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\ Preface
PN

The practice of critical care nursing has changed dramatically
since its inception in the 1960s. Critical care nurses, more
than ever before, must possess an extensive body of knowl-
edge in order to provide competent and holistic care to criti-
cally ill patients and their families. Critically ill patients are
no longer found just in intensive care units. Instead, they are
cared for in the emergency department, in progressive care
units, in postanesthesia care units, and in the home. Today,
critically ill patients are liable to be older and sicker than
ever before, thus demanding extensive knowledge to meet
their complex needs. Advances in nursing, medicine, and
technology; the rapidly changing health care climate; and
the shortage of nursing staff and faculty are other factors that
have come together to effect great changes in the practice of
critical care nursing.

Some of the requisite knowledge for the practice of criti-
cal care nursing can be attained through formal education
and textbooks, like this one. The rest can only be gained
through experience. It is our goal, with this 10th edition of
Critical Care Nursing: A Holistic Approach, to assist readers
on their journey by providing a comprehensive, up-to-date
resource and reference.

As in past editions, this 10th edition promotes excel-
lence in critical care nursing. Presenting theory and prin-
ciples within the context of practical application helps the
reader to gain competence and confidence in caring for criti-
cally ill patients and their families. As always, the patient
as the center of the health care team’s efforts is emphasized
throughout. In the highly specialized and complicated tech-
nical environment of critical care, knowing how to deliver
holistic care and demonstrating caring behaviors are just as
important as knowing how to operate complex equipment
and perform difficult procedures.

New to this 10th edition, the reader will find a special
feature on genetics, more emphasis on evidence-based prac-
tice, and a more streamlined text that focuses on the most
important knowledge and practices for the critical care
nurse.

A An Overview

Critical Care Nursing: A Holistic Approach, 10th edition, con-
sists of 13 parts. The following is a brief overview of those
parts and the information they contain.

Part 1: The Concept of Holism Applied to
Critical Care Nursing Practice

The six chapters that make up Part 1 introduce the student
to the concept of holistic care, as it applies in critical care
practice. In Chapter 1, the student is introduced to critical

care nursing practice. Chapters 2 and 3 review the psycho-
social effects of critical illness on the patient and the family,
respectively. These chapters also describe the effect of the
critical care environment on the patient and review actions
the nurse can take to help reduce environment-induced
stress and promote healing. Chapter 4 emphasizes the role
of patient and family education in critical care. Chapter 5
focuses on strategies for relieving pain and promoting com-
fort. We conclude the part with Chapter 6, which concen-
trates on end-of-life and palliative care.

Part 2: Professional Practice Issues in
Critical Care

This part consists of three chapters that are of concemn to
the nursing profession. In Chapters 7 and 8, ethical and legal
issues are explored. Chapter 9 describes characteristics of
critical care nurses, delineates aspects of nursing profession-
alism, and defines critical attributes of nursing excellence.

Part 3: Special Populations in Critical Care

The four chapters in this part focus on the special needs
of certain groups of people who are critically ill. Chapters
10, 11, and 12 focus on the pediatric patient, the pregnant
patient, and the elderly patient, respectively. Chapter 13
describes the role of the nurse in caring for the patient who is
recovering from anesthesia.

Part 4: Special Situations in Critical Care

This section opens with a chapter that focuses on the care
of the patient who is being transported within or between
facilities as well as the role of the rapid response team. The
second chapter in this section describes the role of the criti-
cal care nurse in disaster management.

Part 5: Cardiovascular System

This part, the first of eight organ system—based parts, focuses
on the care of the patient with a cardiovascular disorder. Each
organ system—based part begins with a chapter that reviews
the anatomy and physiology of the organ system under discus-
sion (e.g., Chapter 16). The part then continues with a chap-
ter on patient assessment (e.g., Chapter 17), general patient
management (e.g., Chapter 18), and common disorders
(e.g., Chapter 19). In Part 5, heart failure and acute myocar-
dial infarction are each given their own chapters (Chapters
20 and 21, respectively). The unit concludes with a discus-
sion of the most recent developments in cardiac surgery
(Chapter 22). Throughout the unit, the latest diagnostic
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tests (such as cardiac serum markers), the newest medica-
tions for treating cardiovascular disorders, and updates on
technologies (such as the left ventricular assist device, the
implantable cardioverter defibrillator, and the cardiac pace-
maker) are discussed.

Part 6: Respiratory System

In this part, current assessment technologies (such as end
tidal carbon dioxide monitoring) and the newest modes of
ventilation for patients in respiratory failure are discussed.
Evidence-based treatment strategies for respiratory disorders
such as pneumonia, pleural effusion, and chronic obstruc-
tive pulmonary disease are described. Chapter 27 is devoted
to the latest developments in the assessment and manage-

ment of the patient with acute respiratory distress syndrome
(ARDS).

Part 7: Renal System

In this edition of the text, Part 7 includes a more in-depth
discussion of the assessment and management of fluids, elec-
trolytes, and acid-base balance. Updates on laboratory and
diagnostic tests are included. The newest dialysis technolo-
gies and the latest drugs are discussed in Chapter 30. Chapter
31 focuses on common renal disorders, including recent
developments in the care of the patient with renal failure.

Part 8: Nervous System

This part offers updates on neurological diagnostic stud-
ies and the newest approaches to treating the patient with
increased intracranial pressure. The latest drugs for treating
neurological disorders and the most recent developments in
neurosurgery are addressed. Separate chapters are devoted to
care of the patient with a head injury and spinal cord injury.

Part 9: Gastrointestinal System

In Part 9, the latest diagnostic tests for evaluating patients
with gastrointestinal disorders are discussed. The manage-
ment of patients with gastrointestinal disorders has been
updated to include the newest drugs, the latest developments
in the use of enteral and parenteral nutrition, and recent
trends in the treatment of common disorders such as liver
failure and hepatitis.

Part 10: Endocrine System

In this edition, Part 10 includes an assessment chapter cov-
ering multiple components of the endocrine system. The
content is organized by the major gland, and for each gland
addressed in the chapter, the reader is given information on
the history, laboratory tests, and diagnostic tests. The most
current information on the treatment of endocrine disor-
ders, especially glycemic control and diabetic emergencies, is

included in Chapter 44.

Part 11: Hematological and Immune
Systems

This part continues to be a unique feature that is not included
in many critical care texts. The numerous recent develop-
ments in organ and hematopoietic stem cell transplant are
described in Chapter 47. Chapter 48 addresses up-to-date
information on the assessment and management of critically
ill patients with HIV/AIDS as well as those with oncological
emergencies. The latest trends in the treatment of patients
with hematological disorders such as disseminated intravas-
cular coagulation are included in Chapter 49.

Part 12: Integumentary System

This part includes three chapters not covered in other critical
care texts: the anatomy and physiology of the integumentary
system, assessment of the integumentary system, and man-
agement of integumentary disorders, respectively. Evidence-
based assessment and management of wounds are addressed.
In addition, care of the critically ill burn patient is covered
in Chapter 53.

Part 13: Multisystem Dysfunction

In Chapter 54, hypoperfusion states such as shock, sys-
temic inflammatory response syndrome (SIRS), and mul-
tiple organ dysfunction syndrome (MODS) are discussed.
The latest understanding of the pathophysiologic process is
described, as well as how this knowledge guides the selec-
tion of the most recent interventions. Chapter 55 reviews
care of the trauma patient, including the latest trends in the
management of these complex patients. Chapter 56 reviews
care of the patient with a drug overdose or poisoning, a
problem that is becoming more common in the critical care
setting.

Appendix

An appendix completes the textbook; it contains updated
ACLS guidelines.

A Features

The features of the 10th edition of Critical Care Nursing:
A Holistic Approach have been designed to assist readers with
practice as well as learning.

Practice-Oriented Features

¢ Considerations for the Older Patient boxes highlight the
special needs of this patient population and constitutes
the largest numbers of critically ill patients.

¢ Health History boxes summarize key areas that should be
covered and relevant information that may be revealed
during the health history.



¢ Nursing Diagnoses boxes summarize common NANDA
nursing diagnoses for particular conditions.

¢ Collaborative Care Guides describe how the health care
team works together to manage a patient’s illness and
minimize complications. The information is presented in
a tabular format, with outcomes in the first column and
interventions in the second.

e Teaching Guides help the nurse to prepare patients and
family members for procedures, assist patients and family
members with understanding the illness they are deal-
ing with, and explain postprocedure or postoperative
activities.

® Drug Therapy tables summarize information related to
the administration and monitoring of drug therapy.

Pedagogical Features

Learning Objectives, at the beginning of each chapter, help
focus the reader’s attention on important topics.

Clinical Applicability Challenges, at the conclusion of
each chapter, consists of three to five short-answer ques-
tions or a case study followed by three to five short-answer
questions.

A New to This Edition

e New case study/short-answer questions in every chap-
ter guide the reader from knowledge to application.
Discussion points for these questions are available on
tthOiﬂt;ﬁ

¢ Evidence-Based Practice Highlights help the reader to

understand the importance of research-based practice and

include excerpts from the latest AACN practice alerts

as well as from recently published research and nation-

ally published guidelines from the National Institutes of

Health.

Spotlight on Genetics appears in selected chapters and

includes important genetic information and summaries

of selected genetic disorders. These disorders may be the

result of random genetic mutations, genetic mutations

caused by environmental influences, or inherited mutated
genes.

e Patient Safety boxes alert the reader to risk factors,
signs and symptoms, side effects, and complications that
the critical care nurse must anticipate and continuously
monitor.

In order to streamline the text and to make important
content readily available to users of the text, additional
content to enhance learning and understanding of the
chapters is available on thelPointy. Visit the website to
access:

e Chapter outlines

¢ Additional selected readings

e Chapter NCLEX-style review questions

e Answers to Chapter NCLEX-style review questions with
accompanying rationales

® Internet resources

PREFACE XV

A Student and Instructor Resources

In addition to the chapter-specific content listed above, a
wide variety of resources that support the student and instruc-
tor are also available online on tthOlnt;,;

Student Resources

Students who purchase this book have access to a wide vari-
ety of additional resources via thePoint website:

e Spanish-English audio glossary

oRCEA,
e Concepts in Action animations ¥ =/
3

AcT©
® Monographs of 100 commonly prescribed drugs
¢ Journal articles
e Learning objectives
e Nursing professional roles and responsibilities
e Heart and breath sounds
e Case study/short answer questions and discussion points
e Full text online

Additional study aids to help students review the basics are
also available on thePoint:

. . . Q'P.CT/O
e Practice and Learn video clips %@",‘
el
S5
* Watch and Learn video clips ;B8
{EA®
¢ Clin Sims case study
e Clin Sim tutortial
¢ Dosage calculation quizzes

Instructor Resources

In addition to access to all of the student assets, instructors
who adopt this text also have access to an Instructor’s DVD-
ROM, for those who prefer that format, as well as access to a
special instructor’s resource section on thePOint;l‘K:. The fol-
lowing are included on the DVD-ROM and the website:

e Test generator, featuring over a thousand questions

¢ Image bank, containing over 300 illustrations

¢ PowerPoint presentations and accompanying guided
lecture notes for each chapter

e Syllabi

e Strategies for effective teaching

[t is with great pleasure that we introduce these resources—
the textbook and the accompanying interactive resource
package—to you. One of our primary goals in creating these
resources has been to promote excellence in critical care nurs-
ing practice so that nurses can help patients and families cope
with the consequences of critical illness. It is our intent that
these resources will provide aspiring and currently practicing
critical care nurses the tools to make their optimal contribu-
tion to the care of critically ill patients and their families and
to the nursing profession. We hope that we have succeeded in
that goal, and we welcome feedback from our readers.

Patricia Gonce Morton, RN, PhD, ACNP-BC, FAAN
Dorrie K. Fontaine, RN, PhD, FAAN






\Acknowledgments
—

This project required the help and cooperation of many
people. First we want to thank our many colleagues who
contributed to the text, either by authoring a chapter or
by sharing their expertise as a reviewer. Our publisher,
Lippincott Williams & Wilkins, through all editions of this
book remains committed to producing the best text possible.
We especially want to thank Helen Kogut, Senior Product
Manager; Melanie Cann, former Senior Developmental
Editor; and Elizabeth Nieginski, former Senior Executive
Acquisitions Editor, for their support, commitment to excel-
lence, and words of positive encouragement as they cheered
us on to the finish line with this project. Special thanks are
also due to Jacalyn Clay, former Editorial Assistant, for her
assistance throughout the project.

We also wish to express our thanks to Regina Mabrey, who
compiled and checked all the Internet resources that appear
on thePoint website and to Lisa Vikell who assisted with all
the references and additional selected readings. Their hours
of work were an enormous help to us.

In addition, we wish to thank Dr. Dennis Cheek, a nation-
ally known expert in genetics, for creating the new genetics
feature, Spotlight on Genetics, that appears throughout the
text.

And finally, we wish to express a word of thanks to our
families and nursing colleagues who endured the time we
took to complete this project.

Tricia and Dorrie

xXvii






\Contents
ek

PART 1 3 The Family’s Experience with Critical lllness 29
Stress, Critical Illness, and the Impact on the Family 29
THE CONCEPT OF HoLism APPLIED TO Stress Syndrome 29
Coping Mechanisms 30
CrimicaL CArRe NuURsING PrRAcTICE 1 The Family and the Nursing Process 30
Nursing Assessment 30
1 Critical Care Nursing Practice: Promoting Nursing Interventions 32
. . Visitation Advocacy 32
Excellence Through Caring, Collaboration, Use of the Nurse—Family Relationship 34
and Evidence 1 Problem Solving With the Family 34

Interdisciplinary Management 35
Palliative Care Issues in Critical Care 35
The Critical Care Family Assistance Program 35
Cultural Issues Related to Critical Illness 36

Value of Certification 2
Value to the Patient and Family 2
Value to Employers and Nurses 2

Evidence-Based Practice in Critical Care Nursing 2
Lewels of Evidence 3

Barriers to Implementation 3 4 Patient and Family Education in Critical Care 39
Strategies to Promote Implementation 3 Barriers to Learning 39
Healthy Work Env:lror}ments 3 Critical Illness and Stress 39
Skilled Commumcatton 4 Prolonged Illness and Stress 40
True Collabquthﬂ 5 . Environmental Stress 41
Effective Decision Making 6 Cultural and Language Barriers 41
Appropriate S tafﬁng 7 Sensory Barriers 43
Meanmgful ReCOgnfthﬂ 7 Education and Learning 43
Authentic Leadership 8 Three Domains of Learning 43
The Synergy Model 8 Adult Learning Principles 43
Future Challenges in Critical Care Nursing 11 The Process of Adult Education 45

Assessing Learning Needs in a Time of Crisis 45
2 The Patient’s Experience with Critical lliness 15 Intervention: Effective Teaching Strategies
P ion of Critical 111 15 in Critical Care 45
erception of fritical fliness Ewvaluating the Learning Process 46

Stress 15 . . .
Acute Stress Response 15 The Standards of Patient and Family Education 48

Environmental Stressors in the Intensive Care Unit 16

Anxiety 18 5 Relieving Pain and Providing Comfort 51
Causes of Anxiety 18 Pain Defined 51
Assessment of Anxiety 18 Pain in the Critically Ill 52
Nursing Interventions 19 Procedural Pain 52
Creating a Healing Environment 19 Consequences of Pain 53
P Tomqting Rest and Sleep 19 Barriers to Effective Pain Control 53
FOSt?Tlﬁg Trust ZO. Resources to Promote Effective Pain Control 54
Provldmg Information 21 Clinical Practice Guidelines 54
Alloufﬂ}g Control 21 Internet Resources 55
Practicing Cultural Sensitivity 21 Pain Assessment 55
Presencing and Reassurance 21 Patient Self-Report 56
Cognitive Techniques 21 Observation 57
Guided Imagery and Relaxation Training 22 Physiological Parameters 57
Deep Breathing 22 Pain Intervention 57
Music Therapy 23 Pharmacological Interventions 58
Humor 23 ‘ Nonpharmacological Comfort Measures 62
Massage, Aromatherapy, and Therapeutic Touch 23 Pain Management in Specific Populations 64
Meridian Therapy 23
Animal-Assisted Therapy 2 .. .
Fostering Spiritualiy afj Hjllmg 24 6 Palliative Care and End-of-Life Issues
Restraints in Critical Care 24 in Critical Care 67

Chemical Restraint 24
Physical Restraints 25
Alternatives to Restraints 26

Need for Quality End-of-Life Care in the Critical Care Setting 67
Understanding Human Death 68
Palliative Care 68

Xix



XX CONTENTS

Symptom Management 69 Breach of Duty 90
Pain 69 Causation 90
Dyspnea 69 Damages 90
Anxiety and Agitation 70 Vicarious Liability 91
Depression 70 The Questionable Medical Order 93
Delirium 70 Establishment of Protocols 93
Nausea and Vomiting 70 Liability for Defective Medical Equipment 93
Palliative or End-of-Life Sedation 70 Patient Decision-Making Autonomy 93
Advanced Care Planning 70 Advance Directives: Living Wills and Powers of
Advance Directives 71 Attorney 94
Do Not Resuscitate and Do Not Attempt Resuscitation Issues That Involve Life-Support Measures 94
Orders 71 Do Not Resuscitate (DNR) Orders 94
Family Centered Care 71 Right to Refuse Treatment for Religious Reasons 95
Family Presence During Resuscitation 71 Landmark Legal Cases on Withdrawal of Treatment 95
Visitation 71 Brain Death 97
Family Conferences 72 Organ Donation 97
Bereavement Care 72
Emoct;;’ga%PSVChObg“l’ Soctal, and Spiritual 9 Building a Professional Practice Model
Facilitating Communication 73 for Excellence in Critical Care Nursing 99
Establishing Treatment Goals and Priorities 74 Defining the Critical Care Nurse 99
Ensyriﬂg Interdiscipliﬁa'ry Communication 74 Defining Nursing Professionalism 100
Delivering Bad or Serious News 74 Defining Nursing Excellence 101
Ethical Issues 75 Values 101
Principle of Double Effect 75 Vision 103
Moral Distress 75 Mastery 103
Withholding or Withdrawing Life-Sustaining Measures 76 Passion 104
Organ and Tissue Donation 76 Action 105
Caring for the Nurse 76 Balance 106

Conclusion 107

PART 2

PART 3
PRroressioNAL PRACTICE ISSUES IN
CriTicaL CARe 79 SpreciaL PopruLATIONS IN CRITICAL
Care 111
7 Ethical Issues in Critical Care Nursing 79

Differentiating Between Ethics and Morals 79 10 The Critically Ill Pediatric Patient 111

Ethical Principles 80 Prominent Anatomical and Physiological Differences

Autonomy 80 and Implications 111
Beneficence 80 Vital Signs 111
Nonmaleﬁcence 81 Neurological System 112
V'eraglty 81 Cardiovascular System 112
Fld?llt}' 81 Respiratory System 112
Justice 81 Gastrointestinal System 113

Ethics as a Foundation for Nursing Practice 82 Renal System 113

Nursing Code of Ethics 82 Endocrine System 114

Ethical Issues 83

Immune System 114
Moral Distress 83

Integumentary System 114

Ethical Decision Making 84 Selected Pediatric Challenges 115
The Case Method Approach 84 Ventilatory Issues 115
Strategies for Promoting Ethical Decision Making 84 Medication Administration 115
Institutional Ethics Committees 84 Pain Management 115
Ethics Rounds and Conferences 85 Interaction with Children and Families 118
8 Legal Issues in Critical Care Nursing 87 11 The Critically lll Pregnant Woman 122
An Overview of Governmental Organization and Major Physiological Changes in Pregnancy 122
Area§ Qf th? Law 87 Cardiovascular Changes 122
Administrative Law 87 Respiratory Changes 123
HIPAA 88 Renal Changes 123
Employrpent Law 89 Gastrointestinal and Metabolic Changes 123
C'Irlr.nmal Law 89 Hematological Changes 124
C}Ull Law '89 _ N Fetal and Placental Development Considerations 124
Nursing Negligence in Critical Care 89 Critical Care Conditions in Pregnancy 124

Duty 89 Severe Preeclampsia 125



HELLP Syndrome 127
Disseminated Intravascular Coagulation 127
Amniotic Fluid Embolism 128
Acute Respiratory Distress Syndrome 128
Trauma 129

Providing Emotional Support 130

12 The Critically Ill Older Patient 132

Normal Psychobiological Characteristics of Aging 132
Biological Issues 132
Psychosocial Issues 133

Physical Challenges 133
Auditory Changes 136
Visual Changes 137
Other Sensory Changes 138
Sleep Changes 138
Skin Changes 139
Cardiovascular Changes 140
Respiratory Changes 141
Renal Changes 142
Gastrointestinal Changes 144
Musculoskeletal Changes 145
Endocrine Changes 146
Immunological Changes 147

Psychological Challenges 148
Cognitive Changes 148
Abuse of the Older Person 152
Alcohol Abuse 153

Challenges in Medication Use 153
Drug Absorption 153
Drug Distribution 153
Drug Metabolism 154
Drug Excretion 155

13 The Postanesthesia Patient 158

Preoperative Anesthesia Patient Assessment 158
Postanesthesia Report to PACU or ICU Nurse 158
Complications in the Postanesthesia Patient 158
Hypoxemia 159
Hypoventilation 160
Hypotension 160
Hypothermia 163
Postoperative Nausea and Vomiting 163
Postoperative Pain 163
Hypertension 164
Cardiac Dysrhythmias 165
Malignant Hyperthermia 165
Moderate IV Sedation Administered by a Registered Nurse
Versus Monitored Anesthesia Care 166

PART 4

SPECIAL SITUATIONS IN CRITICAL
Care 169

14 Rapid Response Teams and Transport of
the Critically Ill Patient 169

Rapid Response Teams 169

Rationale for the Need 169

The Role of the Rapid Response Team 170
Interfacility Transport 170

Modes of Interfacility Transport 170

Transfer Guidelines and Legal Implications 172

15

CONTENTS xXXi

Phases of Interfacility Transport 173
Intrafacility Transport 179

Disaster Management: Implications for
the Critical Care Nurse 181

Fundamentals of Disaster Science 181

Response to Mass Casualty Incidents 182

Response to Terrorism 182

Role of Hospital Emergency Incident Command
System 182

Triage 184

Unnatural Disasters 186
Explosions and Blast Attacks 186
Nuclear or Radiological Attacks 186
Chemical Attacks 187
Biological Attacks 189

Natural Disasters 189

Psychological Effects of Terrorism 191

PART 5

CARDIOVASCULAR SysTEM 193

16

17

Anatomy and Physiology of the Cardiovascular
System 193

Cardiac Microstructure 193
Mechanical Events of Contraction 194
Electrical Events of Depolarization 194
Physiological Basis of the Resting Potential 195
Physiological Basis of the Action Potential 196
Cardiac Macrostructure 196
Cardiac Conduction 198

Electrocardiograms 198

Rhythmicity and Pacing 199
Cardiac Output 200

Regulation of Heart Rate 200

Regulation of Stroke Volume 201
Coronary Circulation 202
Peripheral Circulation 203

Blood Volume 203

Blood Pressure 203

Patient Assessment: Cardiovascular System 206

Cardiac History and Physical Examination 207
History 207
Chief Complaint and History of Present Illness 207
Past Health History 208
Family History 208
Personal and Social History 208
Review of Other Systems 209
Physical Examination 209
Inspection 209
Palpation 211
Percussion 212
Auscultation 212
Cardiac Laboratory Studies 218
Routine Laboratory Studies 218
Hematological Studies 218
Coagulation Studies 218
Blood Chemistries 219
Serum Lipid Studies 220
Enzyme Studies 220
Creatine Kinase 222



xXXii

CONTENTS

Biochemical Markers: Myocardial Proteins 222
Neurohumoral Hormones: Brain-Type Natriuretic
Peptide 223
Newer Diagnostic Markers 223
Cardiac Diagnostic Studies 223
Standard 12-Lead Electrocardiogram 223
Procedure 224
Nursing Assessment and Management 225
Electrophysiologic Studies 226
Holter or 24-Hour Monitoring 226
Ewvent (Continuous Loop) Monitoring 226
Implantable Loop Monitoring 226
Signal-Averaged Electrocardiography 226
Diagnostic Electrophysiology Study 226
Tilt Table Testing for Syncope 227
Chest Radiography 227
Procedure 228
Nursing Assessment and Management 228
Echocardiography 228
M-Mode Echocardiography 228
Two-Dimensional Echocardiography 228
Three-Dimensional Echocardiography 228
Doppler Echocardiography 229
Transesophageal Echocardiography 229
Bedside Vascular Access Testing 229
Intravascular Ultrasound 229
Stress Testing 229
Exercise Stress Testing 231
Pharmacological Stress Testing 232
Nuclear Imaging With Stress Testing 232
Stress Echocardiography 234
Computed Tomography 234
Magnetic Resonance Imaging 235
Positron Emission Tomography 235
Cardiac Catheterization, Coronary Angiography, and
Coronary Intervention 235
Left Heart Catheterization 237
Right Heart Catheterization 237
Electrocardiographic Monitoring 238
Equipment Features 238
Hard-Wire Monitoring Systems 238
Telemetry Monitoring Systems 238
Display Systems 238
Monitoring Lead Systems 238
Procedure 241
Electrode Application 241
Monitor Observation 241
Troubleshooting Electrocardiogram Monitor
Problems 242
Dysrhythmias and the 12-Lead Electrocardiogram 242
Evaluation of a Rhythm Strip 242
Electrocardiogram Paper 242
Waveforms and Intervals 243
Calculation of Heart Rate 244
Steps in Assessing a Rhythm Strip 245
Normal Sinus Rhythm 246
Dysrhythmias Originating at the Sinus Node 246
Sinus Tachycardia 246
Sinus Bradycardia 246
Sinus Dysrhythmia 246
Sinus Arrest and Sinoatrial Block 247
Sick Sinus Syndrome 247
Atrial Dysthythmias 247
Premature Atrial Contraction 247
Paroxysmal Supraventricular Tachycardia 248
Atrial Flutter 249
Atridl Fibrillation 249
Multifocal Atrial Tachycardia 250

18

Junctional Dysrhythmias 250
Junctional Rhythm 250
Premature Junctional Contractions 250
Ventricular Dysrhythmias 250
Premature Ventricular Contractions 250
Ventricular Tachycardia 253
Torsades De Pointes 254
Ventricular Fibrillation 254
Accelerated Idioventricular Rhythm 254
Atrioventricular Blocks 254
First-Degree Atrioventricular Block 254
Second-Degree Atrioventricular Block—Mobitz |
(Wenckebach) 255
Second-Degree Atrioventricular Block—Mobitz I 255
Third-Degree (Complete) Atrioventricular Block 255
The 12-Lead Electrocardiogram 257
The Normal 12-Lead Electrocardiogram 257
Electrical Axis 257
Bundle Branch Block 258
Enlargement Patterns 260
Ischemia, Injury, and Infarction Patterns 261
Effects of Serum Electrolyte Abnormalities on the
Electrocardiagram 261
Potassium 261
Hyperkalemia 261
Hypokalemia 262
Calcium 263
Hypercalcemia 263
Hypocalcemia 263
Hemodynamic Monitoring 263
Pressure Monitoring System 263
Optimizing the Pressure Monitoring System 264
Arterial Pressure Monitoring 267
Arterial Line Insertion 267
Arterial Pressure Waveform 267
Obtaining Arterial Pressures 267
Complications 268
Nursing Considerations 268
Central Venous Pressure Monitoring 269
Catheter Insertion 269
Complications 269
Nursing Considerations 270
Pulmonary Artery Pressure Monitoring 272
Pulmonary Artery Catheters 272
Pulmonary Artery Catheter Insertion 273
Waveform Interpretation 274
Physiological Causes of Abnormal Waveforms 277
Complications 277
Nursing Considerations 279
Determination of Cardiac Output 279
Factors That Determine Cardiac Output 280
Obtaiming Cardiac Output Values 281
Evaluation of Oxygen Delivery and Demand Balance 286
Determinants of Oxygen Delivery 286
Determinants of Oxygen Consumption 286
Oxygen Supply and Demand Imbalance 286
Nursing Considerations 289

Patient Management: Cardiovascular System 293

Pharmacological Therapy 294
Fibrinolytics, Anticoagulants, and Platelet Inhibitors 294
Fibrinolytics 294
Anticoagulants 294
Platelet Inhibitors 296
Antiarrthythmics 297
Class I Antiarrhythmic Drugs 297
Class II Antiarrhythmic Drugs 297



Class I1I Antiarrhythmic Drugs 298
Class IV Antiarrhythmic Drugs 299
Unclassified Antiarrhythmic Drugs 299
Inotropes 302
Dopamine 303
Dobutamine 303
Epinephrine 303
Isoproterenol 303
Norepinephrine 303
Phosphodiesterase III Inhibitor 303
Vasodilators 303
Nitrates 303
Sodium Nitroprusside 304
Nesiritide 304
Angiotensin-Converting Enzyme Inhibitors 304
Antihyperlipidemics 304
Percutaneous Coronary Interventions and Percutaneous
Balloon Valvuloplasty 305
Percutaneous Coronary Interventions 305
Historical Background 305
Physiological Principles 306
Comparisons Between PCI and CABG 306
Diagnostic Tests for Patient Selection: PCI and CABG 306
Equipment Features 307
Indications for and Contraindications to PCI 308
Procedure 309
Results 311
Assessment and Management 312
Complications 315
Orther Interventional Cardiology Techniques 317
Interventions for Peripheral Arterial Disease 322
Percutaneous Balloon Valvuloplasty 323
Historical Background 323
Pathophysiology of Stenotic Valves 323
Diagnostic Tests for PBV and Valve Replacement 323
Equipment Features 324
Indications for and Contraindications to PBV 324
Procedure 324
Results 325
Assessment and Management 325
Intra-Aortic Balloon Pump Counterpulsation and
Mechanical Circulatory Support 327
Intra-Aortic Balloon Pump Counterpulsation 327
Physiological Principles 327
Equipment Features 328
Indications for Intra-Aortic Balloon Pump
Counterpulsation 329
Contraindications to IABP Counterpulsation 329
Procedure 329
Interpretation of Results 331
Assessment and Management 332
Complications Specific to IABP Therapy 334
Mechanical Circulatory Support 335
Physiological Principles 335
Devices 336
Nursing Implications 339
Complications Associated with IABP Therapy and
Circulatory Support 340
Bleeding 340
Thromboembolic Events 340
Right Ventricular Failure 340
Infection 340
Dysrhythmias 341
Nutritional Deficits 341
Psychosocial Factors 341
Management of Dysrhythmias 341
Electrical Cardioversion 341
Procedure 342

19

20

CONTENTS xxiii

Catheter Ablation 343
Indications for Ablation 343
Procedure 344
Nursing Management 344
Cardiac Pacemakers 345
Indications for Cardiac Pacing 345
The Pacemaker System 346
Pacemaker Functioning 349
The Pacemaker Code 351
Pacing Modes 351
Pacemaker Malfunction 352
Pacemaker Complications 354
Nursing Management 355
Implantable Cardioverter—Defibrillators 358
Indications for Implantable Cardioverter—
Defibrillators 358
The Implantable Cardioverter—Defibrillator System 358
Implantable Cardioverter—Defibrillator Functioning 360
The Implantable Cardioverter—Defibrillator Code 360
Nursing Management 361
Cardiopulmonary Resuscitation 362
Causes of Cardiopulmonary Arrest 362
Assessment and Management of the Patient in
Cardiopulmonary Arrest 362
Determine Responsiveness 362
Circulation 363
Position the Patient 363
Airway 364
Breathing 364
Role of Resuscitation Team Members 365
Equipment Used in Cardiopulmonary Arrest 366
Medications 367
Defibrillation 367
Automatic External Defibrillator 368
Transcutaneous Pacing 369
Therapeutic Hypothermia 369
Family Presence in Cardiac Arrest Situations 370

Common Cardiovascular Disorders 374

Infection and Inflammation of the Heart 374
Pericarditis 374
Myocarditis 376
Endocarditis 377
Cardiomyopathies 378
Dilated Cardiomyopathy 379
Hypertrophic Cardiomyopathy 381
Peripheral Vascular Disease 381
Peripheral Arterial Disease 381
Venous Disease 383
Aortic Disease 384
Aortic Aneurysm 384
Aortic Dissection 386
Hypertensive Crisis 387
Pathophysiology 387
Assessment 387
Management 387

Heart Failure 391

Definition 391
Classification 392
Acute Versus Chronic 392
Left-Sided Heart Failure Versus Right-Sided Heart
Failure 392
Classification Systems 392
Factors That Determine Cardiac Output 393
Oxygen Demand 393



xXXiv CONTENTS

Mechanical Factors and Heart Rate 394 The Lung Circulation 474
Neurohormonal Mechanisms 394 The Pulmonary Lymphatics 475
Pathophysiology 395 Physiology of the Respiratory System 475
Cardiomyopathy 395 Ventilation 475
Dysrhythmia 395 Diffusion 478
Acute Decompensated Heart Failure 396 Perfusion 479
Assessment 397 Relationship of Ventilation to Perfusion 479
History 397 Gas Transport 481
Physical Examination 398 Regulation of Respiration 482
Laboratory Studies 401
Danosc Studies 401 24 Patient Assessment; Respiratory
emodynamics 402
Pulse Oximetry 403 System 485
Management of Acute Decompensation of Heart Failure 404 History 485
Airway and Breathing 404 Dyspnea 485
Circulation 405 Chest Pain 486
Management of Chronic Heart Failure 407 Sputum Production 486
Pharmacological Treatment 408 Cough 487
Nonpharmacological Treatment 412 Physical Examination 487
Patient Education 412 Inspection 487
Palpation 490
21 Acute Myocardial Infarction 417 Percussion 492
. Auscultation 493
Atherosclero'ms ‘,}17 L Respiratory Monitoring 495
Pathophysiological Principles 417 Pulse Oximetry 495
Risk Factors 418 End-Tidal Carbon Dioxide Monitoring 496
Acute Coronary Syndrome 420 Arterial Blood Gases 497

Angina Pectoris 420 Mixed Venous Ox S .
S . ygen Saturation 501
Pathop hySl'ologlcal PﬂnaP les 420 Respiratory Diagnostic Studies 502
Classification of Angina 420 Chest Radiography 502

Assessment 421 Ventilation—Perfusion Scanning 502

Management 423 .
Myocardial Infarction 424 g ?é?:}?cigﬁ;”g;g? aphy 503

Pathophysiological Principles 424 Thoracentesis 503

Assessment 426 Sputum Culture 503

Management 434 .

