

* Assist the patient with obtaining necessary supplies
to promote wellness.

* Assess the home environment for hazards and assist
the patient with making necessary changes fo pro-
mote safety.

* Assess the patient for changes in health status that
can affect progress.

Caregiver role strain related to the management of a
chronic illness and lack of understanding of resources
available

ExPECTED OUTCOME: The caregiver will identify effective
ways for dealing with the complexity of a chronic illness.

¢ Include the caregiver in the plan of care to help
develop an understanding of the management of the
illness.

* Assist the caregiver with identifying community
resources available such as respite care, Meals on
Wheels, and support groups.

* Enlist the help of a social worker fo facilitate con-
tact with community resources.

* Assess the caregiver’s expectations of the patient’s
health. Misconceptions regarding progress can fos-
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ter anger and frustration toward the patient.
Discuss ways to help the caregiver deal effectively
with these feelings.

* Acknowledge the change in roles: for example,
child taking care of a parent, and the challenges
associated with this change in family roles.

Evaluation

The patient and caregiver will acknowledge acceptance and
understanding of the change in health status. This is evi-
denced by involvement in the plan of care and participation
with goal setting, utilization of community resources, main-
taining of a safe home environment, and demonstration of
ability to manage medical regimen.

OTHERTYPES OF HOME
| HEALTH NURSING

So far this chapter has focused on Medicare home health
that is covered under the Medicare and Medicaid systems.
The purpose of this version of home health is to assist the
patient with managing health needs on an intermittent basis.
There are also other types of home agency service work
available for nurses, including private duty nursing and hos-
pice nursing.

Private Duty Nursing

Private duty nursing consists of scheduled care to assist the
patient with personnel and homemaking needs. These serv-
ices have been called home companion services, home-
maker services, and private duty care. Many of the services
that are offered focus more on companionship and respite
care. Families who are taking care of a patient with complex
needs, such as an Alzheimer patient, may need time away
from the home to complete personal tasks. These agencies
provide both licensed and unlicensed assistive personnel
(UAP) to help the patient while the family is away. Unlike
Medicare home health, these services are considered an out-
of-pocket expense, and are not covered by Medicare and
Medicaid.

Families can contract with an agency to have a staff
member spend 2 to 3 hours a day in the home. The staff can
complete homemaking tasks and companion tasks, such as
arts and crafts or playing cards. Nurses can work in these
agencies in the role of supervisor to unlicensed assistive per-
sonnel (UAP). Another role that the nurse can be involved in
is assisting the patient with filling weekly medication dis-
pensers. Many nurses enjoy this type of work because of the
relationships that are formed with patients and families.
They can be involved with the same family for months to
years, as opposed to a few months, as is typically seen with
Medicare home health patients.

Hospice Nursing

Hospice home agencies work with patients who have a ter-
minal illness with less than 6 months to live. The focus of
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hospice is not curing the disease but to offer comfort and
palliative care for patients who are dying. Hospice nurses
are available around the clock, allowing the patient’s family
to contact them at anytime with questions or when the
patient dies. Hospice care also offers bereavement services
to the family for up to a year after the patient has died. This
service is covered by Medicare. As one can see, hospice can
offer many advantages not available through a regular home
health agency. A referral to hospice is usually initiated in the
hospital. There might, though, come a time when you are
working with a patient whose condition declines rapidly. It
is important to discuss available options with the home care
team before approaching the option of hospice with the
patient. Patients need to be ready to accept the fact that they
have an incurable illness. Even with that acceptance, some-
times the patient prefers to stay with the agency that they
have been working with because of a relationship that has
been developed with the staff. Involving social services can
help inform the patient of the variations in care they can

1. What impact did Lillian Wald have on the nursing pro-

fession?

a. Allowed nurses to function as medical care providers

b. Demonstrated the impact nursing can have on
patients’ health and wellness

c. Made it possible for nurses to obtain prescription
drugs for patients in the home

d. Developed the Henry Street Settlement in 1890

Multiple response item. Select all that apply.

2. Which of these are members of the home health
team?

LPN/LVN

Physician

Social worker

Home health aide

e. Lawyer

pooTs

3. A patient is being seen by home health nurses for moni-
toring of his weight and vital signs and education about
medication changes following an acute exacerbation of
heart failure. Documentation for this visit needs to
include which of the following?

a. What the patient ate for breakfast

b. How far the patient was able to ambulate while
working with physical therapy

c. Education about the role of the home health aide in
assisting the patient with personal care

d. Education about how to keep a log of daily weights
and when to contact the physician regarding a poten-
tial problem.

4. An LPN/LVN has started working for a local home
health agency and is concerned about the transition to
home health nursing after working in the hospital for 10
years. What are some recommendations that would ease
this transition for the LPN/LVN?

receive. See Chapter 16, Nursing Care of Patients at the End
of Life, Home Health Hint boxes for assistance in under-
standing how to assist the patient who is dying at home.

| HOME HEALTH NURSING

Home health nursing is a rewarding career path to choose.
Nurses who work in the home have the unique opportunity
to assist the patient during a time of crisis and be able to
experience the results of their interventions. Home health
nursing will continue to grow in the 21st century, and the
need for qualified professionals will offer many opportuni-
ties for the LPN/LVN. Thinking back on the impact that
nurses like Lillian Wald had and her ability to change the
lives of so many because of her willingness to meet those
patients in their homes demonstrates the importance home
health nurses have in the successful progression for patients
from illness to health and wellness.

a. Explain that home health nursing is just like hospital
nursing

b. Instruct him or her to always be prepared, to keep
paperwork organized, and spend some time the night
before a visit to review patient health information to
help her or him gain confidence in the home.

c. Allow an opportunity for exploring feelings and
acknowledging that this is a hard transition.

d. Let the nurse know it is not possible to completely
adjust to home health nursing because of variability
in the home.

5. What steps can the home health nurse take to ensure
that the patient is not exposed to infectious materials in
the home?

a. Disinfect the home health bag after each patient visit
with a germicidal spray supplied by the home health
agency.

b. Wash hands in the kitchen sink rather than the bath-
room sink.

c. Use the same red bag from patient-to-patient for dis-
posing of soiled dressings.

d. If a chemical spill occurs contact agency to send per-
sonnel to clean it up.

6. In reinforcing teaching to a patient about the primary
difference between hospice care and home health care,
which of the following would the LPN/LVN include in
the explanation?

a. Visits occur weekly in hospice versus daily in home
care.

b. Volunteers provide hospice care but nurses provide
home care.

c. Patients must enter hospice if they are dying.

d. Palliative care versus managing a return to a func-
tional level of wellness.
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SUGGESTED ANSWERS TO

CRITICAL THINKING

m Mr. Jones

1. The loss of Mr. Jones’ wife and his subsequent

health problems have impacted his ability to prop-
erly care for himself. A proper diet is important for
healing and maintenance of health. A referral to
Meals on Wheels would be appropriate. This agency
will deliver at least one healthy meal each week day

assist with community resources and grief counsel-
ing. Because heart failure is a chronic disease that
can contribute to fatigue, an occupational therapist
can work with the patient in developing energy con-
serving techniques for completing activities of daily
living. Also the services of a home health aide can
help with personal care and provide additional emo-
tional support.

m Mrs. Smith

(usually lunch). The meal can be adapted to meet the 1. Since anemia can cause extreme fatigue it is impor-
patient’s dietary guidelines. Many communities tant for Mrs. Smith to have safety devices in the
offer elder services to patients at a reduced cost to home to prevent falls. These devices can be obtained
assist with housekeeping services. Helping the from a medical supply store and are usually covered
patient set up homemaker services will help him by Medicare. Equipment to consider includes a bath
through this difficult time. Offering the patient infor- stool for the shower so the patient can sit while
mation about grief counseling services in the com- bathing, a detachable shower head, hand rails in the
munity can be beneficial during this time. Once shower and hallways, a bedside commode, an over-
discharged from home health the patient can begin the-toilet seat, a reacher to assist with obtaining
attending counseling services. Other community objects at a distance, a medical alert device that can
resources to consider are: neighborhood socials, be worn at all times, and if fatigue is severe enough
church services if appropriate, and online communi- a motorized wheelchair.

ties that match the patient’s values. 2. The home has many hazards. Important things to

. The physician needs to be contacted about the
patient’s withdrawn demeanor and lack of interest in
self care. Mr. Jones may be experiencing a situa-
tional depression because of the recent loss of his
wife and his own health problems. During this time
the physician might decide to prescribe an anti-
depressant to help.

. The nurse recognizes that Mr. Jones needs extra help
at this time. Consider a referral for social services to

assess for include: scatter/throw rugs, overcrowded
spaces, sharp edges along furniture, inadequate
lighting, and stairs. Instruct the patient to keep fre-
quently used kitchen appliances and foods on
shelves that are easy to reach. The same is true for
the bathroom and bedroom. Assist the patient with
setting up a “command center” in the living room so
that favorite items are kept in close proximity and
the patient does not have to get up so frequently.
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KEY TERMS

AdvanceMedical Directive (ad-VANS MED-ik-uhl
dur-EK-tiv)

advocate (ADD-voh-kut)

artificial feeding (ART-ih-FISH-uhl FEE-ding)

artificial hydration (ART-ih-FISH-uhl hy-DRAY-shun)

Do Not Resuscitate (DOO not re-SUSS-ih-TATE)

Living Will (LIV-ingWIL)

Durable Medical Power of Attorney (DUR-uh-buhl
POW-ur uv uh-TUR-nee)

hospice (HOS-pis)

postmortem care (pohst-MOR-tum KARE)
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Nursing Care of Patients

at the End of Life

BETSY MURPHY

QUESTIONS TO GUIDE YOUR READING

1.

Who is the patient who is approaching the end of
life?

. What are the necessary legal documents for patients

with life-limiting illness?

. What choices are available to patients at the end of

life?

. How do you communicate with dying patients and

their families?

. What are the expected physical changes in the dying

process?

. What are nursing interventions you can provide at

the end of life?

. What is post mortem care?

. What are nursing interventions you can implement

for the grieving patient and family?

. What is the role of the LPN/LVN in hospice care?
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| CASE STUDY

Mr. Moran, 89 years old, resides in a nursing home, and has
been losing weight and growing weaker for the last 6
months. Despite treatment for depression, he continues to
grow weaker and more dependent on his caregivers. As you
read this chapter, consider what decisions this family will
face and what resources are available to them in their quest
to provide appropriate care for him.

| A GOOD DEATH

Despite our best efforts, there will become a time that all our
patients will die. Death is the expected end to a life well
lived. In America, only 10% of us will die suddenly. The
remaining 90% will experience a gradual decline over a
period of months or years.

In the 21st century, most Americans will die from
chronic and acute illnesses from diseases such as cancer,
heart disease, stroke, and dementia. We have the technology
to prolong life, but sometimes this longer life can carry with
it profound disability and reduced quality of life. Our
patients sometimes tell us that this is not what they intended
for the last phase of their life. The challenge for nurses
then is twofold: 1) to help identify patients with life limiting
illnesses early, so they and their families have the opportu-
nity to define their goals of care, and 2) to help our patients
communicate their wishes to healthcare providers, both
orally and in writing, to assure that their wishes are under-
stood.

Perhaps the most important role for nurses is to give our
patients support and validation as they move through the
series of losses leading to a good death. Dying is, after all,
the final phase of our growth and development. The develop-
mental tasks associated with this phase involve reflecting on
our lives, saying goodbye, saying “I am sorry” and saying “I
love you.” The goal of having a “good death” is a valid goal.

In a 1999 study, a focus group of terminally ill patients
defined what would constitute a good death for them. The
results fit into 5 categories:

* Adequate pain and symptom management

* Ability to make their own decisions

* Dying that is not prolonged

* Minimal emotional and financial burden on their

families

* Ability to use remaining time to strengthen their

relationships with their loved ones.

This definition of a good death helps nurses listen to
what patients want and to focus on how best to help them
achieve their goals. Nurses who choose to provide care for
the dying experience personal growth in their own lives.
Facing the inevitability of our own mortality can force us to
look more deeply at our beliefs, values, and priorities in life.
This can result in a richer, more focused life.
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| IDENTIFYING IMPENDING DEATH

Although most Americans voice that they want to die at
home, almost 80% today die in facilities. 20% die in nursing
homes, but by the year 2020, it is estimated that 50% will
die in nursing homes. Some researchers have found that 1/3
to 1/2 of the patients who enter nursing homes die within a
year. Nurses who are working in long-term care and
assisted-living facilities will find themselves in a position to
both identify patients who are likely to die soon and also to
support these patients’ families in planning for a good death.

Death can be caused by disease, but some patients sim-
ply show weight loss and progressive weakness as indic-
ators that they are in the final months of life. Research has
shown that measuring progressive weight loss and increas-
ing dependency can help identify patients who are dying.
One research study showed that elderly patients in nursing
homes who lose 10% of their body weight in 6 months, have
an 85% chance of dying in the next 6 months. Weight loss
caused by depression or acute illness can sometimes be
reversed with aggressive treatment. But if neither depression
nor acute illness is the cause of the patient’s decline, he or
she may be entering the final months of life.

Experience tells us that elderly patients with gradually
increasing weakness and increasing dependence for activi-
ties of daily living (ADLs) are declining. Elderly patients
who are having trouble swallowing and require treatment for
aspiration pneumonia are likely to die within a year. Their
decreased respiratory muscle strength, lack of lung elastic-
ity, and poor immune response make recovery unlikely.
Elderly patients with poor renal and cardiac functions are at
high risk for dying. The final truth is that for some patients
with chronic illness, many treatments offer little benefit.
This chapter explores some of the choices people have to
make at the end of life.

ADVANCE DIRECTIVES, LIVING
WILLS,AND DURABLE MEDICAL
| POWER OF ATTORNEY

The Patient Self Determination Act ensures that every
patient has the right to accept or refuse any medical treat-
ment that is offered. The Act also requires health-care pro-
fessionals to ask patients entering a hospital if they have
prepared an Advance Medical Directive. In preparing an
Advance Medical Directive, patients are exercising their
rights to make their wishes known regarding specific med-
ical treatments should they become incapacitated. The
Directive requires the signatures of two witnesses, neither of
whom can be a family member or health-care provider.
There are really two parts to an Advance Medical Directive:
a Living Will and a Durable Medical Power of Attorney
for Health Care.

Living Wills are documents instructing physicians
about patients’ preferences (such as to withhold or withdraw
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life-sustaining procedures) in patients who are unable to
communicate, found to be permanently unconscious, and/or
have been declared “terminal.” A Durable Power of Attorney
document specifies who will speak for the patient when he
or she cannot speak for himself or herself. Many states have
standard forms to use, and may require both a Durable
Power of Attorney and Living Will to be legal. An attorney,
although not necessary, may be helpful for some families.

Encourage patients to not only fill out the necessary
forms, but also to discuss their wishes with all family mem-
bers. It is estimated that only about 15% of Americans have
an Advance Medical Directive. Some patients are reluctant
to complete an Advance Directive. They are concerned that
they may change their mind about treatments in the future.
It can be helpful to talk about advance care planning as a
process. Treatments we choose to have today may not be
wanted tomorrow.

