Policies: Basic Nursing Concept Lab

1
Students will not be allowed into the lab without proper student ID. Back packs and personal books should be stored on the shelf provided by the entrance door to the Lab.

2
Students will not be allowed access to the lab except during posted "Hours of Operation" and/or when a faculty member or a Student Lab Assistant is available to supervise lab activities. The lab schedule of available hours will be posted outside the doors to the lab and classroom at the beginning of each semester.

3
Entry to the lab will be through Room 248 only. Students must sign the Logbook when entering and leaving the lab during open lab hours. The classroom entrance (249) should only be used for scheduled classes, and not as an entrance/exit for the lab.

4 
No one is allowed to bring food, drink or chew gum into the lab.

5
The lab must be maintained in a neat, orderly fashion to optimize the practice of skills for all students; therefore students/ faculty using the lab must be responsible for cleaning up the lab after each use. All supplies /equipment used must be returned to its assigned location after each lab session. If unsure of the location, check with the Lab Assistant on duty before putting supplies/equipment away.

NRC Manual

6
For Foundation students, the formal Lab session is considered an extension of the Clinical Practicum. Students attending a formal (scheduled) Lab must be in uniform unless otherwise directed by faculty. Students must also be in uniform for all Competency Examinations, and must supply their own equipment for the Exams (stethoscope, penlight, bandage scissors, pens (black ink), and a Drug Reference Guide.

7
Reference books, Videotapes, etc will be made available for student/faculty use in the classroom/lab area. No reference books, tapes, equipment, or supplies will be allowed to leave the classroom/lab area. See the Lab Assistant on duty for assistance with these items

8
To maintain proper security for the lab, before leaving please make sure that all lights are off, the alarm is set, and the door is locked.
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NURSING CONCEPTS 1: FOUNDATIONS


LEARNING LAB PACKET

Learning Lab Objectives

At the conclusion of this course the student, with assistance from faculty, will be able to:

1.
Describe and demonstrate the components of Client Assessment, skills, including the biophysical and psychosocial aspects;

2.
Demonstrate effective & therapeutic Communication skills with faculty and peers including accurate documentation of the procedures;

3.
Apply the Nursing Process components‑‑Assessment, Nursing Diagnoses, Planning, Implementation, and Evaluation‑‑while preparing for and performing the Critical Element Skills;

4.
Demonstrate the characteristics of a Professional to provide safe and effective nursing care;

5.
Apply Critical Thinking Skills when implementing nursing skills;

6.
Demonstrate the transference of knowledge acquired during lecture and simulated lab experiences in the BNCL to the following skill performances with an 90% level of proficiency:

a) Hand washing / Aseptic Technique

b) Vital Signs (TPR & B/P; Pain Assessment)

c) General Hygiene & Comfort Measures

d) Safety & Mobility

e) Medication Administration

1) Oral Preparations

2) Parenteral Preparations

3) Selected intravenous (IV) Preparations

f) I.V. Therapy

1) Regulation

2) Monitoring

3) Tubing & Dressing Changes

3115L
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g) Dressing Changes

1) Wound

2) Central Venous Access Lines

h) Obtaining Specimens

1) Urine

2) Stool

3) Sputum

i) Administration of Enemas & Douches

j) Management of Catheters, Tubes & Drains

1 )
     Urinary Catheters

2)

NasoGastric Tubes


(a) Suction


(b) Feeding


(c) Irrigation

3)
     Ostomy Care

k) Blood Glucose Monitoring (AccuCheck)

1) Oxygen Therapy

m) Principles of Pre & Postoperative Care

1) Preparation

2) Teaching

3) Post‑Op Exercises

3115L
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INTRODUCTION

This Lab Packet contains general information and specific skills covered in NUR 311 5L: Nursing Concepts: Foundations. A schedule of days and time students are required to be in the Basic Nursing Concept Lab (BNCL), as well as hours during which the BNCL will be open for practice will be posted outside the BNCL (Rm. 249). By the end of the course each student should have practiced all of the skills presented in the BNCL for this course.

Critical Elements (see definition below) are provided to direct student practice and are the basis for performance evaluation in the Learning Lab final exams. The student must pass all Competency Examinations in order to pass the course.

REFERNCE TEXT

Potter, PA & Perry, AG (2000). Fundamentals of Nursing (5th ed). St. Louis: CV Mosby.

GENERAL INFORMATION

CRITICAL ‑ELEMENTS

Criteria, in the form of Critical Elements, have been developed for the evaluation of each skill according to Pre‑‑established criteria. An element of skill performance is critical if it:

1.  Prevents injury to the client.

2.  Safeguards the clients and the nurses current health status, and

3.  Is essential for the effectiveness of the technique.

Critical Elements do not outline all of the steps to be followed in the performance of a skill; they only identify the elements critical to the skill's accurate, safe, and effective performance. Additional actions done during a skill are covered in the students textbook, reference books, hospital procedure books, during lecture, in lab demonstrations and as students practice.

3115L
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Three Critical Elements are "understood" and are not stated specifically for most skills; they are:

1. Hand washing (asepsis);

2. Patient identification; and

3. Explanation of the procedure to the patient.

Each student is required to satisfactorily demonstrate routine hand washing and sink technique. It is then the student's responsibility to verbalize to the instructor appropriate times before, during and after a procedure (skill) when hand washing is to be done.

Patent identification should become second nature to a nurse; it may therefore not be specifically stated as a Critical Element. However, the student must identify a patient by reading the patient’s armband, prior to performing any/and all procedures.

Explanation of a procedure to the patient prior to its performance is an essential part of nursing care. It must be done prior to all procedures, no matter how seemingly trivial to the nurse, e.g. bed making. Explanation helps to allay patient fears, involves the patient in their care, and facilitates the development of nurse patient rapport. Explanation is individualized to the patient and, depending on the procedure, is ongoing throughout the procedure.

Hand washing, patient identification, and explanation of procedures will be evaluated on a continuous and on‑going basis.

SCHEDULED LABS

Students are expected to read and be familiar with the critical elements found in Potter & Perry for all skills presented during a learning unit's lab.

Student guides for preparation for each scheduled lab can be found in the corresponding chapters of the textbook and accompanying CD‑Rom. Information presented during scheduled labs presupposes student knowledge and understanding gained from completing the stated procedural skills and attendance at lectures. Therefore, the student must "come prepared." A quiz may be given at the beginning or end of a lab to verify preparation; in addition, students may be asked questions concerning a skill and/or be asked to demonstrate a skill during labs.

3115L
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Scheduled lab attendance and punctuality are both expected. Students are to be in uniform for all scheduled labs. Attendance will be taken and tardiness noted. The Nursing Resource Center (NRC) Coordinator is to be called (919‑5384 or 5915) if attendance is not possible (e.g. illness). It is the students' responsibility to obtain information missed as a result of absence from a scheduled lab.

Practice Labs

Hours during which the Basic Nursing Concept Lab (BNCL) will be open for practice will be posted outside of the BNCL (Rm. 248). When entering the BNCL the student is to sign in and, when leaving, sign out on the sheet provided. Students are strongly encouraged to practice skills soon after their presentation in the Learning Lab and as often as needed for competence and confidence to be acquired. A lab assistant or instructor will usually be available to provide guidance and answer questions. Waiting until "the last minute" to practice skills prior to the final evaluation is unwise.

Equipment and supplies in the BNCL are the same as or similar to those found in hospitals. Equipment/supplies are stored in specific places that are labeled. Each student is expected to demonstrate the same care for the equipment in the BNCL as would be given to equipment in the hospital setting. This is particularly true for the Mannequins ($2,000+ each) and electronic equipment. In addition, the student is expected to leave the patient units, equipment and supplies in neat and orderly condition ready for use by the next student/class.

FINAL PERFORMANCE EVALUATION

During Nursing Concepts 1, students are required to take and successfully pass two Competency Examinations covering skills presented in the course. Failure to pass all assigned skills will result in failure of the course.

Prior to the Competency Examinations, students will sign up for the specific time of their exam. Specific skills are randomly assigned to each time slot. Exam times cannot be changed except by the NRC Coordinator and only for extenuating circumstances. Students are to be in full uniform for all performance evaluations.

For each of the Competency Examinations, the student will be required to satisfactorily wash his/her hands. In addition, the student will demonstrate additional skills for which the student has been given critical elements. Each skill has a time element. The student will be allowed a reasonable amount of time in which to perform the skill. Each of the critical elements must be satisfactorily demonstrated, including verbalization of hand washing at appropriate times as well as patient identification and explanation.

3115L
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If a student does not successfully complete the Competency Examinations, he/she will be given one additional opportunity to repeat the unsuccessful skill during the scheduled Make‑Up time. A second failure will result in failure of the course.

GUIDELINES FOR COMPETENCY EXAM

I .
Student and assigned evaluator will contact each other upon entering the lab and will introduce themselves as needed (faculty who have not taught in a lab may be serving as evaluators).

2.
Student and evaluator will discuss and mutually acknowledge the following ground rules:

a .
The burden of "proof of competency" rests with the student, not the evaluator.

b .
It is the student's responsibility to make overt and explicit the points being demonstrated. The evaluator is not to cue, prompt, question, or remind the student.

C.
It is the student's responsibility to make sure that the evaluator sees and hears the points the student is demonstrating or verbalizing.

3.
After test items have been chosen, the student will tell the evaluator the title of the skill to be tested.

4.
A mistake or error in performance may be rectified without penalty if:

a. the student recognizes and describes the error without prompting or cues, and

b.the subsequent action is appropriate.

5.
The student is expected to straighten the unit, clean and return any equipment to its original place, and leave the setting ready for the next student. This activity is not part of the exam, and it is not graded

6.
Before leaving the lab, the student will be informed of the grade received, but the competency lab exam is a testing situation and is not an appropriate time or place to discuss the grade. This can be done at a later time, just as for any other exam or quiz.

3115L

LLabPkt‑3115L 
8

7.
A student who fails the competency lab exam may retake it during the coming week in accordance with guidelines distributed earlier

8.
A student who does not take the exam at the scheduled time will receive a grade of "F” unless arrangements were made in writing before the exam.

9.
For each of the required nursing skills to be performed, laboratory models or mannequins will be used.

10.
During the performance testing, the student will be directly observed by one instructor. If any retesting is to be done, a different instructor will evaluate the student.

11.
No resources may be used or consulted during the performance exam, except as directed by the evaluator (e.g. Medications).

CRITERIA FOR PASSING THE COMPETENCY EXAM ARE:

1. The student must satisfactorily complete all the Critical Elements for each skill.

2. Each skill is to be completed in the assigned time allotment.

3. Asepsis is maintained throughout each procedure.

4. Student must recognize error and correct it within the allotted time

3115L
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CRITICAL ELEMENTS PERFORMANCE

The following Critical Elements are considered the foundational skills for all nurses. The safe performance of these skills, and the corresponding client assessment, and documentation are therefore considered the essential components of NUR 3115L.

Procedural steps for the performance of these skills can be found on the CD‑Rom that accompanies the Potter & Perry Fundamentals of Nursing textbook (5th edition).