Complications 439 Pulmonary Function Tests 503

Cardiac Rehabilitation 441 . .
25 Patient Management: Respiratory

22 Cardiac Surgery 444 System 506

Indications for Cardiac Surgery 444 Bronchial Hygiene Therapy 506
Coronary Artery Disease 444 Coughing and Deep Breathing 507
Valvular Disease 446 Airway Clearance Adjunct Therapies 507

Cardiac Surgery 451 Chest Physiotherapy 508
Preoperative Phase 451 Oxygen Therapy 510
Intraoperative Phase 451 Patient Assessment 510
Postoperative Phase 453 Oxygen Delivery Systems 511

Carotid Endarterectomy 464 Complications of Oxygen Delivery 512
Indications for Carotid Endarterectomy 464 Artificial Airways 513
Surgical Procedure 464 Oropharyngeal Airway 513
Postoperative Care 465 Nasopharyngeal Airway 514
Home Care Considerations 466 Endotracheal Tubes 514

Chest Tubes 516
Equipment 516
Drainage Systems 516
PART 6 Chest Tube Placement 517
Assessment and Management 520
Complications 521
Transporting the Patient With Chest Tubes 521
Pharmacological Agents 521

REsPIRATORY SYsTEM 469

23 Anatomy and Physiology of the Respiratory Bronchodilator Therapy 521
Antibiotics 523
SyStem 469 Sedative Agents 523
Anatomy of the Respiratory System 469 Newromuscular Blocking Agents 524
The Thorax 469 Ventilatory Support 524
The Conducting Airways 472 Physiological Principles 525

The Respiratory Airways 473 Equipment 526



26

27

Ventilator Modes 527

Use of Mechanical Ventilators 532

Complications of Mechanical Ventilation 534

Assessment and Management 537

Weaning From Mechanical Ventilation 543

Home Care and Mechanical Ventilation 548

New Frontiers and Challenges for Ventilated Patients 548

Common Respiratory Disorders 550

Pneumonia 550
Etiology 552
Pathophysiology 552
Assessment 553
Management 555
Prevention 555
Severe Acute Respiratory Syndrome 557
Pleural Effusion 558
Pathophysiology 559
Assessment 559
Management 559
Pneumothorax 559
Pathophysiology 559
Assessment 561
Management 561
Pulmonary Embolism 561
Pathophysiology 561
Assessment 563
Management 563
Prevention 565
Chronic Obstructive Pulmonary Disease 565
Pathophysiology 565
Assessment 568
Management 570
Prevention 573
Chronic Bronchitis 574
Emphysema 575
Thoracic Surgery 576
Acute Asthma 577
Pathophysiology 577
Assessment 577
Management 579
Status Asthmaticus 581
Acute Respiratory Failure 582
Pathophysiology 582
Classification 583
Assessment 586
Management 586

Acute Lung Injury and Acute Respiratory Distress

Syndrome 590

Etiology, Diagnostic Criteria, and Incidence 590
Pathophysiology 591
Pathological Changes in ARDS 591
Systemic Inflammatory Response Syndrome 592
Stages of ARDS 592
Assessment 595
History 595
Physical Examination 595
Diagnostic Studies 596
Management 597
Oxygenation and Ventilation 598
Pharmacological Therapy 599
Sedation 600
Nutritional Support 600
Prevention of Complications 600

CONTENTS XXV

PART 7
ReNAL SystEm 607
28 Anatomy and Physiology of the Renal System 607

Macroscopic Anatomy of the Renal System 607
Microscopic Anatomy of the Renal System and Normal

Renal Physiology 609
Juxtaglomerular Apparatus 610
Glomerulus 610

Tubules 612

Hormonal Influences 613

Antidiuretic Hormone 613
Renin 613
Aldosterone 613

Functions of the Renal System 613

Renal Clearance 613
Regulation 614

Fluid Balance 615

Other Renal Functions 617

29 Patient Assessment: Renal System 618

History 618
Physical Examination 618
Assessment of Renal Function 621

Laboratory Studies 621
Diagnostic Studies 625

Assessment of Electrolytes and Acid-Base Balance 627

Sodium Balance 627

Potassium Balance 630

Calcium and Phosphate Balance 630
Magnesium Balance 630

Acid—Base Balance 630

Assessment of Fluid Balance 632

Weight 632

Intake and Output 633
Hypovolemia and Hypervolemia 633
Hemodynamic Monitoring 635

30 Patient Management: Renal System 637

Physiology 637
Extracorporeal Therapies 637

Access to Circulation 637
Anticoagulation 639

Intermittent Hemodialysis 640

Indications for Hemodialysis 641
Contraindications to Hemodialysis 641
Assessment and Management 642
Complications 644

Continuous Renal Replacement Therapies 644

Indications for Continuous Renal Replacement
Therapy 646

Contraindications to Continuous Renal Replacement
Therapy 647

Equipment 647

Assessment and Management 647

Technical Complications in Continuous Venovenous
Hemofiltration With Dialysis 648

Physiological Complications in Continuous Venovenous
Hemofiltration With Dialysis 649

Psychological Aspects of Renal Replacement Therapies 649

Hemodialysis Applied to Other Therapies 649

Peritoneal Dialysis 650

Equipment 650



XXVi

31

CONTENTS

Assessment and Management 650
Technical Complications 652
Physiological Complications 652
Peritoneal Dialysis as a Chronic Treatment 653
Pharmacological Management of Renal Dysfunction 653
Diuretics 653
Vasoactive Drugs 655
Disorders of Fluid Volume 655
Fluid Volume Deficit 655
Fluid Volume Excess 657
Management of Electrolyte Imbalances 658
Sodium 658
Potassium 660
Calcium 660
Magnesium 660
Phosphorus 661

Renal Failure 663

Acute Kidney Injury 663
Causes of Acute Kidney Injury 664
Pathophysiology of Acute Kidney Injury 665
Clinical Course of Acute Tubular Necrosis 669
Diagnosis of Acute Kidney Injury 670
Chronic Kidney Disease 672
Definition and Classification 672
Causes 673
Pathophysiology 673
Preventing the Progression of Chronic Kidney Disease 675
Management of Renal Failure 676
Managing Fluid Balance Alterations 676
Managing Acid-Base Alterations 680
Managing Cardiovascular Alterations 680
Managing Pulmonary Alterations 682
Managing Gastrointestinal Alterations 682
Managing Neuromuscular Alterations 683
Managing Hematological Alterations 683
Managing Alterations in Drug Elimination 684
Managing Skeletal Alterations 684
Managing Integumentary Alterations 688
Managing Alterations in Dietary Intake 688
Managing Alterations in Psychosocial Functioning 688

PART 8

NErRvous System 691

32 Anatomy and Physiology of the Nervous System 691

Cells of the Nervous System 691
Neuroglia 692
Neurons 692
Characteristics of Neurons 693
Resting Membrane Potential 693
Synaptic Transmission 693
Neuronal Thresholds and the Action Potential 695
Remodeling of Connections in the Nervous System 695
Nerve Regeneration 695
Central Nervous System 696
Skull 696
Meninges 696
Cerebrospinal Fluid 697
Cerebral Vasculature 698
Brain 698
Spinal Cord 702
Peripheral Nervous System 705
Cranial Nerves 705

33

34

35

Spinal Nerves 705

Sensory Division 705

Motor Division and the Neuwromuscular Junction 709
Reflexes 714

Brain Reflexes 714

Spinal Cord Reflexes 714
Pain 716

Pain Pathways and Their Modulation 716

Referred Pain 718
The Neurohormonal Stress Response 718
Homeostasis 718

Disruption of Homeostasis 719
Age-Related Changes 721

Patient Assessment: Nervous System 723

History 723
Physical Examination 723

Mental Status 724

Motor Function 725

Pupillary Changes 729

Cranial Nerve Function 729

Reflexes 734

Sensation 734

Vital Signs 735

Signs of Trauma or Infection 736

Signs of Increased Intracranial Pressure 736

Evaluation of Dysfunction in the Patient’s Living Patterns 736
Neurodiagnostic Studies 736

Neuroradiological Techniques 737

Computed Tomography 740

Magnetic Resonance Imaging 740

Positron Emission Tomography and Single-Photon Emission

Computed Tomography 741

Angiography and Digital Subtraction Angiography 741

Cerebral Blood Flow Studies 741

Myelography 742

Ultrasonography and Noninvasive Cerebrovascular

Studies 742
Electrophysiological Studies 742
Lumbar Puncture for Cerebrospinal Fluid Examination 742

Patient Management: Nervous System 744

Physiological Principles 744
Intracranial Dynamics 744
Volume—Pressure Curve 745
Cerebral Perfusion Pressure 746
Increased Intracranial Pressure 746
Cushing’s Triad 746
Cerebral Edema 746
Herniation 747
Intracranial Pressure Monitoring 747
Indications for Intracranial Pressure Monitoring 747
Intracranial Pressure Monitoring Devices 747
Intracranial Pressure Measurements 749
Management of Increased Intracranial Pressure 751
Clinical Management 752
Pharmacological Therapy 752
Other Management Methods 759
Patient Care Considerations 759

Common Neurosurgical and Neurological
Disorders 762

Neurological Surgery 762
Brain Tumors 762
Aneurysms 770
Arteriovenous Malformations 776



36

37

Surgical Approaches 778
Neurological Disorders 779

Stroke 779

Seizures 789

Guillain-Barré Syndrome 793

Myasthenia Gravis 797

Traumatic Brain Injury 805

Mechanisms of Traumatic Brain Injury 805

Primary and Secondary Brain Injury 806
Primary Brain Injury 806
Secondary Brain Injury 809

Assessment 811
Physical Examination 811
Diagnostic Testing 814

Management 814
Initial Management 815
Monitoring and Controlling Intracranial Pressure 816
Maintaining Cerebral Perfusion 816
Preventing and Treating Seizures 816
Maintaining a Normal Body Temperature 816
Identifying and Managing Sympathetic Storming 818
Monitoring Fluid and Electrolyte Status 818
Managing Cardiovascular Complications 818
Managing Pulmonary Complications 819
Managing Nutrition and Maintaining Glycemic Control 819
Managing Musculoskeletal and Integumentary Complications 819
Caring for the Family 819

Brain Death 820

Spinal Cord Injury 824

Classification of Injury 824
Mechanism of Injury 825
Type of Vertebral Injury 825
Level of Injury 826
Cause of Injury 828
Functional Outcome 828
Spinal Cord Syndromes 828
Central Cord Syndrome 828
Brown-Séquard Syndrome 829
Anterior Cord Syndrome 829
Posterior Cord Syndrome 829
Pathophysiology 829
Primary Injury 829
Secondary Injury 830
Autonomic Nervous System Dysfunction 831
Spinal Shock 831
Neurogenic Shock 832
Orthostatic Hypotension 832
Initial Assessment and Management 832
Prehospital Management 832
In-Hospital Management 832
Ongoing Assessment and Management 834
Realignment and Stabilization of the Spine 834
Prevention of Respiratory Problems 840
Restoration of Hemodynamic Stability 841
Neurological Management 841
Pain Management 841
Medication Administration 841
Thermoregulation 841
Nutrition 841
Mobilization and Skin Care 843
Urinary Management 843
Bowel Management 844
Psychological Support 844
Addressing Concerns About Sexuality 844
Complications 845

CONTENTS XXVii

Autonomic Dysreflexia 845

Pulmonary Complications 846

Paralytic Ileus and Stress Ulcers 847

Heterotropic Ossification 847

Spasticity 847
Research in the Treatment of Spinal Cord Injuries 847
Patient Teaching and Discharge Planning 848

PART 9
GASTROINTESTINAL SysTEM 851

38 Anatomy and Physiology of the Gastrointestinal
System 851

Structure of the Gastrointestinal System 851
Macroscopic Anatomy of the Gastrointestinal System 851
Microscopic Anatomy of the Gastrointestinal System 854
Innervation 855
Circulation 856

Function of the Gastrointestinal System 856
Oropharynx 857
Esophagus 858
Stomach 859
Pancreas 861
Gallbladder 861
Small Intestine 862
Large Intestine 863
Liver 864

39 Patient Assessment: Gastrointestinal System 868

History 868
Physical Examination 870
Oral Cavity and Throat 872
Abdomen 874
Anus and Rectum 879
Nutritional Assessment 879
Laboratory Studies 881
Laboratory Studies Relating to Liver Function 881
Laboratory Studies Relating to Pancreatic Function 882
Other Laboratory Studies 885
Diagnostic Studies 885
Radiological and Imaging Studies 885
Endoscopic Studies 885
Other Diagnostic Studies 889

40 Patient Management: Gastrointestinal System 892

Malnutrition 892
Nutritional Support 893
Enteral Nutrition and Delivery 893
Parenteral (Intravenous) Nutrition 905
Role of the Nurse in Nutritional Support 909
Pharmacological Management of Gastrointestinal
Disorders 909

41 Common Gastrointestinal Disorders 916

Acute Gastrointestinal Bleeding 916
Upper Gastrointestinal Bleeding 916
Lower Gastrointestinal Bleeding 923

Intestinal Obstruction and Ileus 925
Small Bowel Obstruction 925
Colonic Obstruction 928
Ileus 929



XXViii CONTENTS

Acute Pancreatitis 931
Etiology 931
Pathophysiology 931
Clinical Presentation 932
Assessment 932
Complications 934
Management 936
Hepatitis 939
Etiology 939
Pathophysiology 942
Assessment 943
Management 945
Complications of Liver Disease 946
Cirrhosis 946
Hepatic Encephalopathy 951
Hepatorenal Syndrome 952
Spontaneous Bacterial Peritonitis 952

PART 10
ENDOCRINE SysTEM 955

42 Anatomy and Physiology of the Endocrine
System 955

The Hypothalamus and Pituitary Gland 958
Posterior Pituitary (Neurohypophysis)
Hormones 960
Anterior Pituitary (Adenohypophysis)
Hormones 960
The Thyroid and Parathyroid Glands 961
Thyroid Hormones 961
Calcitonin and Parathyroid Hormone 963
The Endocrine Pancreas 964
Insulin 964
Insulin Resistance 965
Glucagon 965
Somatostatin 966
Pancreatic Polypeptide 966
The Adrenal Glands 966
Medullary Hormones 967
Cortical Hormones 968
Atrial Natriuretic Peptide (Natriuretic Hormone) 971

43 Patient Assessment: Endocrine
System 973

The Hypothalamus and Pituitary Gland 973
History and Physical Examination 974
Laboratory Studies 974
Diagnostic Studies 976

The Thyroid Gland 976
History and Physical Examination 977
Laboratory Studies 978
Diagnostic Studies 979

The Parathyroid Gland 981
History and Physical Examination 981
Laboratory Studies 981

The Endocrine Pancreas 981
History and Physical Examination 981
Laboratory Studies 982

The Adrenal Gland 984
History and Physical Examination 984
Laboratory Studies 985
Diagnostic Studies 986

44

Common Endocrine Disorders 988

Hypothalamic—Pituitary—Adrenal Function During Critical
Illness 988
Thyroid Dysfunction 990
Thyrotoxic Crisis 990
Myxedema Coma 994
Adrenal Gland Dysfunction 995
Adrenal Crisis 995
Pheochromocytoma 996
Antidiuretic Hormone Dysfunction 996
Syndrome of Inappropriate Antidiuretic Hormone
Secretion 996
Diabetes Insipidus 998
Emergencies for Patients With Diabetes Mellitus 1000
Diabetic Ketoacidosis 1004
Hyperosmolar Hyperglycemic State 1013
Hypoglycemia 1016

PART 11

HemATOLOGICAL AND IMMUNE
Svystems 1021

45

46

47

Anatomy and Physiology of the Hematological
and Immune Systems 1021

Hematological System 1021
Blood and Its Functions 1021
Components of Blood 1022
Blood Coagulation 1025

Immune System 1027
Immune Response 1027
Impaired Host Resistance 1030

Patient Assessment: Hematological and Immune
Systems 1034

Assessment 1034
History 1034
Physical Examination 1034
Diagnostic Studies and Results Interpretation 1036
Tests to Evaluate Red Blood Cells 1036
Tests to Evaluate White Blood Cells 1039
Tests to Evaluate Disorders of Primary
Hemostasis 1043
Tests to Evaluate Disorders of Secondary
Hemostasis 1045
Tests to Evaluate Hematological and Immune
Disorders 1045
Assessment of the Immunocompromised Patient 1046
History 1046
Risk Factors for Immunocompromise 1047

Organ and Hematopoietic Stem Cell
Transplantation 1051

Indications for Transplantation 1052
Patient Evaluation and Contraindications to
Transplantation 1052
Donor Selection 1053
Determining Compatibility 1053
Living Donors 1056
Cadaveric Donors 1056



48

49

Assessment and Management in Organ Transplantation 1058
Preoperative Phase 1058
Surgical Procedure 1058
Postoperative Phase 1060
Assessment and Management in Hematopoietic Stem Cell
Transplantation 1064
Stem Cell Harvesting, Mobilization, and Collection 1065
Conditioning Regimen 1065
Transplantation/Hematopoietic Stem Cell Infusion 1066
Engraftment 1067
Immunosuppressive Therapy 1067
Complications of Transplantation 1078
Organ Transplantation 1078
Hematopoietic Stem Cell Transplantation 1081
Long-Term Considerations 1088

Common Immunological Disorders 1094

Human Immunodeficiency Virus Infection 1094
Epidemiology 1096
Immunopathogenesis of HIV 1096

Viral Replication 1097

Immune Defects 1098

HIV Transmission and Natural History 1098
Assessment 1101

History and Physical Examination 1101

Laboratory and Diagnostic Studies 1102
Management 1104

Control of Opportunistic Infection 1104

Antiretroviral Therapy 1105
Oncological Complications and Emergencies 1109
General Principles in the Critical Care of Patients with

Cancer 1109
Hematological Complications 1110

Bone Marrow Suppression 1110

Engraftment Syndrome 1111

Leukostasis 1113

Typhlitis/Necrotizing Enterocolitis 1115
Anatomical-Structural Complications 1115

Cardiac Tamponade 1115

Carotid Artery Rupture 1117

Hepatic Veno-Occlusive Disease (Sinusoidal Obstruction

Syndrome) 1117

Superior Vena Cava Syndrome 1118

Pleural Effusion 1119

Spinal Cord Compression 1121

Tracheobronchial Obstruction 1122
Metabolic Complications 1123

Hypercalcemia 1123

Syndrome of Inappropriate Antidiuretic Hormone

(SIADH) Secretion 1125
Tumor Lysis Syndrome 1125

Common Hematological Disorders 1133

Disorders of Red Blood Cells 1133
Polycythemia 1133

Anemia 1134

Sickle Cell Disease 1138
Disorders of White Blood Cells 1139
Leukopenia 1139

Neoplastic Disorders 1140

Nursing Care of the Patient With a White Blood Cell

Disorder 1140

Disorders of Hemostasis 1141

Platelet Disorders 1141

Coagulation Disorders 1144

Disseminated Intravascular Coagulation 1144

CONTENTS XXix

PART 12

INTEGUMENTARY SysTEM 1151

50

51

52

53

Anatomy and Physiology of the Integumentary
System 1151

Epidermis 1151

Dermis 1151

Hypodermis 1152

Skin Appendages 1152
Sweat Glands 1152
Sebaceous Glands 1152
Hair 1152
Nails 1153

Functions of the Skin 1153

Patient Assessment; Integumentary System 1155

History 1155
Physical Examination 1155
Inspection 1155
Palpation 1161
Assessment of Pressure Ulcers 1163
Assessment of Skin Tumors 1163

Patient Management: Integumentary System 1168

Types of Wounds 1168

Pressure Ulcers 1168

Leg Ulcers 1169

Skin Tears 1169
Wound Healing 1170

Phases of Wound Healing 1170

Methods of Wound Healing 1172
Wound Assessment 1172
Wound Care 1174

Wound Cleansing 1174

Wound Closure 1175

Wound Drainage 1176

Wound Dressings 1176

Wound Débridement 1177

Wound Cultures 1178

Use of Pressure-Relieving Devices 1178

Pain Management 1178

Pharmacotherapy 1178
Care of Specific Wounds 1179
Pressure Ulcers 1179

Burns 1179

High-Volume Draining Wounds 1179
Nutrition and Wound Healing 1179
Patient Teaching and Discharge Planning 1181

Burns and Common Integumentary
Disorders 1184

Classification of Burn Injuries 1184
Causative Agent 1184
Depth 1185
Severity 1187
Pathophysiology 1187
Localized Tissue Response 1187
Systemic Response 1189
Concomitant Problems 1191
Pulmonary Injury 1191
Infection 1192
Trauma 1192



XXX CONTENTS

Assessment and Management 1192
Resuscitative Phase 1193
Reparative Phase 1197
Rehabilitative Phase 1203

Other Types of Injuries Treated in Burn Centers 1204
Toxic Epidermal Necrolysis Syndrome 1204
Necrotizing Fasciitis 1204
Cold Injuries 1205

PART 13
MuLtisysteEm DysruncTioON 1209

54 Shock, Systemic Inflammatory Response
Syndrome, and Multiple Organ Dysfunction
Syndrome 1209

Pathophysiology of Shock 1209
Tissue Oxygenation and Perfusion 1209
Compensatory Mechanisms 1210
Systemic Inflammatory Response Syndrome 1212
Etiology 1212
Pathophysiology 1212
Stages of Shock 1213
Classification of Shock 1213
Hypovolemic Shock 1213
Cardiogenic Shock 1217
Distributive Shock States 1219
Multiple Organ Dysfunction Syndrome 1230
Etiology 1230
Pathophysiology 1230
Assessment 1231
Management 1231

55 Trauma 1234

Mechanism of Injury 1234
Blunt Injury 1234
Penetrating Injury 1235

Initial Assessment and Management 1235
Prehospital Management 1237
In-Hospital Management 1237

Assessment and Management of Specific Injuries 1241
Thoracic Trauma 1241
Abdominal Trauma 1247
Musculoskeletal Injuries 1253
Maxillofacial Trauma 1256

Complications of Multiple Trauma 1256
Early Complications 1257
Late Complications 1257

56 Drug Overdose and Poisoning 1261

The Poisoned or Overdosed Patient 1261
Poisoning 1261
Substance Abuse and Overdose 1261
Assessment 1262
Triage 1262
History 1262
Physical Examination 1262
Laboratory Studies 1262
Management 1262
Stabilization 1263
Initial Decontamination 1264
Gastrointestinal Decontamination 1264
Enhanced Elimination of the Drug or Toxin 1265
Antagonists, Antitoxins, and Antivenins 1266
Continuous Patient Monitoring 1267
Patient Teaching 1267

Appendix: ACLS Guidelines 1277
Index 1283



NuRrsING PRACTICE

THE CoNCEPT OF HoLism
APPLIED TO CRITICAL CARE

Critical Care Nursing Practice: Promoting Excellence
Through Caring, Collaboration, and Evidence

Roberta Kaplow, Kathleen Turner, and Michael V. Relf

LEARNING OBJECTIVES

critically ill patients.

patient outcomes.

Based on the content in this chapter, the reader should be able to:

1. Describe the value of certification in critical care nursing.
2. Describe the value of evidence-based practice (EBP) in caring for

3. Discuss the value of collaborative practice in critical care.
4. Provide examples of how the Synergy Model can promote positive

5. Discuss future issues facing critical care nursing practice.

As the health care delivery system continues to evolve and
transform, so too does the discipline of nursing and the spe-
cialty of critical care nursing. Today, the care of critically ill
patients occurs not only in the traditional setting of the hos-
pital intensive care unit (ICU) but also on the progressive
care unit, medical and surgical clinical units, in the subacute
facility, long-term care, community, and even the patient’s
home. As a consequence of recent health care reform leg-
islation coupled with an aging population and application
of genomics in personalized medicine, critical care nursing
practice as we know it today will continue to evolve.

Since the first critical care unit opened in the late 1960s,
significant technological, procedural, and pharmacological
advances have occurred, accompanied by a knowledge explo-
sion in critical care nursing and medicine. Consequently,
critical care nurses, progressive care nurses, and home health
nurses of the 21st century are routinely caring for the com-
plex, critically ill patients who just a few decades ago would
not have survived a critical illness. As a result, nurses are
increasingly being challenged to integrate sophisticated
technologies and interventions, implement care based on
contemporary evidence while simultaneously caring for the
whole person by addressing the psychosocial challenges and

ethical conflicts associated with critical illness and delivering
care not only to the patient but also to the patient’s family, as
defined by the patient—not in professional isolation but in
collaboration with the interdisciplinary team.

In response to the ever-changing delivery system, criti-
cal care nurses are championing the needs of the patient
and the family, integrating evidence to improve stand-
ards of care, striving to maintain patient safety, engaging
in interdisciplinary collaboration, and developing healthy
work environments (HWEs)—all in the pursuit of quality
clinical outcomes. During the past several decades, critical
care nurses have experienced firsthand what nurse scientists
have consistently demonstrated—critical illness is not only a
physiological alteration but also a psychosocial and spiritual
process as well as a threat to individuals and their families.
Through specialty certification by the American Association
of Critical-Care Nurses (AACN), nurses voluntarily demon-
strate their knowledge of critical care nursing. Furthermore,
as health care becomes increasingly technical, the need for
humanization is increasingly essential. Compatible with the
need for “humanized” health care is the need to provide effec-
tive evidence-based interventions instead of those steeped in
tradition or based on intuition.
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This chapter describes select aspects of the critical care
environment. These include the wvalue of -certification,
evidence-based practice (EBP), quality and safety, healthy
environments, and the AACN Synergy Model for Patient
Care. Each of these, when implemented, helps promote optimal
outcomes for acute and critically ill patients and their families.

A Value of Certification

“Certification is a process by which a nongovernmental
agency validates, based on predetermined standards, an indi-
vidual nurse’s knowledge for practice in a defined functional
or clinical area of nursing.”! A white paper, Safeguarding the
Patient and the Profession, published by the AACN, dem-
onstrated the value of specialty certification.” Certification
promotes continuing excellence in the critical care nursing
profession helping nurses achieve and maintain an up-to-date
knowledge base essential in the practice of critical care nurs-
ing.”* In addition, it validates their knowledge to patients
and families, employers, and themselves.

Value to the Patient and Family

As a consequence of medical errors, adverse outcomes, and
complicated regulations governing reimbursement, many
consumers are wary of today’s health care delivery system.
Certification provides patients and families with validation
that the nurses caring for them have demonstrated experi-
ence and knowledge that exceeds that which is assessed in
entry-level licensure examinations.” Nurses who have had
their knowledge validated through a certification examina-
tion make decisions with greater confidence.>*> Although
“failure to rescue” a patient in trouble cannot always be
avoided, experienced and knowledgeable nurses are able to
recognize signs and symptoms earlier and respond accord-
ingly. In addition, certified nurses have demonstrated com-
mitment to continual learning. This attribute is needed to
care for patients with complex, multisystem problems requir-
ing aggressive intervention and advanced technologies.

Value to Employers and Nurses

Certification allows the employer to know that the nurses
working for them have the knowledge and expertise to pro-
mote optimal patient outcomes. Nurses who become certified
have demonstrated their commitment to quality since they
have taken the time to become certified in a specialty area of
practice. Evidence across studies demonstrates that certified
nurses have higher perceptions of workplace empowerment
and do not intend to leave the profession.* In a review of the
literature examining the perceived effects of specialty nurse
certification, Wade® identified enhanced nurse communi-
cation and coordination of care with physicians and other
health care team members, and nurse—physician collabora-
tion was perceived to be more improved by certified nurses.
Both communication and collaboration are essential to qual-
ity patient outcomes. Additionally, evidence also indicates
that certified nurses intend to remain employed in an area
where they can apply the knowledge.* It has been suggested
that health care organizations that support and recognize the
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value of certification experience decreased turnover rates and
higher nurse retention rates.*

As health care organizations apply to achieve Magnet
designation by the American Nurses Credentialing Center
(ANCQ), certification is one of the many important factors
considered.” Certification is also a means for hospitals to dis-
tinguish themselves from competitors.? In addition, hospital
administrators must demonstrate to the Joint Commission
that nurses are competent to provide care—certification is a
clear demonstration of knowledge competency.?

Certification provides nurses with a sense of professional
pride and achievement.! A survey by the American Board of
Nursing Specialties revealed that most nurses who sat for certifi-
cation examinations did so for personal fulfillment and commit-
ment to excellence in practice.® Certified nurses demonstrate to
their employers that they are taking responsibility for their own
professional development, which may give them a competitive
edge when seeking promotion or new career opportunities.

Research has identified that certified nurses perceive
higher empowerment, recognize the intrinsic value of certifi-
cation, experience enhanced collaboration with other mem-
bers of the interdisciplinary team, and perceive knowledge
being enhanced and validated through certification.**

A Evidence-Based Practice in Critical Care
Nursing

Evidence-based practice (EBP) is “the process of shared deci-
sion making between practitioner, patient, and others sig-
nificant to them based on research evidence, the patient’s
experiences and preferences, clinical expertise or know-how,
and other available robust sources of information.” (p. 57)°
EBP is essential to help optimize patient outcomes in today’s
dynamic health care environment. In the United States,
the Institute of Medicine (IOM), the ANCC, and the Joint
Commission acknowledge EBP as a crucial step in improving
healthcare quality.!'® Although knowledge regarding effective
nursing interventions continues to increase, practice lags
behind the available evidence. Practice based on intuition or
information that does not have a scientific basis is not in the
best interest of patients and families and should be discour-
aged when care decisions are being made.

EBP is often confused with conducting research. Research
is conducted to generate new knowledge. Through transla-
tion of new knowledge, EBP takes what is known and uses it
to guide patient care to achieve the best possible outcomes.!!
In the translation of knowledge into clinical practice, it is
essential for the critical care nurse to consider the strength or
level of the evidence. First, much of health care and nursing
practice has little or no evidence or research to support it.
Consequently, other sources of evidence must be considered.
Second, different research designs have limitations that affect
generalizability of findings to populations other than those
studied.'? Baumann?®® argues that nurses and other health care
professionals must critically examine the evidence that they
utilize in their clinical reasoning but should not restrict their
definition to what constitutes evidence to only what can be
measured in a randomized controlled trial (RCT). Therefore,
it is essential for critical care nurses to familiarize themselves
with the levels of evidence in order to evaluate the evidence
or research and determine the applicability to their patients.
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The AACN was one of the first nursing organizations to
develop a rating system for evidence.'? In 2008, a work group
was charged by the AACN board of directors to review the
evidence-leveling system and to align the AACN hierarchy
with other health care organizations.