Remind patients that they can revoke an Advance
Directive at any time and in any place and institute a new
one. What matters most is that they get started and document
their wishes today.

| END OF LIFE CHOICES

Cardiopulmonary Resuscitation

During the 1960s, cardiopulmonary resuscitation (CPR) was
developed as a method of rescuing healthy people who suf-
fered a cardiac or respiratory arrest. Some of the early guide-
lines specified that CPR was not to be used in patients with
terminal illnesses. It was intended for healthy patients with
reversible conditions. Today, CPR has become standard in
both hospitals and nursing homes. All patients will receive
CPR unless they have a Do Not Resuscitate (DNR) order.
There is also a perception that CPR can save most lives. The
real statistics about CPR are as presented in Table 16.1.
One reason for such low survival rates is that CPR must
begin within 3 to 5 minutes of collapse. The most success-
ful cases are ones in which CPR plus AED (automatic exter-
nal defibrillator) are used within 3 to 5 minutes. Medical
researchers reviewed 113 studies on the use of CPR in hos-
pitals over a 33-year period and found some additional rea-
sons for the low survival rate. They found that patients with
the lowest chance of survival (less than 2% chance) were
those who (1) had more than one or two medical problems,
(2) were unable to live independently, and (3) had a terminal
illness. All patients living in nursing homes and assisted-

TABLE 16.1 SUCCESS OF CPR
IN SAVING LIVES

In Hospital: All Patients 10%—15% survival rate

In Hospital : Elderly Patients Less that 5% survival rate
Out of hospital: All patients  Less than 5% survival rate
Nursing Home Patients 1%—-2% survival rate

living facilities are unable to live independently. Patients
with terminal illness would include cancer, dementia, or any
progressive illness.

Some patients choose to have CPR because they fear
that without CPR they will be deprived of treatments that
will benefit them or alleviate their distress. Most patients do
not realize that their chance of survival is statistically low
and also that after CPR, if they survive, their quality of life
may be diminished. A small number of patients actually
believe that CPR is a procedure that may improve their
overall medical condition. A helpful way of presenting the
DNR option is to talk about three issues: (1) the statistics
outlined above, (2) that the choice is really whether the
patient will receive aggressive comfort care as they are
dying or CPR, which may cause distress and will likely
prove futile, and (3) even if elderly patients receive success-
ful CPR, their quality of life is usually greatly reduced, not
improved.

Do Not Resuscitate Orders

A “No Code” or Do Not Resuscitate (DNR) order is writ-
ten in a hospital or nursing home setting after collaboration
with the patient, family, and health-care provider, usually
after it has been determined that the patient will not benefit
from receiving cardiopulmonary resuscitation (CPR). DNR
simply means that CPR will not be done. Patients still must
decide whether they want aggressive treatment of their
underlying condition, up to but not including CPR, or
whether they want only comfort measures without therapeu-
tic treatment. Some hospitals offer several options:

* Do Not Resuscitate, Comfort Care Only

* Do Not Resuscitate, Full Therapeutic Support

 Full Code

Outside of the hospital, at home, or in most nursing
facilities, patients will have fewer options for aggressive
treatment. Patients can, however, choose to have a DNR
order that will be recognized by emergency personnel.
Many states have a “Durable DNR” document that, once
signed, can be displayed in the patient’s home to advise res-
cue personnel that the patient does not want to receive CPR.
These may also be called “out of hospital” or “prehospital”
DNR orders.

Many people assume that their documented desire not
to receive resuscitation in a living will is all that is neces-
sary. In states that have an out of hospital DNR policy, the
patient will receive CPR regardless of their stated wishes in
their Advance Medical Directive unless they have completed
the Durable DNR document.

Some patients fear that in choosing DNR status they
will suffer and be alone at the time of their death. It is impor-
tant to tell patients that DNR does not mean “do not treat.”
Even patients who have a DNR/Comfort Care order can
receive oxygen, medications, and other comfort measures to
aggressively manage their symptoms and assure a comfort-
able death. All DNR orders and discussions with families
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] Box 16.1
Patient Perspective

Anna

My mom, Anna, was diagnosed with cardiomyopathy
and congestive heart failure when she was 60 years old.
At that time she was still working, and had just remar-
ried. She thought she had many years left in life. She
did not have an Advance Directive—Why would she?

Two years later, as her disease progressed, she
decided she did not want to “live on machines.” So with
the help of her doctor and our family, she wrote her
Living Will and made her new husband her Durable
Power of Attorney, with me as his backup person. Since
she was still functioning really well with lots of medica-
tions and occasional hospitalization, she chose a DNR
status, but with full therapeutic, aggressive interven-
tions. She even took a tour of Europe during this time in
her life, knowing she would not be able to do it later.

By the age of 67, she had a lot less energy to do
things, and her heart failure really cramped her lifestyle.
But she still enjoyed life, and her goal was to see her
oldest grandson, my son, graduate from high school.
She considered a heart transplant, but her doctor told
her she was too old to qualify. She did have a new kind
of valve surgery that was supposed to make her feel bet-
ter, but it didn’t help much.

Three months after my son’s graduation, she was
hospitalized several times with progressively worse out-
comes. She weighed barely 100 pounds, and could not
eat much. She was only 70 years old, and still looked
and acted so young! Finally, she was in a semicoma in
the hospital, and our family had to make the difficult
decision to withdraw all therapeutic support. She was
now a DNR, with Comfort Measures only. We were
confident this would be what she wanted because we
had talked about it with her.

She was discharged home with hospice care, and
died within a week. I moved in for her final days to help
out, and between me, her husband, and her hospice
nurse (who was a godsend), and frequent visits from
family and her minister, she had a really good death. We
kept her comfortable with lots of attention and mor-
phine. She was alert and able to converse much of the
time. She ate what and when she wanted, which
amounted to one-quarter of a cheese and tomato sand-
wich one day, but she enjoyed it! She could finally
enjoy a glass of grapefruit juice, which she had been
unable to have for years because it interacted with one
of her heart medications.

At the end, she died with me holding her right hand
and her husband holding her left. We were telling her
we loved her. It was a good death.
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CRITICAL THINKING
Mrs. Hart

B Mrs. Hart has written a living will specifying her
wishes should she become incapacitated. Because she
has advanced disease, she tells you she would not want
to be resuscitated if she has a cardiac arrest. She is cur-
rently hospitalized but will be discharged to her home
in a few days. What documents does she need to have
in place to ensure she will not receive resuscitation?

Suggested answers at end of chapter.

should be documented on the patient’s chart (Box 16.1
Patient Perspective).

Artificial Feeding and Hydration

When patients can no longer eat or drink, it may happen as
a result of three conditions. It may be due to an acute illness,
or after a long illness with multiple medical problems, or
simply due to the aging process. Otherwise healthy patients
who are unable to eat while recovering from an acute illness
will probably benefit from tube feeding. Patients who are
declining either due to multiple medical problems or the
aging process probably will not.

In recent years, there has been important research
to help guide the decision to insert a feeding tube. In 1999,
a 30-year retrospective review of dementia patients who
received feeding tubes revealed the following. These
patients did not live longer (than patients who were hand
fed), the feeding tube increased rather than decreased the
risk of aspiration pneumonia, the feeding tube did not pre-
vent or reverse weight loss, and it did not heal or prevent
decubitus ulcers. As a result of this research, The National
Alzheimer’s Association recommends that instead of a feed-
ing tube, these patients receive an effective program of hand
feeding. It has long been known that although a feeding tube
or TPN (total parenteral nutrition) is helpful for cancer
patients who are losing weight due to therapeutic treatments
such as chemotherapy, it is not helpful for patients who are
actively dying from cancer.

There are even some benefits in withholding artificial
feeding and artificial hydration in the final weeks of life in
actively dying patients. These benefits are:

* Fewer pharyngeal and lung secretions, which can

reduce dyspnea

* Reduced swelling around tumors, which can reduce

associated pain

* Less urination, resulting in dryer skin with less

breakdown.

It has been theorized that as dehydration occurs, the
body produces a form of endorphin, which enhances com-
fort. As ketone levels rise (from breakdown of body fat),
patients experience an anesthetic effect that creates a sense
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of well-being. Hospices have done comparative research
studying patients who received IV hydration and those who
did not to understand the effect of hydration on comfort.
They surveyed both groups of patients in the days before
death, asking about discomfort. They discovered that both
groups were comfortable and both voiced only one com-
plaint, having a “dry mouth.” Neither group reported com-
plaints of hunger or increased pain. Because both groups
experienced dry mouths, it was speculated that the cause of
dry mouth was due to the medications used at end of life.
When frequent mouth care was added to the care plan, the
complaint of dry mouth dissipated.

The issue of feeding is a very emotionally difficult one
for families. Often their loved one has been ill a long time.
Bringing favorite foods may have been one of the ways they
showed love and communicated caring. Families will need
support in making decisions about feeding in three impor-
tant ways: (1) identifying goals of care and evaluating
whether artificial feeding will help meet those goals, (2)
weighing the benefits and burdens of feeding, and (3) find-
ing new ways (besides feeding) to communicate their love
such as skin care, mouth care, or reading to their loved one.

For a different perspective on artificial feeding, see Box
16.2 Ethical Considerations.

Hospitalization

A hospital is where patients go to receive aggressive medical
treatment. The goal of care in a hospital is to improve the
patient medically and transfer him or her to an appropriate
level of care that will better meet individualized needs.
There are burdens associated with hospitalization for elderly
patients approaching the end of life. These patients may
actually decline more rapidly in a hospital setting. Research
has shown that all elderly patients lose weight in a hospital.
Research on dementia patients has shown that patients with
dementia lose weight and suffer irreversible cognitive
decline with each hospitalization. They enter a foreign envi-
ronment and are cared for by health-care workers who do
not know them. Often the patients are restrained as they
become agitated and become fearful away from where they
call home. Patients who are frail and have poor immunity are
also at risk. They often enter the hospital with one infection
and are discharged with infections resistant to antibiotics or
ones caused by antibiotics, such as Clostridium difficile
infections.

Patients living in nursing facilities with end-stage
dementia who have severe cognitive impairment will benefit
from having a “Do Not Hospitalize” order. This will main-

Box 16.2

Ethical Considerations

Euthanasia

Karen has worked in a long-term care facility for the past 9
years. She works very hard in her job as an LPN to ensure
that all of her patients receive the best care possible during
their stay. Karen values life and has a special interest in pal-
liative care and end of life issues.

Karen has been caring for Adam since he came to the
hospice 5 years ago. Adam is a 28-year-old man who has
been in a “waking coma” since a car accident. He has made
no progress over the time he has been in care. Adam is
married and both his wife and parents are actively involved
in his care.

Adam occasionally makes indistinguishable sounds, his
eyes are open but do not fix upon any object, and he can
move his head from side to side. He can't swallow, so he
has a gastric feeding tube. Adam is unable to move, and
has extensive limb contractures and chronic decubitus
ulcers. He is incontinent, so he wears an adult brief and has
a urinary catheter. He suffers from frequent bouts of stom-
atitis, skin and urinary tract infections, and occasionally
pneumonia.

Adam'’s wife believes that Adam will never fully recover
or regain any meaningful control over his body. She believes
his tube feeding should be discontinued. Should this hap-
pen, it seems certain that Adam will die from dehydration
soon after Adam’s parents, however, remain hopeful that
Adam will eventually recover and regain some normal func-

tion. They are also firm believers in the value of human life,
in any condition, and believe it would be wrong to allow
him to die. As a result, Adam’s wife has petitioned the
courts to have his feeding tube stopped. There is tension
between the two parties, and they try to avoid each other
as much as possible.

Eventually, Adam'’s wife wins her fight to have the feed-
ing stopped. On the day that this is to happen, Karen is the
LPN on duty and it falls to her to discontinue the feeding
and clamp the tubing. The tube is left intact in case it is
needed to administer medications needed for comfort.
Karen is aware that once the feeding is stopped, Adam will
not be able to eat or drink by himself and will most likely
die in the near future.

What are the important issues here? First, there are
two opposing sides. Adam'’s wife insists that Adam has no
viable future and would not have wanted to endure such a
state for such a long time. She points out that there has
been extensive neurological damage that cannot be
reversed, leading to her conclusion that Adam, as he was
known, no longer exists. His parents maintain that life, in
whatever form and at whatever cost, should be supported
and protected. Who s right?

What principles should guide Adam’s care?
What is Karen's primary obligation?

Who is protecting Adam'’s rights?

Should Karen stop the feeding?
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tain the patient in an environment that feels “safe” and pre-
serves his or her chosen quality of life.

Hospice Care

Many people think of hospice as a “place.” It is actually a
service. The service is provided in private homes or inde-
pendent and assisted-living facilities. It can also be provided
in hospitals and nursing homes when there is a signed con-
tract between the hospice organization and the facility. In
order to qualify for hospice, a patient must have a prognosis
of living for 6 months or less.

Some indicators of a 6-month or less prognosis (regard-
less of diagnosis) are 10% loss of weight in 6 months, func-
tional decline, frequent hospital admissions, and recurrent
infections. The goal of hospice care is holistic: to manage
symptoms such as pain and nausea, to provide emotional and
spiritual counseling for the patient and family, and to support
the patient in achieving his or her goals of care. Each patient
is assigned a multidisciplinary hospice team (Table 16.2).

Most health insurance companies now provide a hos-
pice benefit. Many are modeled after the Medicare Hospice
benefit. The Medicare benefit pays for both routine hospice
care at home and inpatient hospice care provided in a hospi-
tal or a skilled nursing facility via contract or in a freestand-
ing hospice unit. Medications, medical supplies, oxygen,
and durable medical equipment are also covered if they are
related to the “terminal” diagnosis.

Hospice care can assist a family to take care of a patient
at home, but hospice nurses do not routinely provide 24-
hour in home care. Nurses and other team members make
regular visits to support the patient and family. (A nurse is
“on call” for in home visits 24 hours a day.) If the patient
does not have family support for 24-hour care at times of

TABLE 16.2 THE HOSPICE TEAM

Physician Works with the patient’s primary physician,
offering suggestions to improve care.
Directs the activities of the team and often
will make visits to the patient’s home.

Makes routine home visits, assessing patient’s
needs and implementing plan of care.
Nurses are available to visit 24 hours per
day as needed.

Provides emotional counseling and long term
planning, assisting patients with insurance
issues and helping to identify community
resources.

Provides spiritual counseling or coordinates
care of spiritual issues with the patient’s
chosen spiritual counselor. May participate
in funeral or memorial service.

Home health  Provides personal care, linen changes, light
aide housekeeping.

Nurse

Social
worker

Chaplain or
minister

Volunteers Give caregivers support by staying with the
patient while they get out of the house.
May also read to patient, run errands, etc.
Bereavement  Provides counseling for family and significant
counselor others for 13 months after the date of the

patient’s death.
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medical crisis, then short-term inpatient hospice services or
24-hour in home continuous nursing care may be provided
under some hospice benefits.