1. HAND WASHING (General)

2. VITAL SIGNS MANAGEMENT 

                 a) Temperature

     Oral, Rectal, Axillary 

b)  Pulse

     Radial, Apical

c) Respirations 

d) Blood Pressure 

e) Pain Assessment

3. COMFORT, HYGIENE & BODY MECHANICS 

                  a) Bed Making

Unoccupied, Occupied

 b) Bathing

Complete, Partial

c) Personal Comfort & Hygiene

Oral care, Denture Care, Back rub

 d) Positioning

Positioning a client in bed (Conscious; Unconscious) 

e) Transfer, Moving & Lifting

Bed to Chair; Bed to Stretcher

4. ASEPTIC / STERILE TECHNIQUE 

                  a) Wound Management & Dressing Change

Open Wound, Closed Wound

 b) IV Dressings; Central Line & Alternative Venous Access Dressings 

 c) Infection Control / Universal Precautions

     Isolation Procedures

3115L
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5. THERMOREGULATORY STATUS

     a) Application of Heat & Cold

     Moist Heat, Dry Heat, Ice Packs

6. ELIMINATION: BOWEL & BLADDER

a) Bed Pans, Urinals

b) Enema Administration

7. SPECIMEN COLLECTION 

     a) Urine

         Sterile (from Foley), Clean Catch

b) Stool 

 C)  Sputum 

 d) Blood Glucose (AccuCheck)

8. MANAGEMENT OF CATHETERS, TUBES & DRAINS

a) NG Tube Insertion, Feeding, Irrigation, Instillation of Medications

b) Ostomy Care 

c) Urinary Catheters-Indwelling, Straight 

d) Tracheotomy Care

e)  I.V. Management

       Regulation; Tubing & Dressing Changes

9. SAFETY& MOBILITY 

a) PROM Exercises

b)  Application of "Ted" hose

c)  Application of Support Bandages

d)  Ambulatory Assistive Devices

10. MEDICATION ADMINISTRATION 

a) Oral (PO), Topical, Transdermal

b) Parenteral

           Intramuscular (IM); Sub‑Cutaneous (SQ)

      c)  Intravenous (IV) 

         IV Additives (IVPB & primary)

To successfully complete this course, the Critical Element Skills must be demonstrated with a 90% accuracy.

3115L
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SPECIFIC NURSING PROCEDURES

NURSING SKILLS
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CRITICAL ELEMENT: MEDICAL ASEPSIS & INFECTION PREVENTION

OBJECTIVES: With assistance from the faculty, the student shall

I
Describe the difference between medical and surgical asepsis and discuss the appropriate utilization of each technique.

2.
Describe the concepts of infection control and universal precautions as they apply to patient care activities and protection of the health care worker .

3.
List the steps in the chain of infection and discuss the role of the nurse as it applies.

4.
Discuss the meaning of nosocomial infection and the methods used to protect the patient from infection

5.
Discuss the methods used to break the chain of cross infection when engaging in patient care activities.

6.
Explore the Basic Principles of Aseptic technique

7.
Apply the basic principles of aseptic technique when performing specific nursing skills, e.g. wound management, catheterization, etc.

8.
Demonstrate proper application of aseptic technique when performing nursing skills.

9.
Begin to identify the teaching/learning needs of clients and families in regard to universal precautions and aseptic technique.

STUDENT LEARNING ACTIVITIES

1
Review: Potter & Perry, 5th ed.: pp. 854 ‑ 858; 861; 867 ‑ 879

2

Define:


contamination
disinfection
sterile


nosocomial
bacteriostatic
surgical asepsis


exogenous
bactericidal
medical asepsis


endogenous
decontamination
antiseptic
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3.
Practice setting up a sterile field and apply a sterile dressing to the mannequin in the BNCL with a 90% proficiency.

REFERENCES FOR FURTHER STUDY

AIDS File: Study findings spur new anti‑HIV drug guidelines. National Institute of Allergy and Infectious Diseases: Fawcett: 889‑890, April 3, 1993.

Barnes, H. (1993). Alternating transparent & hydrocolloid dressings. Nursing 93. March, 59‑61.

 Bowles, K. & Lynch, M. (1992). These products and procedures prevent needle sticks. RN, 55(7), 42‑45.

   Brigham, C.J. (1991). A participatory learning module: Asepsis and Universal Precautions. Nurse Education, 1 6(l), 22‑5.

Chiarello, L. (1995, December). Selection of needle stick prevention devices. American Journal of Infection Control.23(6): 386‑95.

Crow, S. (1995, September) . Combating infection protection pressure ulcers. Nursing. 25(9): 25.

Davis, M. (1993, November). Dropping the barrier between Jim and us. Nursing 93,63‑64.

Diaz‑Gilbert, M. (1993, October). Caring for culturally diverse patients. Nursing 93,44‑45.

Hunter, F. & Mitchell, S. (1993). Managing ARDS. RN. 56(9), 26‑30.

King, M. (1994, November). How to stop the spread of M.R.S.A.... Methicillin resistant staphylococcus aureus (MERSA). Nursing, 24(11) 23.

Krasner, D. (1994). Using the no‑touch technique to change a dressing. Nursing. 24 9), 50‑52.

3115L
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,McKinney, B. (1995, November). Cut your patient's risk of nosocomial UTI. RN, L8(1111), 20‑4.

Sedgwick, J. (1995, March). Computerized surveillance. Nursing Times, 91(10).

Ungvarski, P. & Schmidt (1992). AIDS patients under attack. RN, 55 11), 36‑45.

Zwerneman K. (1995) . Research for practice: Use aseptic technique for tube feedings. American Journal of Nursing, 95(2): 58.

EVALUATION METHODS:

I . Multiple choice questions on a written exam based on content objectives.

2.
Satisfactory performance of the skills taught in association with Medical Asepsis Infection Prevention.

PRINCIPLES OF ASEPTIC TECHNIQUE

1. Persons who are sterile, touch only sterile articles; persons who are unsterile touch

     only unsterile articles.

2. If in doubt about the sterility of anything, consider it contaminated.

3. Keep arm's length away from a sterile field.

4. Avoid reaching over a sterile field.

5.The edge of anything that encloses sterile contents is not considered sterile.

6.Never turn your back on a sterile field.

7.Keep hands and sterile objects above waist level.

8.Avoid talking, sneezing, or coughing over a sterile field.

9.Avoid changing dressings at time of increased activity in the room.

3115L
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10. Sterile goods issued in package or wrapper should be used only if:

a) the date on the wrapper has not expired.

b) the wrapper is still dry and sealed.

11. Commercially sterile goods are considered sterile indefinitely if the package remains dry and intact.

12. Open sterile packages away from you.

13.
Moisture facilitates the movement and growth of micro‑organisms. Therefore, items that have become damp on a sterile field must be considered contaminated.

3115L
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CRITICAL ELEMENT: Medical Asepsis & Infection Prevention

1. GENERAL CONSIDERATIONS

Universal Blood & Body Fluid Precautions is considered the minimum Standard of Practice recommended to reduce the transmission of blood‑borne pathogens

Body Substance Isolation (BSI) requires protective barriers such as masks, gowns, goggles, hair covers, and shoe covers to be worn to prevent cross‑transmission of organisms

4
BSI & Universal Precautions require that clean gloves be worn when there is a possibility of contact with body fluids, mucous membranes, non‑intact skin or moist body areas. Gloves must be changed between clients, between activities with the same client, and when gloves become excessively soiled.

The application and removal of gowns, gloves and face masks are performed in a systematic fashion to maintain a clean environment and prevent the spread of infection: Contain & Control.

Application: Mask, Gown, and Gloves

Removal: Gown, Gloves, Mask

Hand washing is the most important technique for preventing the spread of infection within the health care delivery environment.

Hand washing should always be performed below the elbows in a systematic manner with an effective antimicrobial soap and friction to loosen the microorganisms from the surface area.

Hand washing should always be performed before contact with a client and after contact/activities with a client has been completed. The presence of gloves (sterile or un‑sterile) does not negate the hand washing procedure, and should never be eliminated from any procedural step performed by the nurse.

LabPkt ‑ 3115L 
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11.
SKILLS GUIDELINES:

1.
Correctly describes the difference between Body Substance Isolation and Universal Precautions.

2.
 Demonstrates correct methods for donning and removing gloves

3.
Demonstrates correct method for applying and removing protective barriers: mask gown and gloves.

4.
Communicates with client the reason why protective barriers are worn

5.
Correctly states how isolation rooms differ from regular rooms, including equipment, supplies and 

        protective barriers.

6.
 Demonstrates correct hand washing technique (see attached guideline for detail)


3115L
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CRITICAL ELEMENT: HAND WASHING

ASSUMPTIONS: Student is to wash hands before AND after all procedures, and as otherwise appropriate.

SKILLS GUIDELINES: (5 minutes)

1 .        Be sure counter surface is dry.

2.         Establishes barrier on counter with clean, dry paper towel.

3.
Remove all rings except a plain wedding band. Push watch 4 to 5 inches above wrist.

4.
Turn water on (by hand control or foot control) and adjust temperature. Do not splash water or lean against sink.

5.
Hold hands lower than elbows and thoroughly wet hands and wrists. Apply soap and rub palms, wrists, and back of hands firmly with circular movement.

Interlace fingers and thumbs moving hands back and forth. Continue using lather and friction for 15 ‑ 20 seconds on each hand/wrist.

6.
Rinse hands and wrists under running water with hands held lower than forearms. Dry one hand and wrist with paper towel wiping from fingertips toward forearm. Discard the towel.

With new towel repeat the same process on other hand and forearm. Discard the towel.

7.
Turn off water using a clean, dry towel (when foot pedal or knee control is not available and dispose of the towel.
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CRITICAL ELEMENT: Wound Care & Dressing Change

1. GENERAL CONSIDERATIONS

*         Wounds heal by three methods:


Primary Intention (Union) produces minimal scaring; edges are close



together (approximated)


Second Intention produces a wider scar; wound is left open to heal via



granulation from the inside out


Third Intention (Delayed Primary Union) a combination of 1st and 2nd intention.



Used in the presence of infection when wound must be closed at another time

*
The purpose of wound dressings are:


1. Protect wounds from outside contamination


2. Prevent spread of microorganisms


3. Control bleeding


4. Provide support for healing


5. Provide comfort for the client


6. Provide information about the wounds status

*
Assessment of the wounds' appearance is part of the dressing change


procedure. Observe for signs of infection; condition of suture line; and


general tissue status around the wound and record findings.

*          Dressing size and type will depend on the type of wound to be dressed and the


coverage area. Dressings maybe held in place with tape or a bandage,


depending on the area and drainage of the wound.

*          Dressing change procedure is a combination of aseptic and sterile technique.


Dressings may be dry, wet‑to‑dry; with or without cleansing or application of


medicated ointments. Verify the procedure with the physicians order sheet before


starting the procedure.