Levels of Evidence

In EBP, the lowest levels of evidence include the opinions
of authorities or expert committees. This level of evidence
would result from clinical practice committees and profes-
sional organizations that may convene to discuss guide-
lines when higher levels of evidence are not available. The
next level of evidence is a single descriptive, qualitative,
or physiologic study. Continuing up the evidence hierar-
chy is the systematic review of descriptive, qualitative, or
physiologic studies. A systematic review refers to rigorous
and systematic synthesis of findings from several studies in a
focused area of inquiry. Proceeding in the hierarchy, a single
correlational or observational study provides the next level
of evidence. To guide clinical practice, these quantitative
studies lend themselves to precise measurement allowing
for examination of relationships. The next level is the sys-
tematic review of correlational or observational studies.
Moving toward the stronger levels of evidence is a single
RCT and nonrandomized control trial (quasi-experimen-
tal). The highest level of evidence is the systematic review
of RCTs, also referred to as a meta-analysis. For studies uti-
lizing qualitative methods, a meta-synthesis is analogous to
a meta-analysis.'

Using ventilator-associated pneumonia (VAP), as an
example, a critical care nurse would identify much literature
on VAP yielding editorials from experts, descriptive studies,
single RCTs, and meta-analyses. Since meta-analyses, the
highest level of evidence, exist for VAP, critical care nurses
can revise protocols and implement interventions based on
evidence to prevent VAP. To improve quality of care and
to protect patient safety during critical illness, critical care
nurses must be able to systematically gather, review, synthe-
size, and evaluate the evidence to guide practice changes and
promote quality clinical outcomes.

Barriers to Implementation

Despite the value of EBP, it unfortunately takes an average
of 17 to 20 years to translate research findings into clinical
practice.”® Barriers to implementation include lack of knowl-
edge of the research process, limited access to literature, lack
of confidence in ability to critique research, limited interest
in scientific inquiry, limited power to change practice, time
factors, and lack of organizational support and commitment
including resources and availability of mentors.!o!6

An organization’s culture, climate, or environment has
significant impact on the nurses’ autonomy to change nurs-
ing practice and the ability to adapt to change.!® Critical care
nurses are often adept and skillful in direct patient care but
when care is not based on evidence, it is difficult to optimize
outcomes, utilize resources efficiently, and protect patient
safety. Thus, it is essential for critical care nurses to have the
required knowledge, skills, and abilities for locating, evalu-
ating relevant evidence, and translating the evidence into
practice.

Strategies to Promote Implementation

Several strategies have been proposed to help enhance incor-
porating evidence into clinical practice including the use of
protocols, clinical pathways, algorithms, and educational
interventions. Increasing a critical care nurses’ awareness of
available resources and educating and mentoring them to
implement EBP activities are essential. Similar to building a
house, an organization committed to EBP must first establish
EBP as a foundation of everyday practice and create a cul-
ture of clinical inquiry and commitment to lifelong learning.
Accountability and role modeling, formal and informal, must
be present for a successful foundation.!"!®

Several resources are available for critical care nurses
to facilitate adoption of an EBP culture. Superb databases
include PubMed, CINAHL, and MEDLINE. The Cochrane
Collaboration, a website containing high-quality, inde-
pendent evidence to inform health care decision making
and obtain evidence-based information is available via the
worldwide web. In addition, professional nursing organiza-
tions have research-based practice recommendations fre-
quently available via their websites. For example, AACN’s
Practice Alerts section is available to members as well as to
the public. Other EBP resources include the websites and
publications from the Agency for Healthcare Research
and Quality (www.ahrq.gov), Centers for Disease Control
and Prevention (www.cdc.gov), Institute for Healthcare
Improvement (www.ihi.org), the IOM (www.iom.edu),
National Guidelines Clearinghouse (www.guidelines.gov),
National Institute for Health and Clinical Excellence in
the United Kingdom (www.nice.org.uk), National Library
of Medicine (www.nlm.nih.gov), and American Nurses
Association (www.nursiingworld.org) as well as the Society
of Critical Care Medicine (www.sccm.org). Table 1-1 sum-
marizes evidence of perceived barriers regarding the imple-
mentation of EBP and aligns strategies for those perceived
barriers.

A Healthy Work Environments

The current nursing shortage calls for major change in the
workplace. A healthy work environment (HWE) can lead
to positive patient outcomes. In addition, nurses gravitate
to facilities that have optimal work conditions. Conversely,
unhealthy work environments play a role in health care
errors, result ineffective care, waste scarce resources leading
to increased costs associated with health care, and contribute
to moral distress and adverse outcomes.

AACN affirms that the best way to address the nursing
shortage is to focus on HWEs. After conducting an exten-
sive literature search, AACN developed the HWE initiative
based on data indicating that harmful health care working
environments exist nationwide and that these environments
result in medical errors, poor health care delivery, and dis-
satisfaction among health care providers. The HWE initia-
tive focuses on barriers to employee and patient safety and
identifies six essential standards (Box 1-1). The six elements
discussed encompass the aspects that are most important as
nurses strive to provide optimal care.!” Boxes 1-2 through
1-7 list the critical elements inherent in the respective
standards.
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Table 1-1 Barriers to and Recommended Strategies to Optimize Evidence-Based Practice

(EBP) in Critical Care

Perceived Barriers to EBP

Strategies to Overcome Perceived Barriers

| Time

¢ No time to read and evaluate research or
implement EBP

e Schedule time for review and discussion of evidence in the form of EBP committees
* Nurses need time away from clinical bedside responsibilities for EBP activities

Knowledge

e Unaware of research
e | iterature not compiled in one place

¢ Not capable of evaluating quality of research process

® Invest, as a student, in the process of searching and evaluating the evidence
® Be a change agent in the facility, mentoring nurses who are less familiar with the

e Commit to lifelong learning

Resources and Mentoring

e L ack of evidence

e |solated from knowledgeable colleagues

e | ack of computers, computer skills, library
access, search skills

e Difficulty understanding research

* Administration must recognize and commit to EBP, putting systems in place to
support the clinical nurses in their role with EBP

e Managers need to recognize the ability of clinical nurses, provide the necessary
resources, and document the effectiveness of initiatives

¢ Implementation of an evidence-based champion

¢ Designated work groups

Culture

¢ No authority to change practice

¢ Other staff and disciplines not supportive
e Research not generalizable to setting

e | ack of value of research in practice

¢ A research-based needs assessment to provide an evidence-based foundation for
organizational strategic planning

e Performance appraisals and clinical ladder reviews require examples of EBP

¢ Educational activities that help clinicians critically review the literature

e Clinical resources available 24 h a day

e Streamlined processes for practice

e Incorporating the doctor of nursing practice role as leader of this process

® Progress reported to a central source and shared among clinical areas and facilities

Adapted from Brown CE, Wickline MA, Ecoff L et al: Nursing practice, knowledge, attitudes and perceived barriers to evidence based practice at an academic
medical center. J Adv Nurs 65(2):371-381, 2009; Ross J: Information literacy for evidence-based practice in perianesthesia nurses: Readiness for evidence
based practice. J Perianesth Nurs 25(2): 64-70, 2010; and Schulman CS: Strategies for starting a successful evidence based practice program. Adv Crit Care

19(3):301-311, 2008.

Skilled Communication

As miscommunication is identified as a cause of many
sentinel events in health care, skilled communication is
essential to prevent these errors from occurring. A large

Essential Elements of a Healthy Work
Environment (HWE)

e Skilled Communication. Nurses must be as proficient in com-
munication skills as they are in clinical skills.

e True Collaboration. Nurses must be relentless in pursuing and
fostering true collaboration.

e Effective Decision Making. Nurses must be valued and commit-
ted partners in making policy, directing and evaluating clinical
care, and leading organizational operations.

® Appropriate Staffing. Staffing must ensure the effective match
between patient needs and nurse competencies.

e Meaningful Recognition. Nurses must be recognized and must
recognize others for the value each brings to the work of the
organization.

e Authentic Leadership. Nurse leaders must fully embrace the
imperative of a HWE, authentically live it, and engage others in
its achievement.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

majority of sentinel events reported to the Joint Commission
from 2004 through the fourth quarter of 2010 were related
to communication issues.?

AACN partnered with VitalSmarts, L.C., to conduct
a study of conversations that do not occur in hospitals, to
the detriment of patient safety and provider well-being. The
“Silence Kills” study used focus groups, interviews, workplace
observations, and surveys of nurses, physicians, and adminis-
trators in urban, rural, and suburban hospitals nationwide.?!
Overwhelming data indicated that poor communication and
ineffective collaboration were prevalent among health care
provider interactions.

In this report,’! 53% of nurses reported concern about a
peer nurse’s competence but only 12% spoke with this peer
about the concerns. Similarly, 34% of nurses were concerned
about a physician’s competence but only 12% spoke with this
peer to discuss concerns. In both situations, failure to com-
municate skillfully and professionally can be linked to poor
patient care and clinical outcomes.

A pharmacist reported letting incorrect orders “slide” if the
physician was a “jerk” and the incorrect dose was not going
to make the patient sicker. Another pharmacist reported fill-
ing an incorrect prescription without question because of the
hostility experienced when confronting the physician in the
past. Several physicians in this study stated that they worked


http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf
http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf
http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.21

CHAPTER 1 ChriTicaL CARe NuRsING PRAcTICE: PROMOTING EXCELLENCE THROUGH CARING, COLLABORATION, AND EVIDENCE 5

Standard 1: Critical Elements of Skilled Standard 2: Critical Elements of True
Communication Collaboration

Nurses must be as proficient in communication skills as they are
in clinical skills.

¢ The health care organization provides team members with sup-
port for and access to education programs that develop critical
communication skills including self-awareness, inquiry/dialogue,
conflict management, negotiation, advocacy, and listening.

e Skilled communicators focus on finding solutions and achiev-
ing desirable outcomes.

e Skilled communicators seek to protect and advance collabora-
tive relationships among colleagues.

e Skilled communicators invite and hear all relevant perspectives.

e Skilled communicators call on goodwill and mutual respect to
build consensus and arrive at common understanding.

e Skilled communicators demonstrate congruence between words
and actions, holding others accountable for doing the same.

¢ The health care organization establishes zero-tolerance poli-
cies and enforces them to address and eliminate abuse and
disrespectful behavior in the workplace.

¢ The health care organization establishes formal structures and
processes that ensure effective information sharing among
patients, families, and the health care team.

e Skilled communicators have access to appropriate communi-
cation technologies and are proficient in their use.

e The health care organization establishes systems that require
individuals and teams to formally evaluate the impact of commu-
nication on clinical, financial, and work environment outcomes.

¢ The health care organization includes communication as a
criterion in its formal performance appraisal system, and team
members demonstrate skilled communication to qualify for
professional advancement.

Nurses must be relentless in pursuing and fostering true
collaboration.

¢ The health care organization provides team members with
support for and access to education programs that develop
collaboration skKills.

¢ The health care organization creates, uses, and evaluates pro-
cesses that define each team member’s accountability for collab-
oration and how unwillingness to collaborate will be addressed.

® The health care organization creates, uses, and evaluates oper-
ational structures that ensure the decision-making authority of
nurses is acknowledged and incorporated as the norm.

® The health care organization ensures unrestricted access to
structured forums, such as ethics committees, and makes avail-
able the time needed to resolve disputes among all critical par-
ticipants, including patients, families, and the health care team.

e Every team member embraces true collaboration as an
ongoing process and invests in its development to ensure a
sustained culture of collaboration.

e Every team member contributes to the achievement of com-
mon goals by giving power and respect to each person’s voice,
integrating individual differences, resolving competing inter-
ests, and safeguarding the essential contribution each must
make in order to achieve optimal outcomes.

¢ Every team member acts with a high level of personal integrity.

e Team members master skilled communication, an essential
element of true collaboration.

e Each team member demonstrates competence appropriate to
his or her role and responsibilities.

* Nurse managers and medical directors are equal partners in
modeling and fostering true collaboration.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

with peers who were incompetent, but they did not confront
them. Rather, they avoided scheduling sicker patients when
the incompetent physician was scheduled to work. The data
further suggested that physicians were equally as unlikely to
confront a peer as a nurse or other health care provider. This
study also stated that 88% of physicians reported working
with people with persistently poor clinical judgment, causing
deleterious complications.!

Seventy-seven percent of nurses were concerned about the
disrespect they experience in the health care environment.
They reported being treated discourteously or abusively in at
least 25% of their interactions. This study found a significant
correlation between the frequency of being mistreated and the
intent to resign from the job. The study concluded that health
care providers repeatedly observe errors and dangerous levels
of incompetence. Yet they do not speak up; rather, they con-
sider leaving their respective units because of their concerns.?!

True Collaboration

Collaboration has been defined as a “sharing of knowledge
between stakeholders with joint responsibility for the out-
come.”? It permits people with varied expertise to combine
efforts to accomplish the goal of helping a client, program, or
organization.”” The collaborative outcome is the integration
of solutions contributed by more than one person.?*

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

Many studies have been conducted regarding nurse—
physician collaboration. The data suggest that a collaborative
relationship was more important to nurses than physicians.
However, physicians rated the quality of the collaborative
relationship that existed higher than nurses did.”~** Ninety
percent of all AACN members have reported that collabora-
tion with physicians and administrators is among the most
important elements in creating an HWE."?

A number of outcomes have been linked to positive
nurse—physician collaborative relationships. Specifically
reported are nurse and physician satisfaction,*** nurse reten-
tion,” and attainment of optimal patient outcomes.*** It
has also been suggested that a positive nurse—physician rela-
tionship can result in a decrease in errors.** Data also suggest
that a decrease in mortality and in length of stay in the ICU
is linked to positive nurse—physician collaboration.¥ One
researcher reported a direct relationship between nurse—phy-
sician collaboration and efficiency of health care workers.*

Despite the reported benefits of collaboration, it is not
practiced often enough.”? A number of barriers exist that
preclude its existence in health care organizations. The lack
of an agreed-upon definition and variation in how collabora-
tion is conceptualized, the lack of time for communication,
and the complexity of the skills required to ease the process
are daunting.”? Other barriers have historically included pro-
fessional cultures, immaturity of nurses and physicians, cou-
pling of unassertive nurse behavior and aggressive physician
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BOX 1-4 Standard 3: Critical Elements of Effective BOX 1-6 Standard 5: Critical Elements of
Decision Making Meaningful Recognition

Nurses must be valued and committed partners in making policy,
directing and evaluating clinical care, and leading organizational
operations.

¢ The health care organization provides team members with
support for and access to ongoing education and develop-
ment programs focusing on strategies that ensure collabora-
tive decision making. Program content includes mutual goal
setting, negotiation, facilitation, conflict management, systems
thinking, and performance improvement.

® The health care organization clearly articulates organizational
values, and team members incorporate these values when
making decisions.

® The health care organization has operational structures in place
that ensure the perspectives of patients, and their families are
incorporated into every decision affecting patient care.

e Individual team members share accountability for effective
decision making by acquiring necessary skills, mastering
relevant content, assessing situations accurately, sharing
fact-based information, communicating professional opinions
clearly, and inquiring actively.

¢ The health care organization establishes systems, such as
structured forums involving all departments and health care
disciplines, to facilitate data-driven decisions.

® The health care organization establishes deliberate decision-
making processes that ensure respect for the rights of every
individual, incorporate all key perspectives, and designate
clear accountability.

¢ The health care organization has fair and effective processes
in place at all levels to objectively evaluate the results of deci-
sions, including delayed decisions and indecision.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

Standard 4: Critical Elements of
Appropriate Staffing

Staffing must ensure the effective match between patient needs
and nurse competencies.

® The health care organization has staffing policies in place that
are solidly grounded in ethical principles and support the pro-
fessional obligation of nurses to provide high quality care.

¢ Nurses participate in all organizational phases of the staffing
process from education and planning—including matching
nurses’ competencies with patients’ assessed needs—through
evaluation.

® The health care organization has formal processes in place to
evaluate the effect of staffing decisions on patient and system
outcomes. This evaluation includes analysis of when patient
needs and nurse competencies are mismatched and how often
contingency plans are implemented.

¢ The health care organization has a system in place that facili-
tates team members’ use of staffing and outcomes data to
develop more effective staffing models.

® The health care organization provides support services at every
level of activity to ensure nurses can optimally focus on the
priorities and requirements of patient and family care.

® The health care organization adopts technologies that
increase the effectiveness of nursing care delivery. Nurses are
engaged in the selection, adaptation, and evaluation of these
technologies.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

Nurses must be recognized and must recognize others for the
value each brings to the work of the organization.

e The health care organization has a comprehensive system in place
that includes formal processes and structured forums that ensure
a sustainable focus on recognizing all team members for their con-
tributions and the value they bring to the work of the organization.

* The health care organization establishes a systematic process
for all team members to learn about the institution’s recognition
system and how to participate by recognizing the contributions
of colleagues and the value they bring to the organization.

* The health care organization’s recognition system reaches from
the bedside to the board table, ensuring individuals receive
recognition consistent with their personal definition of mean-
ing, fulfillment, development, and advancement at every stage
of their professional career.

* The health care organization’s recognition system includes
processes that validate that recognition is meaningful to those
being acknowledged.

e Team members understand that everyone is responsible for
playing an active role in the organization’s recognition program
and meaningfully recognizing contributions.

* The health care organization regularly and comprehensively
evaluates its recognition system, ensuring effective programs
that help to move the organization toward a sustainable culture
of excellence that values meaningful recognition.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

behavior, challenges of human relationships and personali-
ties, hierarchical barriers, power imbalances, decision-mak-
ing processes in organizations, and role socialization.#-!

In the book Internal Bleeding—The Truth Behind America’s
Terrifying Epidemic of Medical Mistakes, the authors reported
that despite the fact that nurses and physicians have worked
closely together, “there is still little understanding and appre-
ciation for each other’s roles.””? The question of “why is col-
laboration so hard to embrace when the evidence supports
better outcomes when there is communication and collabo-
ration?” still requires an answer.*

Effective Decision Making

Clinical decision making is an essential component of nurs-
ing responsibilities in an effort to promote quality patient
outcomes. Researchers do not agree about the role of knowl-
edge in decision making. Some have suggested that it entails
application of knowledge learned in the classroom and
through readings while others have proposed that clinical
decision-making skills involve experiential knowledge and
intuition.”® In clinical practice, where true collaboration
does not exist and the elements of a HWE are not embraced,
it is difficult for nurses, who are accountable for a scope of
practice, to fully participate in decisions that affect quality
and safe, effective care. The HWE standards highlight that
only a small percentage of physicians acknowledge nurses as
part of the decision-making team."

In one study, investigators found that the majority of
nurses made clinical decisions related to direct patient care
on a regular basis.** Nurses working in the ICU reported
commonly making decisions in emergency situations and
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Standard 6: Critical Elements of
Authentic Leadership

Nurse leaders must fully embrace the imperative of a HWE,
authentically live it, and engage others in its achievement.

¢ The health care organization provides support for and access
to educational programs to ensure that nurse leaders develop
and enhance knowledge and abilities in skilled communica-
tion, effective decision making, true collaboration, meaningful
recognition, and ensuring resources to achieve appropriate
staffing.

Nurse leaders demonstrate an understanding of the require-
ments and dynamics at the point of care and within this con-
text successfully translate the vision of a HWE.

Nurse leaders excel at generating visible enthusiasm for
achieving the standards that create and sustain HWEs.

Nurse leaders lead the design of systems necessary to effec-
tively implement and sustain standards for HWEs.

The health care organization ensures that nurse leaders are
appropriately positioned in their pivotal role in creating and
sustaining HWEs. This includes participation in key decision-
making forums, access to essential information, and the
authority to make necessary decisions.

The health care organization facilitates the efforts of nurse
leaders to create and sustain a HWE by providing the neces-
sary time and financial and human resources.

The health care organization provides a formal comentoring
program for all nurse leaders. Nurse leaders actively engage in
the comentoring program.

Nurse leaders role-model skilled communication, true collabo-
ration, effective decision making, meaningful recognition, and
authentic leadership.

The health care organization includes the leadership contribu-
tion to creating and sustaining a HWE as a criterion in each
nurse leader’s performance appraisal. Nurse leaders must
demonstrate sustained leadership in creating and sustaining a
HWE to achieve professional advancement.

Nurse leaders and team members mutually and objectively
evaluate the impact of leadership processes and decisions on
the organization’s progress toward creating and sustaining

a HWE.

From http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf.?!

deciding to change patient medication. Medical and surgical
nurses only made these types of decisions on an occasional
basis.* In two review articles, the amount of clinical experi-
ence correlates with improved decision making.>>%

Effective clinical decision making is an essential factor
that impacts delivery of quality care. Whether a nursing
student or an experienced nurse, factors reported to impact
nurses’ clinical decision making include self-confidence,
relationships with peer and other providers, organizational
structure, access to supportive resources, nursing educa-
tion, experience, knowledge, creative thinking ability, self-
concept, work environment, and situational stressors.>>>® It
is important for nurses, organizations that employ nurses, and
schools of nursing to identify barriers and augment factors
that promote clinical decision making.!**-%%

To promote quality patient outcomes, nurses must uti-
lize the nursing process, apply critical thinking, and utilize
knowledge and experience to make salient clinical decisions
promptly. The nurses’ role is to effectively communicate
with and be involved in decision making as members of the

multidisciplinary team as they strive to identify and manage
complex patient problems. Necessary skills include accepting
the high degree of accountability and responsibility that is
inherent with clinical decision making while also having the
autonomy needed to guide one’s own practice.

Appropriate Staffing

Appropriate staffing must consider the knowledge, skills,
and abilities, collectively referred to as competencies, of staff
assigned in relation to the individualized, holistic needs of
the patient and family. When the needs of patients and fami-
lies are matched with the competencies of the assigned nurse,
optimal outcomes may be achieved.

In a landmark study, Aiken et al® documented an
increased risk for patient mortality when the nurse/patient
ratio increased in the medical-surgical setting. In this study,
when the nurse/patient ratio was 1:8, the patient’s risk for
death was 31% higher than when the nurse/patient ratio was
1:4 or lower. After the fourth patient, each surgical patient
added to a nurse’s assignment resulted in a 7% increase in
chance of patient death within 30 days of hospital admission
and a 7% increase in failure to rescue.”

Researchers found significant relationships between lower
nurse staffing and adverse patient outcomes. These outcomes
include development of pneumonia, shock, cardiac arrest,
upper gastrointestinal bleeding, and urinary tract infections.
Longer hospital lengths of stay, failure to rescue, and higher
30-day mortality rates have been linked to lower nurse staff-
ing as well. Two of the major factors that contributed to
poorer staffing levels were higher patient acuity and a dispar-
ity between the number of available positions and available
registered nurses (RNs) to fill them .7

In its report, the IOM acknowledged the relationship
between nurse staffing and quality of care. Nurse staffing lev-
els and knowledge and skill level have an impact on patient
outcomes and safety. The Institute further acknowledged that
the temporary fixes such as mandatory overtime or leaving
units understaffed are ineffective and contribute to errors.™

Meaningful Recognition

HWEs as well as programs that effectively recognize nurses
and nursing contribution to quality, safe patient care are
important to retain high-performing nurses, to engage them
actively in enhancing patient satisfaction, to use scarce
nursing resources appropriately, and to enhance nursing
accomplishment. Nurse recognition can have a significant
effect on job satisfaction. Meaningful nurse recognition can
be achieved in a variety of effective, inexpensive ways.”
Because of generational, gender, and cultural differences in
today’s nursing workforce, nurses find workplace satisfaction
through a variety of mechanisms and frequently desire more
out of a job than just a big salary.” Staff recognition has been
identified as one of the simplest, cost-effective approaches
to retain experienced staff and is essential to maintain nurse
morale.” Specifically, staff want to lead balanced lives,
enjoy partnership with their employers, receive opportuni-
ties for personal and professional growth, be able to make a
meaningful contribution through their work, and experience
opportunities to socialize at work.™7
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There seems to be universal agreement that to retain nurs-
ing staff during a critical shortage, in addition to monetary
rewards when possible, expression of recognition for excel-
lent performance and appreciation are part of the strategy.”""
Nurses in one study rated recognition from patients, families,
and other nurses of more value than recognition from nurs-
ing leadership and physicians. In a follow-up study, nurses
continued to value recognition from patients and families
most (48.9%). This was followed by recognition from other
RNs (27%), administration (8.5%), immediate supervisor
(7.7%), physicians (4.6%), and other coworkers (3.3%).%

Meaningful recognition has been found to be associated
with several positive outcomes, such as job satisfaction,
commitment to an organization and career, collaboration,
and perceived organizational support.®= Yet, nurses do not
receive meaningful recognition in all situations.® Absence
of meaningful recognition is associated with absenteeism,
staff turnover, stress, burnout, and decreased quality of care.
Therefore, in addition to appropriate staffing, effective deci-
sion making, and true collaboration, critical care nurses,
like all nurses, value meaningful recognition which in turn
improves job satisfaction and morale while reducing turnover
and improving quality patient outcomes.®~°

Authentic Leadership
Nurses are attracted to health care systems that promote a HWE.

Nursing leaders from unit manager to chief nurse executive as
well as nursing peers are essential to creating and sustaining
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a healthy environment in today’s dynamic health care cli-
mate.!”7%%2 It has been demonstrated that positive nursing
leadership is linked to quality patient outcomes.”" This has been
corroborated by the Joint Commission, which asserts that lead-
ership is essential to obtain high quality, safe health care and
that ineffective leadership is a contributing factor when sen-
tinel events occur.”® Authentic leadership has been described
as “the glue needed to hold together a HWE.”? Attributes of
an authentic leader include good communication skills, know-
ing what they stand for, inspiring others, working as part of the
team, asking for and giving 100%, and establishing a vision.**

A The Synergy Model

The Synergy Model developed by the AACN has served as
the foundation for certified practice since the late 1990s.75
The model describes nursing practice on the basis of patients’
characteristics. The underlying premises of the Synergy
Model are: (1) patients’ characteristics are of concern to
nurses; (2) nurses’ competencies are important to patients;
(3) patients’ characteristics drive nurses’ competencies; and
(4) when patients’ characteristics and nurses’ competencies
match and synergize, outcomes for the patient are optimal.”>"?

Eight patient characteristics and eight nurse competencies
that constitute nursing practice form the basis of the model
(Fig. 1-1; Boxes 1-8 and 1-9). The patient characteristics
range in intensity and are expressed as level 1, 3, or 5. The
level can change from 1 minute to the next. Like the patient
characteristics, the nurse competencies exist on a continuum

FIGURE 1-1 4 The relationship
between the patient/family and the nurse
in the Synergy Model.
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BOX 1-8 Characteristics of Patients, Clinical Units, and Systems of Concern to Nurses

D

¢ Resiliency—the capacity to return to a restorative level of func-
tioning using compensatory/coping mechanisms; the ability to
bounce back quickly after an insult
Level 1: Minimally resilient. Unable to mount a response; failure of
compensatory/coping mechanisms; minimal reserves; brittle
Level 3: Moderately resilient. Able to mount a moderate
response; able to initiate some degree of compensation;
moderate reserves
Level 5: Highly resilient. Able to mount and maintain a response;
intact compensatory/coping mechanisms; strong reserves;
endurance
¢ Vulnerability —susceptibility to actual or potential stressors that
may adversely affect patient outcomes
Level 1: Highly vulnerable. Susceptible; unprotected, fragile
Level 3: Moderately vulnerable. Somewhat susceptible; some-
what protected
Level 5: Minimally vulnerable. Safe; out of the woods; pro-
tected, not fragile
¢ Stability—the ability to maintain a steady-state equilibrium
Level 1: Minimally stable. Labile; unstable; unresponsive to
therapies; high risk of death
Level 3: Moderately stable. Able to maintain steady state for
limited period of time; some responsiveness to therapies
Level 5: Highly stable. Constant; responsive to therapies; low
risk of death
¢ Complexity—the intricate entanglement of two or more systems
(eg, body, family, therapies)
Level 1: Highly complex. Intricate; complex patient/family
dynamics; ambiguous/vague; atypical presentation
Level 3: Moderately complex. Moderately involved patient/fam-
ily dynamics
Level 5: Minimally complex. Straightforward; routine patient/
family dynamics; simple/clearcut; typical presentation
¢ Resource Availability —extent of resources (eg, technical, fiscal,
personal, psychological, and social) the patient/family/commu-
nity bring to the situation

Level 1: Few resources. Necessary knowledge and skills not
available; necessary financial support not available; minimal
personal/psychological supportive resources; few social
systems resources

Level 3: Moderate resources. Limited knowledge and skills available;
limited financial support available; limited personal/psychological
supportive resources; limited social systems resources

Level 5: Many resources. Extensive knowledge and skills avail-
able and accessible; financial resources readily available;
strong personal/psychological supportive resources; strong
social systems resources

e Participation in Care—extent to which patient/family engages in
aspects of care

Level 1: No participation. Patient and family unable or unwilling
to participate in care

Level 3: Moderate participation. Patient and family need assis-
tance in care

Level 5: Full participation. Patient and family fully able to par-
ticipate in care

¢ Participation in Decision Making—extent to which patient/
family engages in decision making

Level 1: No participation. Patient and family have no capacity
for decision making; requires surrogacy

Level 3: Moderate participation. Patient and family have limited
capacity; seek input/advice from others in decision making

Level 5: Full participation. Patient and family have capacity and
make decisions

¢ Predictability —a characteristic that allows one to expect a
certain course of events or course of illness

Level 1: Not predictable. Uncertain; uncommon patient popula-
tion/illness; unusual or unexpected course; does not follow
critical pathway, or no critical pathway developed

Level 3: Moderately predictable. Wavering; occasionally noted
patient population/illness

Level 5: Highly predictable. Certain; common patient population/
iliness; usual and expected course; follows critical pathway

From the American Association of Critical-Care Nurses Certification Corporation.