COMMUNICATING WITH
PATIENTS AND THEIR
| LOVED ONES

Terminal illness is a family experience. Family is defined by
the patient and may include blood relatives, friends, signifi-
cant others, or partners. The primary role of the nurse is to
facilitate a comfortable death that honors the choices of the
patient and family. The nurse, therefore, becomes the advo-
cate, assuring that the patient and family wishes are com-
municated to other members of the health-care team. In
addition, the nurse is often the professional caregiver and
educator of the nonprofessional caregivers and family.

In order to successfully work with dying patients and
families, you must demonstrate empathy, unconditional pos-
itive regard, trustworthiness, and critical thinking. You are
part of an interdisciplinary team. The team consists of the
physician; nurse; social worker; chaplain, physical, occupa-
tional and speech therapists; and others. Each discipline has
expertise and can lend support to the others in providing
care. As illustrated in the section on end of life choices,
patients and their loved ones need support and evidence-
based medical information to make good decisions. All
members of the team can assist with this support.

Good communication requires that you take time to lis-
ten, answer questions honestly, help to identify choices, and
allow verbalization of fears. Eighty percent of communica-
tion is nonverbal, such as eye contact, body language, and
tone of voice. Take time to identify your own communica-
tion barriers that will affect your ability to talk with families.
Do you have fears about your own mortality, lack personal
experience with death, fear being blamed for decisions, or
disagree with decisions that were made? These barriers will
affect your ability to sit with patients and families in crisis,
sustain eye contact, and support them in their process.
Practice attentive listening with patients and families.
Encourage them to talk; be silent, don’t change the subject,
and know that you do not have to have all the answers. Your
role can be to help them reflect on what they are trying to
communicate and to clarify their goals of care so you may
better advocate for them.

Set the stage for communication by sitting down to
show you are not in a hurry (Figure 16.1). Maintain eye con-
tact, encourage them to speak, repeat what they said to gain
clarification, and reflect on its meaning. Some things to say
to facilitate good communication include:

* “Do you feel like talking?”

* “Tell me more about your fears of ....”

* Use repetition: ““You mentioned you were upset

by ...

 Reflect: “So are you saying that ....7”

* “What does this mean to you?”

* “How can I help you?”
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FIGURE 16.1 Nurses can be a comfort to patients and family
members.

From the patient’s perspective, there are many factors
that influence the content and quality of communication
with you. Some patients are so afraid they cannot hear
what they have been told about their illness. It can be help-
ful to ask what the doctor has said in order to get baseline
information about where they are in understanding their
disease.

Patients may use denial as a mechanism to protect
themselves from becoming overwhelmed by emotion. The
denial is necessary to enable them to survive on a day-by-
day basis. It is not necessary for you to remove their denial.
Some patients remain in denial throughout the course of
their illness. When patients in denial ask you a direct ques-
tion about their condition, it can be an indicator that they are
ready to hear the truth. It is essential that you always answer
questions honestly and to the best of your knowledge.
Dishonestly destroys trust and credibility.

Patients and their families may also feel angry.
Allowing them to express their anger will validate it and
enable them to progress emotionally. Comments like, “It is
okay to be angry with God and anybody else,” will encour-
age them to continue to talk. Patients who fully understand
their prognosis will express sadness and regret. Sitting with
patients as they express sadness will allow them to share
their feeling and give you an opportunity to offer emotional
support.

@_THE DYING PROCESS

This section discusses the expected changes in the days and
hours before death. Assessing the patient for these changes,
planning and implementing treatments, and evaluating
patient’s response to interventions are all important. See
Box 16.3 Nursing Care Plan for the Patient at the End of
Life for nursing interventions.

Understanding Life Span Influences on Health and lliness

Educating caregivers about what to expect is essential.
Caregivers who anticipate the expected changes and under-
stand the rationale behind the interventions are more suc-
cessful in their care giving and have fewer regrets or
concerns after the death. See Box 16.3 Nursing Care Plan
for the Patient at the End of Life for specific communica-
tions that may help caregivers understand what is happening
and how they can help.

Eating and Drinking

As bodies move toward death, there is less desire for food
and fluids. Patients are conserving energy and often do not
feel hunger. The swallowing reflex can be impaired with
increased risk of choking. Patients fear choking and may
hold their mouth tightly closed when food or fluids are
offered. This is normal and the resultant dehydration will
enhance comfort due to endorphin production and rising
ketone levels.

Changes in Breathing

It is estimated that 50% to 70% of patients have dyspnea
at end of life. Dyspnea may be reported by alert patients.
Those who are not alert may exhibit tachypnea (respira-
tory rate >24), facial grimacing, and use of accessory mus-
cles to breathe. Untreated dyspnea will lead to fear and
agitation, leading to more dyspnea. Some patients will
also have episodes of apnea in the days or hours before
they die.

There are many causes of dyspnea. Pneumonia, ane-
mia, congestive heart failure, and pleural effusion can be
successfully treated early in the course of illness. Dyspnea
that occurs in the final hours of life is not treated by cor-
recting the underlying condition, but can be effectively man-
aged and controlled (see Box 16.3. Nursing Care Plan for
the Patient at the End of Life).

Oral Secretions

Saliva that the patient is now unable to swallow may collect
in the back of the throat causing a sound sometimes called a
“death rattle.” This can be disconcerting for the family. See
Box 16.3 Nursing Care Plan for the Patient at the End of
Life for interventions.

Temperature Changes

As the body loses its ability to control temperature, the
patient may become diaphoretic or feel cold all the time.
Some patients have experienced fevers as high as 105°F
(40.5°C). As death approaches, the feet and legs may
become cyanotic and mottled. This is often an indicator that
death will occur within hours.

Bowel and Bladder Changes

Most patients will become incontinent of bowel and bladder
during the course of the illness. Urine output will decrease
as dehydration occurs. Urine will often darken in color and
have a strong odor.

(Text continued on page 281)
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Box 16.3 NURSING CARE PLAN for the Patient at the End of Life

Nursing Diagnosis: Impaired gas exchange related to dying heart and lungs as evidenced by dyspnea, change

in respiratory rate, Sao, <90%

Expected Outcomes Patient will state breathing is comfortable; respiratory rate is between 12 and 20 per

minute, Sao, =90%.

Evaluation of Outcomes Is patient’s breathing relaxed and rate between 12 and 20? Is Sao, =90%?

Interventions
Monitor respiratory rate and effort.

Administer diuretics or antibiotics as
ordered.

Explain to the family the rationale for
medical interventions.

Plan activities to conserve energy.

Place patient upright in a recliner with
pillows to 45 degrees.

Offer alternative comfort measures such

as massage and muscle relaxation.
Administer oxygen as ordered.

Place a fan in room if patient desires.

Administer low dose morphine as
ordered.

Explain to patient and family: This very

small dose of morphine will help to
slow his breathing down so that he
feels more comfortable. It also works
on the part of the brain that makes
him feel short of breath, to take away
the sense of panic.

Rationale

Increased rate and effort indicate dis-
tress.

Diuretics or antibiotics may be given
to treat the dyspnea and promote
comfort, not to prolong life.

Blood transfusions may be given to
improve oxygenation and reduce
dyspnea; a thoracentesis may pro-
mote lung expansion. These are not
intended to prolong life, but to pro-
mote comfort.

Spacing rest with activity will help
reduce oxygen consumption.

An upright position allows lung
expansion.

Relaxation reduces anxiety and
resulting dyspnea.

Oxygenation raises Sao, and reduces
dyspnea.

The feeling of breeze may reduce
subjective feelings of dyspnea.

Morphine causes peripheral vasodila-
tion, which can reduce pulmonary
edema. It can also reduce anxiety.

The informed patient and family will
be able to cooperate and assist with
keeping the patient comfortable.

Evaluation

Is patient in distress? Are fur-
ther interventions needed?

Do diuretics or antibiotics
reduce dyspnea?

Are additional interventions
needed and effective? Does
family understand rationale
for their use?

Is patient able to tolerate spaced
activities?

Does positioning reduce
dyspnea?

Are alternative measures effec-
tive?

Does oxygen raise Sao, and
relieve dyspnea?

Does patient state or appear
more comfortable with fan on?

Are respirations less labored
after morphine?

Do patient and family under-
stand reasons for care and feel
secure that patient is receiving
best possible care?

Nursing Diagnosis: Ineffective airway clearance related to excessive secretions and inability to swallow as
evidenced by gurgling sound, “death rattle”

Expected Outcomes The patient’s airway will be free of secretions.

Evaluation of Outcomes Is patient’s breathing quiet and unlabored?

Interventions

Adjust the patient’s head to allow
secretions to move down the
throat.

Place a humidifier in the room.

Rationale

This will help the patient swallow the
secretions and decrease frightening
noise.

Humidified air can liquefy secretions
and help the patient to cough.

Evaluation
Is breathing quieter?

Is patient able to cough up
secretions?

(Continued on following page)
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Interventions

If secretions are copious, administer
hyoscyamine or scopolamine as
ordered.

Administer low dose morphine as
ordered.

Suction patient prn.

Teach patient and family “Because
he can no longer swallow saliva, it
collects in the back of his throat.
This medication will help to reduce
the secretions and reduce his feel-
ing of shortness of breath.”

Rationale
These are anticholinergic medica-
tions that can dry secretions.

Morphine also has anticholinergic
action that can help dry secretions.

If secretions are not controlled by
non-invasive measures, suctioning
may be necessary.

The informed patient and family will
be able to cooperate and assist with
keeping the patient comfortable.

Evaluation
Do medications help dry secre-
tions?

Does morphine help quiet breath-
ing and help patient stay calm?

Is suctioning necessary? Is it
effective?

Do patient and family under-
stand reasons for care and feel
secure that patient is receiving
best possible care?

Nursing Diagnosis: Imbalanced nutrition: less than body requirements related to inability to swallow and lack
of appetite as evidenced by refusing food, weight loss

Expected Outcomes The patient will state satisfaction with amount and types of food offered. The patient

will not aspirate food or fluid.

Evaluation of Outcomes Does patient appear content with foods and fluids offered? Does he or she swallow

without aspirating?

Interventions

Allow the patient to choose when
and what to eat. Do not force the
patient to eat if he does not wish.

Sit the patient upright to eat or drink.

Explain to family as needed: “He is
afraid to swallow now because his

swallowing is impaired and it causes

him to choke. As he becomes dehy-

drated, comfort will be enhanced as

the body produces endorphins and
naturally occurring anesthesia.”

Rationale

The goal is no longer providing ade-
quate nutrition, but keeping the
patient comfortable.

This can help the patient swallow
and prevent aspiration.

The informed patient and family will
be able to cooperate and assist with

keeping the patient comfortable.

Evaluation
Is the patient receiving the foods
and fluids he wants?

Does patient swallow effec-
tively?

Do patient and family under-
stand reasons for care and feel
secure that patient is receiving
best possible care?

Nursing Diagnosis: Impaired oral mucous membrane related to dehydration, not eating

Expected Outcomes The patient’s mucous membranes will be clean and moist.

Evaluation of Outcomes Are mucous membranes clean and moist? Does patient indicate that his mouth is

moist?

Interventions

If alert, offer the patient ice chips or
sips of water.

Provide frequent mouth care with
sponge tipped toothettes.

Apply lanolin to lips.
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Rationale
To keep mucous membranes moist.

This can keep mucous membranes
moist when patient is not able to
drink adequate fluids.

To keep the mouth and lips from
becoming dry and crusty.

Evaluation

Does patient indicate mouth
feels comfortable?

Is mouth clean and moist?

Are lips smooth and moist?
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Nursing Diagnosis: Impaired comfort (pain, terminal restlessness) related to disease process, dying process,

medications

Expected Outcomes The patient will state he or she feels comfortable. If unable to speak, he or she will
appear calm and peaceful, not restless or agitated.

Evaluation of Outcomes Is patient comfortable, calm, and peaceful?

Interventions

Assess for reversible causes of agi-
tation.

* Assess the patient for pain or
other discomfort.

* Assess for urinary retention or
fecal impaction.

* Assess for medications that are no
longer beneficial.

* Assess Sao,.

Reposition in bed at least every two
hours and prn.

If Sao, is low, administer oxygen as
ordered.

Discuss with the physician discon-
tinuing all uncomfortable proce-
dures, such as blood draws and
finger sticks for blood glucose.

If the cause of the agitation cannot
be determined, try medication for
pain, dyspnea, or anxiety as
ordered.

Keep the patient safe with one on
one monitoring and side rails up.

Keep perineal area clean and dry,
frequently checking adult briefs.

Teach patient and family
“Restlessness can have many
causes. It can be a sign of pain,
bowel or bladder problems or due
to medication. I will work with the
healthcare provider to improve the
situation.”

Rationale

Often agitation is a sign of discom-
fort. Identifying and removing the
cause of the discomfort can help
calm the patient.

Ask the healthcare provider to sim-
plify the medication regimen.

Repositioning frequently can pro-
mote comfort and relieve pressure
on bony prominences. When other
medical interventions are discontin-
ued, the patient still needs to be
repositioned regularly to prevent
uncomfortable complications.

Low Sao, causes dyspnea, which is
not comfortable.

Many procedures provide informa-
tion to the staff but are not benefi-
cial to the patient at the end of life.
They should be discontinued.

Medication may need to be adminis-
tered based on objective observa-
tions if the patient is unable to
communicate.

A fall would increase the patient’s
discomfort.

A wet brief is not comfortable.
Unchanged briefs can also lead to
skin breakdown, another source of
discomfort.

The informed patient and family will
be able to cooperate and assist with
keeping the patient comfortable.

Evaluation
Can causes be identified? Are
they removed?

Does repositioning promote
comfort?

Is Sao, raised to 90%? Is patient’s
breathing unlabored?

Are any uncomfortable procedures
still being carried out that are not
absolutely necessary?

Does medication promote
comfort?

Is patient safety maintained?

Is patient clean and dry with intact

skin?

Do patient and family understand
reasons for care and feel secure
that patient is receiving best pos-
sible care?

(Continued on following page)
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Nursing Diagnosis: Hypothermia or hyperthermia related to dying central nervous system and inability to reg-
ulate body temperature

Expected Outcomes The patient’s temperature will be maintained as close to normal as possible, and dis-
comfort from temperature extremes will be managed.

Evaluation of Outcomes Is temperature within normal limits (WNL)? If unable to control temperature, does
patient appear comfortable?

Interventions Rationale Evaluation
Administer acetaminophen supposi- Acetaminophen is an antipyretic. It is Does acetaminophen reduce
tory as ordered. given by suppository if the patient fever?
cannot swallow.
Keep the patient clean and dry. A fever can cause diaphoresis, and Is patient kept dry and comfort-
Change gown and bed lines as lying in damp sheets can be uncom-  able?
necessary. fortable and cause skin breakdown.
If the patient is cold, add blankets Blankets will warm the patient with-  Are blankets helpful?
as necessary. Do not use an elec- out risking burns from electric heat-
tric blanket or heating pad. ing devices.