3115L
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11.SKILL GUIDELINES: (Refer to Skills 33‑2; 33‑5; 47‑3 for further details)

1   Demonstrates proper hand washing technique

2.
Correctly states the three types of wound healing

3.
Assesses the client's level of comfort and provides medication as ordered before wound care

4.
Confirms type of dressing change ordered by the physician and checks the nurses notes for wound care status

5.
Correctly assembles supplies and equipment needed for the planned wound care procedure

6.
Provides comfort and privacy for the client

7.
Demonstrates correct removal and disposition of soiled dressing/bandage and assessment of the wound

8.
Correctly establishes a sterile field using a sterile barrier drape

9.
Demonstrates correct procedure for pouring sterile solutions; placing items on a sterile field, and applying sterile gloves (open gloving technique)

10. Demonstrates correct procedure for cleansing the wound and application of the

      specified dressing/bandage based on wound assessment and specific order

11. Demonstrates correct procedure for cleaning/dressing a drain site; contaminated area

12. Correctly documents assessment findings, wound care procedure, and patient's tolerance of the procedure on the appropriate form

LabPkt ‑ 3115L 
21

CRITICAL ELEMENT: BODY MECHANICS & PERSONAL HYGEINE

OBJECTIVES: With assistance from the faculty, the student shall:

1 
Describe correct procedures for making unoccupied, occupied, and post‑op beds.

2.
Explain the purposes, principles, and methods of giving a partial or complete bath and backrub while being culturally sensitive.

3.
Describe the purposes, principles, and methods of providing mouth care, foot and nail care, while being culturally sensitive.

4.
Identify the principles associated with assisting clients with a bed pan or urinal.

5.
Utilize principles of effective communication while engaged in hygiene activities.

6.
Begin to develop the skill in inspection aspect of the physical assessment.

7.
Begin to identify the teaching/learning needs of patients in regard to hygiene.

8.
Define the term body mechanics and state the reasons for using good body mechanics.

9.
Describe the principles of physics as they relate to body mechanics.

10.
Identify guidelines using principles of physics regarding proper use of body mechanics in the context in which nursing occurs.

11.
Describe appropriate nursing actions that is supportive and preventive when transferring, moving and lifting patients.

12.        Demonstrate the following skills in the BNCL with a 90% accuracy:

a) Partial / Complete Bed Bath

b) Oral Hygiene, Foot and Nail Care 

c) Assisting a Client with a bed pan or urinal 

d) Making an occupied / unoccupied bed

e) Transferring a client from the bed to a chair/stretcher and back to bed

3115L
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STUDENT LEARNING ACTIVITIES:

1. Review: Potter & Perry, 5th ed, pp.
1075 ‑ 1088; 1090 ‑ 1092; 1095 ‑ 1100;


1112‑1120

2. Define the following terms/concepts:

hygiene

body mechanics

complete bath

partial bath

center of gravity

occupied bed

un‑occupied bed 

recovery bed

3. In the BNCL, practice the following skills, using good body mechanics

a.
Move a helpless person in bed with a draw sheet.

b.
Assist a person to sit on side of bed.

c.
Transfer a person from bed to chair or wheelchair using only one person and as


if the patient needed maximal assistance.

4.
In the BNCL, practice giving a bath to a mannequin and include a backrub and oral care.

5.
In the BNCL, make an occupied, un‑occupied, and recovery bed. Refold the original linen for the next students use.

REFERENCES FOR ADDITIONAL READING

44‑45.

            Diaz‑Gilbert, M. (1993, October). Caring for culturally diverse patients. Nursing,

Eden‑Kilgour, S., & Miller, B. (1993, August). Understanding neurovascular assessment. Nursing 93, 56‑58.

Miller, R. (1995, December). Consult Stat: Helping impaired elderly patients get through a bath. RN. 58(12), 65.

Rater, J. (1994). To bathe or not to bathe: That is the question. Journal of Gerontological Nursing, 20(9), 53‑54.
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Rater, J. (1996, March). Maintaining cleanliness: An individualized approach. Journal of Gerontological Nursing, 22(3), 32‑38; 47‑53.

Seymour, J. (1995, February).. Bathing aids: Handling and lifting in the home. Nursing Times, 910), 53‑54.

Skewes, S. (1994). No more bed baths! ... Bag bath ... a technique that lessens the risk of skin impairment. RK 57(l), 34‑35.

Zernike, W. (1994). Preventing heel pressure sores: A comparison of heel pressure relieving devices. Journ‑31 of Clinical Nursing. 3(6), 375‑380.

EVALUATION METHODS:

1. Multiple choice questions on a written exam based on content objectives.

2.Satisfactory performance of the skills taught in association with body mechanics and personal hygiene.

3115L
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BODY MECHANICS

DEFINITION: The efficient use of the body as a machine and as a means of locomotion.

TERMS AND CONCEPTS:

Orthopedics ‑ correction or prevention of disorders of the body's structures for locomotion‑ Used interchangeably sometimes with term Body Mechanics, since latter is concerned with preventing injury to musculoskeletal system.

Good Posture ‑ that alignment of body parts which permits optimum musculoskeletal balance and operation and promotes good physiological functioning.

Center of Gravity ‑ a vertical line which passes downward through the center of gravity.

Line of Gravity ‑ a vertical line which passes downward through the center of gravity.

Gravity ‑ an accelerating tendency of all bodies toward the center of the earth. Examples in nursing practice: flow of fluids, drainage of body areas, stability or instability of objects.)

Base of Support ‑ the area defined by the contact of an object with a supporting surface.

Motion ‑ a change in position or place, direction, or speed. May be linear (in straight line) or angular (around an axis).

Force ‑ energy expended to change the state of rest or motion of a body.

Friction or Shearing Force ‑ created by rubbing one object against another. Acts along a surface in a direction that opposes motion between contact surfaces.

Internal Girdle ‑ made by contracting the gluteus muscles (buttocks) downward and abdominal muscles upward.

Lonq Midriff ‑ stretching the muscles in the waist to increase length of waistline. Assists in assuming internal girdle.
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Principles of Physics:

I
An object is more stable if its center of gravity is close to its base of support (the center of gravity is low), i.e. stability is inversely proportional to the height of the center of gravity. Ex: Can of milk requires little manipulation to stabilize on a table; yet a tall candle usually must have a base of support provided it to insure remaining erect on a table.

2.
An object is more stable if the line of gravity goes through the base of support. Ex: Person falls if he stands with feet together and leans forward, or if he attempts to get out of chair with feet together.

3.
An object is more stable if it has a wide base of support. Ex: Person standing erect with feet slightly apart is more stable than if feet are close together.

4.
Stability is directly proportional to the weight of an object. Ex: Heavy chair is more stable than lightweight one. (Keep this in mind when transferring patients to a chair!)

5.
When moving an object, stability is increased if the base of support of the person doing the moving is increased in the direction object is to be moved. The greater the distance of the line of gravity from the edge of the base of‑support of the person doing the moving, the greater the stability.

6.
Muscles of pelvic area and abdomen must be stabilized to protect the body from strain. To stabilize pelvis, contract abdominal muscles upward and gluteus muscles downward (put on internal girdle and make a long midriff).

7.
Friction acts along the surface in a direction that opposes motion between the contact surfaces. When creating motion, friction (or shearing force) between contact surfaces is decreased if pulling rather than pushing is done, since pulling includes an upward force component. (Pushing includes a downward motion, which increases friction).

8.
To produce a change in rotational motion, a force must act as far away from the axis about which rotation occurs as possible.

3115U2001
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Guidelines for Nurses (based on Principles of Physics)

I
Use longest and strongest muscles of arms and legs to help provide the power needed in strenuous activities.

2.
Use the internal girdle and a long midriff to stabilize the pelvis and to protect the abdominal viscera when stooping, reaching, lifting, or pulling.

3.
Work as close as possible to an object that is to be lifted or moved. This brings the center of gravity of the body close to the center of gravity of the object being moved, thereby permitting most of the burden to be borne by the large muscles.

4.
Use the weight of the body as a force for pulling or pushing by rocking on the feet or leaning forward or backward. This reduces the amount of strain placed on the arms and the back.

5.
Slide, roll, push, or pull an object rather than lift it in order to reduce the energy needed to lift the weight against the pull of gravity.

6.
A  pull maneuver is used for moving patient in bed or along other flat surfaces to


avoid excessive shear force (which can cause skin breakdown). When an


inanimate object (bed, chair, etc.) is to be moved, pushing is more efficient, but



take care not to push downward and to push as near to the level of center of


gravity of the object as possible.

7.
Use the weight of the body both to push an object by failing or rocking forward and to pull an object by failing or rocking backward.

8.
Place the feet apart in order to provide a wide base of support when increased stability of the body is necessary. If pulling an object toward you, increase the base of support in the direction object is to be moved.

9.
When heavy lifting is required, place the feet apart, put on the internal girdle, flex the knees to decrease height, and keep the trunk as vertical as possible to put as little amount of force on the lumbar disc as possible. Come down close to the object to be lifted.

10.
Lift by extending the knees and keeping the back straight.

11.
If rotation is to be accomplished (moving a bed, rotating a wheel‑chair, etc.), the line of action of the force is as far away from the axis of rotation as possible.
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CRITICAL ELEMENT: Personal Hygiene ‑ Bathing a Client

1. GENERAL CONSIDERATIONS

Bathing and skin care are activities of daily living (ADL). The purposes of these activities include: Maintaining personal hygiene Promotion of client comfort Promotion of a sense of well‑being

Extent to which the nurse performs the bed bath (partial or complete) depends on the clients' physical capabilities and the degree of hygiene required

A complete bed bath is given to the client who cannot or should not engage in independent activities. A partial bed bath is given to the dependent client who needs only partial assistance, or to the self‑sufficient bedridden client who is unable to reach specific body areas.

The bathing process, partial or complete, provides the nurse with an excellent opportunity to talk with the client, establish a helping relationship, perform an assessment and in some instances provide Range of Motion (ROM) exercises with the client.

The bathing process should be performed in such a manner that the nurse finishes one side of the body before starting on the other side, and should progress from the top (trunk and extremities) abdomen, legs, and feet. The back and perineal care are performed last.

Whatever the type of bath provided, follow these few guidelines:

a) Carefully monitor the bath water temperature

b)  Always provide privacy for the client

c)  Maintain client safety 

d)  Wear non‑sterile gloves if there is a risk of contacting body fluids

e)  Encourage the client to participate in the bathing process  Document assessment findings and activities performed
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11.
SKILLS GUIDELINE: (Refer to Skill 38‑1 thru 38‑6 for further details)

  1. Demonstrates correct hand washing technique

2. Check the clients care plan, Kardex, or physician orders for level of activity tolerance

3.
Verbalizes at least 6 assessment factors which indicates a risk for skin breakdown

4.
Maintains the clients need for privacy throughout the bathing procedure

5.
Gathers correct amount of linen and supplies for the specific type of bath

6.
Demonstrates the making of a "mitten" wash cloth

7.
Demonstrates use of proper body mechanics throughout the procedure

8.  Demonstrates correct procedure for performing (a) complete bed bath (b) partial bed bath

9.
Demonstrates assessment skills and ROM exercises during bathing procedure

10 Correctly performs perineal care on both male and female clients

11. Correctly documents assessment and activities
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CRITICAL ELEMENT: Personal Hygiene ‑ Bed Making

1. GENERAL CONSIDERATIONS

+
Because the client spends a great deal of time in bed, it's essential that the nurse keep the bed as clean, dry and wrinkle‑free as possible. A properly maintained bed provides greater comfort for the client and helps prevent some of the hazards of immobility.