BOX 1-9 Nurse Competencies of Concern to Patients, Clinical Units, and Systems )

e Clinical Judgment—clinical reasoning, which includes clini-
cal decision making, critical thinking, and a global grasp of the
situation, coupled with nursing skills acquired through a process
of integrating formal and informal experiential knowledge and
evidence-based guidelines
Level 1: Collects basic-level data; follows algorithms, decision
trees, and protocols with all populations and is uncomfortable
deviating from them; matches formal knowledge with clinical
events to make decisions; questions the limits of one’s ability
to make clinical decisions and delegates the decision making
to other clinicians; includes extraneous detail
Level 3: Collects and interprets complex patient data; makes
clinical judgments based on an immediate grasp of the whole
picture for common or routine patient populations; recog-
nizes patterns and trends that may predict the direction of
illness; recognizes limits and seeks appropriate help; focuses
on key elements of case, while sorting out extraneous details
Level 5: Synthesizes and interprets multiple, sometimes
conflicting, sources of data; makes judgment based on
an immediate grasp of the whole picture, unless working
with new patient populations; uses past experiences to
anticipate problems; helps patient and family see the “big
picture”; recognizes the limits of clinical judgment and
seeks multidisciplinary collaboration and consultation with
comfort; recognizes and responds to the dynamic situation

¢ Advocacy and Moral Agency—working on another’s behalf and
representing the concerns of the patient/family and nursing staff;
serving as a moral agent in identifying and helping to resolve eth-
ical and clinical concerns within and outside the clinical setting.
Level 1: Works on behalf of patient; self-assesses personal
values; aware of ethical conflicts/issues that may surface
in clinical setting; makes ethical/moral decisions based on
rules; represents patient when patient cannot represent self;
aware of patients’ rights
Level 3: Works on behalf of patient and family; considers
patient values and incorporates in care, even when differing
from personal values; supports colleagues in ethical and
clinical issues; moral decision making can deviate from
rules; demonstrates give and take with patient’s family,
allowing them to speak/represent themselves when pos-
sible; aware of patient and family rights
Level 5: Works on behalf of patient, family, and community;
advocates from patient/family perspective, whether similar
to or different from personal values; advocates ethical con-
flict and issues from patient/family perspective; suspends
rules—patient and family drive moral decision making;
empowers the patient and family to speak for/represent
themselves; achieves mutuality within patient/professional
relationships
(continued on page 10)
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BOX 1-9 Nurse Competencies of Concern to Patients, Clinical Units, and Systems (continued) )

e Caring Practices—nursing activities that create a compas-
sionate, supportive, and therapeutic environment for patients
and staff, with the aim of promoting comfort and healing and
preventing unnecessary suffering. Includes, but is not limited
to, vigilance, engagement, and responsiveness of caregivers,
including family and health care personnel

Level 1: Focuses on the usual and customary needs of the
patient; no anticipation of future needs; bases care on stan-
dards and protocols; maintains a safe physical environment;
acknowledges death as a potential outcome

Level 3: Responds to subtle patient and family changes;
engages with the patient as a unique patient in a compas-
sionate manner; recognizes and tailors caring practices
to the individuality of patient and family; domesticates the
patient’s and family’s environment; recognizes that death
may be an acceptable outcome

Level 5: Has astute awareness and anticipates patient and
family changes and needs; is fully engaged with and
sensing how to stand alongside the patient, family, and
community; caring practices follow the patient and family
lead; anticipates hazards and avoids them, and promotes
safety throughout patient’s and family’s transitions along
the health care continuum; orchestrates the process that
ensures patient’s/family’s comfort and concerns surround-
ing issues of death and dying are met

¢ Collaboration—working with others (eg, patients, families,
health care providers) in a way that promotes/encourages each
person’s contributions toward achieving optimal/realistic patient/
family goals. Involves intradisciplinary and interdisciplinary work
with colleagues and community

Level 1: Willing to be taught, coached, and/or mentored;
participates in team meetings and discussions regarding
patient care and/or practice issues; open to various team
members’ contributions

Level 3: Seeks opportunities to be taught, coached, and/or
mentored; elicits others’ advice and perspectives; initiates
and participates in team meetings and discussions regard-
ing patient care and/or practice issues; recognizes and
suggests various team members’ participation

Level 5: Seeks opportunities to teach, coach, and mentor and
to be taught, coached, and mentored; facilitates active
involvement and complementary contributions of others in
team meetings and discussions regarding patient care and/
or practice issues; involves/recruits diverse resources when
appropriate to optimize patient outcomes

e Systems Thinking—body of knowledge and tools that allow the
nurse to manage whatever environmental and system resources
exist for the patient/family and staff, within or across health care
and non-health care systems

Level 1: Uses a limited array of strategies; limited outlook—
sees the pieces or components; does not recognize nego-
tiation as an alternative; sees patient and family within the
isolated environment of the unit; sees self as key resource

Level 3: Develops strategies based on needs and strengths
of patient/family; able to make connections within com-
ponents; sees opportunity to negotiate but may not have
strategies; developing a view of the patient/family transition
process; recognizes how to obtain resources beyond self

Level 5: Develops, integrates, and applies a variety of strate-
gies that are driven by the needs and strengths of the
patient/family; global or holistic outlook—sees the whole
rather than the pieces; knows when and how to negotiate
and navigate through the system on behalf of patients and
families; anticipates needs of patients and families as they

move through the health care system; utilizes untapped and
alternative resources as necessary
* Response to Diversity —the sensitivity to recognize, appreciate,
and incorporate differences into the provision of care. Differ-
ences may include, but are not limited to, cultural differences,
spiritual beliefs, gender, race, ethnicity, lifestyle, socioeconomic
status, age, and values.
Level 1: Assesses cultural diversity; provides care based on own
belief system; learns the culture of the health care environment
Level 3: Inquires about cultural differences and considers their
impact on care; accommodates personal and professional
differences in the plan of care; helps patient/family under-
stand the culture of the health care system
Level 5: Responds to, anticipates, and integrates cultural differ-
ences into patient/family care; appreciates and incorporates
differences, including alternative therapies, into care; tailors
health care culture, to the extent possible, to meet the
diverse needs and strengths of the patient/family
¢ Facilitation of Learning—the ability to facilitate learning for
patients/families, nursing staff, other members of the health care
team, and community. Includes both formal and informal facilita-
tion of learning
Level 1: Follows planned educational programs; sees patient/
family education as a separate task from delivery of care;
provides data without seeking to assess patient’s readiness
or understanding; has limited knowledge of the totality of
the educational needs; focuses on a nurse’s perspective;
sees the patient as a passive recipient
Level 3: Adapts planned educational programs; begins to rec-
ognize and integrate different ways of teaching into delivery
of care; incorporates patient’s understanding into practice;
sees the overlapping of educational plans from different
health care providers’ perspectives; begins to see the patient
as having input into goals; begins to see individualism
Level 5: Creatively modifies or develops patient/family educa-
tion programs; integrates patient/family education through-
out delivery of care; evaluates patient’s understanding by
observing behavior changes related to learning; is able to
collaborate and incorporate all health care providers’ and
educational plans into the patient/family educational pro-
gram; sets patient-driven goals for education; sees patient/
family as having choices and consequences that are negoti-
ated in relation to education
e Clinical Inquiry (Innovator/Evaluator)—the ongoing process
of questioning and evaluating practice and providing informed
practice. Creating practice changes through research utilization
and experiential learning
Level 1: Follows standards and guidelines; implements clinical
changes and research-based practices developed by others;
recognizes the need for further learning to improve patient care;
recognizes obvious changing patient situation (eg, deteriora-
tion, crisis); needs and seeks help to identify patient problem
Level 3: Questions appropriateness of policies and guidelines;
questions current practice; seeks advice, resources, or
information to improve patient care; begins to compare and
contrast possible alternatives
Level 5: Improves, deviates from, or individualizes standards
and guidelines for particular patient situations or popula-
tions; questions and/or evaluates current practice based on
patients’ responses, review of the literature, research, and
education/learning; acquires knowledge and skills needed
to address questions arising in practice and improve patient
care. (The domains of clinical judgment and clinical inquiry
converge at the expert level; they cannot be separated.)

From http://www.certcorp.org/certcorp/certcorp.nsf/vwdoc/SynModel.
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and are expressed as level 1, 3, or 5. The level can vary based
on level of expertise in a given clinical situation.

The Synergy Model is also used to determine outcomes.
Outcomes are evaluated based on those derived from the patient,
nurse, and health care system. Patient-derived outcomes may
include functional change, trust, satisfaction, comfort, and qual-
ity of life. Nurse-derived outcomes may include physiological
changes, absence of complications, and extent to which treat-
ment objectives are attained. Health care system—derived out-
comes may include recidivism, costs, and resource utilization.

Since its development, the Synergy Model has been used in a
variety of clinical settings as a basis for nursing clinical advance-
ment, determining staffing ratios, preceptorship, and as a foun-
dation for advanced practice nursing.”®'® For example, the
Clarian Health System in Indianapolis, Indiana, uses the model
to facilitate organizational change.!® Here, job descriptions are
based on the eight nurse characteristics. At Baylor Hospital in
Dallas, Texas, the model is the foundation for evaluation of
nursing orientation and is the basis for the nursing advancement
program. The model also has an effect in other areas, such as
shift report, curriculum design, and nurse manager job analysis.

Case reports in the literature illustrate the use of the
Synergy Model in promoting optimal patient outcomes.'®-1%
Use of the Synergy Model has also been described as a frame-
work that can be used as a basis for work to be done by facili-
ties seeking Magnet designation.!®!10

A Future Challenges in Critical Care Nursing

Because health care, nursing, and the world are dynamic,
critical care nursing must continue to evolve. As the

A Clinical Applicability Challenges

United States becomes increasingly diverse, nursing
must increase its ability to deliver evidence-based care
that is culturally congruent and relevant. The growing
U.S. Hispanic population makes it increasingly essential
for health care systems to have a multilingual, cultur-
ally diverse workforce. This requires not only the need to
recruit and retain diverse professionals but also the need
to expand the skill set of today’s already experienced criti-
cal care nurses.

As new and emerging infectious diseases present, critical
care nurses must be prepared to identify, manage, and treat
unknown threats. Similarly, Hurricane Katrina clearly dem-
onstrated the impact that natural disasters have on a nation,
health outcomes, and the nursing workforce. Furthermore,
in the era after September 11, critical care units must be
prepared to handle any actual or potential bioterrorism
threat.

Finally, as critical care continues to evolve and become
increasingly technologically sophisticated, critical care
nurses must continue to expand their repertoire of skills
and evidence-based interventions to address not only the
physiological needs but also the psychosocial, spiritual,
ethical, and advocacy needs of patients and families. With
implementation of advances in technology, the criti-
cal care unit will continue to require caring, competent,
and knowledgeable nurses who can foster collaboration,
navigate complex delivery and reimbursement systems,
and facilitate patient/family learning while responding
to diverse communities that are vulnerable with com-
plex needs. These exciting challenges await critical care
nurses—challenges that they will overcome with commit-
ment, dedication, and grace!

-~

SHORT ANSWER QUESTIONS

1. Describe a time in your workplace where you received
meaningful recognition.

2. Describe some of the barriers in your workplace to
implementing practice changes based on evidence.

-

3. Describe a clinical situation that exemplifies high
levels of competence with the nurse competency
response to diversity from the AACN Synergy Model
for Patient Care.




12

PART 1

References

1.

[N

-~

10.

11.

12.

14.

15.

16.

17.

20.

21.

22.

. American Nurses Credentialing Center:

American Association of Critical-Care Nurses Certification Corpora-
tion: What is certification? Retrieved January 5, 2011, from http://www.
aacn.org/WD/Certifications/Content/consumer- whatiscert.pcms?menu
=Certification&lastmenu=

. American Association of Critical-Care Nurses and AACN Certification

Corporation: Safeguarding the patient and the profession: The value of
critical care nurse certification—executive summary. Retrieved January 5,
2011, from http://www.aacn.org/WD/Certifications/Docs/certwhitepaper.
pdf

. Watts M: Certification and clinical ladder as the impetus for professional

development. Crit Care Nurs (Q 33:52-59, 2010

. American Association of Critical-Care Nurses: Linkages between Cer-

tification and Outcomes for Patients, Systems or Nurses. Retrieved
January 5, 2011, from http://www.aacn.org/WD/Certifications/Docs/
researchvalidatingcertification.pdf

. Kendall-Gallagher D, Blegen MA: Competence and certification of reg-

istered nurses and safety of patients. Am ] Crit Care 18:106-113, 2009

. Wade CH: Perceived effects of specialty nurse certification: A review of

the literature. AORN ] 89(1):183-512, 2009.

Forces of magnestism.
Retrieved January 5, 2011 from http://www.nursecredentialing.org/
Magnet/ProgramOverview/ForcesofMagnetism.aspx

. Niebuhr B, Biel M: The value of specialty nursing certification. Nurs

Outlook 55(4):176-181, 2007

. Sigma Theta Tau International Research and Scholarly Advisory Com-

mittee: Sigma Theta Tau International Position Statement on Evidence
Based Practice February 2007, Summary. Worldviews Evid Based Nurs
5:57-59, 2008

Brown CE, Wickline MA, Ecoff L et al: Nursing practice, knowledge,
attitudes and perceived barriers to evidence based practice at an aca-
demic medical center. ] Adv Nurs 65(2):371-381, 2009

Cullen L, Adams S: What is evidence based practice? ] Perianesth Nurs
25(3):171-173, 2010

Armola RR, Bourgault AM, Halm MA, et al; 2008-2009 Evidence-
Based Practice Resource Work Group of the American Association of
Critical-Care Nurses: Upgrading the American Association of Critical
Care Nurses’ evidence-leveling hierarchy. Am ] Crit Care 18(5):
405-409, 2009

. Baumann SL: The limitations of evidence based practice. Nurs Sci Q

23(3):226-230, 2010

Polit DF, Beck CT: Nursing Research: Generating and Assessing
Evidence for Nursing Practice,8th ed. Philadelphia, PA: Lippincott
Williams & Wilkins, 2008

Kitson A: Knowledge translation and guidelines: A transfer, translation
or transformation process? Int ] Evid Based Healthc 7(2):124-139, 2009
Ross J: Information literacy for evidence-based practice in perianes-
thesia nurses: Readiness for evidence based practice. ] Perianesth Nurs
25(2):64-70, 2010

Hockenberry M, Wilson D, Barrera P: Implementing evidence-based
nursing practice in a pediatric hospital. Pediatr Nurs 32(4):371-377, 2006

. Soltero P, Pugh K, Carnacho L: Evidence-based practice: Journal club

can bring research and education to the bedside to promote best nursing

practices. ] Pediatr Nurs 23 (2):e22—€23, 2008

. Schulman CS: Strategies for starting a successful evidence based practice

program. Adv Crit Care 19(3):301-311, 2008

American Association of Critical Care Nurses: AACN Standards for
Establishing and Sustaining Health Work Environments: A Journey
to Excellence. 2005. Retrieved July 7, 2011, from http://www.aacn.org/
WD/HWE/Docs/HWEStandards.pdf

The Joint Commission: Sentinel Event Data Root Causes by Event
Type, 2004-Fourth Quarter 2010. Retrieved July 7, 2011 from http://
www.jointcommission.org/assets/1/18/SE_RootCausesEventType
2004_4Q2010.pdf

Maxfield D, Grenny ], McMillan R, et al: Silence kills: The seven crucial
conversations for healthcare. 2005. Retrieved July 7, 2011 from http://
www.aacn.org/WD/Practice/Docs/PublicPolicy/SilenceKills.pdf

23

24

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

4.

45.

46.

47.

48.

THE CoNcerPT oF Holism AppLIED TO CRITICAL CARE NURSING PRACTICE

. Lindeke LL, Sieckert AM: Nurse-physician workplace collaboration.
Online ] Issues Nurs 10(1):4, 2005

. Dougherty M: Psychological consultation and collaboration in school
and community settings, 5th ed. Belmont, CA: Brooks/Cole, 2009,

pl3

Gardner DB: Ten lessons in collaboration. Online ] Issues Nurs 10(1):2,
2005

Ferrand E, Lemaine F Regnier B, et al: Discrepancies between percep-
tions by physicians and nursing staff of intensive care unit end-of-life

decisions. Am ] Respir Crit Care Med 167(10):1310-1315, 2003

Scott ], Sochalski ], Aiken L: Review of magnet hospital research find-
ings and implications for professional nursing practice. ] Nurs Admin
29(1):9-19, 2003

McMahon EM, Hoffman K, McGee GW: Physician-nurse relationships
in clinical settings: A review and critique of the literature 1966-1992.
Med Care Rev 51(1):83-112, 1994

Baggs JG, Ryan SA, Phelps CG, et al: The association between interdis-
ciplinary collaboration and patient outcomes in a medical intensive care
unit. Heart Lung 32(1):18-24, 1992

Sterchi LS: Perceptions that affect physician-nurse collaboration in the

perioperative setting. AORN ] 86(1):45-57, 2007

Thomson S: Nurse-physician collaboration: A comparison of the atti-
tudes of nurses and physicians in the medical-surgical patient care
setting. MedSurg Nurs 16(2):87-91, 2007

Hojat M, Nasca T, Cohen M, et al: Attitudes toward physician-nurse
collaboration: A cross-cultural study of male and female physicians in
the United States and Mexico. Nurs Res 50(2):123-128, 2001

Hojat M, Gonnella J, Nasca T, et al: Comparisons of Americans, Italian
and Mexican physicians and nurses on the total and factor scores of the

Jefferson Scale of Attitudes toward physician-nurse collaborative rela-
tionships. Int ] Nurs Stud 40:425-435, 2003

Rosenstein A: Nurse-physician relationships: Impact on nurse satisfac-
tion and retention. Am ] Nurs 102(1):26-34, 2001

Vazirani S, Hays RD, Shapiro MF, et al: Effect of a multidisciplinary
intervention on communication and collaboration among physicians

and nurses. Am ] Crit Care 14(1):71-77, 2005

Kramer M, Schmalenberg C: Securing “good” nurse-physician relation-

ships. Nurs Manage 34(7):34-38, 2003

Baggs ], Schmitt M, Mushlin Al, et al: Association between nurse-

physician collaboration and patient outcomes in three intensive care

units. Crit Care Med 27(9):1991-1998, 1999

Reader TW, Flin R, Mearns K, et al: Interdisciplinary communication in

the intensive care unit. Br ] Anaesth 91(3):347-352, 2007

McCaffrey RG, Hayes R, Stuart W, et al: A program to improve com-

munication and collaboration between nurses and medical residents.

J Contin Educ Nurs 41(4):172-178, 2010

Chang W-Y, Ma J-C, Chin H-T: Job satisfaction and perceptions of qual-
ity of patient care, collaboration and teamwork in acute care hospitals.

J Adv Nurs 65(9):46-55, 2001

McGrail KA, Morse DS, Glessner T, et al: “What I found there”! Quali-

tative analysis of physician-nurse collaboration stories. ] Gen Intern

Med 24(2):198-204, 2008

Stein-Parbury J, Liaschenko ]: Understanding collaboration between

nurses and physicians as knowledge at work. Am J Crit Care 16:470-477,
2007

Schmalenberg C, Kramer M: Nurse-physician relationships in hospitals.
20,000 nurses tell their stories. Crit Care Nurse 29:74-83, 2009

Miller PA: Nurse-physician collaboration in an intensive care unit. Am

J Crit Care 10(5):341-350, 2001

Aiken LH: Evidence-based management: Key to hospital workforce sta-

bility. ] Health Adm Educ Special issue:117-125, 2001

D’Amour D, Ferrada-Videla M, San Martin Rodriguez L, et al: The

conceptual basis for interprofessional collaboration: Core concepts and

theoretical frameworks. ] Interprof Care 19(Suppl 1):116-131, 2005

Hall P: Interpersonal teamwork: Professional cultures as barriers. ] Inter-

prof Care 19(Suppl 1): 188-196, 2005

Evans JA: The role of the nurse manager in creating an environment for

collaborative practice. Holist Nurs Pract 8(3):22-31, 1994


http://www.aacn.org/WD/Certifications/Content/consumer-whatiscert.pcms?menu=Certification&lastmenu=
http://www.aacn.org/WD/Certifications/Docs/certwhitepaper.pdf
http://www.aacn.org/WD/Certifications/Docs/researchvalidatingcertification.pdf
http://www.nursecredentialing.org/Magnet/ProgramOverview/ForcesofMagnetism.aspx
http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf
http://www.jointcommission.org/assets/1/18/SE_RootCausesEventType2004_4Q2010.pdf
http://www.aacn.org/WD/Practice/Docs/PublicPolicy/SilenceKills.pdf
http://www.aacn.org/WD/Certifications/Content/consumer-whatiscert.pcms?menu=Certification&lastmenu=
http://www.aacn.org/WD/Certifications/Content/consumer-whatiscert.pcms?menu=Certification&lastmenu=
http://www.aacn.org/WD/Certifications/Docs/certwhitepaper.pdf
http://www.aacn.org/WD/Certifications/Docs/researchvalidatingcertification.pdf
http://www.nursecredentialing.org/Magnet/ProgramOverview/ForcesofMagnetism.aspx
http://www.aacn.org/WD/Practice/Docs/PublicPolicy/SilenceKills.pdf

CHAPTER 1 ChriTicaL CARe NuRsING PRracTICE: PROMOTING EXCELLENCE THRoOUGH CARING, COLLABORATION, AND EVIDENCE 13

49. Grumbach K, Bodenheimer T: Can health care teams improve primary
care practice! JAMA 291:1246-1251, 2004

50. Tellis-Nayak M, Tellis-Nayak V: Games that professionals play:
The social psychology of physician-nurse interaction. Soc Sci Med
18(12):1063-1069, 1984

51. Cashman SB, Reidy P, Cody K, et al: Developing and measuring prog-
ress toward collaborative, integrated, interdisciplinary health care teams.
J Interprof Care 18(2):183-196, 2004

52. Orchard CA, Curran V, Kabene S: Creating a culture of interdisciplinary
collaborative professional practice. Med Educ Online 10:11-24, 2005.
Available at http://www.med-ed-online.org

53. Wachter RM, Shojania K: Internal Bleeding—The Truth Behind Amer-
ica’s Terrifying Epidemic of Medical Mistakes. New York: Rugged Land,
LLC, 2004

54. Rashotte ], Carnevale FA: Medical and nursing clinical decision making:
A comparative epistemological analysis. Nurs Philos 5(2):160-174, 2004

55. Bakalis NA, Watson R: Nurses’ decision-making in clinical practice.
Nurs Standard 19(23):33-39, 2005

56. Banning M. A review of clinical decision making: models and current
research. ] Clin Nurs 17(2):187-195, 2007

57. Cranley L, Doran DM, Tourangeau AE, et al: Nurses’ uncertainty in
decision-making: A literature review. Worldviews Evid Based Nurs 6
(1):3-15, 2009

58. White A: Clinical decision making among fourth-year nursing students:
An interpretative study. ] Nurs Educ 42(3):113-120, 2003

59. Hagbaghery MA, Salsali M, Ahmadi F: The factors facilitating and
inhibiting effective clinical decision-making in nursing: A qualitative
study. BMC Nurs 3(1):2, 2004

60. Aiken LH, Clarke SP, Sloane DM, et al: Hospital nurse staffing and
patient mortality, nurse burnout, and job dissatisfaction. JAMA
288:1987-1993, 2002

61. Stanton MA: Hospital nurse staffing and quality of care. Retrieved April
15, 2010 from http://www.ahrq.gov/research/nursestaffing/nursestaff.htm

62. Hickam DH, Severance S, Feldman A, et al: The effect of health care
working conditions on patient safety. Evidence report/Technology Asst
Number 74. AHRQ Publication NO 03-E031. Rockville, MD: Agency
for Healthcare Research and Quality, 2003

63. Cho SH, Ketefian S, Barkauskas VH, et al: The effects of nurse staffing
on adverse outcomes, morbidity, mortality, and medical costs. Nurs Res
52(2):71-179, 2003

64. Estabrooks CA, Midodzi WK, Cummings GC, et al: Determining the
impact of hospital nursing characteristics on 30-day mortality among
patients in Alberta acute care hospitals. Nurs Res 54(2):74-84, 2005

65. McGillis HL, Doran D, Dink GH: Nurse staffing models, nursing hours
and patient safety outcomes. ] Nurs Adm 34:41-45, 2004

66. Needleman ], Buerhaus P, Mattke S, et al: Nurse-staffing levels and the
quality of care in hospitals. N Engl ] Med 346:1715-1722, 2002

67. Thungjaroenkul P, Cummings GC, Embleton A: The impact of nurse
staffing on hospital costs and patient length of stay: A systematic review.
Nurs Econ 25(5):255-265, 2007

68. Kalisch BJ: Missed nursing care: A qualitative study. ] Nurs Care Q
21(4):306-313, 2006

69. Vahey DC, Aiden LH, Sloane DM, et al: Nurse burnout and patient
satisfaction. Med Care 42(Suppl 2):1157-1166, 2004

70. Kennedy MS: Low nurse staffing linked to neonatal infection. Am ] Nurs
106(12):22, 2006

71. Kane RL, Tatyana A, Shamliyar MD, et al: The association of registered
nurse staffing levels and patient outcomes. Systematic review and meta-
analysis. Med Care 45(12):1195-1204, 2007

72. Potter P, Barr N, McSweeney M, et al: Identifying nurse staffing and
patient outcome relationships: A guide for change in care delivery. Nurs
Econ 21(4):158-166, 2003

73. Institute of Medicine: Keeping Patients Safe: Transforming the Work Envi-
ronment of Nurses. Washington, DC: National Academies Press, 2003

74. Freed DH: Fifty-two effective, inexpensive ways to reward and recognize
hospital employees. Healthc Manage 18(1):20-28, 1999

75. Izzo JB, Withers P: Winning employee-retention strategies for today’s
healthcare organizations. Healthc Financ Manage 56(6):52-57, 2002

76. Bryant-Hampton L, Walton AM, Tracy C, et al: Recognition: A key
retention strategy for the mature nurse. ] Nurs Admin 40(3):121-123,
2010

71. Goode CJ, Ibarra V, Blegan MA: What kind of recognition do staff
nurses want? Am J Nurs 93(5):64-68, 1993

78. Collins SK, Collins KS: Employee retention: An issue of survival in
healthcare. Radiol Manage 26(4):52-55, 2004

79. Lamberth B, Comello R]J: Identifying elements of job satisfaction to
improve retention rates in healthcare. Radiol Manage 27(3):34-38,
2005

80. Randolph DS: Predicting the effect of extrinsic and intrinsic job satis-
faction factors on recruitment and retention of rehabilitation profes-
sionals. ] Healthc Manage 50(1):49-60, 2005

81. Ulrich BT, Lavandero R, Hart KA, et al: Critical care nurses’ work
environments 2008: A follow-up report. Crit Care Nurse 29(2):93—
102, 2009

82. Qaseem B, Shea ], Connor SR, et al: How well are we supporting hos-
pice staff! Initial results of the survey of team attitudes and relation-
ships (STAR) validation study. ] Pain Symptom Manage 34:350-358,
2007

83. Tourangeau AE, Cranley LA: Nurse intention to remain employed:
Understanding and strengthening determinants. ] Adv Nurs 55:497—
507, 2006

84. Chan E, Morrison P: Factors influencing the retention and turnover
intentions of registered nurses in a Singapore hospital. Nurs Health
Science 2:113-121, 2000

85. Hausknecht JP, Rodda J, Howard M]: Targeted employee retention:
Performance-based and job-related differences in reported reasons for
staying. Hum Resour Manage 48:269-288, 2009

86. Hayes L], O’'Brien-Passas L, Duffield C, et al: Nurse turnover: A litera-
ture review. Int ] Nurs Stud 43:237-263, 2006

87. Lacey SR, Teasley SL, Henion ]S, et al: Enhancing the work envi-
ronment of staff nurses using targeted interventions of support. ] Nurs
Adm 38:336-340, 2008

88. Hurst KL, Croker PA, Bell SK: How about a lollipop? A peer recogni-
tion program. Nurs Manage 25:68-72, 1994

89. LuH, While AE, Barriball LK: Job satisfaction among nurses: A litera-
ture review. Int J Nurs Stud 42:211-227, 2005

90. Bylone M: Nurses week: Is this what they mean by meaningful recogni-
tion? AACN Adv Crit Care 19:121-124, 2008

91. Sourdif J: Predictor of nurses’ intention to stay at work in a university
health center. Nurs Health Sci 6:59-68, 2004

92. Wong CA, Cummings GG: The relationship between nursing lead-
ership and patient outcomes: A systematic review. ] Nurs Manage
15(5):508-521, 2007

93. McGillis HL: Quality Work Environments for Nurse and Patient
Safety. Sudbury, MA: Jones & Bartlett, 2005

94. McCauley K: President’s note: All we needed was the glue. AACN
News 22:2, 2005

95. Brodie D: Leadership—The 6 characteristics of authentic leaders.
Retrieved April 15, 2010 from http://exmearticles.com/?leadership—
the-6-characteristics-of-authentic-leaders&id 1334017

96. American Association of Critical-Care Nurses Certification Corpora-
tion: The AACN Synergy Model for Patient Care. Retrieved July 7,
2011 from http://www.aacn.org/wd/certifications/content/synmodel.
pems’mid=2890&menu=

97. Reed KD, Cline M, Kerfoot KM: Implementation of the synergy
model in critical care. In Kaplow R, Hardin SR (eds): Critical Care
Nursing: Synergy for Optimal Outcomes. Sudbury, MA: Jones &
Bartlett, 2007

98. Hardin SR, Kaplow R: Synergy for Clinical Excellence: The AACN
Synergy Model For Patient Care. Sudbury, MA: Jones & Bartlett, 2005

99. Czerwinski S, Blastic L: The Synergy Model: Building a clinical
advancement program. Crit Care Nurse 19(4):72-77, 1999

100. Hartigan RC: Establishing criteria for 1:1 staffing ratios. Crit Care
Nurse 20(2):112-116, 2000

101. Kaplow R: Applying the Synergy Model to nursing education. Crit
Care Nurse 22(3):77-81, 2002



http://www.aacn.org/wd/certifications/content/synmodel.pcms?mid=2890&menu=
http://www.med-ed-online.org
http://www.ahrq.gov/research/nursestaffing/nursestaff.htm
http://exmearticles.com/?leadership%E2%80%93the-6-characteristics-of-authentic-leaders&id1334017
http://exmearticles.com/?leadership%E2%80%93the-6-characteristics-of-authentic-leaders&id1334017
http://www.aacn.org/wd/certifications/content/synmodel.pcms?mid=2890&menu=

14

102.

103.

104.

105.

106.

PART 1

Maloney-Harmon PA. The Synergy Model: Contemporary practice for
the clinical nurse specialist. Crit Care Nurse 19(2):101-104, 1999
Collopy KS. Advanced practice nurses guiding families through sys-
tems. Crit Care Nurse 19(5):80-85, 1999

Alspach G: Extending the Synergy Model to preceptorship. Crit Care
Nurse 26(2):10-13, 2006

Kerfoot K: Multihospital system adapts AACN Synergy Model—In
Our Unit—Clarian Health Partners chooses patient care model. Crit
Care Nurse 23(5):88, 2003

Hardin SR, Hussey L: AACN Synergy Model for patient care. Case
study for a CHF patient. Crit Care Nurse 23(1):73-76, 2003

107.

108.

109.

THE CoNcerPT oF Holism AppLIED TO CRITICAL CARE NURSING PRACTICE

Graham-Garcia ], George-Gay B, Heater D, et al: Application of the
Synergy Model with the surgical care of smokers. Crit Care Nurs Clin
North Am 18(1):29-38, 2006

Kuriakose A: Using the Synergy Model as best practice in endotra-
cheal tube suctioning of critically ill patients. Dimens Crit Care Nurs
27(1):10-15, 2008

Smith AR: Using the Synergy Model to provide spiritual nursing
care in critical care settings. Crit Care Nurse 26(4):41-47, 2006

110. Kaplow R, Reed KD: AACN Synergy Model for patient care. Nursing

model as a force of magnetism. Nurs Econ 26(1):17-25, 2008

WANT TO KNOW MORE?

thePoint.

You will find:
¢ Chapter outlines

® Internet resources
e And more!

N

A wide variety of resources to enhance your learning
and understanding of this chapter are available on

¢ Additional selected readings
® NCLEX-style review questions




The Patient’s Experience with Critical lliness

Kathryn S. Bizek and Dorrie K. Fontaine

LEARNING OBJECTIVES

promote healing.

care unit.

Based on the content in this chapter, the reader should be able to:

1. Explore relationships among stress, response to illness, and anxiety.
2. Explore the role of the nurse in controlling environmental stressors to

3. Compare and contrast techniques that the patient and family can learn
in an effort to manage stress and anxiety.

4. Describe strategies to promote sleep in critically ill patients.

5. Develop nursing interventions that foster the ability of patients to draw
strength from their personal spirituality.

6. Discuss alternatives to the use of physical restraint in the intensive

The patient’s experience in an intensive care unit (ICU) has
lasting meaning for the patient and his or her family members
and significant others. Although actual painful memories
are blurred by drugs and the mind’s need to forget, attitudes
that are highly charged with feelings about the nature of the
experience survive. These attitudes shape the person’s beliefs
about nurses, physicians, health care, and the vulnerability
of life itself.

This chapter describes specific measures that nurses use
to support patients in managing the stressors associated with
critical illness and injury. It is the caring and emotional sup-
port given by the nurse that will be remembered and valued.

A Perception of Critical lliness

Admission to an ICU may signal a threat to the life and well-
being of the patient who is admitted. Critical care nurses
perceive the unit as a place where fragile lives are vigilantly
scrutinized, cared for, and preserved. However, patients and
their families frequently perceive admission to critical care
as a sign of impending death, based on their own past expe-
riences or the experiences of others. Understanding what
critical care means to patients may help nurses care for their
patients. However, effective communication with critically
ill patients is often challenging and frustrating.!”> Barriers
to communication may relate to the patients’ physiological
status; the existence of endotracheal tubes, which inhibit
verbal communication; medications; or other conditions
that alter cognitive function.

About 30% to 100% of former ICU patients could recall
part or all of their stay in the ICU. Although many of the
patients recalled feelings that were negative, they also recalled

neutral and positive experiences. Negative experiences were
related to fear, anxiety, sleep disturbance, cognitive impair-
ment, and pain or discomfort. Positive experiences were
related to feelings of being safe and secure. Often, these posi-
tive feelings were attributed to the care provided by nurses.
The need to feel safe and the need for information were pre-
dominant themes in other research studies.>** Nurses’ tech-
nical competence and effective interpersonal skills were cited
by patients as promoting their sense of security and trust.

A Stress

Stress exists when an organism is faced with any stimulus that
causes disequilibrium between psychological and physiologi-
cal functioning. Patients admitted to the ICU are subject to
multiple physical, psychological, and environmental stressors.
Stimulation of the body’s stress response involves activation
of the hypothalamic—pituitary—adrenal axis. The resultant
increase in catecholamine, glucocorticoid, and mineralocorti-
coid levels leads to a cascade of physiological responses.”