Nursing Diagnosis: Disturbed thought processes related to neurological changes

Expected Outcomes The family will voice understanding that confusion is not uncommon, and will demon-
strate appropriate responses if it occurs.

Evaluation of Outcomes Does the family respond appropriately to patient during times of confusion?

Interventions Rationale Evaluation

Assure families that some confusion  If they are prepared, it will be less Is family informed? Do they
is common phenomenon. disturbing. verbalize understanding of

what to expect?

Do not correct the patient but Sometimes patients talk about their Is the patient less distressed
instead encourage the patient to fears in metaphor. Allowing them after speaking?
talk about what is happening. to express this fear will promote

relaxation and decrease loneli-
ness.

Keep a dim light on in the room and  Being able to see clearly helps Is light on? Is patient able to
remind the person gently of who keep the patient oriented if he orient himself when he awak-
is present. awakens during the night. ens?

Explain to family: “Many patients The family will be less distressed Does the family respond appro-
make statements that don’t make if they understand what is hap- priately to the patient’s con-
sense at times. It is as if they are pening. fused statements?

in 2 worlds at the same time. He
will become less distressed if you
allow him to talk about what he is
experiencing.”

Nursing Diagnosis: Disturbed sensory perception related to changes in neurological function

Expected Outcomes The patient will be treated as still present and respected, and not as though he is
already gone.

Evaluation of Outcomes Is communication respectful toward the patient?
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Interventions

When providing care, always speak
to the patient as if he can hear
you. When conversing with family
members in the room, remember
that the patient also can hear what
you are saying.

When giving care, explain softly to
the patient what you are doing and
why.

Explain to family: Hearing is the
last sense to go. This can be a
good time to say the things you
have not been able to say. He may
still hear you.

Rationale

Knowing what is happening can
reduce anxiety and increase cooper-
ation.

Continued communication can be
comforting to both the patient and
the family.

Evaluation

Are caregivers and family mem-
bers sensitive to the patient’s
presence when communicating?

Does patient appear calm? Does
he respond to your explana-
tions?

Is communication appropriate?

Nursing Diagnosis: Anticipatory grieving related to impending death

Expected Outcomes The patient and family will be able to openly communicate their feelings to each other,

and say goodbye.

Evaluation of Outcomes Are patient and family able to communicate effectively and say goodbye to each

other?

Interventions

Be present with the patient. Just sit
quietly and hold his hand for a
period of time.

Show appropriate concern.

Provide a quiet environment where
each loved one can say goodbye in
a way that will reflect their cul-
tures and values.

Consult a minister or religious
counselor of family’s choice.

Ask about the family’s cultural and
religious beliefs and allow time
for prayers and ceremonies.

Rationale

This can help the patient to feel
less alone, especially if there
are no family members present.
Many patients fear dying alone.

This will promote trust and
empower the family to ask for
what they need.

These interactions will serve as
valuable memories after the
death and provide a feeling that
each participant did what they
needed to do for their loved
one.

A minister often has special
skills and training in communi-
cating with people during diffi-
cult times. Talking about an
afterlife may also be comfort-
ing to the patient and family.

Providing a culturally familiar
environment will reduce the
patient and family’s anxieties
and give them more control
over the process.

Evaluation
Is someone present with the
patient as much as possible?

Is the family communicating
openly with the providers?

Do family members appear
satisfied with their participa-
tion in the process?

Does the family appear to
benefit from the presence of
a minister or religious coun-
selor?

Do family members feel free
to carry out cultural and reli-
gious beliefs?

Sleeping

In the final weeks of life, patients may be sleeping for most
of the day. This is due to a change in metabolism. They also
begin to emotionally detach from families as part of their

preparation to leave.

Mental Status Changes

As patients progress, they often have confused episodes due
to electrolyte imbalance. Some patients will say things like,
“I have to catch a train” or “I need my passport.”” This

metaphorical communication is well documented in the hos-
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pice literature. It is almost like patients are living in two
worlds.

Terminal Restlessness

Terminal restlessness is a syndrome observed in a significant
number of patients with various diagnoses during the final
days of life. The patient may be unable to concentrate or
relax, and may exhibit nonpurposeful motor activities such
as picking at the sheets. The patient may hallucinate or try
to climb out of bed. Terminal restlessness can have many
causes, including hypoxemia, metabolic abnormalities, or
hepatic failure. Some physical causes may be reversible so it
is important to assess if pain or urinary or fecal impaction is
the cause.

Restlessness may also be caused by medications. As
kidney and liver functions are reduced, medication levels
rise in the body and cause toxicity. Consult with the physi-
cian and pharmacist to determine if all the medications
the patient is receiving are beneficial or necessary. See
Table 16.3 for medications that might be helpful at the end
of life.

Unconsciousness

The majority of patients are unconscious for hours or days
before they die. Before they lose consciousness, their ability
to see may be diminished. Hearing is the final sense to be
lost. It is important for you to remember as you are caring
for the patient and conversing with the family that your
patient likely hears everything you are saying. Encourage
the family to continue to talk to the patient.

‘t

CRITICAL THINKING

Mr. Johnson

B Mr. Johnson is in the final hours of his life and has
become increasingly short of breath throughout the day.
With each inspiration, his respirations are moist and
noisy. Currently, his respiratory rate is 30 per minute,
and you notice he is using his accessory muscles to
breathe.

What is the cause of his noisy breathing?

What can be done to lower his respiratory rate and
decrease his dyspnea?
Suggested answers at end of chapter

CARE AT THETIME OF DEATH
| AND AFTERWARD

Death has occurred when you observe the absence of heart-
beat and respirations. The body color becomes pale and
waxen, the eyes may remain open, and pupils are fixed.
Telling the family that the patient has died should be done
with sensitivity, providing small amounts of information
according to the family’s level of understanding. Be sure to
check and adhere to the policies in your setting and state
regarding death pronouncement and organ donation.
Document the general appearance of the body, including
absent pulse and lung sounds. Your goal now is to provide a
personal closure experience for the family.

TABLE 16.3 MEDICATIONS TO INCREASE COMFORT AT THE END OF LIFE

Medication

Class/Action Examples Route

Opioids

Bind to opioid Morphine (MS, MS- 1V, SQ, PO, SL

receptors to IR, MS Contin)

reduce pain Hydromorphone IV, SQ, PO, SL
and dyspnea (Dilaudid)
Fentanyl (Sublimaze, Patch, IV, SL
Actiq)
Anxiolytics
Depress central Lorazepam (Ativan) IV, PO, SC
nervous system Diazepam (Valium)
to reduce anxi-
ety
Neuroleptics
Reduce severe agi-  Haloperidol (Haldol) PO, IM
tation, terminal
restlessness
Anticholinergics
For treating Hyoscyamine SL
excessive pha- (Cystospaz)
ryngeal secre- Scopolomine Patch
tions (Transderm-Scop)
Glycopyrrolate SQ

(Robinul)

Rectal suppository

Side Effects Nursing Implications

Constipation, dry mouth,
respiratory depression

Must be given routinely to
be effective.
Give routinely.

Give short-acting analgesia
for 24 hours until Fen-
tanyl takes effect.

Dry mouth, unsteadiness.
Assess for oversedation if
used with opioids.

Not first line drugs for
treating dyspnea

Tardive dyskinesia,
Pseudoparkinsonism

Useful in treating anxiety
when lorazepam ineffec-
tive.

Urinary retention, dry
mouth

Works faster than scopo-
lamine patch.

For early treatment of
secretions.

Consider if hyoscyamine
ineffective.
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After death, you provide postmortem care. First,
remove the tubes, medical supplies, and equipment. Bathing
and dressing the patient and making him look presentable
for the family shows respect. Some cultures dictate the care
of the body after death and who should provide that care.
The nurse can assess and advocate for cultural practices
requested by the family. Work toward providing a clean,
peaceful impression of the deceased. Position the body in
proper alignment; replace dentures, place dressings on leak-
ing wounds, and use briefs as necessary. Allow the family
time with the body. Embalming is necessary within 12
hours. Do not remove the body until the family is ready.
Covering or uncovering the face at removal should be done
according to the family’s preference. Additional activities,
such as contacting the physician or funeral home, should be
carried out according to institution policy.

|_GRIEF

Grief is the emotional response to a loss. Loss is a daily
experience in everyone’s life. Loss can occur due to divorce,
children leaving home, loss of job, loss of possessions, or
other losses. People express grief in their own way accord-
ing to their coping skills, life experiences, and cultural
norms. In end of life care, grief is a process that begins
before the death of the patient and continues through a series
of tasks that the survivors move through to resolve grief. The
feelings associated with grief include anger, frustration,
regret, guilt, sadness, and many others. This process can be
divided into stages (Table 16.4).

Interventions for the grieving patient are addressed in
Box 16.4 Nursing Care Plan for the Patient at the End of
Life. Nursing process for the grieving family is addressed
below.

Nursing Process for the Grieving Family

Assessment/Data Collection
Some things to consider when assessing grief include:
* Where is the family in the grief process?
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Are family members experiencing physical prob-

lems such as shortness of breath, sweating, skin

color changes?

* Is the stress of grieving exacerbating medical condi-
tions?

* What support systems are available to the family?

* What interventions can I use to facilitate their grief

process?

Nursing Diagnosis, Planning,

and Implementation

Although many nursing diagnoses may be appropriate, the
priority diagnosis is simply Grieving.

Grieving related to impending death or loss of
loved one

EXPECTED OUTCOME: The family will be able to express
feelings of anger, guilt, or sadness. They will be able to
think about the future and perform ADLs as needed.

* Simply be present. Sitting with the bereaved,
without having to have all the answers is very
powerful. If you don’t know what to say, just be
silent.

Actively listen, allowing the bereaved to talk about
the loved one and their feelings about the loss. Ask
open-ended questions to encourage them to continue
talking. One of the greatest needs of the bereaved is
to trust someone enough to share their pain.
Help family members identify their support systems
(church, friends, family) and encourage them to use
them. Support systems can help in practical ways
(meals, transportation) as well as lend emotional
support.
* Consider acknowledging the event by attending the
memorial service or sending a card. This simple act
of caring is very important to families.

Evaluation

Healing takes time. If interventions have been effective,
however, the family will have the support to function effec-
tively while they grieve.

TABLE 16.4 STAGES OF GRIEF
Stage Tasks Characteristics
Stage 1
Shock and disbelief Acknowledge the reality of the loss. Recognize the Has difficulty with feelings of numbness, emo-
loss. tional outbursts, poor daily functioning, and
avoidance.
Stage 2

Experience the loss
ing the feelings.

Stage 3
Reintegration

Work through the pain by expressing and experienc-

Adjust to an environment without the deceased.

Anger, bargaining, depression. May feel guilt
over not preventing the death or not providing
enough care. May feel angry at loved one who
has “left them behind.”

May experience insomnia, loss of appetite, apa-
thy, lack of interest in daily life.

Finds hope in the future, participates in social
events, feels more energetic.
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| THE NURSE AND LOSS

Working with dying patients triggers awareness of your own
losses and fears about death and mortality. Adapting to the
care of the dying requires that you explore and experience
your personal feelings toward death. Unresolved losses from
your past can resurface and affect your ability to care for
dying patients. You may find that you continue to think about
patients who have died long after the event. Emotionally
continuing to care about deceased patients takes energy
away from the daily care you are providing to current
patients and your own family. Unresolved grief can lead to
symptoms that resemble burnout, such as insomnia,
headaches, and fatigue.

If you find yourself distancing and withdrawing
from your dying patients, it is an indicator that you need
to attend to the care of yourself. Some nurses may find
counseling helpful in order to effectively process losses
from the past and learn healthy ways to process future
losses.

Both formal and informal support systems should be in
place to support staff through multiple losses. Informal
support can be one-on-one sharing of experiences with
coworkers, peers, pastoral counselors, and physicians.
Understanding and acknowledging your limitations, asking
for help, regular exercise, and relaxation are important com-
ponents. Some nurses find journal writing a helpful process,
where writing down feelings allows you to release them.
Formal support systems can be established in many different
ways:

* Preplanned gatherings where nurses can express

feelings in a safe environment

* Postclinical debriefings after difficult deaths to alle-

viate anxiety and promote learning

» Ceremonies such as memorial services in facilities

REVIEW QUESTIONS

Understanding Life Span Influences on Health and lliness

Home Health Hints

Allow time during your visit to sit quietly with the
patient and caregiver. Sitting quietly lets the patient
and caregiver know you are there to meet both med-
ical and emotional needs.

Encourage family involvement with care. Families
need reassurance that they are not going to hurt the
patient; take the time to teach them how to assist the
patient with basic care.

Prepare the family for what to expect as death
approaches.

* When the patient is no longer conscious, encourage
the family to spend time at the bedside sharing per-
sonal thoughts and memories with the patient. For
example, a spouse might talk about when they first
met, or family members can play a favorite song.

to allow both staff and residents to recognize and
honor the loss of patients

| REFLECTIONS ON CASE STUDY

Remember Mr. Moran from the beginning of the chapter?
Clearly he is approaching the end of life. Assess what he and
his family want to happen in the final months of his life and
where he wants to be. What are the goals of care? If comfort
is the goal, how can this best be achieved? If keeping him in
his familiar and safe environment is the goal, then help his
family weigh the benefits and burdens of CPR, hospitaliza-
tion, artificial feeding, and artificial hydration.

1. A 94-year-old gentleman is admitted from home to the
hospital with pneumonia. What factors lead the nurse to
believe he is nearing the end of his life?

a. His abdomen is distended and his skin tone is
yellow.

b. He has a fever of 101.6°F and a respiratory rate of
28.

c. He has been having difficulty swallowing and is
losing weight.

d. He has crackles in his lung bases bilaterally.

2. What is a Durable Power of Attorney?
a. A document that outlines a patient’s wishes at the
end of life.
b. A document that gives a patient a “Do Not
Resuscitate” status.
c. A person who will make decisions for a patient once
the document is signed.

d. A person who will make decisions for a patient when
the patient is no longer able to speak for himself.

3. A patient’s family member says, “I heard someone

say my mother could have a ‘good death.” What on

earth is a good death?” Which response by the nurse is

best?

a. “Some things that can contribute to a good death
are allowing patients to make their own decisions at
the end of life, and assuring that they die comfort-
ably.”

b. “In reality, no death is a good death, but we do our
best to make sure patients are comfortable right up
until they die.”

c. “Research has shown that patients can die good
deaths if they are kept sedated so they don’t really
know what is happening during the last days until
they die.”
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d. “A good death occurs when the patient is kept alive
as long as possible, so she can take care of all her
‘unfinished business’ first.”

4. A husband whose wife has just died cries, “What am I
going to do? She is all I had.” What is the best response
you can provide?

a. “You are going to go on with your life. You still
have your work and your children.”

b. “T am sorry you lost your wife, but I know she
would not want you to be sad. You have to be strong
for her.”

c. “I know how you feel. I lost my grandmother
recently, and it was really hard.”

d. There is no need to say anything. Just be present
and listen.