+
There are three types of beds used in the health care setting: 

           1 . Occupied Bed ‑ if the client is unable to leave the bed

2.
Un‑Occupled Bed ‑ the client is either allowed to leave the bed for a specific period of time, or is allowed out of bed (OOB) at will (ad lib).

3.
Post‑Operative (Recovery) Bed ‑ A version of the un‑occupied bed for clients returning from surgery

+
Bed making activities must be organized to consider (a) time, and (b) conservation of energy for both client and nurse. Creating a linen pack is the first step in the bed making process. The linen pack should be arranged in order of usage from top to bottom:

TOP:
Bottom Sheet (fitted or flat)


Draw (Lift) Sheet


Top Sheet


Blanket


Bed Spread

BOTTOM:
Pillow Case

A towel and wash cloth are also part of the linen pack

To conserve energy and steps, the bed should be made one side at a time. When one side is finished, the nurse walks around the bed and makes the other side. To avoid the spread of dust, do not fan the sheets during the bed making procedure.
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11.

SKILL GUIDELINE: ( Refer to Skill: 38‑8 for further details)

 I.  Demonstrates correct hand washing technique

2.
Correctly assesses the clients' linen needs (mattress pads, blanket, and bed spread are change only as necessary, not on a daily).

3.
Explains the importance of a clean, wrinkle‑free bed to the client

4.
Employs aseptic principles (clean‑to‑clean, dirty‑to‑dirty) throughout the procedure

5.
Uses correct body mechanics throughout the procedure

6.  Demonstrates proper technique for making:

a) Occupied bed

b)  Un‑Occupied bed

c)  Recovery bed

7.
Correctly makes mitered corners and toe pleat

8.
Demonstrates efficient use of body movement, energy conservation, and time throughout the procedure

9.
Maintains patient safety and privacy when making an occupied bed

10. Leaves the client area neat, clean, and with the call light and personal items within reach
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CRITICAL ELEMENT: VITAL SIGNS

OBJECTIVES: With assistance of the faculty the student shall:

I. Identify when vital signs should be taken.

2.Explain the physiology for the normal regulation of temperature, pulse,

   respirations, and blood pressure.

3.Describe the factors that normally cause variations in body temperature,

   pulse, respirations, and blood pressure.

4.Review normal vital sign values for the adult and older adult.

5.Identify the common sites for obtaining vital signs.

6. Describe the methods for assessing T‑P‑R & BP.

7.Demonstrate the correct method for obtaining and recording vital signs.

STUDENT LEARNING ACTIVITIES:

1 .Review: Potter & Perry, 5th ed: 670; 678 ‑ 684; 691‑695; 700‑702; 704‑705

                                                              710‑713; 720

2.

Define the following terms:

afebrile
diastole
orthopnea

apical pulse
diastolic
orthostatic hypotension

apical‑radial pulse
diaphoresis
postural hypotension

blood pressure
dyspenea
tachycardia

bradycardia
hyperventilation
tachypenea

bradypenea
hyperthermia
systolic

core temperature
hypoxia
vital signs
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Acquire proper equipment and practice each vital sign skill in the BNCL:

Oral Temperature

Rectal Temperature

Axillary Temperature

Radial Pulse

Blood Pressure

Apical‑Radial Pulse

Respirations

Apical Pulse

REFERENCES FOR FURTHER STUDY:

  Cooper, Karen. (1992). Measuring blood pressure the right way. Nursing'92.22‑(4), 75.

Flo, G. and Brown, M. (1995). Comparing three methods of temperature taking: oral mercury ‑ in‑glass, oral diatek, and tympanic first temp. Nursing Research ‑ 44 (2), 120‑122.

Severine, J.E., & McKenzie, N.E. (1997). Advances in temperature monitoring: a far cry from "shake and take". Nursing '97,21 (5), 128‑137.

Trottier, D., and Kochar, M. (1992). Around the clock blood pressure monitoring. Nursing '92,‑22 (11), 607‑609.

EVALUATION METHOD:

1 . Multiple choice questions on a written exam based on content objective.

2.
Satisfactory performance of the skills taught in association with vital signs in the BNCL and clinical areas.
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CRITICAL ELEMENTS: Vital Signs

1. GENERAL CONSIDERATIONS

+ 
Take oral temperature for two ‑ three minutes (glass thermometer) or until

"beep" sounds (electronic thermometer).

If client has been eating, drinking or smoking, wait 20 minutes before taking

a‑n oral temperature

+ 
Palpate radial pulse. Count a regular beat for 30 seconds; multiply by 2

Count an irregular pulse for 60 seconds.

Auscultate apical pulse at PMI (Left 5th Intercostal Space (ICS)

Mid‑Clavicular (MC). Count Apical pulse for 60 seconds.

+ 
Count respirations along with radial pulse for 30 seconds; multiply by 2

Leave hand on client's wrist, but watch chest (abdomen) rise and fall.

+

Take clients blood pressure. Do Not take BP in arm that:



a) has an IV; a cast; or dialysis shunt



b) has recently been used for taking blood samples



c) has been affected by a stroke or the same side as a mastectomy

11. SKILLS GUIDELINES (Refer to Skill 31 ‑1 thru 31‑5 for further details)

1.  Demonstrate correct procedure for reading a glass thermometer

2.  Correctly use an electronic thermometer

3.
Demonstrate correct procedure for taking an oral temperature and record findings

4.
Demonstrate location of seven pulse points

5.
Demonstrate correct procedure for taking a radial pulse and record findings

6.
Demonstrate correct procedure for taking a respiratory measurement and record findings

7.
Correctly locate "Point of Maximum Impulse" (PMI).

8.
Demonstrate correct procedure for auscultating an apical pulse and record findings

9.
Correctly apply a blood pressure cuff to a clients arm

10.
Demonstrate correct procedure for determining a client's blood pressure and record the findings

3115L

LLabPkt ‑ 3115L
34

CRITICAL ELEMENT:

THE CALCULATION & ADMINISTRATION OF MEDICATIONS

OBJECTIVES: 
With assistance of the faculty the student shall:

1
Identify and discuss basic principles which are essential for the safe preparation and administration of medications.

2.
Describe the roles of the pharmacist, physician, and nurse in drug administration.

3.
List the seven parts of a drug order.

4.
Describe factors to consider in choosing routes of drug administration.

5.
Examine the "5 Rights for Drug Administration" as they relate to safe practice.

6.
Discuss nursing responsibilities concerning substance abuse.

7.
Describe how drugs are administered orally, parenterally, topically, and by inhalation.

8.
Demonstrate correct calculation and administration of medications: Non‑Parenteral and Parenteral.

STUDENT LEARNING ACTIVITIES:

1. Read: Kee and Marshall, Clinicall Calculateong; (1295‑1356);

Potter & Perry (5th  ed): Chapter 34 pgs. 893 ‑ 950

2. Review attached list of abbreviations.

3. In the Basic Nursing Concepts Lab:

‑ Inspect various types of syringes, needles, vials, ampoules, medication cups.

‑
Under supervision, administer the various forms of medications: P.O., I.M., S.C and IV.
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4. Define the following terms:


Air‑lock technique
Medication


Ampoule
Metric system


Apothecary system
Ophthalmic


Bevel
Parenteral


Buccal
Subcutaneous (SC, SQ)


Controlled substances
Sublingual


Drug abuse
Suppository


Drug dependence
Topical medication


Gauge
Vial


Infusion
Z‑track


Inhalation
Intradermal (ID)


installation
Irrigation


            Intravenous (IV)


IV bolus

EVALUATION METHODS:

1. Multiple choice questions on a written examination based on content objectives

2. Satisfactory performance of the skills taught in association with medication administration in the Basic 

    Nursing Concept Lab (BNCL).

3. Achieving a score of at least 90% on a math calculation examination

REFERENCES:

               Beyea, S., & Nicoll, L. (1996). Back to basics: administering IM injections the right way. AM, 96, (1), 34‑35.

              Cohen, M. (1992). Help new nurses avoid making errors. Nursina'92...n (4), 21.

              Covington, T. & Trattler, M. (1997). Bull's eye! Finding the right target for IM injections. Nursina'AZ.2Z (1), 62‑63.

              Davis, N. (1994). Beware of trailing zeros. AM, 94 (6), 17.

              Davis, N. (1994). Confusion of illegible orders. AJN, 94 (1), 9.
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                Drass, J. (1992) . What you need to know about insulin injections. Nnrawng'92,M (11), 40‑45.

                Edwards, J. (1997). Guarding against adverse drug reactions. AJN 97 (5), 26‑31.

Greene, L. & Gerlach, C. J. (1994). Central lines have moved out. RN, 24 (5), 26‑31.

Hoyson, P. (1995). Oral medications. RN 58 (5), 34‑40.

Lilley, L. (1997). Careful with the zeros!. AJN, 97 (5), 14.

Lingerfelt, N. (1997). Would Connie ever take her medication? Nursing '97,,2.Z (2), 32jjj‑32kkk.

Lippman, H. (1992). Addicted nurses: tolerated, tormented, or treated. EN, .55‑(4), 36‑41.

Parisi, S. (1994). What to do after a med error, RN, 64 (6), 59.

Rogers, A., et al. (1994). How to inject a subcutaneous abdominal implant. Nursing '94 24 (1), 63‑64.

Taylor, H. (1992). Patients deserve painless injections RN, 55 (3), 25‑26.

Teplitsky, B. (1992). Avoiding the hazards of look‑alike drug names. Nursing'92 22 (1), 60‑61.
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MEDICATION ADMINISTRATIQN ABBREVIATIONS

Abbreviation
Meaning
Abbreviation 
MeanIng

OU
both eyes
P
after

a
before
ung
ointment

ac
before meals
PC
after meals

ad lib
as desired
per
through the day

BID
twice a day
PO
by mouth

Prn
when necessary
C
with

q
every, each
cap
capsule

qAM
every morning
dic
discontinue

OD
right eye
OS
left eye

qh
every hour
q2h
every 2 hours

DS
double strength
qhs
every night @ bedtime

elix.
elixir
hs
at bedtime

gtt.
drop
qid
4X a day

hr
hour
qod
every other day

qs
sufficient quantity
IM
Intramuscular

8
without
IV
intravenous

33,38
one half
IVPB
IV piggyback

sc, SO
subcutaneous
TID
3X per day

SL
sublingual
LA
long acting

LOS
length of stay
NGT
nasogastric tube

NPO
nothing by mouth
STAT
immediately

NS
normal saline
supp
suppository

od
every day
TID
Three times a day

QID
Four times a day
ID 
intradermal
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CRITICAL ELEMENT: Medication Administration

1. GENERAL CONSIDERATIONS

             +          Nursing responsibilities associated with medication administration

I . Knowledge of the medication

2.Knowledge of correct administration techniques

3.Client teaching about the medication

4.Knowledge related to the legal regulations regarding medication administration

+
General principles related to safe medication administration include:


1 . Use of aseptic technique


2. "Three‑Check" system for all medications


3. Proper identification of patient immediately prior to administration


4. Usage of correct equipment for the specific medication ordered


5. Proper disposal of equipment, including sharps


6. Immediate recognition of error and correction of that error


7. Accurate documentation of medication on appropriate form(s)

+
5 Rights of Medication Administration


1. Right Patient


2. Right Drug



3. Right Dose


4. Right Route of Administration


5. Right Time

The 6th Right: The patient's Right to Refuse

Legal Responsibilities related to medication administration include:

I .  Obtain a legal medication order (written, verbal)

2.
Accurately document administration (or lack of) medication on appropriate form(s)

3.
Follow state, federal, and agency policies for storing, dispensing, retrieving, and documenting controlled substances

4.
Check client for allergies, possible drug interactions, and/or adverse reactions before and after administration of medications

5.
Never chart on MAR or other appropriate form(s) before medications are administered.
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Drug Administration & the Nursing Process

ASSESSMENT

A. Confirm client diagnosis and appropriateness of medication. 

B.  Identify all concurrent medications. 

C.  Identify any potential contraindications or allergies.

D.  Identify client's knowledge of medications.

ANALYSIS

Nursing diagnoses for the client receiving medications may include

A. Potential for injury related to side effects of medications.

B. Knowledge deficit: drug effects related to lack of previous experience.

C.
Noncompliance related to side effects, financial, or other difficulties limiting ability to

    take medications.