Acute Stress Response

Critical injury or illness can initiate the first phase of the stress
response. This phase is characterized by the body’s efforts to sur-
vive and involves the stimulation of the sympathetic nervous
system and activation of multiple neuroendocrine responses.
This “ebb phase” results in increased heart rate and contractil-
ity, vasoconstriction, and increase in blood pressure. Blood flow
is redirected to vital organs. Pain sensations are temporarily
attenuated. Body temperature and nutrient consumption fall.

15
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Table 2-1 Major Stress-Related Hormones and Effects

Stress Hormones Source

Adrenocorticotropic hormone
Catecholamines
Epinephrine
Norepinephrine

Anterior pituitary

nervous system

Cortisol

anterior pituitary)

Antidiuretic hormone Posterior pituitary

Aldosterone Adrenal cortex

Growth hormone (somatotropin) Anterior pituitary

Prolactin Anterior pituitary
Testosterone Testis

Endorphins Anterior pituitary
Enkephalins Adrenal medulla

Adrenal medulla and the sympathetic

Adrenal cortex (following stimulation by
adrenocorticotropic hormone from the

Major Effects

Stimulates adrenal cortex to release cortisol

Increases overall strength, blood flow to vital organs,
glyconeogenesis

Increases myocardial contractility (inotropic effect),
heart rate (chronotropic effect), venous return to the
heart and cardiac output

Constricts smooth muscle in all blood vessels,
increases blood pressure, dilates pupils, inhibits
gastrointestinal activity

Gluconeogenesis; hyperglycemia; decreases protein
synthesis, immunoglobulin synthesis, number of
lymphocytes, and leukocytes (at inflammatory site);
promotes muscle and lymphoid tissue catabolism;
delays healing; suppresses cell-mediated immune
response

Increases water retention
Increases sodium and water retention

Increases immune function; levels are increased
during stress

B-Cell activation and differentiation; levels are reduced
during stress

Regulates male secondary characteristics; levels are
decreased during chronic stress

Endogenous opiates, elevated during stress,
downregulate pathways to the stress response

Endogenous opiates, elevated during stress,
downregulate pathways to the stress response

From Lusk B, Lash AA: The stress response, psychoneuroimmunology, and stress among ICU patients. Dimens Crit

Care Nurs 24(1):25-31, 2003, with permission.

A sensation of thirst may be prominent. Other physiological
effects include increase in minute ventilation and respiratory
rate, hyperglycemia, insulin resistance, and coagulopathies.
This initial phase is deeply catabolic as protein stores are mobi-
lized to respond to the threat and begin to repair the injury. If
this phase is prolonged, it can result in impaired oxygen and
nutrients delivery to tissues secondary to alterations in micro-
circulatory blood flow. Table 2-1 summarizes the effects of hor-
mones released in response to major stress.> '

The second phase of the stress response, or the “flow phase,”
is a hyperdynamic state that results as the body compensates
for the oxygen deprivation. This phase is also characterized by
multiple hormonal influences. Pain and discomfort are now
prominent. Movement is minimized to conserve metabolic
costs. Prolonged activation of the stress response can lead to
immunosuppression, hypoperfusion, tissue hypoxia, and even-
tual death. Treatment is directed at eliminating the stress-
ors and providing supportive care in the form of nutrition,
oxygenation, pain management, anxiety control, and specific
measures related to the cause of illness or injury.!>!%-!

Environmental Stressors in the Intensive
Care Unit

The ICU is a stressful environment for patients and care
givers. Walk into any ICU and you will find the following

common physical features: blinking monitors, ventilators,
intravenous (IV) pumps, noise from equipment and the
many practitioners talking at the bedside, bright lights, and a
hurried pace in a crowded space. Intra-aortic balloon pumps,
extracorporeal membrane oxygenation machines, and mul-
tiple sophisticated technologies are commonplace. Critical
care nursing was invented to flourish in this setting, where
the most acutely ill and injured receive concentrated nurs-
ing care to enhance survival. In the early ICUs of the 1950s,
nurses were confronted daily with pain, suffering, and death,
while caring for patients in a confined though open space.”
These ICUs were often a few beds carved out of existing
wards in older hospitals that brought the sickest patients to
one area. The most distinctive feature of the first ICUs was
this concentration of nursing care, and the specialty of inten-
sive care nursing was born. The design of [CUs has changed
over the decades and provides a rationale for why care needs
for the patient and family have also evolved. The concept
of healing environments in hospitals emerged as one where
the environment can make a difference in how quickly the
patient recovers.?

Table 2-2 summarizes the key design features of ICUs
from the 1950s to an envisioned future. Common to all
these designs is the notion of close observation and rapid
intervention. Meeting patient needs through continuous
monitoring is the hallmark of all critical care. However,
the close monitoring has led to patient complaints of
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Table 2-2 Intensive Care Unit Designs

Third Generation
(1980s-Present)

Second Generation
(1970s)

First Generation

Fourth Generation—Future

(1950s)

Individual rooms or walled
cubicles. Rooms often

Characteristics ~ Open unit/ward. No

partitions except

Individual rooms. Folding or
sliding glass doors. Rooms

Individual rooms. Folding or
sliding glass doors with

curtains or screens.
Nurses’ station/desk
in center or at the foot
of beds. Unit lighting
control often on one
switch.

Increased nurses’
proximity to patients

Advantages

Disadvantages  Lack of privacy. Inability
to control noise or
light. Infection control

issues.

on either side of a hall
containing an open
nursing station or
surrounding an open
nursing station on three
to four sides (square
configuration). Central
monitoring. Some
units without external
patient room windows
(increased incidence of
delirium). Patient room
lighting with separate
switch(es) from nursing
station. Calendars and
clock in patient rooms.

Increased patient privacy.

Better control of
lighting, noise, and
infection.

Less direct patient

access/ observation.
Less than optimal
control of noise and

often arranged on

a semicircle or circle
with the nursing station
in the center. Some
units configured with
decentralized nursing
stations. Patient room
windows with external
views/lighting. Increased
control of patient room
lighting levels.

Increased nursing access

during high-intensity
activities.

Glass doors reduce patient

privacy.

privacy curtains/blinds.
Circular/pod-shaped
floor plan. Increased
noise reduction design.
Patient windows with

a view of outdoors
(natural or contrived).
Patient-controlled

lighting —artificial and
natural. Planned areas for
family in patient rooms.
Increased use of color and
texture in wall, floor, and
ceiling coverings.

Nursing access and
availability of high-tech
care in a more homelike
environment.

lighting.

From Fontaine DK, Prinkey Briggs L, Pope-Smith B: Designing humanistic critical care environments. Crit Care Nurs

Q 24(3):21-34, 2001, with permission.

noise, lighting with no day—night distinction, and frequent
interruptions of sleep and rest. Intensive care beds were
often so close to each other that patients could hear eve-
rything happening to the critically ill patient in the next
bed. Lack of privacy and fears related to overheard proce-
dures and conversations in the unit created undue anxiety
and the potential for physiological instability in vulnerable
patients.

The evolution of ICUs has demonstrated increasing
use of the precepts of family-focused care. Early units typi-
cally had no space for family to visit, and visits were not
encouraged. Emphasis today is on how the design of the
ICU can best meet the needs of patients and families as
a unit, despite the important life-sustaining technology.
The shift to family-focused care is a good example of how
the structure and function of ICUs has changed. Signs that
welcome family and visitors to the ICU often suggest the
philosophy of the hospital and the culture of the unit. The
more welcoming the ICU is to visitors, the more likely
the environment is to offer a healing culture of care and
support. Does the sign on the door read “Stop, Do Not
Enter” or “Welcome to the ICU”?

Patients experience a positive outcome in an environment
that incorporates natural light, elements of nature, sooth-
ing colors, meaningful and varied stimuli, peaceful sounds,
and pleasant views.?* In fact, research demonstrates less pain
medication is needed and a faster recovery may occur when
careful attention is given to providing a soothing environ-
ment. Hospitals that combine creative design elements with

an emphasis on family-focused care are the leaders in creating
healing spaces for recovery.

Noise

Despite third-generation unit design and architecture, the
problems of noise and bright lighting have remained a chal-
lenge. Beds surrounded by noisy machines and equipment
are intimidating to patients, family, and novice nurses in
critical care. Noise is an environmental hazard that creates
discomfort in a patient. Consequences of noisy environments
include disrupted sleep, impaired wound healing, and acti-
vation of the sympathetic nervous system. Moderate noise
levels may produce vasoconstriction. Hyperarousal related to
noise can occur over many days to even weeks for patients
with prolonged ICU stays.

Patient complaints include listening to banging noises,
alarms going off at all times, water sounds (such as the bub-
bling of chest tubes), and doors opening and closing. Sources
of noise include equipment, alarms, telephones, televisions,
ventilators, and staff conversations. Health care providers are
often unaware of the loudness of their conversations and the
irritation they may create in the minds of patients. People dif-
fer in their perceptions of noise as irritating; therefore, nurses
should perform an objective assessment of the environment.

Noise is measured in decibels using a logarithmic scale.
An increase of 10 decibels makes a sound seem twice as loud.
Sleep occurs best below 35 decibels. The Environmental
Protection Agency recommends unit noise be less than
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45 decibels during the day and 35 decibels at night. Numerous
studies measuring noise levels in the ICU demonstrate
consistent elevations as high as 80 to 90 decibels. Background
noise can be above 50 decibels day and night.”> New technol-
ogy can be an additional source of noise, although several
manufacturers attempt to provide equipment that lowers the
total unit volume of sound.

Decades of studies consistently point to noise as a key
aspect of the ICU environment. Noise was measured in two
ICUs using a sound meter placed at the head of a patient’s
bed.?® More than 50% of the noise in the environment was
attributed to human behavior, with a mean sound level in
the medical ICU of 84 decibels. Television and talking were
some of the most frequent disruptive sounds for patients.
Another study investigated the perceptions of 203 patients
who filled out a questionnaire on discharge from the ICU
and found that noise from talking and alarms was the most
disruptive to sleep.?” Sound peaks greater than 80 decibels
are common in ICUs and are directly related to arousals from
sleep.?® Noise levels in ICUs have remained fairly unchanged
despite the evolution of unit design. Newer thinking suggests
that noise is not the only culprit in limiting sleep in the ICU,
although it remains an important one.”

Lights and Color

Light is a powerful zeitgeber, or environmental synchronizer,
that assists in entraining sleep by promoting the normal cir-
cadian cycle of sleep and wakefulness. Many critical care set-
tings could benefit from more natural lighting and lights that
are lowered during normal sleep times. In addition to natural
lighting, providing a soothing view for the patient to look on
instead of the ceiling or a hospital curtain may foster recov-
ery. A classic study found that when a patient had a view
of natural scenery and the outdoors, as opposed to viewing
a brick wall, less pain medication was used and the hospi-
tal stay was shorter.’® Other studies have demonstrated that
impaired cognition occurs more often in windowless units
than in those with windows.

In the hospital setting, artificial light is provided by fluo-
rescent bulbs and tubes. If unshielded, this harsh light leads
to visual fatigue and headaches. Glare reflected off envi-
ronmental surfaces, such as glass, shiny metal, mirrors, and
enameled or polished finishes, is troublesome to patients,
especially elderly patients. Bright lights may be left on for
many hours in ICUs, even when no direct patient care is
being performed. Lack of control over artificial lighting is a
source of frustration to critical care patients.

Interruptions in normal light-dark patterns can dis-
rupt normal physiological processes. For example, artificial
light exposure for as little as 20 minutes during a normal
sleep cycle caused a drop in melatonin levels.’! In addi-
tion, constant lighting and high-intensity light can lead to
a complete disruption of the normal melatonin concentra-
tion rhythm. Melatonin secreted at night synchronizes the
sleep—wake and dark-light cycles.’? Patients with sepsis in
an ICU are likely to have disrupted melatonin secretion
not linked to the normal circadian pattern.** Therapy with
melatonin can potentially increase sleep duration in criti-
cally ill patients.

The ideal ICU environment has windows with natu-
ral views, soothing artwork, and calm colors. The nurse
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and other health care providers have access to work and
computer stations with glass soundproof partitions that per-
mit proximity to the patient (for easy observation) while
shielding the patient from noise. Equipment is selected for its
low noise level. Stress created by unnecessary noise and light
is diminished for the good of the patients, family, and staff.
This vision may already be a reality in some institutions. For
example, muted colors of beige, blue, and green were used to
design a holistic nursing unit in a Minnesota Hospital.>* Art
on the walls depicts many different cultures and the peace-
fulness of nature. The goal of a more peaceful, healing ICU
environment is possible to attain.

A Anxiety

For many, anxiety is an emotional state of apprehension in
response to a real or perceived threat. Typically, the threat is
associated with motor tension, increased sympathetic activ-
ity, and hypervigilance.

Causes of Anxiety

Any stressor that threatens a person’s sense of wholeness,
containment, security, and control can cause anxiety. Illness
and injury are such stressors. Other common causes of anxi-
ety include feelings of increased vulnerability and decreased
security, which occurs when patients admitted to ICUs
perceive a loss of control, a sense of isolation, and fear of
death or loss of functionality. Anxiety, pain, and fear can all
initiate or perpetuate the stress response. Left untreated or
undertreated, anxiety can contribute to the morbidity and
mortality of critically ill patients.
Anxiety occurs when people experience the following:

® Threat of helplessness

e Loss of control

e Sense of loss of function and self-esteem
e Failure of former defenses

e Sense of isolation

e Fear of dying

Assessment of Anxiety

Assessment of anxiety is challenging in the critical care
population because of the severity of illness, barriers to
communication, and altered cognitive states. However,
most critical care nurses believe that assessment of anxi-
ety is important. Multiple-item, self-report scales of anxiety
may be used, but they have specific drawbacks in critical
care areas, especially for patients receiving mechanical ven-
tilation because of communication barriers.!” According
to many critical care nurses, the top five physiological
and behavioral indicators of anxiety are agitated behavior,
increased blood pressure, increased heart rate, verbalization
of anxiety, and restlessness. Monitoring of these patient
parameters is useful, but there is still a need for a reliable
and comprehensive anxiety assessment tool.!'®!¢ Examples
of nursing diagnoses associated with critical illness and
injury can be seen in Box 2-1.
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# )BOX 2-1  EXAMPLES OF NURSING DIAGNOSES BOX 2-2 Stages and Characteristics of Sleep )

For the Patient With Critical Iliness or Injury
e Grieving

® Anxiety

e Disturbed Body Image

® Impaired Verbal Communication

¢ Ineffective Coping

¢ |Ineffective Denial

e Fear

® Hopelessness

* Risk for Loneliness

* Powerlessness

e Situational Low Self-Esteem

e Sleep Deprivation

® Spiritual Distress

* Readiness for Enhanced Spiritual Well-Being

A Nursing Interventions

In caring for the critically ill patient, the nurse helps the
patient manage a multitude of stressors. Stress manage-
ment includes not only physical and environmental stressors
but also psychological stressors. This complex and labor-
intensive process requires advanced assessment skills, adept
manipulation of a variety of highly technological treatment
strategies, and creativity in care and compassion.?>

Creating a Healing Environment

Florence Nightingale, the founder of modern nursing, often
wrote about the nurse’s role in creating an environment to
allow healing to occur. She emphasized holism in nursing—
that is, caring for the whole person. In today’s technological
age, critical care nurses are challenged to create an envi-
ronment of healing. These environments must allow criti-
cally ill patients to have their psychological needs as well as
physical needs met. Manipulating the milieu may involve
timing interventions to allow adequate sleep and rest, pro-
viding pain-relieving medication, playing music, or teaching
deep-breathing exercises. As previously discussed, the physi-
cal environment of the ICU can be altered to create a more
healing and restful environment.

Promoting Rest and Sleep

Sleep Assessment

Promotion of sleep and rest for critically ill patients begins
with an understanding of sleep, the major environmental
disruptions, and a sleep assessment. Sleep involves two very
distinct types of brain activity: rapid eye movement (REM)
sleep and non-REM sleep. These sleep stages are described in
Box 2-2. Healthy adults progress through sleep stages in a spe-
cific order, from a light stage to a deeper stage, in 90-minute
cycles. REM sleep increases later in the normal nighttime
sleep patterns of most people, with morning naps containing
primarily REM sleep. Specific sleep stages have a circadian
rhythm and are controlled by brainstem mechanisms.*

Stage 1 Transitional stage between wakefulness and sleep
Relaxed state where person is somewhat aware of
surroundings
Involuntary muscle jerking that may waken the person
Normally lasts only minutes
Easily aroused
Constitutes only about 5% of total sleep
Stage 2 Beginning of sleep
Arousal occurs with relative ease
Constitutes 50% to 55% of sleep
Stage 3 Depth of sleep increased and arousal increasingly
difficult
Constitutes about 10% of sleep
Stage 4 Greatest depth of sleep (delta sleep)
Arousal from sleep difficult
Physiological changes in the body—slow brain
waves on electroencephalogram; decreased
pulse and respiratory rates; decreased blood
pressure; relaxed muscles; slow metabolism and
low body temperature
Constitutes about 10% of sleep
Stage REM  Sleep with vivid dreaming (rapid eye movement
[REM])
REM, fluctuating heart and respiratory rates,
fluctuating blood pressure
Skeletal muscle tone lost
Most difficult to arouse
Duration of REM sleep increased with each cycle
and averages 20 minutes
Constitutes about 20% to 25% of sleep

Adapted from Taylor C, Lillis C, LeMone P: Fundamentals of Nursing: The Art
and Science of Nursing Care, 6th ed. Philadelphia, PA: Lippincott Williams &
Wilkins, 2008.

Although sleep patterns are very individual, most patients
can tell when they feel rested and have had a “good night’s
sleep.” Unfortunately, this is a rare occurrence in the hos-
pital. Sleep, once thought to be a quiescent state, actually
involves physiological activation while the brain and body
rejuvenate themselves. Sleep is often appreciated only when
it has been “lost” and is typically taken for granted by health
care providers, who often do not make sleep a priority for
patients. Often in the ICU, sleep is severely fragmented and
nonconsolidated,” with those receiving mechanical ventila-
tion experiencing some of the worst sleep disruption.*!

Sleep deprivation in patients in ICUs can have cumula-
tive effects and lead to altered cognition, confusion, impaired
wound healing, and the inability to wean from the ventila-
tor because of muscle fatigue and carbon dioxide retention.
The clinical significance is not fully appreciated because the
relationship between poor sleep and recovery is unknown.
However, promotion of sleep for patients is not only a human-
istic intervention but may also be a life-sustaining one.

Sleep in patients with critical illness is greatly disrupted.*
Many drugs interrupt sleep in critically ill patients.* Over
four decades, researchers have noted that patients in ICUs
have frequent awakenings, little to no REM sleep, shorter
total sleep time than at home, and perceived poor qual-
ity of sleep.”*% Care interventions, including unneces-
sary baths between the hours of 2:00 and 5:00 am, have
disturbed the sleep of critically ill patients on a routine
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basis.*® A poor sleep pattern is characteristic of all age groups,
from elderly to pediatric patients.*’ The impact of sleep dis-
ruption on the clinical outcome of ICU patients is not fully
known. However, patients often report that sleep disruption
is one of the most unpleasant aspects of their illness.

The patient’s own report of sleep quality is the best
measure of sleep adequacy, although this is inherently dif-
ficult when the patient is receiving mechanical ventilation.
Similar to pain assessment, only the person can make the
assessment: “I slept well” or “I didn’t sleep at all.” Monitoring
brain waves by polysomnography is the gold standard for
measuring patient sleep but is not feasible as a standard meas-
ure in the ICU.* If self-report of sleep is unobtainable, sys-
tematic observation of patients by nurses has been somewhat
valid and reliable.*® In addition, a visual analog scale is rec-
ommended for select patients at high risk for sleep disruption
owing to extended stay in the ICU.** Wrist actigraphy is used
as a research tool to continuously monitor activity and rest
but may overestimate sleep in sedentary and elderly people.*

Promoting Sleep

Despite four decades of research into reasons why patients do
not sleep in the ICU, little is done to facilitate what patients
often rate as their number one priority after pain relief: sleep.
Box 2-3 outlines strategies that are most often recommended
to promote sleep. The challenging environment dictates that
the nurse first is sensitive to the patient’s needs and attuned
to the environment and then has the tools and resources to
implement sleep promotion. An old idea is the 5-minute
backrub. The concept of using back massage to ease patients
to sleep seems intuitive; however, until recently, it has never
been systematically studied. In a study of 69 patients in an
ICU, a 5-minute slow back massage (or effleurage) promoted

@) BOX2-3 NURSING INTERVENTIONS

For Promoting Sleep

® Provide large clocks and calendars.

e Block sleep times.

¢ Provide a quiet time.

* Have the patient use earplugs.

* Assess sleep time and quality of sleep by asking the patient
when possible.

® Provide opportunity for music therapy.

¢ Provide a 5-minute backrub before sleep.

e Consider using white noise or ocean sounds.

e Eliminate pain.

e Position patient for comfort with pillows.

e Stop the practice of bathing patients in the middle of the night
for the convenience of the nursing staff.

e Titrate environmental stimuli: turn down lights, turn down
alarms, and decrease noise from television and talking.

¢ Evaluate the need for nursing care interruptions.

¢ At bedtime, provide information to lower anxiety. Do a review
of the day and remind patient of progress made toward recov-
ery, then add what to expect for the next day.

¢ Institute “PM Care” back to basics, brushing teeth, and washing
face before “bedtime.”

¢ Allow family to be with the patient.

e Use relaxation techniques and guided imagery.

® Ensure patient privacy: close door or pull curtains.

* Post sign at designated times: “Patient Sleeping.”
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increased sleep by 1 hour, compared with a control group.”™ If
back massage were a hypnotic medication, it would be rou-
tinely ordered for ICU patients. The effective backrub was
not the cold application of lotion and a quick one-handed
massage while holding the patient on his side with the other
hand, but rather a soothing, slow-stroke massage, in which the
nurse first became centered and truly present with the patient.

The role of the nurse as a gatekeeper to protect patient
sleep time will be more difficult to fulfill as patient:nurse ratios
escalate but must remain a priority. According to the 2012
clinical practice guidelines for sedatives and analgesics in the
critically ill adult, developed by a multidisciplinary team of
physicians, pharmacists, and nurses, sleep promotion should
include optimization of the patient’s environment through the
use of strategies to control light and noise, to cluster patient
care activities, and to decrease stimuli at night in order to
protect the sleep cycle.’! One intervention is to implement a
sleep protocol that institutionalizes the importance of sleep,
blocks sleep times, and truly controls the environment. In sev-
eral studies, having a “quiet time” helped improve the oppor-
tunity for sleep.’*** Earplugs and eyemasks can be considered®
as well as staff behavior modification programs for limiting
noise.*

Another innovation in sleep promotion, which decreased
noise and promoted sleep, involved moving all routine chest
radiographs from 3:00 am to 10:00 pm.’” Although this
increased the workload of the radiology department on the
evening shift, patient and nurse satisfaction rose dramatically.
All health care providers need to be aware of the importance
of restorative sleep and the impact on a patient’s well-being
and work toward a “sleep-friendly ICU.”® Sleep of the health
care provider is also an important aspect of the healing dyad in
the ICU. Nurses who work nights are routinely sleep deprived
and may have young children to care for at home or school
to attend when the next day begins. The growing interest in
patient safety makes the work patterns of nurses, including
12-hour shifts and overtime, a focus of study.”” Nurses’ vigi-
lance to patient needs is threatened with longer work hours
and increased risk for error. Antidotes for working at night
include scheduling of shifts to phase-advance the sleep cycle
(ie, going from days to evenings to nights), eating healthy
snacks, using bright lights during a shift away from patient
rooms, and obtaining regular exercise.”” Compassionate
caring includes the nurse caring for self to meet better the
demands of patients, families, and colleagues.

Fostering Trust

Almost every nurse in critical care can relate stories of spe-
cial bonds that formed with individual patients and families.
They can describe special situations where a trusting relation-
ship developed and they made a difference in the patient’s
recovery or even dignified death. In contrast, research has
shown that when patients mistrust their care givers, they are
more anxious and more vigilant of staff behaviors and lack
the feeling of safety and security. The goals, then, are to dis-
play a confident, caring attitude, demonstrate technical com-
petence, and develop effective communication techniques
that will foster the development of a trusting relationship.
Communication can be especially difficult with mechani-
cally ventilated and intubated patients. Use of nonverbal



signals, writing pads, or commercial communication boards
can help make communication of basic needs easier.®

Providing Information

Besides the need to feel safe, critically ill patients identify the
need for information as having a high priority.**¢? This need
to know involves all aspects of care. Patients need to know
what is happening at the moment. They also need to know
what will happen to them, how they are doing, and what they
can expect. Many patients also need frequent explanations of
what happened to them. These explanations reorient them,
sort out sequences of events, and help them distinguish real
events from dreams or hallucinations. Anxiety can be greatly
relieved with simple explanations. Consider the patient, for
example, who was being weaned from the ventilator who just
needed reassurance that if he did not breathe, the machine
would do it for him. Families, too, have identified the need
for information as a high priority. This is followed closely by
the need to have hope. Most families identify physicians as
the primary source for information. It is important for nurses
to be mindful of patient confidentiality issues when speaking
to family members. Nurses should have the patient’s permis-
sion before giving confidential medical information to fam-
ily members. If that is not possible because of the patient’s
condition, a family spokesperson should be identified as the
person who may receive confidential information. This infor-
mation should be recorded in the patient’s medical record.

Allowing Control

Nursing measures that reinforce a sense of control help
increase the patient’s autonomy and reduce the overpower-
ing sense of a loss of control. The nurse can help the patient
exert more control over his or her environment in the fol-
lowing ways:

e Providing order and predictability in routines

e Using anticipatory guidance

¢ Allowing the patient to make choices whenever possible
¢ Involving the patient in decision making

¢ Providing information and explanation for procedures

Providing order and predictability allows the patient to
anticipate and prepare for what is to follow. Perhaps it creates
only a mirage of control, but anticipatory guidance keeps the
patient from being caught off guard and allows the muster-
ing of coping mechanisms. Allowing small choices when the
patient is willing and ready increases the patient’s feeling of
control over the environment. Would the patient prefer to
lie on his or her right or left side? In which arm should the IV
line be placed? What height is preferred for the head of the
bed? Does the patient want to cough now or in 20 minutes
after pain medication? Any decisions that afford the patient
a certain amount of control and predictability are important.
These small choices may also help the patient accept lack of
control during procedures that involve little choice.

Practicing Cultural Sensitivity

Interventions for individual patients must be contextually
based and culturally sensitive. Transcultural nursing refers to
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a formal area of study and practice that focuses on providing
care that is compatible with the cultural beliefs, values, and
lifestyles of people. A cultural assessment includes the patient’s
usual response to illness as well as his or her cultural norms,
beliefs, and world views. Because individual responses and val-
ues may vary within the same culture, the patient should be
recognized as an individual person within the cultural context.
Exploring the meaning of the critical event with the patient,
family members, and significant others may give clues to the
patient’s perception of what is happening. In addition, the
nurse may ask if there is a particular ethnic or religious group
with which the patient identifies and if there is anything the
nurses may do to provide care that is sensitive to individual val-
ues or norms while the patient is hospitalized. Awareness and
acceptance are the heart of cultural competence. Incorporating
complementary therapies that are culturally based may have a
role in a person’s treatment plan. Careful exploration of tra-
ditional or complementary therapies needs to be performed
before implementation to avoid any harm from interaction of
therapies. This is especially true with use of herbal therapies
or nutritional supplements that may have multiple ingredients
with unknown or undesired side effects or interactions.

Presencing and Reassurance

Presence, or just “being there,” can in itself be a meaning-
ful strategy for alleviating distress or anxiety in the critically
ill patient. Presencing is the therapeutic use of self, adopting
a caring attitude, and paying attention to a person’s needs.
However, this presence implies more than just physical pres-
ence. It means giving one’s full attention to the person, focus-
ing on the person, and practicing active listening. When
a nurse uses presence, the focus is not on a task or outside
thoughts. Energy and attention are directed at the patient
and his or her needs or feelings. This means one makes a
conscious effort to use all of one’s capacity, including eyes,
voice, energy, and touch, in a more intentionally healing way.
Reassurance can be provided to the patient in the form of
presencing and caring touch. Reassurance can also be verbal.
Verbal reassurance can be effective for patients if it provides
realistic encouragement or clarifies misconceptions. However,
verbal reassurance is not valuable if it prevents a patient from
expressing his or her emotions or stifles the need for further
dialogue. Reassurance is intended to reduce fear and anxiety
and evoke a calmer, more passive response. It is best directed
at patients expressing unrealistic or exaggerated fears.

Cognitive Techniques

Techniques that have evolved from cognitive theories of
learning may help anxious patients and their families. They
can be initiated by the patient and do not depend on complex
insight or understanding of one’s own psychological makeup.
They can also be used to reduce anxiety in a way that avoids
probing into the patient’s personal life. Furthermore, the
patient’s friends and family members can be taught these
techniques to help them and the patient reduce tension.

Internal Dialogue

Highly anxious people are most likely giving themselves mes-
sages that increase or perpetuate their anxiety. These messages
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are conveyed in one’s continuously running “self-talk,” or
internal dialogue. The patient in the ICU may be silently
saying things such as, “I can’t stand it in here. ’ve got to get
out.” Another unexpressed thought might be, “I can’t handle
this pain.” By asking the patient to share aloud what is going
on in this internal dialogue, the nurse can bring to aware-
ness the messages that are distracting the patient from rest
and relaxation. Substitute messages should be suggested to
the patient. It is important to ask the patient to substitute
rather than delete messages because the internal dialogue
is continuously operating and will not turn off, even if the
patient wills it to do so. Therefore, asking the patient to sub-
stitute constructive, reassuring comments is more likely to
help the patient significantly reduce his or her tension level.
Comments such as, “I'll handle this pain just 1 minute at a
time” or “I’ve been in tough spots before, and I am capable
of making it through this one!” automatically reduce anxi-
ety and help the patient shape coping behaviors accordingly.
Any message that enhances the patient’s confidence, sense of
control, and hope and puts him or her in a positive, active
role, rather than the passive role of victim, increases the
patient’s sense of coping and well-being.

The nurse helps the patient develop self-dialogue mes-
sages that increase:

e Confidence

® Sense of control
e Ability to cope
e Optimism

® Hope

External Dialogue

A similar method can be applied to the patient’s external
conversation with other people. By simply requiring patients
to speak accurately about themselves to others, the same goals
can be accomplished. For example, patients who exclaim, “I
can’t do anything for myself!” should be asked to identify
the things that they are able to do, such as lifting their own
bodies, turning to one side, making a nurse feel good with
a rewarding smile, or helping the family understand what is
happening. Even the smallest movement in the weakest of
patients should be acknowledged and claimed by the patient.
This technique is useful in helping patients correct their own
misconceptions of themselves and the way others see them.
This reduces patients’ sense of helplessness and therefore
their anxiety.

Cognitive Reappraisal

This technique asks the patient to identify a particular stressor
and then modify his or her response to that stressor. In other
words, the patient reframes his or her perception of the stressor
in a more positive light so that the stimulus is no longer viewed
as threatening. The patient is given permission to take per-
sonal control of responses to the stimulus. This technique may
be combined with guided imagery and relaxation training.

Guided Imagery and Relaxation Training

Guided imagery and relaxation training are two useful tech-
niques that can be taught to the patient to help reduce
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tension. The nurse can encourage the patient to imagine
either being in a very pleasant place or taking part in a very
pleasant experience. The patient should be instructed to
focus and linger on the sensations that are experienced. For
example, asking the patient questions such as, “What colors
do you see?”, “What sounds are present?”, “How does the
air smell?”, “How does your skin feel?”, or “Is there a breeze
in the air?” helps increase the intensity of the fantasy and
thereby promotes relaxation through mental escape.