5. A dying patient has excessive secretions that are caus-
ing dyspnea. Which medication will best help dry the
secretions and increase comfort? Select all that apply.
a. Haloperidol
b. Scopolamine
c. Acetaminophen
d. Diazepam

6. What are nursing interventions the nurse can provide at

the end of life? Select all that apply.

a. Position the patient to increase comfort and prevent
complications.

b. Provide comfort measures such as massage.

c. Research experimental treatments that may help
the patient find a cure.

d. Administer medications to increase comfort.

e. Teach the family CPR for use if the patient dies
when the nurse is not present.

f. Sit quietly with the patient and family.
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7. A patient has just died, and his family is waiting
to see him. What postmortem care is essential
first?

a

. Document the time and circumstances of the death.

b. Place identification on the body according to hospital

c
d

policy.

. Clean the patient up and make him look peaceful.
. Cover the patient’s body and face with a sheet.

8. The wife of a hospitalized patient who died an hour ago
is crying and unwilling to leave his hospital room. The
rest of the family is in the waiting room. The admitting
department just called and wants to have the room
cleaned for a new patient. Which action should the
nurse take?

a.

b.

Allow the wife to stay in the room as long as she
likes.

Call a taxicab for the wife and gently guide her out
of the room.

Sit with the wife for a few minutes, then take her to
the waiting room.

Tell the wife that you are sorry for her loss, but that
another patient needs the room.

9. A patient who has been receiving hospice care for 3
months tells the LPN he has decided he wants to return
to active treatment of his disease. What should the LPN
do?

a

b.

C

d

. Encourage the patient to discuss his desire with his

physician.
Tell the patient that he cannot change his goals once
hospice care has been initiated.

. Check his medication supply for any leftover med-

ications he was taking during treatment.

. Explain to the patient that since he is terminal, treat-

ment will not help the course of his disease.

ETHICAL CONSIDERATIONS

Allowing someone to die, like abortion, generates huge
controversy and debate. Each side of the argument can
justify its stance using moral and ethical principles.
Again, like abortion, religious and secular views may
conflict. Both sides put forward strong arguments. For
example, those supporting a peaceful death for Adam
could state that respect for autonomy would mean that
if Adam gave clear indication that he would not want
to live in such a progressively worsening condition,
his wishes for being allowed to die peacefully should
be upheld, regardless of personal or public opinion.
Conversely, the opposing side could argue that Adam’s
autonomy should be protected while he is in this state.
He is incapable of making such choices and until the
time comes when he can, his right to choose must be
protected.

Karen chose to work in a facility where people often die,
so she would be familiar with the process. As to
whether she could actually participate in an act that

In

would contribute to the death of a patient is the cen-
tral question. Essentially, Karen must examine her
own personal moral values in order to direct her
actions. In this case, the ethical principles dictating
the interaction between patient and nurse must be
weighed carefully against what Karen holds dear.
Karen may also want to distinguish between caus-
ing someone to die versus allowing someone to die
of natural causes after stopping artificial feeding.
Beneficence, nonmaleficence, and autonomy have
their place in this scenario regardless of opposing
sides. It is important to consider Adam’s wishes if
they are known. Sometimes the person who is the
subject of the debate can be forgotten while groups
argue about which approach is right.

the end, the courts decided Adam’s outcome. If
Karen can’t in good conscience discontinue his
feeding, she may be able to ask for reassignment
during this shift.
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m Mr. Johnson

Mr. Johnson’s dyspnea is commonly seen in the final
hours on life. He may benefit from oxygen. Low-dose
morphine will decrease his respiratory rate and improve
his oxygenation. Morphine also has a “drying effect” on
secretions. If morphine is unsuccessful, the addition of
hyoscyamine may be helpful.
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active immunity (AK-tiv im-YOO-ni-tee)
anaphylactic (AN-uh-fi-LAK-tik)
antibody (AN-ti-bod-ee)

antigen (AN-ti-jen) QUESTIONS TO GUIDE YOUR READING
cell-mediated immunity (SELL ME-dee-ay-ted im-YOO-

ni:tee) ) _ , 1. What type of immunity is obtained with a vaccine?
humoral immunity (HYOO-mohr-uhl im-YOO-ni-tee)
lymphocyte (LIM-foh-site) 2. How does aging affect the immune system?
neutrophil (NEW-troh-fil)
passive immunity (PASS-iv im-YOO-ni-tee) 3. What subjective data are collected when caring for a

hite blood cells (Wight Bluhd Cell . X . .
picerh 90d clS IR patient with a disorder of the immune system?

4. What objective data are collected when caring for a
patient with a disorder of the immune system?

5. What nursing care is provided for patients undergo-
ing diagnostic tests for the immune system?

6. What are common therapeutic interventions used for
a patient with disorders of the immune system?
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Immune System Function, Assessment, and Therapeutic Measures

NORMAL IMMUNE ANATOMY
| AND PHYSIOLOGY

Immunity is defined as the ability to destroy pathogens or
other foreign material and to prevent further cases of certain
infectious diseases. Immunity is most often thought of in
terms of the body’s response to microorganisms such as
bacteria, viruses, and fungi, all of which are foreign to the
body. However, immunity also involves processes directed
toward other cells or substances that are identified by the
body, correctly or incorrectly, as foreign. Malignant cells are
foreign in that they have mutated from normal form and are
usually destroyed by the immune system before they
become malignant. Transplanted organs unfortunately are
also perceived as foreign; rejection of a transplanted organ
is an immune response. Occasionally, the immune system
mistakenly reacts to part of the body itself (autoimmune

Tonsil

Right lymphatic duct

289

disease) or to a substance that should be tolerated (allergic
reaction).

The immune system consists of lymphoid organs, lym-
phocytes and other white blood cells, and the many chem-
icals produced that are involved in activation of our own
cells for the destruction of foreign antigens (Fig. 17.1). The
lymphatic system consists of lymphatic vessels that help
return tissue fluid to the circulatory system; lymph nodes and
nodules, which are masses of lymphatic tissue that differ in
size and location; the spleen, where macrophages phagocy-
tize pathogens and B and T cells carry out immune func-
tions; and the thymus, which functions primarily in
childhood and atrophies with age. Lymph nodes are grouped
along lymph vessels to destroy foreign material. Three major

lymphocyte: lympho—lymph + kytos—cell
antigen: anti—against + gennan—to produce

Cervical nodes

Thymus gland

Left subclavian vein

Thoracic duct

Right subclavian vein

Axillary nodes

Skin-associated Spleen

lymphoid tissue

Cisterna chyli

Genital associated

lymphoid tissue Inguinal nodes

Q

Bone marrow

FIGURE 17.1 Immune system organs, lymph
vessels, and major lymph nodes.
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groups are the cervical, axillary, and inguinal nodes. Lymph
nodules lack encapsulation and are smaller than nodes;
lymph nodules are found under the surface of mucous mem-
branes (e.g., tonsils).

Antigens

Antigens are chemical markers that identify cells or mole-
cules. Examples of molecular antigens include bacterial tox-
ins, plant pollens or proteins that trigger allergies, and
the protein products of viral activity within cells. Human
cells (except red blood cells [RBCs]) have their own self-
antigens—thousands of markers that identify the cell as
belonging in the body. These are the major histocompatibil-
ity complex (MHC) antigens, also called human leukocyte
antigens (HLAs), which are genetically determined. The
MHC antigens of identical twins are identical. These MHC
antigens serve as a comparison for cells of the immune sys-
tem; the antigens of foreign cells do not “match” MHC anti-
gens and may therefore be recognized as foreign and
destroyed in one of several ways.

Lymphocytes
There are three types of lymphocytes: natural killer (NK)
cells, thymus-derived lymphocytes (T cells), and bone mar-

row—derived lymphocytes (B cells), each with very different
functions.

Natural Killer Cells

Natural killer cells are found in the blood, red bone marrow,
lymph nodes, and spleen and are able to destroy many kinds
of infected body cells and tumor cells. NK cells attack any
self-cell that displays abnormal plasma membrane proteins.
After binding with an abnormal cell, NK cells release toxins
in granules, either perforins or granzymes. Perforins create
a hole in the plasma membrane of the attacked cell; the
result is cytolysis. Granzymes induce apoptosis (self-
destruction) of the target cell. Any released microbes are
phagocytized by WBCs. The action of NK cells is consid-
ered a nonspecific resistance mechanism because it is effec-
tive against a variety of foreign antigens.

T Cells and B Cells
The lymphocytes called T cells and B cells are involved in
specific immune responses; that is, each cell is genetically
programmed to respond to one kind of foreign antigen. It is
estimated that the human immune system can respond to
hundreds of millions of different foreign antigens.

Both T cells and B cells arise in the red bone marrow.
T cells then migrate to the thymus, where the thymic hor-
mones bring about their maturation. Most T cells arise
before puberty, but the process continues at a slower pace
throughout life. From the thymus, T cells migrate to the
lymph nodes and nodules and to the spleen. B cells mature
in the bone marrow and migrate directly to lymphatic tissue.
When activated during an immune response, some B cells
become plasma cells that produce antibodies; meanwhile
others become memory cells.

Antibodies

Antibodies are also called immunoglobulins (Ig) or gamma
globulins and are proteins produced by plasma cells in
response to foreign antigens. Antibodies do not themselves
destroy foreign antigens, but rather become attached to such
antigens to “label” them for destruction. Each antibody is
specific for only one antigen, and the B cells (those that
become plasma cells) of an individual are capable of pro-
ducing millions of different antibodies. There are five clas-
ses of human antibodies, designated by letter names: IgG,
IgM, IgA, IgE, and IgD. Their functions are summarized in
Table 17.1.

Mechanisms of Immunity

The two mechanisms of immunity are cell-mediated immu-
nity, which involves T cells, and humoral immunity, which
involves primarily B cells but is assisted by T cells. Although
the mechanisms are different, invasion by a pathogen often
triggers both.

The first step in the destruction of a foreign antigen
is the recognition of it as being foreign. B cells in lymphatic
tissue are able to recognize and bind with the foreign
antigens to become activated B cells. Their activation is
greatly enhanced if the foreign antigen is presented to them
by antigen-presenting cells called dendritic cells. T cells have
foreign antigen recognition only if subjected to an antigen-
presenting cell, such as a dendritic cell, macrophage, or B
cell that has previously processed the antigen.

TABLE 17.1 CLASSES OF ANTIBODIES

Immunoglobulin

(Ig) Location Function

G Blood, extra- Crosses the placenta

cellular to provide passive
fluid, lymph immunity in new-
borns
Provides long-term
immunity following a
vaccination or illness
recovery
A External secre- Provides passive immu-
tions (e.g., nity for breastfed
tears, saliva) infants
Found in secretions of all
mucous membranes

M Blood, lymph  Produced first during an
infection (IgG produc-
tion follows)

D B cells Are antigen-specific
receptors on B lym-
phocytes

E Mast cells or Important in allergic

basophils reactions
Mast cells release
histamine

Source: Scanlon, V, and Sanders, T: Understanding Human Structure and
Function. FA Davis, Philadelphia, 2003, p 313.



Copyright © 2007 by F. A. Davis.

Chapter 17

Cell-Mediated Immunity

This mechanism of immunity does not involve the produc-
tion of antibodies, but it is effective against intracellular
pathogens (such as viruses or fungi), malignant cells, and
grafts of foreign tissue. The first step is the recognition of the
foreign antigen by helper T cells, assisted by macrophages.
The newly activated T cells divide many times and become
specialized in one of several ways. Cytotoxic, or killer, T
cells (CDS) are able to lyse cells such as cancer cells or those
infected by viruses or other intracellular parasites, malignant
cells, or transplanted tissues. They also release chemicals
that activate phagocytes such as macrophages and neu-
trophils.

Memory T cells remember the specific foreign anti-
gen and quickly activate an immune response should the
antigen reappear. Suppressor T cells are believed to inhibit
the proliferation of both T cells and B cells, which limits
the immune response to just what is needed and no
more.

Humoral Immunity

Humoral immunity is also called antibody-mediated immu-
nity and involves antibody production. Again, the first step
is the recognition of the antigen as being foreign; this time
by B cells. The helper T cells (CD4) that recognize the
antigen further stimulate the activated B cells to proliferate
and differentiate. Some B cells become plasma cells that
produce antibodies specific for this particular antigen. Other
B cells become memory B cells that will remember this
antigen and initiate a rapid response should it return. Humo-
ral immunity is effective against extracellular pathogens,

neutrophil: neutro—neuter + philein—to love

First

exposure
to
antigen
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which are usually bacteria but can also be viral or fungal
infections.

Although B cells are stationary, the antibodies pro-
duced by plasma cells circulate throughout the body. The
antibodies bond to the antigen, forming an antigen-antibody
complex. This immobilizes the bacteria; also the antigen is
now “labeled” for phagocytosis by macrophages or neu-
trophils. The antigen-antibody complex also stimulates the
process of complement fixation.

Complement is a group of over 30 plasma proteins that
circulate in the blood until activated by an antigen-antibody
complex in the classic pathway. (There are two alternative
pathways that initiate the complement cascade.) The activa-
tion of complement may result in the formation of a protein
complex that lyses the cell and brings about its death. Other
complement proteins bind to foreign antigens and serve as
further labels to attract macrophages.

@_ANTIBODY RESPONSES

The first exposure to a foreign antigen stimulates antibody
production, but the antibodies are produced too slowly to
prevent the disease. However, with time, the individual has
accumulated antibodies and memory cells that are specific
for that pathogen. On a second exposure to the antigen, the
memory cells initiate rapid production of large amounts of
antibody, often enough to prevent a second occurrence of the
illness (Fig. 17.2). This is the basis for the protection given
by vaccines. A vaccine contains an antigen that is not path-
ogenic (e.g., bacterial capsules in the case of the pneumo-
coccal vaccine). The vaccine stimulates the formation of
antibodies and memory cells.

Second
exposure
to
antigen

FIGURE 17.2 Antibody responses to a first and then subsequent exposure to a pathogen. (From Scanlon, V,
and Sanders, T: Essentials of Anatomy and Physiology, ed. 4. FA Davis, Philadelphia, 2003, p 317.)
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FIGURE 17.3 Antibodies. (A) Structure of the five classes of antibodies. (B) Antibody activity (Adapted
from Scanlon, V and Sanders, T: Essentials of Anatomy and Physiology, ed. 4. FA Davis, Philadelphia, 2003, p 312.)

Antibodies may also neutralize viruses; that is, they
attach to a virus and render it unable to enter a cell (Fig.
17.3). Viruses cannot reproduce outside of living cells, and
those coated with antibodies are phagocytized by mac-
rophages. Another aspect of our defenses against viruses is
interferon, a chemical produced by cells infected with virus-
es. Although it does not help the infected cell, interferon
protects surrounding cells by enabling them to resist viral
replication.