PLANNING AND IMPLEMENTATION

A. Identify appropriate outcome goals such as, "Client will explain rationale for

    medication prior to discharge."

B. Prepare and administer medications according to proper technique.

EVALUATION

A. Client was able to explain rationale for medications prior to discharge

B. Client did no experience any unusual adverse effects from the medication

C. Client states the experienced relief from medication

3115L

LLabPkt ‑ 3115L
40

General Principles for All Medications

A. Verify all new or questionable orders on the medication administration record (MAR) against physician orders for completeness.

B.  Prepare medications in a quiet, clean environment.

C. Wash your hands. Observe universal precautions, as appropriate.

D. Collect all necessary equipment including straws, juice or water, stethoscope.

E. Review MAR for each client carefully to ensure safety: note medication, dosage, route, expiration date, and frequency.

F. Research drug compatibilities, action, purpose, contra indications, side effects, and appropriate routes.

G. Find medication for individual client and calculate dosage accurately. Confirm normal range of dose.

H. Check expiration date on medication and look for any changes that may indicate decomposition (color, odor, and clarity).

I. Compare label three times with the medication to decrease risk of error.


 I. When removing package from drawer


2. Before preparing medication


3. After preparing medication

J. Check need for prn medications.

K. Be sure medications are identified for each client.

L. Check for any allergies and perform all special assessments before administration.

M. Confirm clients identity by checking at least two of the three possible mechanisms


for identification to ensure safety.


1. Ask client his name.


2. Check clients identi‑band.


3. Check bed tag (this is least reliable method).

N. Provide privacy, if needed.

O. Inform client of medication, any procedure, technique, purpose, and client teaching as applicable.

P. Stay with client until medication is gone; do not leave medication at bedside.

Q. Assist client as needed, and leave in position of comfort.

R. Give medication within 30 minutes of prescribed time.

S. Chart administration immediately in ink, marking your initials in the appropriate space.

T. Circle initials and document rationale if drug not administered.

U. Report any errors immediately and complete appropriate institutional documentation.
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V.
Liquid medications‑all routes of administration‑must not be mixed together unless compatibility is verified.

W.
Observe for any reactions and document both positive and negative responses.

X.
Observe the five "rights": give the right dose of the right drug to the right client at the right time by the right route.

Y.
To ensure safety do not give a medication that someone else prepared. Institution policies may require having a colleague double check medications such as insulin and heparin. If you are unsure in any way, have a colleague verify.

11.

SKILLS GUIDELINES (General)

I. .  Washes hands before and after procedure

2.
Reviews the physician's order sheet for new and/or existing medication orders, and compares orders to MAR

3.
Checks patient's medication cassette for"missing medications" using the MAR as reference

4.
Researches the medication prior to administration, including therapeutic dosage, recommended route, possible drug interactions, nursing precautions, and client allergies

5.
Establishes a systematic method of MAR check and administration which observes the "5 Rights of Medication Administration" for the assigned patient/shift

6.
Provides appropriate and accurate information about the medication to the client

7.
Accurately records the administration of all medications according to institutional policy & procedure

8.
Follows correct legal procedures for the storage, dispensing, and documentation of controlled substances

9.
Observes client for possible adverse reactions and desired responses to medications and documents all observations on appropriate form(s)

10. Uses critical thinking and correct judgment in with holding medications and documents the with held medication according to institutional policy and procedure
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Medication Administration Guidelines

Administration of Oral Medications

A.
Special assessment: assess clients knowledge level, diet status, oral cavity, and ability to swallow 

         medication.

B.
Use mortar and pestle to crush tablets, if appropriate. In general, enteric​ coated tablets should not be

         crushed. Only scored tablets can be broken.

C.    With the exception of time‑release capsules, capsule contents may be mixed

        with food to enhance swallowing.

D.
 Unless contraindicated (e.g., cough syrup) give medication with 60‑100 ml

         water or juice to aid in swallowing and to increase intake.

E.
Prepare solid medications (tablets, capsules, etc.).

1.
All solid medications can be placed in one medicine cup unless an assessment needs to be made 

         before administering a particular medication (e.g., blood pressure, apical pulse)

2.     Unit dose containers can remain in original individual package.

3.
To reduce chance of contamination, place any removable lids open side up; place necessary 

        medications into cap of container; transfer to med cup; replace lid and container.

F.     Prepare liquid medications.

1 .    Shake liquid medications, if necessary, to mix.

2.     Pour away from bottle label.

3.
Read liquid amount at meniscus of med cup at eye level to ensure accuracy.

4.
If needed, a syringe may be used to measure and administer liquid medications.

5.    Wipe lip of bottle with damp towel to prevent stickiness.

6.   Replace lid and container.

7.   Do not administer alcohol‑based products, such as elixirs, to alcohol dependent persons.

G.   Sit client upright to enhance swallowing.

H.   Have client swallow medication except with the following

I.    Sublingual (SL) route: have client place medication under tongue (high rate of absorption). Do not allow 

      fluids for 30 minutes following administration.

2.  Buccal route: have client place medication between gum and cheek. Do not allow fluids for 30 minutes      following administration.

3.  Iron or HCL: have client use straw to prevent staining teeth.

1.  Stay with client until medication is gone. Use gloves if you place your finger in client's mouth.
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Special Concerns

1 .
Use a calibrated dropper, nipple, or syringe to give medications to an infant.

2.
Keep infant at 45' angle.

3.
See if medication is available in liquid form if client is a child or unable to swallow solid medication.

4.
Be sure not to use a child's favorite food, as this may result in distrust.

5.
If using an NG or stomach tube for medication administration, check for correct placement before administration and follow medication with water. Be sure to check for food interaction.

Administration of Rectal Drugs

A.
Special assessment: assess client's bowel function and ability to retain suppository/ enema.

B.
Remove suppository from refrigerator.

C.
Provide privacy.

D.
Position client left laterally.

E.
Put on glove or finger cot.

F.
Moisten suppository with water‑soluble lubricant.

G.
Insert suppository, tapered end first, approximately 2 inches (to pass internal sphincter. Hold buttocks together. Encourage client to retain suppository for 10‑20 minutes to allow suppository to melt.

J.
If drug administered via enema, have client retain solution 20‑30 minutes.

Administration of Nasal Medications

A.
Have client blow nose to clear mucus.

B.
Position client so that head can be tilted back to aid in gravitational flow or in specific position to reach sinuses.

C.
Push up on tip of nostril.

D.
Place dropper or atomizer angled slightly upward just inside nostril; be careful not to touch nose with applicator.

E.
Squeeze atomizer quickly and firmly or instill correct number of drops.

F.
Remind client to keep head tilted for 5 minutes.
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MEDICATION CALCULATIONS

Conversions

Conversions need to be made within systems (from one measurement to another) and also among systems (from apothecary to metric or household to metric).

Conversions within Systems

A. Metric system

      1 .   Based on decimal system, basic unit is 10.

       2.   Units of measurement are a. Meter (m) for length b. Gram (g) (gm) for weight c. Liter (L) or (1) for 

             volume

       3.   Multiples and fractions of 10 are identified by prefixes 

a. 0.001 liter would then be equal to I milliliter (ml).

b. 1000 grams would be equal to a kilogram (kg).

4.
Commonly used terms of weight include kilogram, gram, milligram, and microgram.

5.
Commonly used terms of volume include liter and milliliter. Note: A cube measuring cup holds one milliliter, so a cubic centimeter (cc) equals a milliliter (mi): I cc = I mi.

6.
To convert within the metric system, set up a.ratio with the conversion factor on the right and the desired information on the left, cross multiply, divide to find X, and complete needed math. Remember to keep ratios equal: whatever is done to one side must be done to the other.

7.

Example: convert 5000 mg to grams


a. 1000 mg = I gram

b. 5000 mg, = 1000 mg

      x                  I gm

c. (X) (1000 mg) = (5000 mg) (1gm)

d. (X) (1000 mg) = (5000 mg) (gm)


(1000 mg)       (1000 mg)

e. X = (5) (1 gm)

f. X=5gms

Answer: 5000 mg = 5 gms
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B. Apothecary System (No longer an approved system; however markings are still on medication containers.)

I    Based on arbitrary measure.

2.
Basic unit of weigh is a grain (gr), basic unit of volume is minim (m or min).

3.  Small Roman numerals are often used to identify drug dosages

     (gr xvi = 16 grains) as are fractions (1/3 gr); gss‑ is abbreviation for 1/2

     and is used with Roman numerals (Ex: gr. viiss = 71/2 grains)

4.
Grain is only common term for weight.

5.
Common terms for volume include minim, fluidram fdr), fluid ounce foz), pints (pt), quarts (qt), and gallons (gal).

6.
Conversions within the apothecary system are made the same way as conversions within the metric system.

7.
Example: convert 360 min. to fluidrams 60 min I f 3

C. Household System

I   Approximate measures that vary according to manufacturer, temperature.

2. Common units include teaspoon (tsp), tablespoons (tbsp), ounce (oz), and drop (gtt),

3. Conversions within the system are the same.

4. Example: convert 3 teaspoons (tsp) to drops (gtts)

a. 60 drops = I tsp

b. 3 tsp =         I tsp

x
60 gtts
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MEDICATION CALCULATIONS

Conversions

Conversions need to be made within systems (from one measurement to another) and also among systems (from apothecary to metric or household to metric).

Conversions within Systems

A.Metric system

1.
Based on decimal system, basic unit is 10.

2. Units of measurement are

a. Meter (m) for length 

b. Gram (g) (gm) for weight 

c. Liter (L) or (1) for volume

3.
Multiples and fractions of 10 are identified by prefixes a. 0.001 liter would then be equal to I milliliter (ml). b. 1000 grams would be equal to a kilogram (kg).

  4. 
  Commonly used terms of weight include kilogram, gram, milligram, and microgram.

  5.
  Commonly used terms of volume include liter and milliliter. Note: A cube measuring cup holds 

         one milliliter, so a cubic centimeter (cc) equals a milliliter (ml): 1 cc = 1 mL

  6.
 To convert within the metric system, set up a ratio with the conversion factor on the right and the   

        desired information on the left, cross multiply, divide to find X, and complete needed math.  