Guided imagery also can be used to help reduce unpleasant
feelings of depression, anxiety, and hostility. Patients who
must relearn life-sustaining tasks, such as walking and feed-
ing themselves, can use imagery to prepare mentally to meet
the challenge successfully. In these instances, patients should
be taught to visualize themselves moving through the task
and successfully completing it. If this method seems trivial or
silly to the patients, they can be reminded that this method
demands concentration and skill and is commonly used by
athletes to improve their performance and to prepare them-
selves mentally before an important event. Guided imagery
is a way of purposefully diverting or focusing the patients’
thoughts and has been shown to empower patients, improv-
ing their satisfaction and well-being.®*** The nurse can also
use techniques that induce deep muscle relaxation to help the
patient decrease anxiety. Deep muscle relaxation may reduce
or eliminate the use of tranquilizing and sedating drugs. In
progressive relaxation, the patient is first directed to find as
comfortable a position as possible and then to take several
deep breaths and let them out slowly. Next, the patient is
asked to clench a fist or curl toes as tightly as possible, to hold
the position for a few seconds, and then to let go while focus-
ing on the sensations of the releasing muscles. The patient
should practice this technique, beginning with the toes and
moving upward through other parts of the body—the feet,
calves, thighs, abdomen, chest, and so on. This procedure
is done slowly while the patient gives nonverbal signals (eg,
lifting a finger) to indicate when each new muscle mass has
reached a state of relaxation. Extra time and attention should
be given to the back, shoulders, neck, scalp, and forehead
because many people experience physical tension in these
areas.

Once a state of relaxation is achieved, the nurse can
suggest that the patient fantasize or sleep as deeply as the
patient chooses. The patient must be allowed to select and
control the depth of relaxation and sleep, especially if the
fear of death is prominent in the patient’s mind. A moder-
ately dark room and a soft voice facilitate relaxation. Asking
the patient to relax is frequently nonproductive compared
with directing the patient to release a muscle mass actively,
let go of tension, or imagine tension draining through the
body and sinking deeply into the mattress. Again, the patient
is assisted to take an active rather than passive role by the
nurse’s careful use of language. In addition, a number of com-
mercially available recordings can be used to assist in guided
imagery and relaxation

Deep Breathing

When acutely anxious, the patient’s breathing patterns may
change, and the patient may hold his or her breath. This
could be physically and psychologically detrimental. Teaching



diaphragmatic breathing, also called abdominal breathing, to
the patient may be useful as both a distraction and a cop-
ing mechanism. Diaphragmatic breathing can be taught eas-
ily and quickly to the preoperative patient or to a patient
experiencing acute fear or anxiety. The patient may be asked
to place a hand on the abdomen, inhale deeply through the
nose, hold briefly, and exhale through pursed lips. The goal is
to have the patient push out his own hand to demonstrate the
deep breath. The nurse may demonstrate the technique and
perform it along with the patient until the patient is comfort-
able with the technique and is in control. The mechanically
ventilated patient may be able to modify this technique by
concentrating on breathing and on pushing out the hand.
However, a mechanically ventilated patient experiencing
severe agitation may not be able to respond to this technique.

Music Therapy

Music therapy has been used in the critical care environ-
ment as a strategy to reduce anxiety, provide distraction,
and promote relaxation, rest, and sleep.®%® The patient
receives a choice of specially recorded audiotapes and a set
of headphones. Usually, music sessions are 20 to 90 minutes
long, once or twice daily. Music selections may vary by indi-
vidual taste, but the most commonly used selections have a
tempo of 60 to 70 beats; a simple, direct musical rhythm;
and a low-pitched sound with primarily a string composi-
tion. Most patients prefer music that is familiar to them.
Many ICUs maintain a CD library with a variety of genres
to satisfy patient choices. Patients or family members are
also encouraged to bring in their own MP3 players with the
patient’s favorite music selections already programmed. This
intervention has proved effective for relaxing mechanically
ventilated patients. Some hospitals have used loudspeakers
to play music overhead in their [CUs, emergency rooms, and
postanesthesia units to promote a healing environment.

Humor

A good belly laugh produces positive physiological and psy-
chological effects. Laughter can increase the level of endor-
phins, the body’s natural pain relievers, which are released
into the bloodstream. Laughter can relieve tension and anxi-
ety and relax muscles. Humor is a universal emotion that
can help patients cope with stressful experiences. The use of
humor by nurses in critical care, which can be spontaneous
or planned, can help reduce procedural anxiety or provide
distraction. Once again, the humor must be compatible with
the context in which it is offered and with the person’s cul-
tural perspective. Many nurses report using humor cautiously
after they have established a rapport with the individual.
Nurses also report that they are able to take cues from the
patient and visitors regarding the appropriate use of humor.
Patients have reported that nurses who have a good sense of
humor are more approachable and easier to talk with. Humor
that is lighthearted, witty, and, of course, timed just right, is
the most well received by adults.

Humor therapy has been used successfully in a variety of
treatment settings, including pediatrics, surgery, oncology,
and palliative care. In an effort to incorporate the positive
effects of humor into health care settings, some institutions
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have developed humor resource rooms or mobile humor
carts. These provide patients with a variety of lighthearted
reading materials, videotapes, and audiotapes. Also included
on the cart may be games, puzzles, and magic tricks. Some
nurses have created their own portable therapeutic humor
kits, comic strips, jokes, or humorous stories to which their
patients can relate.

Use of humor by patients may help them reframe their
anxiety and channel their energy toward feeling better. Some
patients link humor with spirituality, noting that humor
helped them cope better with serious illness and develop a
closer relationship with God. In addition, appropriate use of
humor can relieve stress among critical care nurses who work
in complex, challenging environments with significant eco-
nomic pressures.

Massage, Aromatherapy, and Therapeutic
Touch

Massage is the purposeful stroking and kneading of muscles
with the goal of providing comfort and promoting relaxa-
tion.®"? Nurses have traditionally used effleurage for back-
rubs for patient comfort. Effleurage uses slow, rhythmic strokes
from distal to proximal areas of long muscles such as the back
or extremities. Consistent, firm, yet flexible hand pressure is
applied with all parts of the hand to conform to body contours.
Lotion may be used to decrease friction and add moisture.
Massage has been effective at reducing anxiety and promot-
ing relaxation. Patient selection is an important consideration
when electing massage as a therapeutic intervention. Patients
who are hemodynamically unstable, for example, would not
be appropriate candidates. In addition, nurses require addi-
tional training in massage therapy to effectively incorporate
more advanced massage techniques such as pétrissage or pres-
sure points into plans of care for critically ill patients.

Massage can be combined with aromatherapy, in which
massage is carried out with scented oils or lotions. Some
scents have been associated with specific beneficial effects.
For example, lavender oil and other floral scents are said
to be relaxing, citrus oils to be positive mood enhancers,
and peppermint oils to be promoters of mental stimulation.
Aromatherapy can also be accomplished with use of scented
bath water or unlit scented candles placed in the room.

Therapeutic touch is a set of techniques in which the
practitioner’s hands move over a patient in a systematic way
to rebalance the patient’s energy fields. An important compo-
nent of therapeutic touch is compassionate intent on the part
of the healer. Therapeutic touch as a complementary therapy
has been used successfully in acute care settings to decrease
anxiety and promote a sense of well-being. It is a foundational
technique of healing touch. Healing touch involves a num-
ber of full-body and localized techniques to balance energy
fields and promote healing. Implementation of healing touch
therapy involves a formal educational program for healers,
and its potential benefits are under active investigation.

Meridian Therapy

Complementary and alternative medicine describes an
array of nontraditional healing approaches. Meridian
therapy refers to therapies that involve an acupoint, such
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as acupuncture, acupressure, and the activation of specific
sites with electrical stimulation and low-intensity laser.”-7¢
Meridian therapy originates from traditional Chinese medi-
cine. Meridians are complex energy pathways that integrate
into intricate patterns. These pathways contain sensitive
energy points that are amenable to stimulation to relieve
blockages that affect various physiological functions.
Research has demonstrated the effectiveness of meridian
therapy for pain relief, postoperative nausea, and other
functions. Currently, research is underway to validate acu-
point sites. Meridian therapy should be performed only by
professionals with specialized training.

Animal-Assisted Therapy

The human-animal bond has been well documented. Pet
ownership has been linked to higher levels of self-esteem and
physical health. Pet therapy (or, more broadly, animal-assisted
therapy) has had measurable benefits for schoolchildren and
residents of nursing homes. More recently, this concept has
been introduced to the acute and critical care settings with
positive results. Some hospitals have developed guidelines
for pet visitation; a patient’s leashed pet may be brought to
the hospital to visit with the patient. This type of program
has been well received by patients and staff. However, it does
require coordination between staff and family members. Pets
must in good health, have up-to-date vaccinations, and be
well-behaved in unfamiliar environments. The handler must
be familiar with the pet and agree to follow hospital guidelines
regarding time limits (generally 20 to 30 minutes per visit). A
private patient room or visiting room is required. It is recom-
mended that pets be leashed and wear a “shirt,” which reduces
shedding and identifies the pet. In some hospitals, a formal pro-
gram exists in which volunteer owner—dog teams visit patients
in the hospital on a variety of units. In addition, one hospital
reported patients’ delight in having fish aquariums placed in
their rooms while they were awaiting heart transplantation.

Fostering Spirituality and Healing

Caring in nursing includes recognition and support of the
spiritual nature of human beings. Spirituality refers to the
realm of invisible and intangible factors that influence our
thoughts and behaviors. This includes religious beliefs and
extends beyond them. When people sense power and influ-
ence outside of time and physical existence, they are said to
be experiencing the metaphysical aspects of spirituality.

Spirituality, which includes one’s system of beliefs and val-
ues, can be defined as the means or manner by which persons
seek meaning in their lives and experience transcendence-
connectedness to that which is beyond the self.”-” Intuition
and knowledge from unknown sources and origins of uncon-
ditional love and belonging typically are viewed as spiritual
power. A sense of universal connection, personal empower-
ment, and reverence for life also pertains to the existence of
spirituality. These elements also may be viewed as benefits of
spirituality. Spirituality includes the following:

e Religion
® Beliefs and values
e Intuition
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® Knowledge from the unknown

e Unconditional love

e A sense of belonging

¢ A sense of connection with the universe
e Reverence for life

¢ Personal empowerment

Critical care patients and their families frequently find
strength in prayer, which is used by people of many faiths.
Research on prayer and health has demonstrated prayer to be
a powerful tool to help patients cope with difficult situations,
chronic illnesses, and impending death.

Nursing goals related to spirituality include the recogni-
tion and promotion of patients’ spiritual sources of strength.
By allowing and supporting patients to share their beliefs
about the universe without disagreement, nurses help patients
recognize and draw on their own sources of spiritual courage.
Recognition of the unique spiritual nature of each patient is
thought to assist personal empowerment and healing.

Nurses who find their own spiritual values in religion must
acknowledge and respect that nonreligious people may also be
spiritual and experience spirituality as a life force. Regardless
of personal views, the nurse is obligated to assess patients’
spiritual belief systems and assist them to recognize and draw
on the values and beliefs already in existence for them.

Furthermore, critical illness may deepen or challenge
existing spirituality. Patients have reported deeper faith after
coping with critical illness. During these times, it may be use-
ful for the nurse or family to call on a spiritual or religious
leader, hospital chaplain, or pastoral care representative to
help the patient make meaningful use of the critical illness
experience. Patients may also gain support from members
of their congregation or family. It is important for nurses to
assess and recognize the spiritual nature of their patients, to
allow time for spiritual and religious practices, and to make
referrals when needed. Referrals may be made to the hospital
chaplain or to a clergy person of the patient’s choice.

A Restraints in Critical Care

Restraints in critical care include any drug or device that is
used to restrict the patient’s mobility and normal access to his
or her body. Physical restraints may include limb restraints,
mittens with ties, vests or waist restraints, geriatric chairs,
and side rails. Side rails are considered a restraint if used to
limit the ability of the patient to get out of bed rather than to
help him or her sit or stand up.

Chemical Restraint

Chemical restraints refer to pharmacological agents that are
given to patients as discipline or to limit disruptive behav-
ior. Medications that have been used for behavior control
include, but are not limited to, psychotropic drugs such
as haloperidol, sedative agents such as benzodiazepines
(eg, lorazepam, midazolam), or the anticholinergic antihis-
tamine, diphenhydramine. This definition does not apply to
medications that are given to treat a medical condition. The
use of sedative, analgesic, and anxiolytic medications is an
important adjunct in the care of the critically ill patient.



BOX 2-4 Summary of Care Standards Regarding
Physical Restraints

Initiating Restraints

¢ Restraints require the order of a licensed independent practi-
tioner who must personally see and evaluate the patient within
specified time periods.

¢ Restraints are used only as an emergency measure or after
treatment alternatives have failed. (Treatment alternatives and
patient responses are documented.)

¢ Restraints are instituted by staff members who are trained and
competent to use restraints safely. (A comprehensive training
and monitoring program must be in place.)

¢ Restraint orders must be time limited. (A patient must not be
placed in a restraint for longer than 24 hours, with reassess-
ment and documentation of continued need for restraint at
more frequent intervals.)

¢ Patients and families are informed about the reason/rationale
for the use of the restraint.

Monitoring Patients in Restraints

¢ The patient’s rights, dignity, and well-being are to be protected.

® The patient will be assessed every 15 minutes by trained and
competent staff.

® The assessment and documentation must include evaluation of
adequate nutrition, hydration, hygiene, elimination, vital signs,
circulation, range of motion, injury due to the restraint, physical
and psychological comfort, and readiness for discontinuance
of the restraint.

Care must be taken to provide adequate comfort for
patients experiencing life-threatening illnesses and a variety
of noxious interventions. It is desirable to use the least amount
of medication as feasible to achieve the goals of patient care
because all medications have potential side effects and adverse
reactions. Patients must be continually assessed for adequacy
of comfort. Behaviors that seem to indicate pain may actu-
ally indicate a change in the patient’s physiological status.
Agitation, for example, may be a sign of hypoxemia. Caution
must be exercised when using as-needed (PRN) medications
to reduce pain and promote comfort. Without consistency
in assessment, goal setting, and administration, PRN dosing
may inadvertently lead to overmedication or undermedica-
tion in the critically ill patient. In addition, these medications
can have rebound effects if abruptly withdrawn. Weaning a
patient from analgesic or sedative medication may be as
important as weaning a patient from a mechanical ventilator.
Many ICUs incorporate assessment tools for patient comfort
on their daily flow sheets.

Physical Restraints

Historically, physical restraints have been used for patients
in critical care to prevent potentially serious disruptions in
patient care through accidental dislodgment of endotracheal
tubes or lifesaving IV lines and other invasive therapies. Other
reasons that have been cited for use of restraints include fall
prevention, behavior management, and avoidance of liability
suits resulting from patient injury. However, research related
to restraint use, especially in elderly patients, has demon-
strated that these reasons, although well intentioned, are sel-
dom valid.®-% Patients who are restrained have been shown
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to have more serious injuries secondary to falls as they “fight”
the device that limits their freedom. In addition, there are
reportedly a greater number of lawsuits related to improper
restraint use than to injuries sustained when restraints were
not used. Critically ill, intubated patients have been known
to self-extubate despite the use of soft wrist restraints.

The forced immobilization that results from restraining a
patient can prolong a patient’s hospitalization by contribut-
ing to skin alterations, loss of muscle tone, impaired circula-
tion, nerve damage, and pneumonia. Restraints have been
implicated in accelerating patients’ levels of agitation, result-
ing in injuries, such as fractures or strangulation.

Standards on physical restraint use are published and
monitored by the Joint Commission and the Centers for
Medicare and Medicaid Services. A summary of these stand-
ards is given in Box 2-4. These standards may be viewed on
the websites of the respective agencies. Many hospitals have
revised their policies, procedures, and documentation of the
use of restraints to comply with the most recent revision of
these standards. Clinical practice guidelines have been pub-
lished by the Society of Critical Care Medicine.

m Alternatives to Physical Restraints >

Modifications to Patient Environment

e Keep the bed in the lowest position.

¢ Minimize the use of side rails to what is needed for positioning.
* Optimize room lighting.

® Activate bed and chair exit alarms where available.

¢ Remove unnecessary furniture or equipment.

e Ensure that the bed wheels are locked.

e Position the call light within easy reach.

Modifications to Therapy

® Frequently assess the need for treatments and discontinue
lines and catheters at earliest opportunity.

¢ Toilet patients frequently.

e Disguise treatments, if possible (eg, keep intravenous [IV]
solution bags behind patient’s field of vision, apply loose
stockinette or long-sleeved gown over |V sites).

e Meet physical and comfort needs (eg, skin care, pain manage-
ment, positioning wedges, hypoxemia management).

¢ When possible, guide the patient’s hand through exploration of
the device or tube, and explain the purpose, route, and alarms
of the device or tube.

¢ Mobilize the patient as much as possible (eg, consider physical
therapy consult, need for cane or walker, reclining chairs, or
bedside commode).

Involvement of the Patient and Family in Care

* Allow patient choices and control when possible.

e Family members or volunteers can provide company and
diversionary activities.

¢ Consider solitary diversionary activities (eg, music, videos or
television, books on tape).

® Ensure that the patient has needed glasses and hearing aids.

Therapeutic Use of Self

e Use calm, reassuring tones.

e Introduce yourself and let the patient know he or she is safe.

¢ Find acceptable means of communicating with intubated or
nonverbal patients.

¢ Reorient patients frequently by explaining treatments, devices,
care plans, activities, and unfamiliar sounds, noises, or alarms.
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Alternatives to Restraints

What, then, is the well-meaning nurse to do when a patient is
experiencing confusion or delirium and is pulling at his or her
lifesaving devices and tubes? Remember that physical restraint
is the last resort, to be used only when the patient is a dan-
ger to himself or others and when other methods have failed.
Restraints may actually potentiate the dangerous behavior.
Rather, the nurse should attempt to identify what the patient
is feeling or experiencing. What is the meaning behind the

A Clinical Applicability Challenges
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behavior? Is the patient cold? Does the patient itch? Is the
patient in pain? Does the patient know where he or she is and
why he or she is there? Sometimes addressing the patient’s
needs or concerns and reorienting the patient is all that is
needed to calm him or her. Other interventions may include
modifying the patient’s environment, providing diversionary
activities, allowing the patient more control or choices, and
promoting adequate sleep and rest (Box 2-5, p. 25). Some hos-
pitals have instituted restraint protocols and decision trees to
help nurses with assessment and care of patients in restraints.

-~

SHORT ANSWER QUESTIONS

1. Anxiolytic medication has been used to assist the
intubated patient cope with the stressor of being on a
mechanical ventilator. Please describe a nonpharma-
cological intervention that may be employed in this
situation.

2. An elderly Arab-American female recovering from
emergency bowel surgery has indicated that she only
wants female nurses to care for her. How should this
request be handled?
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The Family’s Experience with Critical lliness

Colleen Krebs Norton

LEARNING OBJECTIVES

on the family.

an impact on the family.

Assistance Program.

Based on the content in this chapter, the reader should be able to:
1. Describe the impact of a critical illness and the critical care environment

2. Describe methods to assess the needs of individual family members.
3. Describe nursing behaviors that help families cope with crisis.
4. Discuss palliative care issues in the critical care environment that have

5. Define the components and application of the Critical Care Family

6. List items to include in a plan of care that reflect the needs of the family.

Nurses who strive to deliver consistent quality holistic critical
care need to recognize the importance of assessing and caring
for patients and their families. The interaction between the
family/support system, the nurse, and the patient in the criti-
cal care environment, and the needs that result from this
interaction, remain a challenge and responsibility of the
contemporary critical care nurse.

The Oxford English Dictionary defines family as “a group of
persons consisting of the parents and their children whether
actually living together or not; in a wider sense, the unity
formed by those who are nearly connected by blood and
affinity.” For the purpose of this chapter, family is defined
as any people who share intimate and routine day-to-day
living with the critically ill patient. Anyone who is a sig-
nificant part of the patient’s normal lifestyle is considered a
family member. The term family describes the people whose
social homeostasis and well-being are altered by the patient’s
entrance into the arena of critical illness or injury. To provide
family centered care, a philosophy that acknowledges that
patients are part of a larger “whole” or family is essential to
provide the best possible care to the patient and family.!

This chapter addresses the family in crisis, stressors in the
critical care environment, family assessment, coping mecha-
nisms, and the nursing process. The evolution of the Critical
Care Family Assistance Program (CCFAP), family presence
during resuscitation in the intensive care unit, and palliative
care are also discussed.

A Stress, Critical lliness, and the Impact
on the Family

A critical illness is a sudden, unexpected, and often life-
threatening occurrence for both the patient and the family

that threatens the steady state of internal equilibrium usually
maintained in the family unit. It can be an acute illness or
trauma, an acute exacerbation of a chronic illness, or an
acute episode of a previously unknown problem. A family
member’s entrance as a participant in the life-death sick
role of a loved one threatens the well-being of the family
and can trigger a stress response in both the patient and the
family. Family members of patients in the critical care unit
(CCU) may experience stress, disorganization, and helpless-
ness, which may ultimately result in difficulty in mobilizing
appropriate coping resources, thus leading to anxiety.? The
family enters this unplanned situation with its unexpected
outcomes and often is forced into the role of decision maker.
The balance of strengths and limitations within the family,
including the degree of cohesion within the family and con-
flict resolution strategies, often determines how much stress
can be confronted.’ The astute critical care nurse recognizes
that the fear and anxiety demonstrated by the patient and
family is an expected consequence of activation of the stress
response, a somewhat protective, adaptive mechanism initi-
ated by the neuroendocrine system in response to stressors.
The stress response of family members varies.

Stress Syndrome

Studied initially by Hans Selye in 1956,* stress has been
defined as a specific syndrome that was nonspecifically
induced. Selye also discussed the role of stressors, the
stimuli that produced tension and could contribute to
disequilibrium. Stressors can be physiological (trauma,
biochemical, or environmental) and psychological (emo-
tional, vocational, social, or cultural). The critical care
environment is rich in both physiological and psychosocial
stressors that threaten the state of well-being of the patient
and family.
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In response to a stressor, the fight-or-flight mechanism
is activated, releasing the catecholamines norepinephrine
and epinephrine through the sympathetic nervous system.
These hormones are responsible for the increased heart rate,
increased blood pressure, and vasoconstriction that make
up the physiological response to the alarm stage, the initial
stage of the general adaptation syndrome to stress described
by Selye. The alarm stage is followed by the stage of resistance,
which attempts to maintain the body’s resistance to stress.
According to Selye’s theory, all people move through the first
two stages many times and become adapted to the stressors
encountered during ordinary life. If the person is unsuccessful
at adaptation, or if the stressor is too great or prolonged, alarm
and resistance are followed by the stage of exhaustion, which
can lead to death, the result of a wearing down of the human
body. It is a challenge to the critical care nurse to assist both
the patient and family through this stress response, resulting
in an adaptation to the critical care environment. Helping
the patient’s family resolve the crisis response and facilitate
successful coping by creating a safe passage is an identified
competency of the contemporary critical care nurse.’ Family
members expect nurses to intervene and meet their needs,
and they have high expectations for family centered care.®

After the initial fear and anxiety over the critical illness
and possible death of the family member, other considera-
tions affect the family, including a shift in responsibilities
and role performance, unfamiliarity with the routines of the
CCU, and a lack of knowledge concerning the course and
outcome of the disease. These issues can develop and persist
over the duration of the patient’s stay in the CCU.

Contributions to the family unit previously attributed
to the patient are added to the responsibilities of others.
Financial concerns are usually major, and daily activities
that were of little consequence before become important
and difficult to manage. Chores, such as balancing a check-
book, contributing to car pools, and shopping for groceries,
can become critically significant if left undone. This conse-
quence of the critical illness requires adding the responsibili-
ties of the patient to the responsibilities of others.

The social role that the patient plays in the family is
absent during the critical illness. Comforter, organizer, medi-
ator, lover, friend, and disciplinarian are examples of impor-
tant roles in family functioning that may be, under normal
circumstances, fulfilled by the patient. When that role func-
tion is unfulfilled, havoc and grief may ensue.

The circumstances surrounding the nature of the patient’s
illness can also be a stressor for the family. In a sudden, unex-
pected event, such as a blunt trauma or an acute myocar-
dial infarction, the life of the family can be brought to a halt
in a matter of minutes. Having little or no time to prepare
for such an event, the family is overwhelmed with a mas-
sive amount of unmanageable stress and can be thrown into
crisis. The hospital CCU, in most instances an unknown
entity, becomes the center of the life of the family. When
allowed to visit in the CCU, the family observes sophisti-
cated, intimidating equipment that causes additional fear.
Such stress often can manifest itself as anger toward the care
giver. The care giver, absorbed with the physical care of the
patient, frequently has limited or inadequate time to respond
to family members’ emotional needs, unrealistic goals, and
expectations of the health care staff.?

In other instances, the critical event is an acute
exacerbation of a chronic but life-threatening illness. Such
an episode brings with it a different set of stressors, reminding
the family of difficult and painful times in the past when they
have faced similar circumstances. Prolonged critical illness
can present emotional difficulties for the family, which may
increase the likelihood of crisis.

Coping Mechanisms

Coping mechanisms can be defined as a person’s response to a
change in the environment; they can be healthy or unhealthy.
The critical care nurse, as care giver to both the patient and
family, should be aware of the use of coping mechanisms by
the family as a means of maintaining equilibrium. A sense
of fear, panic, shock, or disbelief is sometimes followed by
irrational acts, demanding behavior, withdrawal, persevera-
tion, or fainting. The family attempts to obtain some sense of
control over the situation, often demonstrated by refusing to
leave the bedside or, alternatively, by minimizing the severity
of the illness through denial. Reactions to crisis are difficult
to categorize because they depend on the different coping
styles, personalities, and stress management techniques of
the family. The nurse must be able to interpret the feeling
that a person in crisis is experiencing, particularly when that
person cannot identify the problem or the feeling to himself
or herself or to others. The following are four generalizations
about crisis:

e Whether people emerge stronger or weaker as a result of
a crisis is based not so much on their character as on the
quality of help they receive during a crisis state.

e People are more open to suggestions and help during an
actual crisis.

e With the onset of a crisis, old memories of past crises may
be evoked. If maladaptive behavior was used to deal with
previous situations, the same type of behavior may be
repeated in the face of a new crisis. If adaptive behavior
was used, the impact of the crisis may be lessened.

® The primary way to survive a crisis is to be aware of it.

A The Family and the Nursing Process

Nursing Assessment

In 2010, the Institute of Medicine recommended that health
care delivery systems become patient centered rather than
disease or clinician centered and that an assessment be made
of the patient’s preferences and beliefs.® In the CCU, this
translates into an increase in family involvement. Nursing
assessment by the critical care nurse involves primarily, but
not exclusively, an appraisal of the patient. It also includes an
assessment of the members of the family. The family remains
the most important social component to consider. Family
centered care is described as an expansion of total patient
care and includes the family in the planning and implemen-
tation phases of the nursing process.” Family centered care
is advocated by both the Joint Commission and Nursing
Practice Standards.!°



The nursing assessment serves as a database and an
identification of strengths and concerns on which care of
the patient and family can be supported. It includes not only
physiological data but also psychological, social, environmen-
tal, cultural, economic, and spiritual reactions. It involves an
assessment and validation of verbal and nonverbal behavior
and requires clinical expertise. A thorough nursing assessment
guides the formulation of nursing diagnoses. The standards of
the American Association of Critical-Care Nurses (AACN)
emphasize and support the importance of an assessment of the
family and the continual involvement of the family in imple-
menting the plan of care and participating, to the extent they
are able, in decision making about the nursing care.!!

An important part of the family assessment is a history of
the family. Who does the patient include in the description of
his or her family? Although all patients belong to a family, the
family might not include or be restricted to blood relatives.
Who are the people most upset about the patient’s illness? Is
there a formal or informal leader identified by the group? This
becomes important when communicating with the family in
decision making, as well as in legal matters, such as obtain-
ing consent and withdrawing life support. What is the coping
style of the family? Does the family have a history of dealing
with a critical illness? What are the relationships between
the members of the family? How close is the family? Do the
family members identify any unresolved issues? The family
history can aid the nurse in interpreting how the family is
coping with stress, how their coping mechanisms will affect
the patient, and how they are adapting to the patient’s illness.

Four intrinsic elements of an assessment of the family are:!?

1. Providing a human, caring presence

2. Acknowledging multiple perceptions

3. Respecting diversity

4. Valuing each person in the context of the family

Numerous assessment tools are available to aid the nurse in
determining the needs and problems the family faces. One
of the initial assessment tools was developed by Molter in
1979.5 This method includes a 45-item needs assessment
tool, which became an instrument to describe the needs of
critical care family members. Leske modified the tool used
by Molter by adding an open-ended item and calling it
the Critical Care Family Needs Inventory (CCENI).!* The
CCFNI has been used widely during the past two decades
to identify the needs of family members in the CCU. The
CCEFNI, after analysis, was found to contain five distinct sub-
scales: support, comfort, information, proximity, and assur-
ance.”” Mendonca and Warren? used the CCENI to assess the
needs of family members and the importance of these needs
in the first 18 to 24 hours after admission of the adult patient
to the CCU. The family remains the most important social
context to assess and consider when determining interven-
tions to influence patient outcomes in a positive way.'*

Nursing research using these tools reveals consistency in
which areas are important and should be addressed with fam-
ily members. These areas include but are not limited to:

1. Family satisfaction with care given

2. Explanations that the family can understand

3. The need for close proximity to the patient

4. Honest information about the patient’s condition
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5. An understanding of why things are done

6. Delivery of care by staff members who are courteous and
show interest in how the family is doing

7. Assurance that someone will notify the family of any
changes

The tools also suggest assessing how comfortable the family
is in the waiting room and inquiring about what things could
be made better for them. Identified needs included physical
needs (eg, having comfortable furniture, having the waiting
room near the patient, and having a bathroom nearby) as
well as emotional needs, such as a place to be alone in the
hospital and the opportunity to discuss negative feelings. In
addition, families of critically ill patients have other needs,
which should be addressed frequently. These needs include:"

e To feel that there is hope

e To feel that hospital personnel care about the patient

e To know the prognosis

e To receive information about the patient at least once a day
¢ To see the patient frequently

In summary, recent research has shown that the top needs
of families of critically ill patients are the need for informa-
tion, the need for support from hospital staff, and the need
for hope. '

Although the needs perceived by the family may differ
from those perceived by the nurse, strong communication
skills, as well as an atmosphere of concern and caring, help
the nurse gather the subjective and objective assessment data
and formulate the appropriate nursing diagnoses for the fam-
ily. Examples of nursing diagnoses appropriate to the family
members of a critically ill patient are given in Box 3-1. The
nursing diagnosis guides both the nurse and the family in
establishing mutual goals.

#) BOX 3-1 EXAMPLES OF NURSING DIAGNOSES

For the Family With Critical Iliness or Injury
e Acute Confusion

* Anxiety

¢ Risk for Caregiver Role Strain
e Readiness for Enhanced Communication
¢ Decisional Conflict

¢ Defensive Coping

¢ Deficient Knowledge

¢ Disturbed Sleep Pattern

¢ Dysfunctional Family Process
¢ Fatigue

® Fear

e Grieving

e Hopelessness

e Ineffective Health Maintenance
e Ineffective Denial

¢ Ineffective Role Performance

¢ Interrupted Family Processes
¢ Impaired Memory

® Impaired Parenting

¢ Risk for Loneliness

* Powerlessness

e Spiritual Distress

e Risk for Spiritual Distress
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Nursing Interventions

The time spent by the critical care nurse with the family is
often limited because of the crucial physiological and psy-
chosocial needs of the patient. Therefore, it is important to
make every interaction with the family as useful and thera-
peutic as possible. Categories of nurse caring behaviors as
perceived by the families of critical care patients include
informing, enhancing, touching, and spiriting. Interaction
between the nurse and family has the potential to develop
a bond as a result of these caring behaviors.!” Nursing inter-
ventions should address cognitive, affective, and behavioral
domains'® and should be designed to:

e Help the family learn from the crisis experience and move
toward adaptation

® Regain a state of equilibrium

e Experience the normal (but painful) feelings associated
with the crisis, to avoid delayed depression, and allow for
future emotional growth

A novel idea in the practice of family centered care is to con-
sider inviting a family member on daily rounds with the team
in the CCU. An advantage of having a family member on
rounds includes reduced stress in families because members
have current information and a representative who can ask
questions. A disadvantage could be that care is complex; a
family member may not be well prepared to handle the infor-
mation cognitively or emotionally. However, a recent study
demonstrated widespread family member satisfaction with
the invitation to join patient care rounds in a trauma patient
population.'” This example of including family members on
rounds is just one of several ideas to improve the family’s
experience in critical care. Asking family members to assist
in providing some aspects of basic care has also been studied,
but not all family members are willing participants, and thus
the requests must be considered on an individual basis.?*?!
The use of family visiting kits has also been explored, which
includes activities that could be performed at the bedside
(hand massage), directions on personal care activities (apply-
ing lip balm around an endotracheal tube), cognitive recov-
ery tools, (such as dominoes and plating cards), and personal
care items for the families themselves (toiletries and a log for
questions).'