Antibodies are also involved in allergic responses, in
which the immune system responds to foreign but harmless
antigens (an allergen), such as plant pollen. IgE antibodies
bond to mast cells, which break down and release histamine
and other chemicals that contribute to inflammation.
Anaphylactic shock is an allergic reaction, but it is massive
in nature. It is characterized by loss of plasma from capil-
laries (an effect of histamine) and a sudden drop in the
intravascular blood volume and blood pressure.

| TYPES OF IMMUNITY

Two categories of immunity are passive immunity and
active immunity. In passive immunity, antibodies are not
produced by the individual but are obtained from another
source. One form of naturally acquired passive immunity
includes placental transmission of antibodies from mother to
fetus and transmission of antibodies in breast milk.
Artificially acquired passive immunity involves injection of
preformed antibodies; this may help prevent disease after
exposure to a pathogen such as the hepatitis B virus. Passive
immunity is always temporary, in that antibodies from
another source eventually break down.

Active immunity means that the individual produces
his or her own antibodies. An example of naturally acquired
active immunity occurs when a person recovers from a dis-
ease and then has antibodies and memory cells specific for
that pathogen. Artificially acquired active immunity occurs
as the result of a vaccine that stimulates production of anti-

anaphylactic: ana—up + phylaxis—protection

bodies and memory cells. The duration of active immunity
depends on the particular disease or vaccine; some confer
lifelong immunity, but others do not.

| AGING AND THE IMMUNE SYSTEM

The efficiency of the immune system decreases with age
(Fig. 17.4). As such, older adults are more susceptible to
infections and autoimmune disorders (Box 17.1 Geronto-
logical Issues). The incidence of cancer is also higher;
malignant cells that might once have been quickly destroyed
by the immune system live and proliferate.

| IMMUNE SYSTEM ASSESSMENT

Nursing Assessment

Disorders of the immune system can affect every system in
the body so it is important to collect head-to-toe data as well
as a patient history (Table 17.2).

The Aging
Immune
System
Less Increaged Malignant
efficient pefrgeztlon e
[y e Va destroyed
responses tissue as Y

foreign as quickly

Increased

infections Increased Increased
especially autoimmune cancer
secondary disorders incidence

infections

FIGURE 17.4 This concept map shows the effects the aging
process has on the immune system.
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f Box 17.1 ﬁﬁ: Box 17.2
* L = J‘“. . .
Gerontological Issues | Cultural Considerations

Significant changes occur in the immune system of the

older adult. These changes are known as immune senes-

cence, which refers to a decline in immune system

function. Some specific changes include the following:

* Thymus gland decreases in size, increases produc-
tion of immature T cells, and has a subsequent
decline in response to antigens.

* Antibody response to foreign organisms decreases.

Immunizations to support the immune responses of

older adults include the following:

¢ Diphtheria tetanus booster every 10 years

* Pneumovax once in a lifetime (reimmunization or
boosters usually not necessary)

¢ Influenza vaccine yearly (before influenza season),
mid October to mid November

 Hepatitis B vaccine if medium to high risk for expo-
sure to hepatitis B.

Subjective Data

DEMOGRAPHIC DATA. The patient’s gender and eth-
nicity are important to note because some disease processes
tend to be associated with a particular gender or ethnicity.
For instance, systemic lupus erythematosus (SLE), an autoi-
mmune disorder, tends to affect women eight times more
than men.

HISTORY. Inquiring about the patient’s history of past and
present medical conditions should also include a family
history. Many atopic (allergic) disorders such as allergic
rhinitis and asthma or autoimmune disorders such as SLE
and ankylosing spondylitis are thought to be either familial
or have a genetic predisposition in certain ethnic or cultural
groups (Box 17.2 Cultural Considerations).

Patients’ previous surgeries may give clues about their
current condition or prior health. For example, with thymus
gland removal (thymectomy), T-cell production may be
altered, which affects the cell-mediated immune response.
Or if the spleen was removed (splenectomy), lymphocyte
and plasma cell production may be altered, which affects the
humoral immune response.

Asking about current medications should specifically
include prescription, over-the-counter drugs, and herbal
preparations. Corticosteroids and immunosuppressants de-
crease the immune response, whereas some anti-infec-
tives or antineoplastics depress the bone marrow. This
results in decreased production of the cells made in the bone
marrow. Bone marrow depression of WBCs can alter
cell-mediated and humoral immune responses. The herbal
preparation licorice, which is sometimes used for its anti-
inflammatory and expectorant effects, when taken concur-
rently with corticosteroids, produces additive effects of
corticosteroids.

The Navajo people have a high incidence of severe
combined immunodeficiency syndrome (SCIDS) and
immunodeficiency syndrome unrelated to acquired
immunodeficiency syndrome (AIDS). SCIDS result is
a failure of the antibody response and cell-mediated
immunity. Infants who survive initially are sent to ter-
tiary care facilities. They must receive gamma globulin
on a regular basis until a bone marrow transplant can
be performed. Thus far, studies indicate that SCIDS is
unique to this Navajo population.

A patient’s lifestyle may influence immune system
function and should be assessed. Anaphylactic reactions
can be caused by exposure to latex, which may be found
in gloves and other medical products that healthcare work-
ers and their patients touch. Be aware of this potentially life-
threatening reaction and know the agency’s latex allergy
protocol. Patients who are allergic to latex should wear a
medical alert bracelet and carry an anaphylactic epineph-
rine kit. Knowing a patient’s dietary habits and supplemen-
tal vitamins gives insight into the potential reserve of the
patient’s immune system for fighting infection.

The patient’s life stressors, coping behaviors, and sup-
port systems should be explored. Stress (environmental,
physical, and psychological) can depress the immune sys-
tem’s function. Coping behaviors are essential in keeping
stress within manageable limits to maintain an optimum-
functioning immune system. Support systems play an
important role in coping with stress and should be encour-
aged and nurtured by nurses.

Current Problem

Use the WHAT’S UP? format to collect data about the cur-
rent immune system problem. For immune disorders, the
patient is asked the following questions:

* Where is it? What part of the body is affected?

* How does it feel? Painful? Itching?

* Aggravating and alleviating factors?

* Timing. Was there exposure to a pathogen? Did you
have a previous infection? Does it occur only in cer-
tain settings? Did you have chemotherapy or radia-
tion therapy? How long have symptoms persisted?
Severity. Does it affect activities of daily living
(ADLs)? Work? Roles?

Useful data for associated symptoms.
Immunosuppression? Family history? Allergies?
Perception of the patient of the problem. What do
you think is wrong?

The following are examples of common signs and
symptoms that may be found with immune disorders:
fever, fatigue, joint pain, swollen glands, weight loss, and
skin rash.
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TABLE 17.2 SUBJECTIVE ASSESSMENT OF THE IMMUNE SYSTEM

Category Questions to Ask During History Assessment
Demographic  What is your age?
Data

Where were you born? What is your ethnic

or cultural background?

Where have you lived?

Where do you currently reside?
History Do you have allergies to any medications?

Latex? Foods? Insects? Environmental
allergens? If yes, have you had a recent
exposure to any of these?

Is there anyone in your family is allergic to
medications? Latex? Foods? Insects?
Environmental allergens?

‘What medications are you currently taking?

What illnesses or conditions are you cur-
rently being treated for? Have you been
treated for?

What surgeries have you had?

Have you ever had a blood transfusion?
If so, why?

What is your occupation? Have you been
exposed to hazardous chemicals, fumes, or
radiation?

Do you engage in any form of risky
behavior?

Describe your overall stress level and life
Stressors.
What do you do to cope with stress?

What sort of support systems do you
have?

Rationale/Significance

The immune system decreases in functional effectiveness as one
ages and a number of immune disorders tend to afflict individ-
uals of particular age ranges.

This information can aid in determining ethnic and cultural back-
ground influences. Some immune disorders tend to afflict indi-
viduals of particular cultural/ethnic groups more than others.

This information can aid in determining ethnic and cultural back-
ground as well as possible environmental influences.

This information may lead to a direct cause of current symptoms
and provides information regarding the status of the patient’s
immune system.

If family members (especially immediate) have severe reactions
to substances, the patient may be predisposed to immune reac-
tions to the same antigen or in general.

Some medications can mask symptoms or immune responses,
others can suppress immune responses.

May provide clues to patient’s current condition or symptoms.

Have any immune organs been removed, therefore reducing
immune function? May also provide indications to overall
health.

Antibodies to various antigen markers on the blood cells may
have been formed. Additionally may provide indications to
overall health.

Many chemicals can produce local reactions, usually skin reac-
tions or systemic immune reactions, and some can lead to bone
marrow suppression in which all cell production is reduced.

Risky behavior, such as intravenous drug usage and unprotected
sex with multiple partners, increases a patient’s chances of
contracting the human immunodeficiency virus (HIV), which
leads to a reduction in the immune system function.

Stress is known to suppress the immune system and over pro-
longed periods can lead to a variety of illnesses.

Not all coping behaviors and mechanisms are healthy, therefore
it’s important to assess what the patient’s coping behaviors are
to see if the patient needs education.

Support systems can buffer the day-to-day stress as well as dur-
ing crisis.

Objective Data
PHYSICAL ASSESSMENT. Physical data collection begins
by observing the patient’s general appearance, color,
posture, gait, facial expression, skin, and nailbeds (Table
17.3). Any cyanosis or erythema (redness) is noted. Rashes
should be examined for size, shape, location, texture,
drainage, and pruritus (itching). Visual and hearing changes
can be associated with an immunological disorder. Eye
movements are assessed by testing the six cardinal positions
of gaze for muscle weakness. (See Chapter 51.)
Adventitious lung sounds, such as wheezing, may indi-
cate asthma or an allergic response. Crackles are often asso-
ciated with an upper respiratory infection. Crackles heard
with a dry cough and labored tachypnea are a sign of Pneu-
mocystis carinii pneumonia, a common opportunistic lung
infection in patients with HIV. Lymph nodes should be
inspected and then gently palpated (often done by the
advanced practitioner). (See Fig. 17.1.) Normally, lymph
nodes are not palpable in the adult (normally they can be
palpated in young children). If on palpation a lymph node is
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LEARNING TIP

A normally functioning immune system is required
to trigger an inflammatory response that pro-
duces the signs of inflammation or infection:
fever, redness, pain, swelling, and warmth. If the
immune system is suppressed or functioning
abnormally, this normal inflammatory response
may not occur. Thus the patient may exhibit only
a low-grade fever with none of the other signs of
inflammation or infection (redness, pain, swelling,
and warmth).

Recognize patients with suppressed immune
systems so that low-grade fevers are reported
to the physician for prompt treatment. This may
be the only sign of a life-threatening infection
that develops because of the suppressed immune
system.
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Laura Sims
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B Laura is scheduled for a lymph node biopsy and is
seen in preadmission testing before surgery. As the
licensed practical nurse/licensed vocational nurse
(LPN/LVN) prepares to draw blood specimens, he
learns that Laura is allergic to latex.
1. Why is this patient allergy information important?
2. What should the LPN/LVN do next?
3. What precautions should the LPN/LVN use for
drawing the blood specimen?
Suggested answers at end of chapter.

enlarged, the following characteristics need to be noted:
location, size, shape, tenderness, temperature, consistency,
mobility, symmetry, pulsation, and if red streaks, redness, or
edema are present.

If enlarged, the spleen may be palpable (by the
advanced practitioner) in the left upper quadrant of the
abdomen with disorders in which there is an overproduction
or excessive destruction of red blood cells.

The renal system may also show impairment because
of an immunological disorder manifested by a change in uri-
nary output, flank pain, edema, weight gain, or elevated
renal function studies.

A general neurological assessment of muscle strength
and coordination, changes, or abnormalities is noted.
Changes may be an indication of an immunologically

TABLE 17.3 OBJECTIVE ASSESSMENT OF THE IMMUNE SYSTEM

Category
Neurological

Skin

Heart Sounds

Lung Sounds

Lymph Nodes

Gastrointestinal

Renal

Musculoskeletal

Physical Assessment Findings
Alertness and orientation

Warm, dry, smooth, supple, even
coloring, nonpruritic

Pink mucous membranes

Nail attached to nailbed

Clear S1 and S2

Clear throughout

Nonpalpable and nontender

Appropriate appetite without nausea
or vomiting

Regular pattern of brown, soft,
formed stools

An average of 30 mL per hour of
clear, yellow/amber urine without
presence of protein or pain

Painless and nonswollen joints with
full range of motion

Overall strength, endurance and
coordination appropriate for age
and physical fitness

Possible Abnormal Findings/Causes

Frequently confusion or lethargy seen in later stages of systemic lupus
erythematosus (SLE) and acquired immunodeficiency asyndrome
(AIDS)

Rashes, urticaria, pruritus, pustules seen with many forms of allergic
reactions

“Butterfly rash” (red rash over bridge of nose and cheek bones) seen in
55%—-85% of SLE patients

Painless purple lesions are seen with Kaposi’s sarcoma, which is fre-
quently associated with HIV and AIDS.

Pale edematous mucous membranes along with rhinorrhea and
“allergic shiners” (dark circles under the eyes) are seen with allergic
rhinitis

Pale conjunctiva is associated with anemia

Periorbital edema may also be indicative of hypothyroidism

Onycholysis (nail detaches from nailbed) is seen in patient’s with
Hashimoto’s thyroiditis

A pericardial friction rub may be heard with rheumatoid arthritis or in
SLE patients owing to inflammation of the connective tissue sur-
rounding the heart (pericardium)

Pleural effusion as evidenced by tachypnea with diminished sounds in
bases may be seen in SLE or rheumatoid arthritis patients or a pleu-
ral friction rub may occur in these patients.

Crackles with a dry cough may be indicative of Pneumocystis carinii
pneumonia (PCP)

Enlarged lymph nodes that are painless, firm, and fixed are associated
with cancerous lesions, whereas painful enlarged lymph nodes are
associated with inflammation and infection

Anorexia, nausea, and vomiting may be associated with immune
disorders.

Diarrhea frequently occurs in patients with irritable bowel syndrome
(IBS)

Urine output of less than 30 mL per hour, the presence of protein in
the urine, and edema are seen in patients with SLE or serum
sickness

Transfusion reactions may cause hematuria, flank pain, or oliguria

Glomerulonephritis may cause hematuria, flank pain, or oliguria

Swollen, painful joints are seen in rheumatoid arthritis along with
limited joint range of motion

Decreased strength and coordination occur with patients with multiple
sclerosis

Patients with myasthenia gravis lose strength and endurance with repet-
itive movements




Copyright © 2007 by F. A. Davis.

296

based disorder such as multiple sclerosis or myasthenia
gravis.

Diagnostic Tests

Presenting signs and symptoms and the patient’s history
determine which tests and procedures may be ordered. Table
17.4 describes the most common blood tests for patients
with allergic, autoimmune, or immune disorders. Table 17.5
presents common noninvasive and invasive procedures for
immune disorders.

Gene Testing

Mapping of the human genome has made current and future
gene testing and manipulation possible. Scientists are now

Understanding the Immune System

able to test for numerous diseases, predisposition to diseases,
and enzyme deficiencies that can alter immune response.

| THERAPEUTIC INTERVENTIONS

Allergies
A medical alert bracelet or some sort of readily available
identification of an allergy should be worn by the patient. It
is important always to be aware of patient allergies.
Allergies should be noted before giving any medications or
foods. All allergies, including those to food, must be taken
seriously.