         Remember to keep ratios equal: whatever is done to one side must be done to the other.

 7.   Example: convert 5000 mg to grams

a.1000 mg = I gram

b.5000 mg = 1000 mg

x          I gm

c.

(X) (1000 mg) = (5000 mg) (1gm)

d. (X) (1000 mg) = (5000 mg) (qm)


(1000 mg) 
(1000 mg)

e. X = (5) (1 gm)

f. X = 5 gms

Answer:5000 mg = 5 gms
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Solving Medication / Math Problems

Working With Desired/Have (DH) Formula

Note: For solid medications (tabs and capsules, for example), Q is always 1. With liquids, Q varies.

Steps for Using the Basic Formula

1. Memorize the formula.

2. Convert to units of the same system (apothecary, metric, or household) and same size.

3. Place the information from the problems into the formula in the correct position.

4. Calculate:


D (desired)                             (amount to be


H (have)    X  Q (quantity)= X  administered)

5. Label all answers (tabs, capsules, ml, and so on).

6. Convert to smaller size unit and the supply dosage you have on hand.
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CRITICAL ELEMENT: Medication Administration ‑ Non‑Parenteral Route

1. GENERAL CONSIDERATIONS

Medication routes which do not involve injections are called non​parenteral. These include: Oral (PO) Topical Application Liquid instillation Mucous membrane application Inhalents, aerosol mists Irrigations Although there are several forms of medication, and their purpose may be very different (such as solutions for a wound cleaning or dressing change), all medications require a physician's order

Oral medications come in several different forms Tablets, pill, capsule (some may be time‑released, some may have a special coating; sublinguinal; trochees, or buccal tablets.

Additional oral medications may be available in suspension, elixir, water‑based solutions, extract, or syrup

Format of oral medication should not be changed i.e., opening capsules crushing tablets, etc., to accommodate clients who cannot swallow. Alternative forms for the medication should be researched before administering the drug.

Regardless of the type of medication, observe the 5 Rights of Medication Administration.

Nursing responsibilities include (1) researching the drug before administration, (2) teaching the client about the medication, how to properly take the medication, the signs and symptoms of adverse effects, and another precautions related to the medication and (3) documenting the medication after the medication has been given on the appropriate form(s).
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11.
  SKILL GUIDELINES: (Refer to Skill 34‑1 for additional details)

1
 Demonstrates correct hand washing technique

2.
Correctly assesses client's ability to take oral preparations (tablets, capsules, liquids).

3.
 Observes the "5 Rights of Medication Administration"

4.
 Performs the 3 Step Check before and after dispensing the medication

5.
 Confirms identifies of the client prior to administration

6.
 Demonstrates correct procedure for administration of oral medication

7.
 Demonstrates correct procedure for administration of other non‑parenteral forms of medication,  including eye drops, ear drips, vaginal & rectal suppositories, topical medication, aerosol mists, sprays or powders

8.
 Assesses client's response to the medication

9.
 Correctly documents the medication and clients response on the appropriate form(s)
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CRITICAL ELEMENT: Medication Administration ‑ Parenteral Route

1. GENERAL CONSIDERATIONS

To properly administer parenteral medications, it is necessary for the nurse to become familiar with the equipment and methods for administration: Intramuscular (IM), Subcutaneous (SC or Sub‑Q), and Intradermal (ID). Administration principles common to each of these routes includes: 

a) observation of the 5 Rights of Medication Administration 

b) administration of injections in a safe environment 

c) selection of the correct equipment 

d) explanation of the procedure to the client 

e) site examination, palpation and cleaning

f) correct injection technique 

g) documentation of medication and injection site

Specific techniques involving different methods of injection include: 

IM ‑ use of an air lock; 90‑degree angle to the skin; site selection dorsal/ventral gluteus, vastus lateralis, and deltoid. Aspiration for blood before injection and massage afterwards SC ‑ no air lock required; 45 degree angle to the skin; Aspiration not necessary; do not massage site

  ID ‑ no air lock required; 5 ‑ 25 degree angle to the skin; aspiration not necessary; do not massage

Syringes are designed to deliver specific volumes (amounts) of medication. The most common size used for injections are: TB Syringe ‑ 1 ml or less 3 and 5 ml syringes ‑ general use Units/ml syringes ‑ Insulin syringes

Each syringe has measurement scales in milimeters (ml), minums (m), or units. Be sure that medication calculations and measurements are accurate.
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Injection needles also come in various sizes (gauges) and lengths. Needle lengths are measured in inches. Common lengths include:

 3/8" ‑ intradermal 

5/8" ‑ subcutaneous (or child)

1 ‑1/2" ‑ intramuscular
Gauges (diameter of needle) range from 23 ‑ 18

Common subcutaneous injections are Heparin and Insulin. For added safety, drug dosage for both medications should be confirmed by another nurse prior to administration.

Insulin must be administered with a specific "Insulin syringe" and the units per ml of the bottle must match the units/ml of the syringe. The most common type is 10OUnits/ml. Two types of insulin may be combined into one injection/one syringe. Example: 30 Units Regular & 70 Units of NPH SC qam AC Bfk. The drawing up of these medication must be done in a specific manner:

a) Inject air into the NPH Insulin, which is cloudy and remove syringe

b) Inject air into the Regular Insulin which is clear and withdraw the prescribed amount. Remove air bubbles.

C) Re‑inset needle into the NPH Insulin and withdraw prescribed amount. Remove air bubbles This technique avoids contamination between bottles

If amount of medication to be administered IM exceeds 3 ml's, two syringes and two sites will be necessary; 1/12ml's to each site.

When two medication have been ordered, check for syringe compatibility before drawing them up into one syringe

I
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11.

SKILL GUIDELINE: (Refer to Skills 34‑7 & 34‑8 for further details)

1.

Demonstrates proper hand washing technique

2.

Correctly identifies needle and syringe components

3.

Demonstrates correct technique for opening syringe packages

4.

Demonstrate correct usage of Tubex and Carpojet systems

5.

Maintains aseptic practice throughout the procedure. Applies gloves for IM

6.

Correctly draws up medication from a vial or ampoule

7.

Correctly draws up 2 medications into one syringe

8.

Correctly identifies adult anatomical landmarks and injection sites for prescribed

   
medication/method

9. Demonstrates correct procedural techniques for an adult client:

a) Intramuscular

b) Subcutaneous

c) Intradermal 

d) Z‑Tract IM

10.
Correctly documents administration procedure and site for injection on appropriate form(s)
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CRITICAL ELEMENT: PROCEDURES RELATED TO ELIMINATION

OBJECTIVES: With assistance from the faculty, the student shall:

1.
Identify factors that can influence urinary and bowel elimination

2.
Discuss nursing measures used to promote normal and reduce episodes of incontinence

3.
Describe the characteristics of normal and abnormal urine and stool

4.
Discuss the purpose, principles and methods used when inserting/removing a urinary catheter while being culturally sensitive

5.
Discuss the purpose, principles and methods used when giving an enema while being culturally sensitive

6.
Utilize the principles of therapeutic communication while performing skills related to elimination

7.
Demonstrate the following skills in the BNCL with a 90% accuracy:

a) Insertion of a urinary catheter (straight / indwelling)

b) Perineal /Foley Care

c) Removal of an indwelling catheter

d) Administration of an enema

STUDENT LEARNING ACTIVITIES

1. Review: Potter &Perry, 5th ed pgs.:
1391; 1396 ‑ 1398; 1412 ‑ 1424; 1428; 1431 ‑ 1432; 1443; 1453; 1463 ‑ 1465

2. Define the following terms and concepts:

dysuria
polyuria
oliguria

hematuria
nocturia
micturition

Indwelling catheter
intermittent catheter
urinary incontinence

condom catheter
closed drainage system
frequency

hesitancy
retention
urgency

constipation
fecal impaction
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3. In the BNCL, practice the following skills:

a) Insertion of a straight urinary catheter

b) Insertion of an indwelling urinary catheter 

c) Perineal /Foley Care

d) Removal of an indwelling catheter 

e) Administration of an enema

REFERENCES FOR ADDITIONAL READING:

Abyad, A; Mourad, F (1996). Constipation: common‑sense care of the older patient. Geriatrics 51 (12): 28

Buschler, CD, Bernstein, J: Urinary tract infection. Medical Clinics of North America 81, (3):1997

Skoner, MM; Thompson, WD; Caron, VA: Factors associated with risk of stress urinary incontinence in women. Nursing research 43 (5): 301, 1994.

Stewart, KB (1998). Helping your patient contend with constipation. Nursing98 (9 Hosp. Nurse): 32hn 22‑23, September, 1998.

Urinary Incontinence Guideline Panel (UIGP), 1993. Urinary incontinence in adults: Clinical practice guidelines, 2nd ed. Rockville, MD: 1996.‑

EVALUATION METHOD:

1. Multiple choice questions on a written examination based on content

objectives

2. Satisfactory performance of the skills taught in association with elimination in

simulated lab (BNCL) and clinical experiences.
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NURSING IMPLICATIONS: URINARY CATHETERIZATION

PURPOSE OF THERAPY:

To assist in providing a continuous flow of urine for clients unable to control

urination or those with an obstruction and/or to obtain a sterile urine specimen.

INDICATIONS FOR THERAPY:

1. Collection of sterile urine specimen

2. Long term drainage of the bladder

3. Assessment of residual urine after urination

4. Relief of bladder distention

TYPES OF CATHETERS:

1. Intermittent ‑ single use straight catheter

2.Indwelling catheter ‑ single use catheter that remains in the bladder for an


extended period of time. Held in place within the bladder by a balloon and


attached to a closed drainage system for collection of urine.


Common Type: Foley

EQUIPMENT / SUPPLIES: 

Bath blanket 

Straight sterile urinary catheter / Sterile Foley catheter insertion kit 

Closed Urinary Drainage bag (as part of Foley) 

Sterile urine specimen container 

Sterile Gloves 

Absorbent under pad

NURSING RESPONSIBILITIES ‑ include, but are not limited to:

1  Insertion / Removal of urinary catheters

2. Perineal hygiene & Foley Care

3. Irrigation of Foley Catheter (if required)

4. Measurement of Urinary output; Collection of specimens

5. Prevention of infection & maintenance of skin integrity

6. Protection of privacy & promotion of comfort

7. Documentation ‑ Procedure / Client's response

ALTERNATIVES TO URINARY CATHETERIZATION

1.Suprapubic Catheter

2. Condom (external) Catheter

3. Pelvic Floor exercises

4. Bladder retraining programs
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GUIDELINES FOR INSERTION OF AN INDWELLING URINARY CATHETER

(refer to Skill Procedures 44‑2 & 44‑3 for more details)

1. 
Confirms the order for catherization with the physician's order sheet

2.
Assesses the status of the client related to catherization need

3.
Assembles equipment required for the specified procedure

4.
Washes hands

5.
Explains procedure to the client and provides privacy

6.
Correctly positions the client maintaining dignity at all times

7.
Opens catheter tray using aseptic technique

8.
Correctly applies sterile gloves (open glove method)

9.
 Removes and reassembles components of catheter tray using sterile technique

10. Tests the catheter balloon with sterile water; applies lubrication to catheter tip

11. Inserts and advances catheter using proper technique, angle, and safety. Checks for urine return.

12. Inflates the balloon with sterile water to secure catheter above the bladder neck

13. Anchors the catheter correctly, and assists the client into a comfortable position. Positions the drainage bag correctly. Properly collects initial specimen if ordered

14. Removes used supplies and disposes of them in correct receptacle. Removes gloves and correctly disposes of them.

15. Records initial urinary output and documents procedure and client's response on appropriate form

16.Assesses client to determine if distention has been relieved.