Suggestions for nursing interventions with the family in
crisis are outlined in Box 3-2. Considerations for the older
patient are presented in Box 3-3.

Visitation Advocacy

The concept of open visiting hours is seen as another method
of enhancing family centered care. Policies regarding the use
and provision of visiting hours should be evaluated periodi-
cally. Research demonstrates that novel approaches to visita-
tion, such as allowing children who are accompanied by an
adult to visit a relative in the CCU and the use of animal-
assisted therapy in the CCU, can have positive effects on the
patient, including increased feelings of happiness and calm-
ness and reduced feelings of loneliness.?

Visiting hours in CCUs have been restricted for many
years, with the rationale that rest, quiet, and an undisturbed
environment were all therapeutic nursing interventions.

ol BOX 3-2 NURSING INTERVENTIONS

For Care of the Family in Crisis

e Guide the family in defining the current problem.

* Help the family identify its strengths and sources of support.

¢ Prepare the family for the critical care environment, especially
regarding equipment and purposes of the equipment.

e Speak openly to the patient and the family about the critical
illness.

e Demonstrate a concern about the current crisis and an ability
to help with the initial relationship.

¢ Be realistic and honest about the situation, taking care not to
give false reassurance.

e Convey feelings of hope and confidence in the family’s ability
to deal with the situation.

* Try to perceive the feelings that the crisis evokes in the family.

* Help the family identify and focus on feelings.

e Assist the family to determine the goals and steps to take in
facing the crisis.

® Provide opportunities for the patient and the family to make
choices and avoid powerlessness and hopelessness.

e Assist the family in finding ways to communicate with the
patient.

¢ Encourage the family to help with the care of the patient.

¢ Discuss all issues as they relate to the patient’s uniqueness;
avoid generalizations.

e Help the family to set short-term goals so that progress and
positive changes can be seen.

® Ensure that the family receives information about all significant
changes in the patient’s condition.

¢ Advocate the adjustment of visiting hours to accommodate the
needs of the family as permitted by the situation in the unit.

* Determine whether there is space available in the hospital near
the unit where the family can be alone and have privacy.

® Recognize the patient’s and family’s spirituality, and suggest
the assistance of a spiritual advisor if there is a need.

Families often interpreted these restrictions as denying
access to their loved ones. As early as 1978, Dracup and Breu
reported that satisfying the needs of the families of patients
was improved by relaxing a policy of restricted visiting hours
and initiating set communication with patients’ spouses.”’

K - CONSIDERATIONS FOR THE OLDER PATIENT

Providing Care for the Critically Ill Older Patient

¢ Respect the dignity, intelligence, privacy, and maturity of the
patient at all times.

* Maintain the patient’s right to make decisions as long as
possible.

¢ Avoid the use of paternalism in patient care.

¢ Integrate the physiological and cognitive changes of aging with
the assessment and care of the patient.

e Allow the family to share in the care of their family member.

e Provide active participation and a sense of control for the
patient and family.

e Make sure that the patient remains the focus of care and that
interventions are performed for the good of the patient.

¢ Assess the impact that medical and nursing interventions have
on quality of life and sense of well-being.

® Determine family burdens resulting from the critical iliness.



Increased visiting time was seen as a strategy to improve
coping skills and strengthen the relationship between nurses
and the family members of patients.”* Over time, many
units began the policy of unrestricted visiting hours. Such
interventions were designed to strengthen the relationship
between the family and health care provider as well as foster
adaptation to the crisis on the part of the family. Research
demonstrates that patients have increased satisfaction and
decreased anxiety with family around, that families are sat-
isfied with the experience, that nurse/patient/family com-
munication is enhanced, and that patients receive increased
support, which improves their well-being.” Unrestricted
visiting policies in CCUs have been linked to a decrease in
septic complications; a decrease in the amount of cardio-
vascular complications, specifically shock and pulmonary
edema; and an improvement in the physiological presenta-
tion of blood pressure, heart rate, and intracranial pressure.?®
See Evidence-Based Practice Highlight 3-1.

Critical care nurses must take the responsibility for revis-
ing visiting hours to meet the needs of patients and families.
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When choosing a less-restrictive policy, the physical layout
of the unit must be considered. Smaller units may be less
appropriate for unrestricted visiting hours with unlimited
visitors. The focus should be on what proves to be best for
the patient, not for the nurse. The effectiveness of changes
in visiting hours must also be evaluated. Additional nursing
research is needed to determine the effect of changes in visit-
ing hours on the needs of patients and families.

The nurse must prepare family members for the initial
visit to the CCU because it can be an overwhelming envi-
ronment. The functions of monitors, intravenous drips, ven-
tilators, and other technologies, as well as the meaning of
alarms, should always be explained before and during the
family visits to avoid causing anxiety and the potential of
becoming a barrier between nurse/patient/family.

The names, roles, and responsibilities of all members of the
interdisciplinary health care team should be identified to both
the patient and family. The nurse, by example, can demon-
strate the value of communication and touch to the family.
Encouraging family members to provide direct care to the

-

EVIDENCE-BASED PRACTICE HIGHLIGHT 3-1
Family Visitation in the Adult 1CU

/\ Expected Practice

e Facilitate unrestricted access of hospitalized patients to a chosen
support person (eg, family member, friend, or trusted individual) who
is integral to the provision of emotional and social support 24 hours
a day, according to patient preference, unless the support person
infringes on the rights of others and their safety, or it is medically or
therapeutically contraindicated. (Level D)

Ensure that the facility/unit has an approved written practice
document (ie, policy, procedure, or standard of care) for

allowing the patient’s designated support person—who

may or may not be the patient’s surrogate decision maker

or legally authorized representative—to be at the bedside dur-
ing the course of the patient’s stay, according to the patient’s
wishes. ' (Level D)

Evaluate policies to ensure that they prohibit discrimination based
on age, race, ethnicity, religion, culture, language, physical or men-
tal disability, socioeconomic status, sex, sexual orientation, and/or
gender identity or expression.’® (Level D)

Ensure that there is an approved written practice document

(ie, policy, procedure, or standard of care) for limiting visitors whose
presence infringes on the rights of others and their safety or are
medically or therapeutically contraindicated to support staff in
negotiating visiting privileges.® (Level D)

/\ Supporting Evidence

e In practice, 78% of ICU nurses in adult critical care units prefer
unrestricted policies’'%; yet, studies show that 70% of hospital ICU
policies restrict family visitation.®”-*1314 This variability creates conflict
between nurses and confusion in families.01®

e Some ICU nurses believe that family visitation increases physiologic
stress in the patient and interferes with the provision of care,'® is
mentally exhausting to patients and families,""'*-'® and contributes
to increased infection®1%; however, the evidence does not support
these beliefs.8920-2

¢ Evidence does suggest that for patients, flexible visitation decreases
anxiety,'"?%2! confusion, and agitation,? reduces cardiovascular
complications,?® decreases length of ICU stay,®' makes the patient

feel more secure,® increases patient satisfaction, 142%.29%2-34 gnd

increases quality and safety,?0:24-26.303536
e For family members, evidence suggests that unrestricted visitation
increases family satisfaction,”!"17:2029:3-38 decreases family mem-
ber anxiety,”1729%6:3940 promotes better communication, ! 1417:24.29.41
contributes to better understanding of the patient, "2 allows more
opportunities for patient/family teaching as the family becomes more
involved in care,'" and is not associated with longer family visits.®®
Finally, evidence suggests that some nurses in adult ICUs restrict
children’s visits based on the intuition that children will be harmed
by what they see or based on a concern that they would be
uncontrollable. These biases are not grounded in evidence or based
on the patient’s or the child’s actual needs.®#?~#* Yet, when allowed
to visit relatives in the ICU, properly prepared children have less
negative behavior and fewer emotional changes than those who did
not visit.**8 It is recommended that they be allowed to visit unless
they carry contagious illnesses.*

AACN Levels of Evidence

Level A Meta-analysis of quantitative studies or metasynthesis of qualitative
studies with results that consistently support a specific action, interven-
tion, or treatment

Level B Well-designed, controlled studies with results that consistently
support a specific action, intervention, or treatment

Level C Qualitative studies, descriptive or correlational studies, integrative
reviews, systematic reviews, or randomized controlled trials with incon-
sistent results

Level D Peer-reviewed professional and organizational standards with the
support of clinical study recommendations

Level E Multiple case reports, theory-based evidence from expert opinions,
or peer-reviewed professional organizational standards without clinical
studies to support recommendations

Level M Manufacturer’s recommendations only

Excerpted from American Association of Critical-Care Nurses
Practice Alert. Available online at http://aacn.org. All references
cited in this alert are available with the associated resources
related to this chapter. Visit: http://thepoint.lww.com
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patient, if they are interested, can help decrease anxiety and
provide the family with some control. Direct care activities
for the family to perform may include brushing teeth, comb-
ing hair, helping with a meal, providing skin care, or giving a
bath.

Allowing children to visit a CCU may require special
arrangements on the part of the staff. Visits should include
short, simple explanations to the child concerning the
patient’s condition. Answering the child’s questions in
developmental terms that he or she can understand helps
reduce possible fears. The person who is escorting the child
into the CCU should be aware that invasive monitoring and
other equipment might upset a youngster. If a visit from the
child is not possible, arrangements can be made for a tel-
ephone visit.

In addition to unrestricted visiting hours, family pres-
ence during invasive procedures and resuscitation should be
addressed. Positive and compelling evidence has emerged in
the research on family presence and the emergency depart-
ment (ED), necessitating that family presence in adult
CCU:s be investigated. Although differences exist between
the CCU and the ED in terms of appropriateness, terminal
weaning, organ donation, and planned invasive procedures
seem suitable for the family to witness. When studied, a sig-
nificant positive relationship was found between spirituality
and support for family presence among physicians, physician
assistants, and nurses.’”*8 Families believe it is their right to
be present, but nurse perceptions continue to vary widely.
A common theme that emerges is the need for individuality
and uniqueness in each situation.

Use of the Nurse-Family Relationship

Initiating nursing interventions and establishing a meaning-
ful relationship with the family tends to be easier during cri-
sis than at other times. People in crisis are highly receptive
to an interested, caring, and empathetic helper. When first
meeting the patient’s family, the nurse must demonstrate the
desire and ability to help. Help that is specific to the family’s
needs at that time demonstrates the nurse’s interest in their
comfort and well-being. Deciding on a family representative
who is to be notified of the patient’s status and validating
that contact person’s telephone number can be an over-
whelming family decision. Assisting the family to determine
immediate priorities is essential in the early phase of crisis
intervention. The existence of advanced directives, a liv-
ing will, and power of attorney should be determined. In the
absence of these documents, support and methods to obtain
them should be given to the family.

With this type of timely involvement, the family will
begin to trust and depend on the nurse’s judgment. This
process then allows family members to believe the nurse
when the nurse conveys feelings of hope and confidence
in the family’s ability to cope with whatever is ahead. It is
important to avoid giving false reassurance; rather, the real-
ity of the situation should be expressed in a kind, supportive
fashion.

Problem Solving With the Family

As the relationship between the nurse and the family devel-
ops, the nurse begins to understand the dynamics of the

problem facing the family. Problem solving with the family
takes into consideration items such as:

¢ The meaning the family has attached to the event

e Other crises with which the family may be coping

® The adaptive and maladaptive coping behaviors previ-
ously used in time of stress

® The normal support systems of the family, which might
include friends, neighbors, clergy, and colleagues

Using the information collected and recorded in the assessment
base enables the nurse to help the family deal with the stress.
Areas to include in interventions are defining the problem,
identifying support, focusing on feelings, and identifying steps.

Defining the Problem

A vital part of the problem-solving process is to help the family
clearly state the immediate problem. Often people are over-
whelmed and immobilized by the anxiety or panic caused by
acute stress. Being able to state the problem and acknowledge
the difficulty or threat it poses reduces the family’s anxiety by
helping family members realize that they have achieved some
sort of an understanding of what is happening. Defining the
problem is a way of delimiting its parameters. Simply asking
the family members their understanding of the problem and
the greatest concern for them at this time helps in problem
definition. In addition, the family’s response helps the nurse
to clarify his or her understanding of what the family needs.
Defining and redefining problems can and should occur
many times before the problem is solved. Stating the problem
clearly helps the family assign priorities and direct needed
actions. Goal-directed activities help decrease anxiety.

Identifying Support

Under high levels of stress, some people expect themselves to
react differently. Rather than turning to the resources they use
daily, they become reluctant to involve them. Asking people to
identify the person to whom they usually turn when they are
upset, and encouraging them to seek assistance from that person
now, helps direct the family back to the normal mechanisms for
handling stressful issues. Few families are truly without resources;
rather, they only have failed to recognize and call on them.

Defining and redefining the problem may also help put the
problem in a different light. It is possible in time to view trag-
edy as a challenge and the unknown as an adventure. The
process of helping the family view a problem from a different
perspective is called reframing.

The nurse can also help the family call on its own inher-
ent strengths. What is it as a family that they do best? How
have they handled stress before? Encouraging the family
members to capitalize on their strengths as a family unit is
well worth the effort.

Focusing on Feelings

A problem-solving technique emphasizing choices and alter-
natives helps the family achieve a sense of control over part
of their lives. It also reminds them, and clarifies for them, that
they are ultimately responsible for dealing with the event and
that they will live with the consequences of their decisions.
Helping the family focus on feelings is extremely important
to avoid delayed grief and protracted depression in the future.
The reflection of feelings or active listening is necessary



throughout the duration of the crisis. Valuing the expression
of feelings might help the family avoid the use of unhealthy
coping mechanisms, such as alcohol or excessive sleep. In
difficult and sad times, the critical care nurse can promise the
family, with some certainty, that things will become easier
with the passage of time. Adaptation takes time. Providing
valid assurance (eg, that a patient will eventually be weaned
from a ventilator, or that tube feeding is a temporary meas-
ure) can give the family a sense of trust in the care giver.

During the difficult days of the critical illness, the family may
become dependent on the judgment of professionals. The fam-
ily may have some difficulty identifying the appropriate areas
in which to accept the judgments of others. It is important that
the nurse acknowledges the family’s feelings and recognizes the
complexity of the problem, while emphasizing the responsi-
bility each member of the family has for his or her feelings,
actions, and decisions. Encouraging family members to focus
on things they can change helps to give them a sense of con-
trol. For example, if the patient is experiencing pain, the fam-
ily can be encouraged to advocate for the patient by requesting
that the physician evaluate the patient’s pain control.

Identifying Steps

Once the problem has been defined and the family begins
goal-directed activities, the nurse may help further by ask-
ing the family members to identify the steps that they must
take. Such anticipatory guidance may help reduce the fam-
ily’s anxiety. However, the nurse must recognize moments
when direction is vital to health and safety. It is often neces-
sary to direct families, for example, to return home to rest.
This can be explained by stating that by maintaining their
own health, family members will, at a later date, be as help-
ful to the patient as possible. To make each interaction more
meaningful and therapeutic, the nurse should focus on the
crisis situation and avoid involvement in long-term chronic
problems.

Interdisciplinary Management

The health care providers who most often meet the needs of
family members are generally thought to be nurses and physi-
cians. Additional help comes in the form of written mate-
rials, other family members, the patient, and other hospital
sources. In some cases, nurse-coached hospital volunteer
programs have proved effective.?”’ These programs consist of
an in-service program taught by nurses and followed by the
assignment of a nurse mentor to the volunteer. Some families
benefit by a referral to a mental health clinical specialist, a
social worker, a psychologist, or a chaplain. Other interdis-
ciplinary teams can include pharmacists, family care special-
ists, and therapists.” A nurse can best encourage the family
to accept help from others by acknowledging the difficulty
and complexity of the problem and providing several names
and phone numbers. It may be appropriate for the nurse to
set up the first meeting, with follow-up meetings coordinated
between the family and the consultant. Many CCUs have
such resources on a 24-hour on-call basis to ensure prompt
interventions. An objective professional with experience in
critical illness and its impact on the family can be an excel-
lent resource. Family members of former patients are also
being used as a method of sharing experiences and providing
information to assist with the critical care experience.”
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A new concept for improving family centered care in critical
care is the Patient-Family Advisory Council.*® An advisory
council composed not just of nurses and other health care pro-
viders but also of past patients and family members represents
the needs of family members. Driven by the consumer move-
ment, the concept of the advisory council has the potential to
provide new insights leading to improved family care. In one
institution, clinical nurse specialists served as the facilitators,
and the council worked on assessing how well the unit was
doing in several categories with plans for improvement.’!

A Palliative Care Issues in Critical Care

According to the World Health Organization, palliative care
is an “approach that improves the quality of life of patients
and their families facing the problem associated with life-
threatening illness, through the prevention and relief of suffer-
ing by means of early identification and impeccable assessment
and treatment of pain and other problems, physical, psycho-
social, and spiritual.”* Important components of palliative
care are the inclusion of the family in decision making and
the provision of patient care. Families are faced with complex
palliative care decisions that must be made in the unfamiliar
environment of the CCU. These decisions can be made easier
with the involvement of the nurse in facilitating and guiding
the decision-making process. The focus of palliative nursing
care should be the entire family. This is often difficult in acute
care units with time and space constraints. Nurses’ personal
issues, such as previous experiences with the death of their
own family members, have the potential to either enhance or
threaten assessment and intervention. Family meetings with
the critical care nurse and the palliative care team help to
ensure that the wishes and concerns of the family are heard.*

Caring for a patient’s family at any point during the dying
process encompasses three major areas: access, information
and support, and involvement in care giving activities. Family
members of dying loved ones should be allowed more liberal
access in both visiting hours and number of visitors allowed.
Ensuring that a family can be with their critically ill loved
one will be a source of comfort. Information has been identi-
fied as a crucial component in the family’s coping, and sup-
port in the form of the nurse’s caring behaviors is influential
in shaping the critical care experience for both the patient
and family. Honesty and truth telling are important skills in
this emotionally charged time. Finally, family involvement
in care giving, in tasks as simple as being physically present
to those as complex as assisting with postmortem care, may
help families work through their grief. Facilitation of family
involvement is a practical nursing intervention. See Chapter
6 for further discussion of end-of-life and palliative care issues
in the critical care setting.

A The Critical Care Family Assistance
Program

Several hundred research studies during the past 20 years
have focused on the environmental and social issues of anx-
ious families awaiting the outcome of a family member’s stay
in the CCU, demonstrating that attending to the needs of
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these family members cannot be ignored.*> Additionally, a
crucial initiative of the AACN, established in 1969, focuses
on establishing respectful, healing, and humane nursing care
environments. As a result of collaboration between the Chest
Foundation and Eli Lilly and Company Foundation, the
Critical Care Family Assistance Program (CCFAP) was devel-
oped as an example of a renewed awakening to the concepts
of family centered care.! The objectives of the CCFAP are:**

e To better prepare a multidisciplinary team to meet the
needs of families

e To increase families’ satisfaction with the care and treat-
ment of critically ill patients

¢ To improve families’ comprehension of, and satisfaction
with, the information provided by care givers

¢ To identify common formats for providing information
and financial resources

e To improve a hospital’s ability to respond to family needs
within a structured feedback model

¢ To increase the medical team’s knowledge and under-
standing of the CCFAP model

¢ To increase knowledge about the CCFAP and foster dis-
semination of the information within the medical and lay
community

® To compare and contrast specific levels of family needs
across various models of care

Needs assessments completed at the original CCFAP sites
validate the findings of decades of research. Commonly
noted gaps in supporting the families of patients included:

e Discrepancies in the viewpoint with regard to the sharing
of information

® The need of the family to involve more family members
in decision making

e A lack of resources and services offered during this time
of crisis

Because of shortened lengths of stay and nursing shortages,
family members are increasingly more active participants in
the care of their loved ones. Family centered care focuses on
better integration of the family into the care planning pro-
cess. Engaging family members early and encouraging them
to work in partnership with the nursing staff can make a dif-
ference. Box 3-4 lists the components of the CCFAP model.
It is hoped that with expanded use of this model, quality of
critical care delivered will increase, whereas cost of critical
care delivery will decrease.

A Cultural Issues Related to Critical lliness

Nursing interventions for the critically ill patient include
recognition and appreciation of the cultural uniqueness of
each person. In today’s diverse society, culture affects the
nursing care of patients in many ways—from pain control
and visitation expectations to care of the body after death.
Critical care nurses must recognize the uniqueness of each
person and the ways in which that uniqueness affects the care
of the patient and the needs of the family.

Health care providers in Western medicine often address
a critical illness as a disease process and focus on the physical
symptoms, the pathology of organ function, or injury to a
body part. The patient and family, having a different cultural
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BOX 3-4 Components of the Critical Care Family
Assistance Program (CCFAP)

Communication

Example: “ICU Navigators,” weekly group family sessions that
provide information about equipment, medical procedures,
and assertiveness skills

Environmental Changes
Examples: Expanding the waiting area, brightening the look of
the room, new and more comfortable furniture

Educational Materials
Example: Publications that are up-to-date and written in
nontechnical language

Information Kiosk
Examples: Electronic messaging system, Internet access,
CCFAP family satisfaction surveys

Hospitality Programs
Examples: Hotel discounts, meals for families

Other Services
Examples: Music therapy, pet therapy

perspective, may view the illness in a more psychophysiologi-
cal manner, focusing on the physical, psychological, personal,
and cultural ramifications of the illness. In other cultures, the
patient’s critical illness may be viewed as a curse or dishar-
mony in the universe. Culture serves as an important influ-
ence in the patient’s attitudes about approach to suffering,
beliefs about life-prolonging treatments, palliative care, and
advanced directives and health care proxies.”

Cultural competence is a reflection of one’s attitudes,
knowledge base, acquired skills, and behavior. Although it is
unrealistic to expect that the nurse should know the customs
and beliefs of all critically ill patients he or she cares for, it is
not unreasonable to expect some degree of cultural compe-
tence. Glass et al*® make the following suggestions:

® Be aware of one’s own ethnocentrism.

e Assess the family’s beliefs about illness and treatment.

e Consistently convey respect.

® Request that the family and patient act as guides for cul-
tural preferences.

e Ask for the patient’s personal preference.

® Respect cultural differences regarding personal space and
touch.

e Note appropriate complementary and alternative medical
practices, and allow their use if possible.

® Incorporate the patient’s cultural healing practices into
the plan of care.

® Be sensitive to the need for a translator.

Cultural characteristics, such as language, values, behavioral
norms, diet, and attitudes toward disease prevention, death
and dying, and management of illness, vary from culture to
culture. Critical illness may be viewed by the family from a
religious or spiritual perspective. Astuteness and sensitivity
on the part of the critical care nurse ensure that the beliefs
of the highly technologic, illness-focused health care system
will not clash with cultural beliefs in folk medicine, rituals,
religious healing, and medicine men.



A Clinical Applicability Challenges
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SHORT ANSWER QUESTIONS

1. Mrs. J. is a critically ill patient with multiple trauma
who has been admitted to your unit. She is not
expected to survive her injuries. Mrs. J.’s husband,
her two children ages 6 and 10, and her parents have
just arrived on your unit. Formulate a plan of care
that reflects sensitivity to the issues that will assist
the patient’s family in dealing with the probable
death of their loved one.

2. Mr. E. is a 73-year-old man admitted to your unit after
resuscitation. He has a long-standing history of car-
diac disease and collapsed at home after what has been
interpreted as a life-threatening rhythm disturbance.

. Mr. and Mrs. P. are the parents of a critically ill child

Although he received cardiopulmonary resuscitation,
he was unconscious for 10 minutes before the rescue
team arrived. His older daughters are fighting over the
maintenance of ventilatory support. Discuss how you
would help his daughters at this difficult time.

on your unit. They are Indian and speak very little
English. Describe the criteria you would use to assess
their degree of stress and anxiety. How could you be
certain that the cultural needs of the family are met
while the child is a patient in your unit?
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Patient and Family Education in Critical Care
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LEARNING OBJECTIVES
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Based on the content in this chapter, the reader should be able to:
1. Describe the barriers to learning that are unique to the critical care

2. Describe and differentiate between the concepts of education and

Identify the three domains of learning.
Identify the six principles of adult learning.
Describe the assessment of learning in the critical care environment.

/

In the critical care setting, it is always a challenge to meet
the educational needs of patients and families because of the
life-threatening nature of critical illness. Patient and family
education is a vital component of nursing care. The nurse
must deal with the anxiety and fear that is associated with
a diagnosis of critical illness, while trying to teach difficult
concepts in an environment that is poorly suited to learning.

Health care is no longer solely defined in terms of sound
clinical decision making; now, it also encompasses prudent
use of resources and financial accountability. In March of
2010, the American people witnessed the passage of “The
Affordable Care Act,” deemed by many to be the broadest
health care reform legislation in U.S. history. A key element
of this reform shifts the payment structure for hospitals and
health care providers from a traditional fee-for-service model
to an incentive model. Reimbursement for care will be based
on hospital performance against several clinical outcome
measures. Quality outcomes related to myocardial infarction,
congestive heart failure, pneumonia, surgical care, health
care—associated infections, and patient satisfaction will be
required. Many of the quality indicators include patient and
family education components. Reforms to the health care
infrastructure necessitate clear evidence of nursing involve-
ment in patient and family instruction and quantification of
nursing care.

Hospital admissions and length of stay have also decreased
with patients being discharged home, sometimes before they
are ready to learn. Today, it is not unusual for a patient to be
discharged home from an intensive care unit (ICU), placing
even greater responsibility on the patient and family to pro-
vide for high-intensity care at home. The critical care nurse
not only manages the hemodynamic instability that often
accompanies critical illness but also prepares the patient and
family for the likelihood of early discharge from the hospital.

At the same time, hospitals are facing an ongoing short-
age of experienced critical care nurses. ICUs that were once

reserved for the most experienced nurses are now training
grounds for the newly graduated nurse. The novice nurse
must focus on learning how to manage the myriad of tech-
nological devices used to support the critically ill patient
while understanding the pathophysiology of multisystem
illness. For the new nurse, it may be very difficult to move
beyond the essential nursing tasks that are an integral part of
patient care to address the educational needs of the patient
and family. In addition, the 12-hour nursing work schedule
creates a highly variable pattern; often, nurses work only 2
or 3 days per week. The resulting staff inconstancy provides
limited opportunity for care continuity, relationship build-
ing, or follow-up related to patient and family learning needs.
These are just a few examples of the realities of health
care. The fragmentation of patient care across the health
care system presents many obstacles and barriers to patient
education. The purpose of this chapter is to assist students
and nurses in developing the skills and tools needed to meet
the challenge of patient and family education in the presence
of critical illness. Nurses who understand the learning barri-
ers that are unique to the critical care setting are better pre-
pared to address the learning needs of patients and families.

A Barriers to Learning

Critical lliness and Stress

Typically, the patient and family enter an ICU quite unex-
pectedly because of a life-threatening event. The onset of ill-
ness signals the beginning of a physical and emotional crisis
for all involved. Altered metabolic responses, sepsis, exposure
to general anesthesia, organ failure, use of cardiopulmonary
bypass, episodes of hypoxia, and marked sleep deprivation are
common conditions of the critically ill. Each of these factors
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can compromise mental acuity and decrease a person’s learn-
ing capacity and recall. In addition, combating a severe ill-
ness consumes most of the patient’s energy, leaving him or
her with a limited ability to learn.

The patient experiences not only the physical effects
related to the disease process but also emotional and spiritual
distress. When facing serious illness, patients express feel-
ings of powerlessness, profound terror, and fear of death. In
a qualitative study by Lof,' ICU patients recounted unpleas-
ant emotions, horrifying unreal experiences, and feelings of
imminent death as they lost consciousness from anesthetics.
The vigilant critical care nurse who recognizes a patient’s fear
and anxiety and offers the patient guidance through the unfa-
miliar course of illness, treatment, and recovery can support
the patient’s need for safety. For example, patients frequently
report that the process of ventilator weaning is difficult to
endure. Many experience feelings of “air hunger” and height-
ened anxiety when the ventilator support is reduced and the
patient assumes more of the work of breathing. The nurse
who provides clear explanations and reassurances during this
period can greatly enhance the patient’s probability for suc-
cessful extubation. Other examples of nursing interventions
with patient education include the preparation of the patient
for an invasive procedure or treatment, or through discussions
regarding an impending transfer to another level of care.

However, in the critical care setting, it is not unusual for
the focus of education to quickly shift away from the patient
and be redirected to meet the learning needs of the fam-
ily members. An emotional and physical toll is exacted on
the family members of critically ill patients, with stress lev-
els peaking within 72 hours of admission to the unit.? The
descriptive study by Halm et al*> demonstrates changes in the
sleeping and eating patterns of family members, as well as
an increased use of cigarettes, over-the-counter medications,
alcohol, and prescription drugs, while coping with the crisis
of a critically ill patient. Stress can also manifest in hyper-
vigilant behaviors such as repetitive questions, frequent tel-
ephone calls, and numerous visits. Early research by Molter
using the Critical Care Family Needs Inventory (CCFNI)
identified that the family of the critically ill patient has needs
for support, comfort, information, proximity to the patient,
and assurance.’ Subsequent research by Burr using the CCFNI
tool validated the same results and identified another family
need: the need to maintain vigil or watch over the patient in
the event that something happens.* Critical care nurses often
witness this “hovering” behavior of family members, espe-
cially during the admission phase of care. Research studies
such as these have provided evidence of family needs of the
critically ill patient and have provoked substantive changes
to hospital visitation policies. Many critical care units now
offer “open visitation,” or unrestricted visiting hours. This
paradigm shift creates greater opportunity for the critical care
nurse to educate the family members and helps them to feel
more comfortable in this stress-filled circumstance. The criti-
cal care nurse can encourage the family to participate in the
basic care of a loved one. Simply getting ice chips, provid-
ing mouth care, or combing hair may assist the families in
feeling that they are doing something to help the patient in
an otherwise “helpless” situation.* The following case study
demonstrates how the interventions of the critical care nurse
are used to support the educational and emotional needs of
a family in crisis.
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CASE STUDY
A Patient and Family in Crisis

The electronic doors to the cardiovascular intensive care unit
(CVICU) swing open, and Vernon and Barbara enter their
43-year-old daughter’s room. Sherrill has just returned to the
CVICU after a mitral valve replacement and a tricuspid valve
repair. Unfortunately, the valve replacement was complicated,
and she had a prolonged course on cardiopulmonary bypass.
Her heart was quite weak before the surgery, and now she
requires an intra-aortic balloon pump and multiple medications
to support her cardiac output. She has also developed a
coagulopathy related to the extended time on cardiopulmonary
bypass and continues to bleed. Her vital signs are stable, but
she requires a continuous infusion of blood products to keep up
with the blood loss from her chest tubes.

Vernon and Barbara are shocked by their daughter’s
appearance. Her pale, edematous face and lifeless expression
are certainly not what they expected to see. There is little about
their daughter that resembles the person they know and love.
Equipment surrounds her bed and supports nearly every bodily
function. Visibly shaken, they look at each other with tears in
their eyes, wondering how a seemingly routine valve operation
could turn out this way.

Kate, the critical care nurse caring for Sherrill, greets
Vernon and Barbara and begins to talk about their daughter’s
appearance. She carefully explains the purpose of all the
bedside equipment as she cares for their daughter. Kate tells the
worried parents what she is doing and why she is performing
each procedure. It is the nurse’s calm and caring approach
that engenders a sense of hope for their daughter’s eventual
recovery. The parents begin to relax a little and start to ask
questions about what to expect in the next few hours.

This brief example illustrates the unpredictability of illness
and just how quickly a crisis can develop. In this scenario, the
bedside nurse initiates family education through an informal
discussion of the patient’s status. The initial interaction with
family members is fundamental for the care delivery team and
the family to establish frequent and open communication
about the patient.’ In the course of talking with the parents,
the nurse is continually assessing their learning needs and
developing an understanding of their coping mechanisms. By
allowing the family to spend time with the patient at the bed-
side, the nurse enables them to meet their need to keep watch
over the patient. Moreover, consistent and accurate informa-
tion about their loved one is enabling the family to deal with
the crisis phase of illness. Research has demonstrated that up-
to-date information is the highest priority for family members
who are coping with critical illness.® The critical care nurse
teaches families about the pathophysiology of the illness, the
diagnostic studies that are performed, the equipment that
is used to support the patient, and the treatment plan that
is under way. The primary education goal for most families is
to learn all that they can about their loved one.