Food allergies create serious management problems
and have caused numerous deaths from anaphylactic shock

TABLE 17.4 DIAGNOSTIC LABORATORY TESTS FOR IMMUNE SYSTEM
Test Definition/Normal Value Significance of Abnormal Findings
Red Blood Cells Number of red blood cells per ] mm  Decreased in all forms of anemia, such as pernicious anemia that devel-
of blood: ops from the autoimmune form of gastritis or idiopathic autoimmune
Adult male: 4.7-6.1 X10'%/L. hemolytic anemia.
Adult female: 4.2-5.4 X10'?/L
Differential Each of these tests (MCV, MCH, Can help determine the cause of anemia. Pernicious anemia can
MCHC, RDW) provides informa- develop because of the autoimmune form of gastritis.
tion about the RBC size, shape,
color, and intracellular structure.
MCV: 80-95 mm?
MCH: 27-31 pg
MCHC: 32-36 g/dL
RDW: 11.0%-14.5 %
White Blood Cells Number of white blood cells per 1 Increased with immunosuppression and an increase with infection.
mm of blood.
Adult: 5-10 X 10%/L
Differential Percentage of type of white blood Eosinophils elevate with type I hypersensitivity reactions such as aller-

* Neutrophils
* Lymphocytes
* Monocytes

* Eosinophils
* Basophils
Erythrocyte
Sedimentation
Rate (ESR)

Rheumatoid
Factor (RF or RA)

cells in 1 mm of blood. Or the
actual numbers of specific types
of WBCs if an absolute count is

performed.
% Absolute/mm?
55-70 2500-8000
20-40 1000-4000
2-8 100-700
14 50-500
0.5-1.0 25-100

A nonspecific test for generalized
inflammation. Measures the red
blood cell descent (in millime-
ters) in test tube after being
in normal saline for 1 hr
(Westergren method).

Male: up to 15 mm/hr

Female: up to 20 mm/hr

An abnormal protein found in serum
when IgM reacts with an abnor-
mal IgG; found in 80% of clients
with rheumatoid arthritis and
other autoimmune disorders.
Normal value: negative.

gic rhinitis or anaphylaxis.

There may be a false negative if steroids or nonsteroidal anti-inflamma-
tory drugs (NSAIDs) are being used when test is performed.

Increased in rheumatoid arthritis, SLE, leukemia, tuberculosis, older
age, scleroderma, infectious mononucleosis.
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Test

Antinuclear Antibody
(ANA)

Complement

C-Reactive Protein
(CRP)

Radioallergosorbent
test (RAST)

ELISA

Western Blot

Immunoglobulin
Assay or
Electrophoresis

1gG
IgM
IgA
IgE
IgD

CD4+ Count

CD8+ Count

CD4+/CD8+ Ratio

Definition/Normal Value

Measures autoantibodies
that attack the cell’s
nucleus. Normal value:
negative.

Specific serum proteins that
help mediate inflamma-
tion. Measures the
amount of each of the
components in the com-
plement system.

Total: 75-160 U/mL

C3: 0.55-1.20 g/L

C4:0.2-0.5 g/L

An abnormal protein found
in plasma during acute
inflammatory processes;
more sensitive than sedi-
mentation rate.
<10 mg/LL

Patient serum is mixed with
a specific allergen, incu-
bated with radiolabeled
anti-IgE antibodies, and
then the total amount of
the specific IgE antibod-
ies is measured.

Antibodies in patient’s
blood are tested for on
HIV antigen test plates.

A blood test to detect the
presence of any of the
four major HIV antigens.
Is considered positive
when at least two of the
four are detected. Used as
a confirmation test.

Antibodies are made up of
immunoglobulins, of
which there are five dif-
ferent classes.

Normal in milligrams/
deciliter (mg/dL):

500-1500

50-300

100—490

<100 IU/mL

<3 U/mL

The CD4+ T lymphocytes
are counted.

Percentage: 60-75

No./uL: 600-1500

The CD8+ T lymphocytes
are counted.

Percentage: 25-30

No./uL: 300-1000

The ratio of the CD4+ and
CD8+ absolute counts
are determined.
>1

Significance of Abnormal Findings

Most commonly present in SLE (with >95% sensitivity), leukemia, scle-
roderma, rheumatoid arthritis, and myasthenia gravis; many medica-
tions influence levels.

Deficiencies of specific complement proteins are seen with SLE clients.

Increased in rheumatoid arthritis, cancer, SLE. Suppressed by aspirin and
steroids.

A viable alternative to skin testing if the patient does not have multiple
allergies.

Positive results may indicate HIV infection, but results MUST be con-
firmed by another test, usually the Western blot.

If being used as the confirmation test, positive results indicate HIV infec-
tion. False positives do occur in patients who have autoimmune dis-
ease, leukemia, lymphoma, or syphilis, and in alcoholics.

IgG.
Increase: in all types of infections, liver disease, rheumatoid arthritis, der-

matologic disorders.

Decrease: agammaglobulinemia, lymphoid aplasia, Bence Jones
proteinuria.

IgM

Increase: malaria, infectious mononucleosis, SLE, rheumatoid arthritis.

Decrease: lymphoid aplasia, chronic lymphoblastic leukemia.

IgA

Increase: during exercise, obstructive jaundice.

Decrease: immunosuppressive therapy, benzene exposure, congenital

IgE.

Increase: allergic reactions, allergic infections.

Decrease: agammaglobulinemia.

Increased in allergy-proven patients.

Decreased in cancer, HIV and AIDS, and immunosuppression.

Increased in viral infections.
Decreased in SLE.

As HIV and AIDS progresses the CD4+/CD8+ ratio will become
smaller as the CD4+ count decreases and the CD8+ count remains
relatively unchanged.

MCV = mean corpuscular volume; MCH = mean corpuscular hemoglobin; MCHC = mean corpuscular hemoglobin concentration; RDW = red blood

cell distribution width.
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TABLE 17.5 DIAGNOSTIC PROCEDURES FOR IMMUNE SYSTEM
Procedure Definition/Normal Significance of Nursing Management
Finding (if applicable) Abnormal Findings (if applicable)
Noninvasive
Chest X-ray Radiographic picture to determine  Pericarditis, pleuritis, pleural or None.

Gene Testing

Magnetic Resonance
Imagery (MRI)

Biopsy (of Specific
Organ in Question)

Computerized
Tomography (CT
Scan)

Skin Testing

size, shape, density of struc-
tures within the chest.

A sample of DNA which can be
taken as an oral or nasal swab
is examined and mapped for a
variety of genetic disorders.

May be invasive or non-invasive
depending upon if an injected
contrast dye is used. No radia-
tion is used; rather, magnetic
fields are employed. Various
body planes can be examined
with the MRI. Provides better
visualization of the central
nervous (CNS) than with the
computerized tomography scan.

Used to confirm a diagnosis,
determine a prognosis, or evalu-
ate treatment. May be per-
formed as an inpatient,
outpatient, or in a physician’s
office. The specimen may be
obtained through a needle aspi-
ration, incision, excision, or
gavage and with or without
endoscopy, fluroscopy, stereo-
taxic, or needle localization.

This may be invasive or non-
invasive depending upon if
an injected contrast dye is
used.

Done if immune system is intact.
Testing done for Candida,
tetanus, or tuberculosis (puri-
fied protein derivative [PPD]
test) or specific allergens such
as medications, food, or envi-
ronmental factors.

pericardial effusions or may
occur with systemic lupus ery-
thematosus (SLE) or rheuma-
toid arthritis. Arthritic changes
may also be noted on x-ray.

Abnormal findings may confirm a
certain diagnosis or indicate
that the patient may develop
symptoms or pass a disorder on
to offspring.

Destructive bone and joint lesions.

Brain lesions, tumors,
abscesses, aneurysms,
hematomas, and demyeliniza-

tion of nerves can be visualized.

Invasive

The biopsy tissue is examined
microscopically for diagnosis.
Cancers, lymphomas,
leukemias, transplant rejections
are diagnosed in this manner.

See MRI above.

If erythema (redness) or indura-
tion (firmness) occurs at the
site within a prescribed time
frame, test is positive.
Indicates patient has either
been exposed to an organism,
has an active infection, or has
developed antibodies that
stimulate an immune
response.

Assess support systems and for
possible counseling referral.

If dye is used, check for iodine
allergy and have the patient’s
height and weight on record.

Patients weighing over 300 lb, are
pregnant, requiring continuous
monitoring or intravenous
equipment, have implanted
metal objects (bone pins,
screws, pacemakers), are agi-
tated, or are claustrophobic may
not be eligible for an MRI.

Informed consent must be
obtained prior to the procedure.
Other preoperative/postopera-
tive care determined by specific
organ biopsied. Most organs are
quite vascular and there is a
high risk for bleeding complica-
tions after the biopsy. So vital
signs and site monitoring are
important.

If dye is to be used, check for
iodine allergy and have
patient’s height and weight on
record.

Ask if patients have any allergies
and the type of reaction or
symptoms that occur.

(Box 17.3 Nutrition Notes). The offending allergen may be
present in extremely small amounts. Sometimes a food
product is contaminated by a previous batch of food made
with the same equipment. Occasionally, the allergen may
enter the body not by ingestion but by inhalation or contact
with skin or mucous membranes.

Epinephrine is the drug of choice for life-threatening

anaphylactic reactions. If possible, treatment should begin
immediately with administration of epinephrine until other
medical care can be provided.

An EpiPen is often prescribed for patients with allergies
to food or insect stings. It is a prepackaged, single-use device
that allows the patient to self-inject a physician-ordered dose
of epinephrine right through clothing. The patient must carry
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1
r® Box 17.3

Nutrition Notes

Respecting Food Allergies

Allergy to food can be fatal. An analysis of 13 anaphy-

lactic reactions to food identifies points along the criti-

cal path that had the potential to alter the outcome. Of

13 cases identified, 6 were fatal.

* In all cases, the patient was known to have asthma
and to be allergic to some food.

* None of the patients was aware that the allergen was
present in the foods consumed (candy, cookies, and
pastry).

* Symptoms began soon after ingestion but in some
cases abated before becoming severe.

 Of particular significance is the fact that fewer than
half the children had self-injectable epinephrine pre-
scribed and only one of the six children used a dose.
The average delay between ingestion of the aller-
genic food and receipt of a dose of epinephrine was
two and one-half times as long in the fatal cases as
in the nonfatal cases.

* More of the fatal cases occurred in public places
rather than private homes.

Several recommendations came from this study:
 Epinephrine should be prescribed, kept available, and
used for patients with IgE-mediated food allergies.
 Children and adolescents who have an allergic reac-

tion to food should be observed for 3 to 4 hours
after the reaction at a center capable of dealing with
anaphylaxis.

* Parents of such children should be taught to ensure
an appropriate, rapid response by schools and other
institutions.

Source: Summarized from Sampson AA, Mendelson I,

Rosen JP: Fatal and near-fatal anaphylactic reactions

to food in children and adolescents. N Engl J] Med

327:380, 1992.

the EpiPen at all times when insect stings are possible. The
expiration date of the EpiPen must be checked routinely and
replaced as necessary. The patient needs to be instructed that
the EpiPen does not replace the need for immediate and con-
tinued medical attention because the duration of the single
dose of epinephrine varies from 1 to 4 hours.

Immunotherapy

To help desensitize a patient with anaphylactic reactions
to allergens or with chronic allergic symptoms, immuno-
therapy involves injecting small amounts of an extract of the

allergen. Over time the strength of the allergen injected
is increased until the desired hyposensitivity is reached.
The subcutaneous injections are given once or twice a
week initially, then every few weeks indefinitely for years.
It is important that the patient not miss a dose. If this hap-
pens, the allergen strength may need to be reduced. This
therapy is helpful for insect sting allergies.

When administering the allergen injection, it is impor-
tant to understand that an anaphylactic reaction can occur. A
physician and emergency equipment should be readily
available. The patient should be observed following the
injection for about 20 to 30 minutes to detect a reaction. The
patient and family should be taught that a reaction could
occur up to 24 hours after the injection and how to respond
if it does occur.

Medications

Medications are one of the primary treatment options for
immune disorders. General categories of these medications
include epinephrine, corticosteroids, antihistamines, hista-
mine (H,) blockers, decongestants, mast cell-stabilizing
drugs, antivirals, antibiotics, immunosuppressants, inter-
feron, leukotriene antagonists, and hormone therapy. (See
Chapter 18.)

Surgical Management

In some cases, splenectomy is necessary to control symp-
toms of an immunologic disorder.

New Therapies

Monoclonal antibodies can be produced against a variety
of antigens. A monoclonal antibody is made by cloning
one specific antibody and then growing unlimited amounts
of it in tissue cultures. Many uses are being found for
these antibodies, such as in dealing with transplant rejec-
tions.

Recombinant DNA technology combines genes from
one organism with genes from another. This therapy is used
for replacing an abnormal or missing gene to produce a nor-
mal gene. The normal gene can then be injected into the
patient in an attempt to cure the disorder as the patient’s
body reproduces the normal genes. T-lymphocyte—directed
gene transfer for severe combined immune deficiency has
been performed successfully. Along these same lines is the
research regarding injection of the precursors to all cells, the
stem cell, into abnormal areas to produce normal cells.
Studies continue in this area for possible uses of gene ther-
apy, and since the completion of the mapping portion of the
Human Genome Project, new discoveries in this area occur
daily. For additional up-to-date information on these topics,
visit the National Institutes of Health at www.nhgri.nih.gov
or www.ncbi.nlm.nih.gov.
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REVIEW QUESTIONS

Understanding the Immune System

. The nurse who is teaching a patient about vaccines
would be correct in teaching that a vaccine provides
which of the following types of immunity?

a. Naturally acquired passive immunity
b. Artificially acquired passive immunity
c. Naturally acquired active immunity

d. Artificially acquired active immunity

. Which of the following vaccines are recommended
annually for the older patient?
a. Influenza
b. Pneumovax
c. Diphtheria tetanus
d. Polio

. The nurse is assisting with data collection. Which of the
following past surgeries found in the history may influ-
ence immune system dysfunction?

a. Splenectomy

b. Thyroidectomy

¢. Pneumonectomy
d. Parathyroidectomy

. During data collection the patient reports tenderness in
the cervical lymph nodes. The nurse recognizes that

lymph nodes that are enlarged and tender usually indi-
cate which of the following problems?

a. Cancer

b. Degeneration

c. Inflammation

d. Arthritis

. The nurse is caring for a patient with suspected HIV.

The nurse anticipates that which of the following is a
confirmation test that will be ordered to test for HIV
antibodies?

a. Murex SUDS

b. Western blot

c. Enzyme-linked immunosorbent assay

d. p24 antigen testing

Fill in the blank:

6. Biaxin 200 mg oral suspension is ordered for a patient.

The nurse has 125 mg/5 mL available. How many
mililiters should the nurse give?