~1‑
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NURSING IMPLICATIONS: ADMINISTRATION OF AN ENEMA

PURPOSE OF THERAPY:

To instill a solution into the rectum and sigmoid colon to assist in the promotion of defecation.

INDICATIONS FOR THERAPY:

1.
Temporary relief of constipation

2.
Cleansing of the bowel prior to childbirth, an invasive procedure or diagnostic test

3.
To remove impacted (obstructed) feces from the lower bowel

TYPES OF ENEMAS:

1.
Cleansing Enema

2.
Tap Water Enema

3.
Normal Saline Enema

4.
Soap Suds Enema

5.
Oil Retention (Medicated) Enema

EQUIPMENT I SUPPLIES:

Bath Blanket

Disposable Gloves

Water‑soluble lubricant

Waterproof absorbent pad

Bed Pan and Toilet Paper

IV Pole

Enema Administration Kit

Correct volume of warmed solution as required by the specific type of enema


(Adult: 750 ‑ 1000 ml)

NURSING RESPONSIBILITIES ‑ include, but are not limited to:

Assessment of client, bowel habits, related problems Administration of enema Observation and documentation of fecal elimination (amount, color, consistency) Protection of privacy & promotion of comfort Documentation ‑ Procedure / Client's response
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ALTERNATIVES TO ENEMAS

Health Promotion ‑ diet, exercise, Bowel elimination habits

Avoidance of medications as substitutes for healthy bowl habits (Laxatives,

Antidirrheal medication)

Avoidance of frequent use of enemas

GUIDELINES FOR ENEMA ADMINISTRATION

(refer to ‑Skill Procedures 45‑1 for more details)

1.
Confirms order with physician's order sheet, including type and rationale for enema

2.
Assesses status of patient: last BM, normal bowel habits, presence/absence of bowel sounds, etc

3.
Assembles proper equipment for specific type of enema

4.
Washes hands

5.
Explains procedure to the patient and provides privacy

6.
Prepares the enema solution with proper amount (type) as per order

7.
Assists the patient into the proper position maintaining dignity at all times

8.
Lubricates the tip of the enema tube and inserts it slowly into the rectum Adult: 3 ‑ 4 inches). Holds tube in place and releases clamp allowing solution to flow slowly. Raises height of container approximately 12 inches above the hip.

9.
Monitors the tolerance/comfort of the client during fluid insertion

10.
Clamps the tubing after solution has been administered, and removes tube gently. Encourages patient to hold in solution as long as possible.

11.
Offers patient bedpan or assistance to the bathroom. Observes characteristic, amount, color of stool

12.
Removes and disposes equipment in proper manner. Removes gloves and washes hands.

13.
Documents procedure and patient's response on appropriate form.
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CRITICAL ELEMENT: SAFETY& MOBILITY

OBJECTIVES: The student, with assistance from the faculty, will be able to:

1 . Identify common hazards and safety issues for both the client and

health care personnel within a hospital setting.

2. Identify those clients at risk in the hospital and the nursing interventions

employed to reduce those risks.

3. Identify the effects of prolonged immobility on each of the body's

systems, e.g., Respiratory, Cardiovascular, Neurological, etc.

4. Demonstrate range of motion and muscle coordinating exercises.

5. Apply the nursing process to the management of a client with decubitus

ulcers.

6. Demonstrate the proper selection and usage of equipment for

maintaining and promoting proper body alignment and positioning for

optimal physiological and psychosocial functioning.

STUDENT LEARNING ACTIVITIES:

1. Review: Potter & Perry (5th ed.)

Safety: pgs. 1036; 1039 ‑ 1047

Immobility: pgs. 1501 ‑ 1505; 1507; 1516‑1519; 1522‑1530;


1531‑1535

Pressure Ulcers: pgs. 1545‑1551

2. Define the following terms:


osteoporosis
restraint


abduction
adduction


flexion
extension


rotation
isometric exercises


atrophy
rehabilitation


contracture
Range of Motion


Active ROM
Passive ROM


ischemia
decubitus ulcer

3115U

LLabPkt ‑ 3115L
63

3. In the clinical facility: Familiarize yourself with the following equipment: air mattresses; sheepskin; heel and elbow guards; elastic stockings; footboards; trochanter rolls; turning frames; specialty beds, e.g., Circo‑electric Beds.

4. Completion of Critical Elements in the BNCL:

a.
Inspection of the various types of bandages, binders, stockings restraints; noting differences in size and function.

b.
Application the various types of equipment, giving instructions and explanations as if it were a real patient.

c . Demonstration of proper positioning and range of motion techniques

(Refer to Skills 37‑1; 4602; 46‑3; 46‑4 for further details)

EVALUATION METHODS:

1. Multiple choice questions on a unit exam based on content objective

2. Completion of Critical Elements for related skills in the BNCL.

REFERENCES FOR FURTHER READINGS:

Easterling, M. (1993). Which of your patients is headed for a fall? RN, 53, 56‑59.

Fletcher, K. (1993). Restraints: A last resort. RN, 53, 52‑56.

Olsen, E.V., Johnson, B.J. and Thompson, L.E. (1995). The hazards of immobility. American Journal of Nursing, 3, 90, 43‑48.

Holm, K. and Walker, J. (May/June, 1995). Osteoporosis: Treatment and prevention update. Geriatric Nursing, 11, 140‑142.

Ryan, S. (September/October, 1993). Exercise to reduce cardiovascular risk. Cardlovascular nursing, 97, 1077‑1082.
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CRITICAL ELEMENT: HEAT AND COLD APPLICATIONS

OBJECTIVES: With assistance from the faculty, the student shall:

1.   Review the physiologic regulation of body temperature.

2.  Identify risk factors that predispose an individual to alterations in body

      temperature.

3.   List four ways heat is lost from the body.

4.   Discuss assessment of a patient with a fever.

5.   Discuss the use of antipyretic medications used in the treatment of fevers.

6.   Define hypothermia, heat stroke, and heat exhaustion.

7.   Describe the body's physiological responses to heat and cold treatments.

8.   Identify therapeutic uses of heat and cold treatments.

9.  Describe methods of applying dry and moist heat and cold.

10.Demonstrate application of heat and cold treatments.

STUDENT LEARNING ACTIVITIES:

1 . Review: Potter & Perry, 50ed. pgs: 1621 ‑ 1625

2.Define:

pyrexia        

intermittent fever

remittent fever 

hypothermia 

hyperthermia 

skin maceration

relapsing fever

recurrent fever 

constant fever 

crisis 

evaporation
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3. In the Basic Nursing Concept Lab:

a)
Demonstrate the application of compresses, soaks, icebag/collar, sitz bath, and aquathermia pad (K‑pad).

b)
State the action, side effects, and nursing implications of aspirin, acetaminophen, ibuprofen.

EVALUATION METHODS:

Multiple choice questions on a written exam based on content objectives

Completion of the related critical elements of skills in the BNCL and clinical setting

REFERENCE:

Caruso, C., et al. (1992). Cooling effects and comfort of four cooling blanket temperatures in humans with fever. Nursing Research, 41 (2), 68‑72. Jackson, L. (1995). Quick response to hypothermia and frost bite. AJN, 95 (3), 52.

Walhout, M. (1992). Treatment for hypothermia. RN, 55 (4), 50‑55.
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CRITICAL ELEMENT:

OXYGENATION AND RESPIRATORY FUNCTION

OBJECTIVES: With assistance from the faculty, the student shall:

1.
Review the basic anatomy and physiology of the respiratory system.

2.
Review the concepts of oxygenation, ventilation, and perfusion.

3.
Discuss the components of a respiratory assessment and identify significant findings.

4.
Identify diagnostic tests relevant to care of clients experiencing a disturbance with oxygenation / respirations.

LEARNING ACTIVITIES:

1. Review. Potter & Perry (5th ed). Pgs. 1152 ‑ 1153; 1161 ‑ 1172; 1177 ‑ 1183 (Refer to Skills 31‑4; 34‑6 for further details)

2. Review: Procedural Checklists for:

1. Measuring Oxygen Saturation (Pulse Oximetry)

2. Administering Metered Dose Inhalers

3. Applying a Nasal Cannula

4. Suctioning a client

3.
Define:


Arterial Blood Gas (ABG)
Nebulizer


Bronchoscopy
Nasal Cannula


Chest Physio Therapy (CPT)
Nasal Catheter


Dyspenea
Rebreating Mask


Hemoptysis
Face Mask


Hypoxia
Hypoventilation


Humidified Oxygen
Hyperventilation


Incentive Spirometry
Venturi Mask

3115L

LLabPkt ‑ 3115L
67

4.    In the Basic Nursing Concept Lab:

a)
Demonstrate a respiratory assessment on a client.

b)
Demonstrate usage of common oxygen delivery systems, including:


Nasal Cannula


Nasal Catheter


race Mask/ Venturi Mask

c)
Demonstrate proper application and evaluation of Oxygen Saturation (Pulse Oximetry) values.

EVALUATION METHODS:

1. Multiple choice questions on a written exam based on content objectives.

2. Completion of the related critical elements of skills in the BNCL and clinical setting.

RESOURCES FOR FURTHER INVESTIGATION:

Fine Silver, C. (1992). Perfecting the art of respiratory assessment. RN, 55 (2), 22​30.

Jess, L. (1992). When your patient has asthma. Nursing 92, 22 (4),48‑51.

Mathews, P. et al. (1992). Airway monitoring and ventilation. Nursing 92, 22 (2), 48‑51.

Stiesmeyer, J.K. (1993). A four step approach to pulmonary assessment. AJN, 93 (8),22‑31.

Stringfield, Y. (1993). Back to basics: acidosis, alkalosis, and ABG's. AJN. 93 (11). 43‑44.
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CRITICAL ELEMENT: Nutritional Support

Objectives:

With assistance for the faculty, the student shall:

1. Identify factors that influence food intake, dietary patterns and nutritional status

2. Discuss the major components of a nutritional assessment

3. Describe the nursing care of a client receiving enteral nutrition

4. Demonstrate in the BNCL the proper procedure for inserting and maintaining NG tube management with a   90% accuracy.

Student Learning Activities:

1. Review: Potter & Perry, 5th ed. Pages 1336; 1351; 1359; 1360 ‑ 1363;


1365 ‑ 1367; 1371 ‑ 1375.

2. Define the following terms:


Enteral nutrition
jejunal feeding tube


Levine tube
Salem Sump tube


TPN Therapy
Lipid emulsion therapy


Nitrogen balance
PEG Tube

3. In the BNCL, perform the following skills: Inspect the various feeding and GI Tubes Insertion of an NG Tube Instillation/Irrigation of NG Tube Removal of NG Tube

Evaluation Methods:

1.  Multiple choice questions on an examination based on content objectives

2.  Completion of CE associated with related skills in the BNCL and clinical setting
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Skill Guidelines (Refer to Skills 43‑1 thru 43‑3 for further details)

A. Equipment I Supplies

NG Tube (specific to purpose of therapy); Adaptor/Plug

Emesis Basin

Cup of water with a straw

10 ‑_20cc Piston Syringe

Towel

Water‑soluble lubricant

Tape

Non‑sterile gloves; Stethoscope

NOTE:
If NG tube will be connected to suction, make sure equipment is ready for use

B. Procedural Steps:

1. Checks physician order sheet

2. Gathers supplies and equipment

3. Provides privacy, identifies patient, and explains the procedure

4. Washes hands

5. Assists patient into proper position and established distress signal during insertion

6. Applies gloves, measures tube and places tape at length site

7. Lubricates the tube tip and inserts the tube slowly into the nostril while asking the client to swallow the water

8. Confirms tube placement with either gastric aspiration or instillation of 5 – 10 cc of air. Listens for the air swoosh with stethoscope over epigastric area

9. Secures the tube with tape. Removes gloves and washes hands

10. Documents procedure and patient's response on appropriate form
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CRITICAL ELEMENT: INTRAVENOUS (IV) MANAGEMENT

OBJECTIVES: The student, with assistance from the faculty, will be able to:

.
Discuss the various types of solution containers, administration sets,


and infusion devises commonly associated with IV management.

2.
Discuss safety precautions and infection control procedures pertinent to IV management.

3.
Identify signs and symptoms of problems (complications) associated with IV infusions and the appropriate nursing interventions.

4.
Demonstrate the proper technique for adjusting, monitoring, and terminating of an intravenous infusion, including the correct selection of supplies, equipment and regulation of flow rates.

STUDENT LEARNING ACTIVITIES:

1.
Review: Potter & Perry (5th ed.) pgs. 1218 ‑ 1220; 1229 ‑ 1233;

1236‑1241

2.
Identify the following concepts and terms:

A. Equipment & Supplies

Administration set (primary / secondary / controlled volume) Drip factor (microdrip / macrodrip) Infusion pump Intravenous catheter (over‑the‑needle / angiocath) Scalp Vein (Butterfly) needle Heparin‑Loc Fluid container (PVC bag / Glass bottle) IV start kit / dressings / tourniquet

B. Solutions

Nutrient Solutions 
Alkalizing/Acidifying Solutions

Electrolyte Solutions
Blood Volume Expanders
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C. Calculation of Flow Rates

Formulas: Total Volume to be Infused = CC's per Hour


Time

Total Volume to be Infused X drip factor gtts/min


Time (in minutes)

2. In the BNCL, perform the following skills:

(Refer to Skills 34‑9 thru 34‑11 for further details)

A. Examine the IV equipment, including: Microdrip and Macrodrip administration sets Blood Administration sets Secondary Administration Sets (IV Piggy‑back) Extension Tubing's; Filters; Connectors Controlled‑Volume Administration Sets Fluid Containers (Bag / Bottle)

B.
Set up a primary IV line with a standard macrodrip tubing as if it were to be initially started by you. Maintain sterility throughout the procedure.

C.
To that existing line, set up a secondary IV line for administration of medications via IVPB using the continu‑flow principle.

D.   Regulate the primary line (macrodrip) to deliver 21gfts/min. Regulate the IVPB to deliver the appropriate gtts/min for the volume of the bag and the drop factor. Remember to properly position each bag for continue‑flow.

E.
Regulate a primary line (microdrip) to deliver 60gfts/min.

F.
Using a mannequin, remove and replace a patients gown with an IV in place.

G.
Using proper technique, discontinue an IV from the mannequin's arm or hand.
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4.
Documentation of IV Therapy

A. Practice charting the following:

1) You are monitoring an IV and it is the end of your shift. On the previous shift, 1000cc D5W was started. When your shift began, 100cc had been infused. 500cc of fluid remain in the bag now.

Chart the IV intake for your shift, and how much the next shift VAII have left in the bottle to count.

2) You are discontinuing an IV. The entire amount, 500cc Normal Saline, has been infused on your shift.

Chart the intake and any observational data needed.

EVALUATION METHOD:

1.
Multiple choice questions on a unit exam based on the content objectives

2.
Completion of Critical Elements performed in the NRC and in the clinical setting.

REFERENCES:

Crow, S. (1992). Infection risks in intravenous therapy. Journal of the National Society for Intravenous Nurses. 10: 101‑105.

Intravenous Nurses Society (1995). Standards and practices for intravenous therapy. Philadelphia: Lippincott.

Lenox, A.C. (1991). IV therapy: Reducing the risk of infection. Nursing 92, 20, 60‑61.

Magdziak, B. (1991). There's just no excuse for intravenous therapy complications. RN, 53, 6, 40.

Weinstein, S.M. (1998). Plummer's principles and practices intravenous theragy (6th ed.). Philadelphia: Lippincott.
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CRITICAL ELEMENT: PRINCIPLES OF INTRAVENOUS THERAPY

1. PURPOSE& INDICATIONS

A. Purpose

1. Maintain/restore F & E balance

2. Correct Acid‑Base deficits

3. Replenish lost fluids/blood volume

4. Provide alternative medication routes

B‑. Indications

1. Medication

2. Treatment

C. Types of I.V. Therapy

1. Continuous Infusion

2. Intermittent Infusion

11. CLASSIFICATIONS ‑ I.V. FLUIDS

A. Major Types

1.
Water Solutions


a. Purpose


b. Examples

2.
Balanced Solutions


a. Purpose


b. Examples

3.
Therapeutic Solutions


a. Purpose


b. Examples

B. Tonicity of IV Solutions

1.
Isotonic


a. Indications


b. Examples

2.
Hypotonic

a. Indications 

b. Examples

4. Hypertonic 

5. a. Indications b. Examples
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111. GENERAL PRINCIPLES ‑ IM. THERAPY

A. Availability of IV Solutions

1. Preparation

2. Volume

B. I.V. Site Selection

1.
Peripheral

2.
Central Venous Access

C. I.V. Flow Rates & Calculations

.
Flow Rates ‑ Delivery


Standard ‑ Macrodrip 10, 15 gtts/ml


Special ‑ Microdrip 60gtts/ml


Infusion Pump ‑ cc's/hr

2.
Factors affecting flow rates

a. General Health status

b. I.V. Catheter size (diameter)

c. Height of I.V. solution

d. Type of solution

3. Calculation Formulas a. Standard Flow Rates (10; 15 gtts/ml)

 Total Volume to be infused (X) Drop Factor gtts/min 

Time (in minutes) 

b. Infusion Pumps

Flow rate is in cc's/hr.

Delivery factor: 1 00cc/hr. (for most pumps) 

Total Volume to be Infused = cc's/hr Total 

                     Time (Hr.)

NOTE: If time is in minutes multiply by 60 to get cc's/hr c. Microdrip Formula: Drops per minute = cc's per hour
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IV. NURSING MANAGEMENT ‑ I.V. THERAPY

A. Assessment

1.
Pre‑Infusion & Initiation

2.
Maintenance Phase

3.
Termination Phase

B. Nursing Diagnoses

C. Planning & Implementation

1.
Monitoring Activities


a) Observation for S/S of complications


b) Client's Response to Therapy


c) Tubing & Dressing Changes

2.
Documentation


a) Intake


b) Site Observation

3.
Legal Aspects


a) Venipuncture


b) Maintenance& Monitoring


1) Additives & IV Push Medications

c) Termination

D. Evaluation/ Re‑Assessment 

           a) Client Outcomes (response)
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Skill Guidelines: (Refer to Skill 40‑3 & 40‑4 for details)

1

A. Changing Peripheral IV Solutions, Tubings & Dressings

1. Assembles appropriate equipment / supplies to accomplish task a) IV Solution (Bag or bottle) b) Primary IV Tubing c) Dressing Change supplies

2. Explains procedure to the client

3. Washes hands

4. Prepares new solution bag/tubing for change

a) remove protective "blue cover" on IV solution port

b) close roller clamp on new tubing 

c) "spike" the new bag with new tubing and fill the drip chamber half way

d)  open roller clamp and flush IV line to remove bubbles. Close roller clamp

5. Maintains aseptic technique throughout the procedure

6. Applies non‑sterile gloves and removes old IV dressing. Observes the site

7. Clamps off old tubing, removes tubing from catheter hub and replaces it with new tubing. Opens roller clamp on new tubing.

8. Applies new dressing to IV site. Labels the dressing, tubing with date/time and initials

9. Adjusts IV flow according to prescribed order

10. Documents procedure and client's response on appropriate form(s) NOTE: If only changing the IV container, eliminate Steps 6 ‑ 9
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B. Changing Central Venous Access Device Dressing (CV Dressing


Change)

1. Assembles appropriate equipment to perform the task a) CV Dressing Kit b) Sterile Gloves (back‑up)

2. Explains the procedure to the client

3. Washes hands

4. Opens CV Dressing Kit, removes and applies mask. Asks client to turn head to opposite side of CV catheter site

5. Applies non‑sterile gloves; removes old dressing and observes site. Removes non‑sterile gloves with old dressing and disposes them in proper manner

6. Applies sterile gloves using open‑glove technique

7. Assembles CV Dressing change supplies within sterile field. Cleanses catheter site with (a) alcohol then (b) betadine solution using proper cleaning procedure. Applies a 'dab" of betadine ointment to catheter insertion site.

8. Re‑dresses the catheter site according to institutional protocol: a) Transparent (OP‑Site) Dressing b) Split dressing, gauze sponge, tape NOTE: This dressing must be occlusive

9. Labels dressing change with date, time, initials

10. Removes sterile gloves and disposes of supplies in appropriate manner

11. Documents procedure and client's response on appropriate form(s)

/
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QUESTIONS FOR REVIEW

1.  Describe the nursing observations related to IV Therapy.

2.  Discuss the major indications for using an infusion pump vs. the standard or Microdrip delivery systems. State specific instances for each.

3. Give‑the formulas for the following: a) Standard Tubing b) Infusion Pump c) Microdrip Tubing

4.   Describe the nursing considerations related to Tubing & Dressing changes; Site Rotation; Monitoring; and Termination of I.V. Therapy according to the latest CDC Guidelines.

5.  Calculate the following I.V. Therapy Orders: a. Infuse 1000cc of DW w/ 30mEq KCI over 8 hours. The tubing delivers 10gfts/ml.

1. CC/Hr. Rate=

2. gtts/min rate=

b. Ancef 1 Gm in 100cc D 5 NaCl IVPB over 30 minutes. The tubing delivers 15 gtts/ml.

c. 500cc NaCl w/ 25 Units Regular Insulin to be delivered at a rate of I Unit of Insulin per hour. What is the cc/hr rate to deliver this medication as per order?

d. 2000cc D 5 NS to be delivered over 24 hours. The tubing delivers 10gtts/ml. What is the drop per minute rate?

e. 500cc DW w/ 25,000 Unit of Heparin. Physician orders dictate to infuse the Heparin at 1400 Units per hour. The tubing is a Microdrip.

1. CC/Hr. Rate=

2. gtt/min Rate=
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