Answer: mL

SUGGESTED ANSWERS TO

CRITICAL THINKING

m Laura Sims

1. The patient can have an anaphylactic reaction if
exposed to latex, which may result in death for some
patients.

2. The LPN/LVN should follow the agency’s latex

3. Following the agency’s protocol, the nurse should

allergy protocol, enter this information into the
patient’s medical record, notify surgery scheduling
so latex precaution protocols can be planned for sur-
gery, and have the patient’s physician informed.

wear nonlatex gloves and use nonlatex equipment to
draw the specimens.
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Nursing Care of Patients
with Immune Disorders

SHARON M. NOWAK

KEY TERMS

anaphylaxis (an-uh-fi-LAK-sis)
angioedema (AN-gee-o-eh-DEE-ma)
ankylosing spondylitis (ANG-ki-LOH-sing SPON-
da-LIGHT-is) QUESTIONS TO GUIDEYOUR READING

histamine (HISS-ta-mean)

urticaria (UR-ti-KAIR-ee-ah . . .
s RAReegh) 1. How would you explain the immunological mecha-

nism for the four types of hypersensitivities?

2. How would you explain the pathophysiology of dis-
orders of the immune system?

3. What are the etiologies, signs, and symptoms of
immune system disorders?

4. What care would you provide for patients undergo-
ing tests for immune system disorders?

5. What is the current medical treatment for immune
system disorders?

6. What data are collected when caring for patients
with disorders of the immune system?

7. What factors alter or influence the self-recognition
portion of the immune system?

8. What nursing care will you provide for patients with
disorders of the immune system?

9. How will you know if your nursing interventions
have been effective?
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Disorders of the immune system can be divided into three
categories. The first category is hypersensitivity reactions,
which include conditions such as anaphylaxis, hemolytic
transfusion reactions, measles, and transplant rejections.
Autoimmune disorders (e.g., rheumatoid arthritis, ulcerative
colitis, and multiple sclerosis) are the second category. The
third category includes the immune deficiencies, such as
hypogammaglobulinemia and acquired immunodeficiency
syndrome (AIDS). (See Chapter 19.)

@_HYPERSENSITIVITY REACTIONS

The immune system is an adaptive, protective system of the
body. However, there are times when this system causes
injury to the body because of its exaggerated response. One
of these occasions is when a hypersensitivity reaction
occurs.

In the past, these reactions were classified as either
immediate or delayed hypersensitivity. Gell and Coombs
have developed a more precise classification system, which
is used today. This four-division system (types I, II, III, and
IV) classifies hypersensitivity reactions according to the
way the tissue is injured.
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Type |

A type I reaction, an anaphylactic reaction, is an immedi-
ately occurring reaction when exposure to a specific antigen
occurs (Fig. 18.1). The reaction can be mild to severe and
life threatening. The patient must have had previous expo-
sure (sensitization) to the antigen. During this exposure,
immunoglobulin E (IgE) antibodies are made and attach to
mast cells throughout the body. When a subsequent expo-
sure occurs, the antigen causes IgE to trigger mast cells to
release their contents. One of the substances released is his-
tamine, which causes vasodilation, changes in vascular per-
meability, an increase in mucus production, and contraction
of various smooth muscles.

If the second antigen exposure is localized, the reaction
is small and remains local. However, if the exposure is sys-
temic, the reaction is massive and widespread. Respiratory
allergies, such as allergic rhinitis and allergic asthma, with
associated disorders of atopic dermatitis, tend to be reac-
tions of a larger scale. Anaphylaxis, urticaria, and angio-
edema are the severest forms of type I reactions.

A type I reaction occurs when the patient has a positive
reaction to a scratch test. A scratch test is done to identify
specific allergens to which a patient is reactive. Tiny
amounts of a variety of common allergens are scratched
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onto the skin, which is then observed for indications of a
reaction: redness, edema, and pruritus. If these indicators
occur, it is considered to be a local reaction.

Allergic Rhinitis

Allergic rhinitis is the most common form of allergy. When
symptoms occur throughout the year, it is called perennial
allergic rhinitis. If the symptoms occur seasonally, it is
called hay fever. The causative antigens are environmental
and airborne.

PATHOPHYSIOLOGY. Allergic rhinitis is the result of
an antigen-antibody reaction. Ciliary action decreases and
mucous secretions increase. Vasodilation and local tissue
edema occur.

SIGNS AND SYMPTOMS. Signs and symptoms vary in
intensity and include sneezing, nasal itching, profuse watery
rhinorrhea (runny nose), and itchy red eyes. The nasal
mucosa is pale, cyanotic, and edematous. Frequently there
are dark circles under the eyes, called allergic shiners,
caused by venous congestion in the maxillary sinuses.

DIAGNOSTIC TESTS. Sometimes, skin testing is per-
formed to identify the specific offending allergens to allow
avoidance of the allergen. However, skin testing is expen-
sive, does not always identify the allergen, and has limited
usefulness for allergens that cannot be easily avoided once
identified.

THERAPEUTIC INTERVENTIONS. Initial treatment
involves eliminating the offending environmental stimuli.
Antihistamines and nasal decongestants may be prescribed
for symptomatic relief. If the symptoms are severe, corti-
costeroids via inhalation or nasal spray may also be given.

Rhinophototherapy is a newer treatment that uses light
waves to reduce the body’s hyperimmune response seen in
this disorder. The treatment is usually done three times a
week for 3 weeks and relieves symptoms such as sneezing,
itching, and runny nose.

Immunotherapy, referred to as allergy shots, is reserved
for patients with severe or debilitating symptoms.
Immunotherapy involves receiving weekly subcutaneous
injections in the allergist’s office of tiny amounts of the
offending antigen. Once a tolerance to a particular dose is
reached, the amount of antigen is slightly increased. This
therapy continues until the patient no longer exhibits symp-
toms when exposed to the environmental antigen. Being
alert to signs of anaphylaxis during these procedures is
essential for the nurse.

Atopic Dermatitis
Atopic dermatitis, often called eczema, is an inflammatory
skin response.

PATHOPHYSIOLOGY. These skin lesions are not typical
for a type I hypersensitivity reaction, and there usually is not
a specific antigen identified as the cause. However, it is
believed that the pathophysiology of atopic dermatitis is a
type I hypersensitivity reaction, mediated by IgE antibodies,
because it is commonly found in patients with allergic
rhinitis or allergic asthma.
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SIGNS AND SYMPTOMS. Initially there is pruritus,
edema, and extremely dry skin, which is followed by
eruptions of tiny vesicles (blisters); these eventually break
open, crust over, and scale off. There is decreased sweating
in these areas with the skin eventually thickening in the
areas of dermatitis.

DIAGNOSTIC TESTS. There are no tests to confirm this
diagnosis. A detailed history and physical examination are
used to diagnose it. Of course, if there is an infection,
culture and sensitivity tests may be ordered to determine the
infecting organism and appropriate treatment.

THERAPEUTIC INTERVENTIONS. Treatment focuses
on symptoms. Oil-in-water lubricants such as Alpha-Keri
oil tend to be the most effective for dryness. Topical cor-
ticosteroids may be ordered for their anti-inflammatory
properties. Topical calcineurin inhibitors also reduce the
inflammatory response and relieve itching and rash when
steroids are not effective. If skin lesions become infected,
topical or systemic antibiotics are prescribed.

Anaphylaxis

Anaphylaxis is a severe systemic type I hypersensitivity
reaction. There are numerous causes of anaphylaxis
(Table 18.1).

TABLE 18.1 SUBSTANCES THAT
COMMONLY TRIGGER
ANAPHYLACTIC REACTIONS
Antibiotics Foods
Penicillins Beans
Sulfonamides Chocolate
Tetracyclines Eggs
Cephalosporins Fruits (e.g., strawberries)
Amphotericin B Grains (e.g., wheat)
Aminoglycosides Nuts
Shellfish
Medical Products
Latex rubber
Diagnostic Agents Pollens
Contrast dyes Grass
Ragweed
Anesthetics/Antiarrhythmics Proteins
Lidocaine Horse serum
Procaine Rabbit serum
Other Medications Venoms
Barbiturates Bees, wasps, hornets
Phenytoin (Dilantin) Fire ants
Protamine Snakes
Salicylates
Diazepam (Valium)
Food Additives Hormones
Bisulfites Insulin
Monosodium glutamate Vasopressin
MSG) Estradiol
Adrenocorticotropic
hormone
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PATHOPHYSIOLOGY. IgE antibodies produced from
previous antigen sensitization are attached to mast cells
throughout the body. In this reaction, the antigen is
introduced at a systemic level, which causes widespread
release of histamine and other chemical mediators contained
within the mast cells

The most profound complications of an anaphylactic
reaction are respiratory and cardiac arrest. Immediate treat-
ment is necessary to prevent death.

SIGNS AND SYMPTOMS. Anaphylaxis produces sudden
and life-threatening signs and symptoms (Table 18.2).
Generalized smooth muscle spasms occur, causing bron-
chial narrowing and creating stridor, wheezing, dyspnea,
and laryngeal edema, which can lead to respiratory arrest.
Cramping, diarrhea, nausea, and vomiting also result from
these spasms. Capillary permeability increases, allowing

TABLE 18.2 ANAPHYLAXIS SUMMARY

Generalized smooth muscle spasms
- Bronchial narrowing
e stridor
* wheezing
 dyspnea
e laryngeal edema
- Cramping diarrhea
- Nausea and vomiting
Increased capillary permeability
- Fluid shifts from blood vessels to intersti-
tium
 hypotension
e tachycardia
* increased respiratory symptoms
Blood vessels dilate
- Further decreasing circulating volume
- Diffuse erythema (redness)
- Increased skin temperature
Apprehension
Drowsiness
Profound restlessness
Headache
Possible seizures

Signs and
Symptoms

Testing to guide treatment

* Arterial blood gases

¢ Electrocardiogram (ECG) monitoring

History and physical exam

After recovery—allergen testing for preven-
tion

Diagnostic
Tests

Intravenous (IV) access

Epinephrine IV

Vasopressive drugs IV (dopamine)
Oxygen

Antihistamines (oral, IV, injection)
Corticosteroids (oral, IV, injection)

If severe respiratory compromise:

- Tracheostomy or endotracheal intubation
- Mechanical ventilation

Therapeutic
Interventions

Respiratory and cardiac arrest
Impaired gas exchange
Anxiety

Ineffective health maintenance

Complications
Possible Nurs-
ing Diagnoses

fluid to shift from the vessels to the interstitium. This causes
hypotension, tachycardia, and an increase in respiratory
symptoms. The blood volume within the vessels decreases
while the blood vessels dilate, resulting in a further decrease
in circulating blood volume. The dilation also causes diffuse
erythema (redness) and warmth of the skin. Neurological
changes include apprehension, drowsiness, profound rest-
lessness, headache, and possible seizures.

DIAGNOSTIC TESTS. There is no time for tests to be
performed during an anaphylactic reaction other than those
needed to guide symptom treatment, such as arterial blood
gases or electrocardiogram (ECG) monitoring. Anaphylaxis
is diagnosed based on physical assessment and history from
the patient or significant other. After the patient’s recovery,
allergen testing may be considered for future prevention.

THERAPEUTIC INTERVENTIONS. Intravenous access is
a priority for administration of intravenous epinephrine and
vasopressor drugs (dopamine) to increase blood pressure.
Oxygen therapy is started. If respiratory symptoms are
severe, a tracheostomy or endotracheal intubation may be
necessary, with mechanical ventilation. Antihistamines and
corticosteroids may also be given orally, by injection, or
intravenously.

CRITICAL THINKING

Mrs. Barnes

B Mrs. Barnes, a 32 year old, was brought into the
emergency room after having been stung multiple times
by bees while gardening. She has numerous red welts
over her body which she states are itchy and is very
anxious. Her temperature is 99.2°F (37.22°C), blood
pressure is 102/58 mm Hg, pulse is 102 bpm, and res-
piratory rate is 26 per minute.

1. What might be causing Mrs. Barnes’s symptoms?
2. What additional information is needed?

3. What should you do to help Mrs. Barnes?

Suggested answers at end of chapter.

Urticaria

PATHOPHYSIOLOGY. Urticaria (hives) is a type I
hypersensitivity reaction. The antigen-stimulated reaction of
IgE antibodies causing the release of mast cell contents,
especially histamine, triggers urticaria.

ETIOLOGY. There are numerous causes of urticaria. In
addition to medications and foods, cold, local heat, pressure,
and stress can also cause urticaria. Many patients with
underlying chronic conditions, such as systemic lupus
erythematosus, lymphoma, hyperthyroidism, or cancer, are
susceptible to urticaria.

SIGNS AND SYMPTOMS. The lesions of urticaria are
raised, pruritic, nontender, and erythematous wheals on the
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skin. They tend to be concentrated on the trunk and prox-
imal extremities.

DIAGNOSTIC TESTS. Diagnosis is made on the basis of
physical examination and history.

THERAPEUTIC INTERVENTIONS. Treatment depends
on the degree of symptoms. In the most severe cases,
epinephrine may be given to quickly resolve the urticaria.
Corticosteroids (orally, topically, or intravenously) may be
given. Antihistamines and histamine (H,) blockers may aid
in resolution by blocking the release of histamine.

Angioedema

PATHOPHYSIOLOGY AND ETIOLOGY. Angioedema is
a form of urticaria. The pathophysiology and etiology of
angioedema are the same as for urticaria. However, angio-
edema affects submucosal and subcutaneous tissues rather
than the skin.

SIGNS AND SYMPTOMS. Angioedema is painless and
minimally pruritic, with dermal erythematous and sub-
cutaneous eruptions. There is also skin and mucous mem-
brane edema. The eruptions may last longer than with
urticaria.

DIAGNOSTIC TESTS. A comprehensive history and
physical examination confirm the diagnosis. Skin testing
may be performed to determine the specific antigen.

THERAPEUTIC INTERVENTIONS. The most basic
treatment involves avoidance of the antigen. Symptomatic
relief may be obtained through the use of antihistamines and
corticosteroids. For long-term treatment, immunotherapy
for allergen desensitization may be indicated.

NURSING PROCESS: HYPERSENSITIVITY DISORDERS
TYPE I. Assessment/Data Collection. Gather information
about the patient’s signs and symptoms. Immediately report
any sudden dyspnea, shortness of breath, anxiety, restless-
ness, or chest or back pain. Identify any allergies the patient
may have as well as the signs and symptoms that occur with
exposure to the allergen. Perform a thorough skin assessment
and carefully document any lesions or rashes. Note any
changes in rashes or lesions or signs of infection: redness,
warmth, drainage. Assess the patient’s knowledge of
disease process, causes, treatment plan, and self-care.
Note responses to treatments.

Nursing Diagnosis, Planning, and Implementation.
Impaired gas exchange related to laryngeal edema

ExPeECTED OUTCOME: The patient will maintain clear lung
fields and remain free of signs of respiratory distress.

* Monitor respiratory rate, depth, and effort such as
use of accessory muscles, nasal flaring, or abdomi-
nal breathing fo identify problems early.

* Monitor the patient for res