Prolonged lliness and Stress

Frequently, the period of illness extends well beyond the ini-
tial crisis phase and creates additional burdens for the patient
and the family. The critically ill patient may experience a
slow and unpredictable course with periods of organ system
compromise or failure over time. Recovery is tedious and is



measured in small changes that occur over days and weeks.
Families are forced to balance their home and work sched-
ules with time spent at the hospital, often evoking feelings of
guilt and anxiety. Over time, it may become increasingly dif-
ficult for the family to obtain information and patient status
reports from the health care team. Often, physician sched-
ules are unpredictable and do not mesh with family visits.
This further underscores the vital role that the critical care
nurse plays as a link to the family. With protracted critical
illness, many families struggle to keep the lines of commu-
nication open to the extended family, creating opportunities
for conflict and misinformation.

As a patient and family advocate, the nurse provides accu-
rate information and shares the plan of care with the family.
Additional interventions such as a patient care or ethics con-
ference may be arranged by the critical care nurse to give the
family an opportunity to discuss the case with the entire health
care team. Inviting key family members to participate in the
patient care conference can be an effective strategy for the
health care team. Once everyone is assembled, the conference
should begin with open-ended questions to allow the family
members to express in their own words their understanding of
the patient situation and the current plan of care. It allows the
health care team to clarify misunderstandings and to provide
additional opportunity for consensus decision making.” Patient
conferences offer a therapeutic method of shared decision
making between the health care team and the patient’s family.

As the patient’s condition improves and plans for trans-
fer to progressive care or medical-surgical floor status are
discussed with the health care team, the critical care nurse
must prepare the patient and family for the eventual dis-
charge from the unit. This milestone in recovery is typically
viewed by the patient and family in one of two ways. If the
patient and family believe that the patient’s condition has
improved sufficiently and that the intensity of critical care
is no longer necessary, then this step is viewed in a positive
light. However, should they believe that the depth of nurs-
ing support and level of monitoring on the accepting unit
are inadequate to meet the needs of the patient, there may
be resistance to the transfer process. When the critical care
nurse spends time educating the patient and family about the
unit routine, staffing patterns, and visiting hours before mak-
ing the transfer, it helps mitigate some of the negative feel-
ings and anxiety associated with the change.®

Once the transfer has been made, it is important that the
receiving nurse further assist the patient and family with
“settling” into the new routine. The nurse should begin by
acknowledging the normal anxiety that accompanies the
transfer process. He or she should establish trust and allay
fears by explaining the changeover in care in transitioning
from ICU to progressive care status, emphasizing that the
transition is a positive stage in the recovery process. The
nurse should also reassure the patient and family that even
though the intensity of treatment has changed, the staff
are trained to anticipate each patient’s recovery needs and
will respond appropriately to changes in the patient’s status.
Once the patient and family’s initial anxiety diminishes, the
nurse can begin to set new self-care goals and expectations
based on his or her assessment. Clearly, nursing plays a vital
role in helping the patient and family cope with the crisis of
critical illness and the transitions in care by providing educa-
tion from admission to discharge.
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Environmental Stress

Ringing telephones, chiming call lights and pagers, over-
head announcements, equipment alarms, staff conversa-
tions, banging automatic doors, and pneumatic tubes are
just a few examples of the sounds that fill the air of a typical
ICU. It is easy for nurses to become desensitized to these
familiar noises because they are an integral part of the work
environment. However, taking a quick moment to listen
to the background sounds from a patient’s bedside reminds
a person how stressful noise can be. Patients and families
are not accustomed to the normal sounds of an ICU. Yet,
as difficult as it may be, nurses ask patients and families to
learn in this setting.

A typical ICU setting is hardly an optimal learning envi-
ronment. Ideally, a quiet moment is spent with the patient
and family using comfortable chairs arranged to optimize
discussion and with audiovisual aids, if possible. However,
common measures can help reduce the environmental stress
and enhance the success of learning. The simple act of clos-
ing the door to the patient’s room or placing a comfortable
chair at the bedside can reduce the background noise suf-
ficiently and enhance the learner’s attention span. Reducing
the alarm volumes on bedside equipment while the nurse is
talking with the patient or family helps minimize the num-
ber of interruptions and may improve the learner’s ability to
focus on the topic of a teaching session.

Ensuring privacy while sensitive or confidential informa-
tion is being exchanged can markedly reduce the anxiety
of a patient or family member. Often, strangers witness the
emotional outbursts and intimate interactions of families
who are agonizing over the illness of a loved one. Health
care providers are not always mindful of their surround-
ings when discussing confidential details of a patient’s case.
Critical care nurses can direct health care team members
and families to a quiet room away from the general wait-
ing area to afford privacy when discussing specific patient
information.

This regard for the patient also applies to teaching
rounds or patient care rounds that are held in the halls of
an ICU. Patients should be treated with respect, and they
often wish to be included in bedside presentations. Open
visitation in the ICU requires that the health care team
be mindful of visitors who may be at the patient’s bedside
and to make sure that the patient has given permission for
health care issues to be discussed in the presence of visitors
before proceeding with rounds. A concerted effort to ensure
patient privacy is a responsibility of all health care team
members, but often it is the nurse who knows the patient’s
wishes and the family dynamics and is in the best position
to direct the team. At the beginning of rounds, health care
team members should make appropriate introductions and
give clear explanations of the medical jargon used in the
course of conversation.

Cultural and Language Barriers

As the U.S. population changes, the patients and families
whom nurses care for in hospitals and critical care settings
are becoming increasingly diverse. Currently, Asians and
Hispanics are the two largest immigrant groups in our country.
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The U.S. Census Bureau projections for 2050 estimate that
the Hispanic population will double and the Asian popula-
tion will increase by 79%.° Beliefs about health and illness
are deeply rooted in culture. How a patient or family member
responds to the diagnosis or a proposed treatment and educa-
tion may be strongly influenced by his or her values and cul-
ture.'® Although the nursing literature readily acknowledges
the importance of providing culturally sensitive patient care,
in practice there is little evidence of cultural awareness in
the nurse’s daily assessments and interactions with patients
and families. Culturally competent nursing care is patient
centered and focuses on asking the right questions to under-
stand the patient’s point of view.!! Galanti describes an effec-
tive method of questioning patients to ascertain information
that is culturally sensitive. She uses the mnemonic, the4 C’s
of Culture, with the first C standing for Call. This question
attempts to identify what the problem is by asking, “What
do you call your problem?” The second C is for Cause. The
latter is intended to understand what the patient believes
to be the source of the problem. The third C is for Cope.
In this instance, the focus of the health care provider shifts
to how the patient is managing the problem, or what other
treatments have been prescribed to date. The final C is for
Concern, such as, “What concerns do you have about your
condition or the recommended treatment?’!! This open-
ended method of seeking information can also be used when
speaking with family members, as culturally competent nurs-
ing considers the family structure and gender role as it relates
to the patient. For example, in the Asian culture, important
health care decisions should be discussed with the family. In
many other cultures, the oldest male makes all the impor-
tant decisions and this would include health care treatment
decisions.

Successful education of culturally diverse patients and
families requires more than just basic knowledge regard-
ing ethnic groups. Critical care nurses must recognize their
own individual biases and examine their personal values and
beliefs about health and nursing care. Many of our health
beliefs are based on commonly held Euro-American values
such as belief in individualism, autonomy, independence,
clock time, physical fitness, and beauty.!! The imposition of
these Euro-American values on other cultures may impede
communication between the nurse and patient and hinder
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BOX 4-1 Key Pieces of Information to Obtain as
Part of the Cultural Assessment

¢ Does the patient live in an ethnic community?

¢ \When medical decisions are made, who should be consulted
before making the decision?

¢ Primary and secondary languages (speaking and reading ability)

¢ Religious practices

e Health and illness beliefs and practices

¢ Family expectations to remain with a hospitalized family member

e Communication practices (verbal and nonverbal)

* How decisions are made in the context of the patient and family.

Adapted from Galanti GA: Caring for Patients from Different Cultures, 4th ed.
Philadelphia, PA: University of Pennsylvania Press, 2008, pp 93-108.

the education process. Although critical care nurses do not
have the time to complete a thorough cultural assessment,
several key pieces of information should be obtained. This
information is outlined in Box 4-1.

Language barriers also pose a major obstacle to patient
and family education, especially in the stressful critical care
environment. Every effort should be made to provide an
interpreter to translate information for the non-English-
speaking patient and family. Although it is convenient for
health care providers to rely solely on a family member or
friend to translate complex medical information and ter-
minology that is likely to be unfamiliar, it may be difficult
for the family member or friend to keep personal bias from
entering the context of the conversation. In many cultures,
decision making is assumed by the eldest member of the
family, and asking a child to interpret medical information
disrupts the social order of the family.!" In addition, the
information that is exchanged between the health care
provider and the patient may be personal or embarrassing
to either the patient or the family member who is pressed
into service. Box 4-2 offers some suggestions for com-
municating with a patient and his or her family through
a trained interpreter. Written instructions should also be
translated and reviewed in the presence of an interpreter so
that any questions can be addressed immediately. Printed
instructions in several languages should be readily avail-
able for use in the ICU.

/ Guidelines for Communication Using a Trained Interpreter

¢ Before the session, meet with the interpreter to give background
information and explain the purpose of the session.

e |f possible, have the interpreter meet with the patient or family to
determine their educational level, health care beliefs, and health
care attitudes to plan the depth of information needed.

e Speak in short units of speech and avoid long explanations and
use of medical jargon, abbreviations, and colloquialisms.

® Pause at regular intervals so that the interpreter has time to
interpret and convey the information.

e Some concepts have no linguistic or conceptual equivalent
in other languages and may require the interpreter to paint a
picture, and this takes additional time and effort.

* When communicating to the patient or family, look directly
toward the person and not at the interpreter. Watch the patient’s
and family members’ body language and nonverbal communica-
tion response.

e Have the interpreter ask questions to alert about potential cul-
tural misunderstandings that may arise.

¢ Be patient. Interpreted interviews take a long time to complete
and may become tiresome for the patient.

* Have the patient and family members validate the information
given to them through the interpreter, to make sure that they
understand the instructions or message that has been given.

¢ Debrief with the interpreter after the session is complete.

Adapted from CCHCP: The Cross Cultural Health Care Program: Guidelines for Providing Health Care Services
Through an Interpreter. August 22, 2010: Available at http://www.xculture.org./BTGintroMedInterp.php
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Sensory Barriers

Effective education for deaf and hearing-impaired patients
and families necessitates planning and additional resources.
The Americans with Disabilities Act prohibits discrimina-
tion against people with disabilities, including those who
are deaf or hearing impaired.!? Under the law, these disabled
people must be able to communicate with hospital staff, and
the medical facility must be ready to meet that requirement.
Deaf or hearing-impaired patients or family members should
indicate their preferred mode of communication such as
sign language, written notes, lip reading, oral interpreters,
or other assistive devices.!? To ensure that deaf or hearing-
impaired patients or family members can communicate effec-
tively, an oral interpreter should be used in the critical care
setting for the discussion of treatment options; informed con-
sent for procedures, blood administration, or surgery; and dis-
charge instructions. These types of decisions typically require
extended discussions and free-flowing communication that is
best supported with an interpreter.

A Education and Learning

Many times the terms education and learning are used inter-
changeably, but there is a difference between these two
concepts. Education is an activity, initiated by one or more
persons, that is designed to effect changes in the knowl-
edge, skill, and attitudes of people, groups, or communities."
Education places more emphasis on the person facilitating
the learning, whereas learning is a phenomenon of internal
change. The learner experiences a flash of insight that results
in behavioral changes."? The focus shifts from the role of the
educator to that of the person who experiences the change.

Three Domains of Learning

Three domains of human behavior or learning to con-
sider when developing an education plan are the cognitive
domain, the affective domain, and the psychomotor domain.
Keeping these domains in mind while assessing and develop-
ing a teaching plan can assist the nurse in selecting suitable
teaching methods.

The cognitive domain of learning involves the develop-
ment of insight or understanding that provides a basis or
guideline for behavior.'* In this domain, knowledge expands,
and teaching—learning material is organized from simple to
complex. Learning is enhanced when information builds
on previous knowledge. Therefore, the basic ideas should
be well introduced before attempting to teach the hard-
to-remember facts. As an example, cognitive learning occurs
when a family member learns to assess wound healing. The
critical care nurse provides basic information about the normal
healing process and the appearance of a healthy incision.
Once the family member understands how a healed incision
should look, the nurse can explain the signs and symptoms
of infection and when to call the physician. Once prepared,
the family member should then be able to apply the learned
principles to provide appropriate home care for the patient.
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The affective domain pervades all spheres of learning
because it encompasses the patient’s values, attitudes, and
feelings."* Attempting to modify an attitude or emotional
response requires a safe and trusting relationship between the
patient and the nurse. When formulating a teaching plan,
the nurse should take a nonthreatening approach to assess-
ing what the patient considers important enough to learn.
A helpful teaching strategy may be the interactive group
learning that is typical of a smoking cessation class. In this
situation, the teacher demonstrates behaviors that the learner
wants to imitate and provides positive feedback to the par-
ticipants to encourage them to stop smoking cigarettes. If the
learning experiences are satisfying and the patient associates
positive feelings with the experience, it may help influence
the change in behavior.

The psychomotor domain involves motor skills that are
composed of an ordered sequence of movement that must be
learned.!* To learn a particular skill, the patient must have a
neuromuscular system that is able to perform the skill and the
capacity to form a mental image of the act.'* A mental image
is created when the learner watches a demonstration while
the teacher points out the relevant steps that are required to
successfully complete the task. The nurse may use a written,
step-by-step guide as a reference while demonstrating the
skill and allowing the patient to ask questions. Learning to
inject insulin is an example of psychomotor learning. It takes
practice for the patient or family member to become profi-
cient at performing the task. The thought of learning a new
skill is intimidating to many adults; therefore, it is important
that the nurse provide praise and encouragement with each
teaching session.

Teaching methods that are based on the three domains of
learning are displayed in Figure 4-1.

Adult Learning Principles

The principles of adult learning are based on multiple learn-
ing theories that originate in many different disciplines, such
as developmental psychology, sociology, philosophy, and edu-
cation. Adult learning is a relatively new field (about 50 years
old), with the fundamental principles grounded in childhood
learning and education. A new conceptual framework known
as the andragogical model emerged from research studies that
identified some of the unique characteristics of adult learn-
ers.”” The core principles of the andragogical model of adult
learning are as follows:

1. The need to know. Adults need to understand why they
need to learn something before they are willing to
commit the energy and time to learn it. It is impor-
tant for the learner to understand and be aware of the
“need to know.” To raise the learner’s level of aware-
ness, the facilitator may need to use real or simulated
experiences to help the learner discover the lack of
knowledge.

2. The learner’s self-concept. Adults are self-directed and
responsible for their own decision making. In general,
adults resent the feeling that others are making choices
for them. Adult educators need to create learning situa-
tions that are more self-directed and independent.
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Cognitive

Videotapes

Psychomotor

e Skill demonstration

Talking the learner through the skill

Return demonstration and repeated practice
Written material with step-by-step instructions
Videotape with step-by-step instruction of the skill
Simulation

FIGURE 4-1 4 Teaching methods based on the domains of learning.

3. The learner’s life experience. Adults have lived longer and
accumulated more life experiences than children. Life
experience defines and shapes adult beliefs, values, and
attitudes. Adult education methods emphasize experiential
techniques such as case method, simulation, and problem-
solving exercises. In addition, adults learn well from their
peers, making group learning an effective teaching method.

4. Readiness to learn. Adults are ready to learn the things
they need to know. The information should be applicable
to real-life situations.

5. Orientation to learning. Adults are motivated to learn if
the information will help them to perform useful tasks or
to deal with problems in their life.

6. Motivation to learn. Adults are more motivated by internal
forces such as improved quality of life, increased job
satisfaction, and improved self-esteem. External factors
such as job promotion or increased salary are less likely to
sustain learning.”

An example of how the critical care nurse might use adult
learning principles in the practice setting is presented in the
following scenario.

¢ Simple to complex organization of information

¢ Clarification of basic concepts or terminology

® | ecture presentation

¢ Independent study of pamphlets, written materials,
computer-assisted learning modules

Question and answer

Affective

Discussion and values clarification
Role playing

Question and answer

Support groups

CASE STUDY
A Patient Who Is Motivated to Learn

Mr. Murray underwent a coronary artery bypass graft procedure
2 days ago. He questions the nurse about a breakfast tray that
contains scrambled eggs and ham, while explaining that the
eggs contain too much cholesterol and that he has been told
to avoid all high-cholesterol foods. The nurse replies that the
scrambled egg is an egg-substitute product that is actually
part of a heart-healthy diet. Mr. Murray is demonstrating
his readiness to learn and is attempting to apply the new
knowledge to alter his eating habits. His learning motivation
stems from an intrinsic desire to change that is now focused on
his overall quality of life and improving his health. His question
affords the nurse an opening to discuss other heart-healthy
activities and lifestyle changes that will help the patient achieve
wellness in his recovery.

The critically ill patient and family are highly motivated
to learn because a life-threatening event has triggered an
intense need for information. Successful teaching plans should
incorporate adult learning principles and relevant information
that readily apply to real life and assist with recovery from
critical illness.



A The Process of Adult Education

The process of patient and family education entails more
than just providing an educational brochure or turning on an
instructional videotape; it is an interactive process based on
a therapeutic relationship. The fundamentals used in patient
and family education include assessment, diagnosis, goals,
intervention, and evaluation.'* Frequently, the nursing pro-
cess is used informally by critical care nurses because teaching
is so highly integrated into routine nursing care and family
interactions. Just as the bedside nurse uses clinical judgment
to recognize and treat the hemodynamic instability that
often accompanies critical illness, he or she also diagnoses
and intervenes to meet the learning needs of the patient and
family. As nurses advance in practice, learning assessment
becomes more refined and focuses on meeting the educa-
tional goals. Each learning session enhances the knowledge
of the patient and family and offers the nurse a chance to
evaluate the success or failure of what he or she has taught.

Assessing Learning Needs in a Time of
Crisis

The critical care nurse must be very sensitive to the height-
ened anxiety that accompanies an admission to the ICU.
Anxiety markedly reduces the ability of the patient and
family to concentrate. Therefore, the nurse should avoid long
explanations or tedious questions. The first step in the assess-
ment process is to get to know the patient and family. This
often begins with a simple introduction. Taking a few min-
utes to learn the family names and their relationship to the
patient signifies respect and begins to build a therapeutic and
trusting relationship. It gives the nurse a chance to orient the
patient and family to the ICU as well as to teach them about
some of the equipment used in the care of the patient.

Assessment of the learning needs can be a formal or infor-
mal process. In the critical care setting, it is preferable to
use an informal and open-ended dialogue between the nurse
and the family to establish the “need to know.” Use of open-
ended questions such as “What is your understanding of your
mother’s condition?” or “What did the physician tell you
about the surgery?” gives the nurse a starting point for teach-
ing the family. It also validates whether the patient or family
member clearly understands previous explanations given by
other members of the health care team.

Informal assessment often provides the nurse with a base-
line evaluation of literacy and the person’s level of education.
Literacy assessment can be very difficult and requires sensi-
tivity because most adults with a reading difficulty spend a
lifetime hiding it."* Nonthreatening questions such as, “Do
you prefer to learn new information by reading or watching
a program on television?” may give the nurse a clue about a
patient or family member’s level of literacy. With about 20%
of the U.S. population considered to be functionally illiter-
ate, it is very likely that the educational brochures or the
operative consent forms that are given to patients or fami-
lies are beyond their reading level.'* Every day, critical care
nurses assume that the consent forms are clearly understood
when they are returned signed and unquestioned. Written
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educational material should always be in the active voice and
targeted for a 7th- to 8th-grade reading level."” In addition,
the nurse should verbally review any written material with
the patient or family in case they are unable to read the docu-
ment and are too embarrassed to admit it.

Further assessment may reveal that a patient or family has
a low level of health literacy. This term describes “the degree
to which individuals have the capacity to obtain, process,
and understand basic health information and services needed
to make appropriate health decisions.”'® Within the context
of critical care, patients and families with low health literacy
often struggle with the urgency and the abstract concepts
that health care decisions demand.!” For example, a physi-
cian explains the risks and benefits of a tracheostomy for a
patient who has been intubated for 3 weeks and cannot be
weaned from mechanical ventilation. To fully comprehend
the assignment of risk, it is necessary to have a basic under-
standing of the concept of percentages as applied to the prob-
ability of complications. In this situation, a family member
may have difficulty making an informed decision because the
risks and benefits are not meaningful, and they are fearful of
“cutting a hole into a loved one’s neck.” Such an emotional
reaction should signal to the critical care nurse the need to
bridge the knowledge gap between the physician’s explana-
tion and the family’s negative perception of the procedure. To
accomplish this, it helps to use more concrete methods such
as the phrase “most people experience few complications fol-
lowing this procedure” to illustrate the risk for complications
instead of using percentages to quantify the risk. In addition,
using familiar words, showing a picture of a tracheostomy,
and giving family members time to talk about the procedure
may dispel further misconceptions and reduce their anxiety,
thus enabling them to reach a decision about the surgery.

Assessment is a dynamic and ongoing process, provid-
ing the critical care nurse with many opportunities to assist
patients and families to cope with the stress and anxiety asso-
ciated with critical illness while meeting their learning needs.
It also entails knowing when the patient or family is unable
to learn. For example, patients who are experiencing pain
are not able to focus on learning a new skill such as insulin
administration without first having adequate pain control.
A family member who has just learned that a loved one has
suffered a cardiac arrest is not likely to be able to assimilate
the intricate details of myocardial ischemia. Setting unrealis-
tic educational goals hinders learning and frustrates both the
nurse and the learner. The teaching plan must be continu-
ally evaluated. If the plan is ineffective, poorly timed, or not
meeting the learner’s needs, it should be altered.

Intervention: Effective Teaching Strategies
in Critical Care

Learning Opportunities

Life-threatening illness often stimulates changes in unhealthy
behavior patterns, only then igniting a patient’s interest in
learning. Much of the learning required of a patient who is
recovering from critical illness involves behavior changes
that require alterations in lifestyle. Smoking cessation,
dietary restrictions, and activity limitations are the types of
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lifestyle changes that patients frequently struggle to achieve
and maintain. Learning opportunities often present in the
course of routine patient care. Therefore, the nurse should
be ready to incorporate teaching while providing care. For
example, the nurse can review postoperative incision care
in a brief teaching session while performing skin assessment.
The review can include the signs and symptoms of infec-
tion, proper wound cleansing, and a description of a healthy
healing incision. Teaching pertinent information about the
indications or side effects of medications, while giving them
to the patient, is another way to reinforce learning. Both of
these examples highlight the importance of focusing on a
single concept, especially considering the limited attention
span that is typical of a patient who is recovering from a criti-
cal illness. Learning is best accomplished when the message
is consistent and the knowledge progresses from simple to
more complex concepts.

The Family Connection

Often the critical care nurse recognizes the limitations of
the patient’s ability to comprehend information and then
turns to the family to provide instruction. Most patients
forget 80% of the information they receive, and nearly half
of what they remember is incorrect.!® It is likely that reten-
tion of information by critically ill patients is much worse.
Therefore, family participation in teaching sessions helps
ensure the success of the teaching plan. In addition, provid-
ing written materials that patients can review after discharge
from the hospital helps bridge the retention gap. Guidelines
for developing printed materials that are appropriate for use
with older patients are presented in Box 4-3.

Another effective teaching strategy for the adult learner
is group learning. For example, postoperative cardiac surgi-
cal patients can benefit from a class on posthospital care. A
group teaching session allows patients the chance to share
common experiences and concerns about recovery with each
other. Including families in the group may stimulate questions
and allow them to express concerns about potential compli-
cations and fears about taking care of a loved one at home.
Many times, families are fearful of caring for a loved one who
has recovered from a life-threatening illness. They are afraid
that they will miss an important symptom or that something
will go wrong and their loved one will become ill again or
even die. The critical care nurse should acknowledge these

K - CONSIDERATIONS FOR THE OLDER PATIENT

Guidelines for Printed Educational Materials

¢ Font should be 12 points or greater.

o Serif type is preferred over sans-serif type.

¢ Avoid script or stylized types.

¢ Use boldface headings.

¢ Avoid using all uppercase letters for body type.

e Use specific language and avoid generalizations.

e Use “calls to action” to highlight important points.

e Use four to five lines of text broken up with white space.

¢ Avoid paper with a glossy finish because the glare makes read-
ing difficult. Use matte-finish paper instead.

® Enhance legibility by using black ink printed on white or
off-white paper.

¢ Avoid printing over a designed or customized background.

feelings and provide the family with emotional support while
giving the tools and information to ensure safe care at home.
The family interaction also provides the nurse with an assess-
ment of potential home health care needs. A newly learned
skill such as a complex dressing change or administration
of an IV medication requires both the patient and a family
member to learn and demonstrate the basic steps of the pro-
cedure to ensure that adequate learning has occurred before
the patient leaves the hospital. It may become apparent that a
home health care consultation is indicated for further teach-
ing, and reinforcement of newly learned skills may be needed
to facilitate a safe transition from the hospital to home.

Hospitals have expanded education tools to include
computer-based educational libraries and other audiovisual
systems that can be used to supplement individual instruc-
tion. The content can be especially helpful for patients and
families who are learning a new skill, such as intermittent
urinary catheterization. Some education systems are quite
sophisticated, linking the health care provider to the patient
by “prescribing” specific education content. The computer
software can be interactive with the learner through a series
of questions and answers that can assist the nurse with vali-
dating the learning success of the patient or family member.
In addition, electronic interfaces to the education system
can provide basic documentation of the teaching session in
the medical record. This deliberate and interactive process
between the health care provider, the nurse, and the patient
and family helps to facilitate education. Such checks and
balances are designed to ensure that the patient and family
are exposed to basic information before they are discharged
from the hospital. Electronic patient education libraries also
provide consistent information and are less dependent on
the teaching skills of a particular nurse to get the informa-
tion across to the patient and family. Moreover, these patient
education libraries are often available in multiple languages
and can reduce the need for an interpreter for each learning
session. Regardless of the level of sophistication of electronic
learning tools, an interpreted session remains an important
tool to ensure that the patient and family have learned
the required information and that questions are answered
thoroughly.

Evaluating the Learning Process

Evaluation is a measurement of the critical learning elements
established in the teaching plan. It provides evidence about
patient accomplishments or skills that may need further
development.!® Evaluation also reinforces correct behav-
ior on the part of learners and helps teachers determine
the adequacy of their instruction.'” Questions provide the
teacher and learner with immediate feedback and validate
the learner’s grasp of the information presented. The nurse
should avoid using leading questions to achieve a desired
answer. True evaluation is based on the learner’s responses,
which indicate whether additional reinforcement of the key
concepts is needed. Direct observation of newly learned skills
or procedures should also be part of the evaluation. Because
adults do not want to appear awkward or clumsy when per-
forming a task, it is important to have a relaxed, positive
learning environment where the teacher and student have
a good rapport before asking a patient or family member to



demonstrate a new task or skill. The learner should be able to
successfully answer or perform 94% of all the critical elements
outlined in the teaching plan.!” Often the success or failure
of patient and family education influences the discharge
plans. Patients who are unable reliably to perform new tasks
need supervision and further practice to learn the new skill.
Therefore, adequate evaluation of the learning process is an
essential component of the health care continuum.

Mr. Mitchell is a 54-year-old married African-American man who
was admitted to the hospital after experiencing chest pain while
at work. He had mild elevation in his cardiac enzyme levels and
was taken to the cardiac catheterization laboratory within a few
hours of the onset of the chest pain. The interventional cardiolo-
gist found two arteries 80% occluded. He was able to perform an
angioplasty, place a stent in the arteries, and successfully restore
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There are many ways to develop a patient and family teach-
ing plan. Given a homogeneous population, standardized
patient teaching plans and records can be used. Plans should
include information that is essential for most patients but can
also be flexible enough to accommodate individual needs.
Teaching plans include nursing diagnoses, outcome criteria,
and interventions. Box 4-4 provides a sample teaching plan
for a patient who has experienced a myocardial infarction.

) BOX 4-4 COLLABORATIVE CARE GUIDE for Educating a Patient About Myocardial Infarction

the blood flow to the affected myocardium. The morning after his
procedure, Mr. Mitchell spoke with the cardiac rehabilitation nurse,
who reviewed his cardiac risk factors. He is 30-pound overweight
with mild hypertension, his cholesterol level is 250 mg/dL, and he
smokes 2 packs of cigarettes per day. After this procedure, Mr.
Mitchell is anxious to learn ways to reduce his risk for myocardial
infarction.

Patient will be able to state content
presented.

Deficient Knowledge

Readiness for Enhanced
Knowledge

according to his personal goals.

Ineffective Coping
coping mechanisms.

Patient will participate in goal setting for
weight loss, tobacco cessation, and
achievement of cholesterol and blood
pressure targets. The patient will partici-
pate in an exercise program, lose weight,
stop smoking, and decrease cholesterol

Patient will begin to demonstrate effective

¢ Plan teaching sessions for a period of time with minimal
interruptions.

e Include patient’s wife and family in teaching sessions.

¢ Provide written information to reinforce the verbal infor-
mation.

* Review the diagnosis of myocardial infarction and the
therapies used to prevent further damage to the heart
muscle.

e Review cardiac risk factors for this patient and identify
those risk factors that he can control.

e Consult the dietitian for weight reduction and meal
planning.

¢ Discuss the sodium content of foods related in order to
control his hypertension.

e Discuss the target cholesterol level for this patient and the
medications and dietary changes needed to reduce the
risk for myocardial infarction.

® Discuss tobacco use related to myocardial oxygen
demand and the vasoactive effects of nicotine.

e Offer information about smoking cessation programs
and medical options available to assist him with stopping
smoking.

¢ Refer the patient to a formal cardiac rehabilitation pro-
gram after discharge from the hospital.

¢ Plan and set goals with the patient for weight loss, cessa-
tion of tobacco use, and target cholesterol levels.

e Have the patient identify appropriate menu selections and
portion control to achieve weight loss.

* Have the patient identify the triggers for tobacco use and
steps that he might find useful to reduce or stop smoking.

¢ Refer the patient to a weight-loss and a smoking-
cessation support group.

e Have the patient identify appropriate exercises after
myocardial infarction.

e Discuss the patient’s feelings about multiple lifestyle
changes and the diagnosis of myocardial infarction.

e Discuss the patient’s feelings about participating in both a
weight-loss and smoking-cessation program.

e Mobilize the patient’s resources for support.

¢ Help the patient to design a chart to map his progress
with weight loss, smoking cessation, and blood pressure
and cholesterol target goals.

e Acknowledge all questions and concerns that the patient
expresses as meaningful.
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The nursing diagnosis assists the nurse to identify
the appropriate content to teach. It also helps formu-
late the outcomes that are used to evaluate the progress
of the patient and family and the effectiveness of the
teaching plan. The outcomes should be stated in measura-
ble terms, and the teaching should be outlined in a logical
sequence. Each nursing intervention should include the
content, method, and media used for teaching. In addi-
tion, the patient’s barriers to learning should be addressed,
and the nursing interventions are aimed at meeting those
personal needs. In critical care, families are often included
in the teaching plans because of the limited learning
ability of the patient.

A The Standards of Patient and Family
Education

There is great emphasis on patient and family education
that stems from the Joint Commission patient care stand-
ards. These standards serve to promote overall patient care
quality in health care organizations. Hospitals voluntar-
ily participate in Joint Commission surveys to ensure that
the patient care provided meets or exceeds the criteria set
forth in the standards. Some examples of Joint Commission
standards related to patient and family education include
the following:

¢ “The hospital provides, coordinates, and evaluates patient
education and training based on each patient’s needs and
abilities.”

¢ “The hospital performs a learning needs assessment which
includes cultural and religious beliefs, emotional barri-
ers, desire and motivation to learn, physical or cognitive
limitations, and barriers to communication.”?°

The goal of these educational standards is to guide hospitals
to create an environment in which both the patient and
the health care team members are responsible for teaching
and learning. The medical record should reflect an inter-
disciplinary approach toward patient education throughout
the hospital stay. The initial nursing history should include
an assessment of the patient’s understanding of the current
health issues, preferred learning methods, family support,
and any social or cultural beliefs that will impact learn-
ing. The Joint Commission recommended educational
topics are detailed in Box 4-5. Teaching documentation
should indicate the learning topic and how it relates to the
patient’s health issues. In addition, if home health care or
community resources are necessary to support the safe tran-
sition of the patient from the hospital to home, the medical
record should reflect coordination of these services prior to
discharge.

Finally, the teaching record should also reflect an eval-
uation of how well the patient and family absorbed the

BOX 4-5 The Joint Commission—-Recommended
Topics for Patient and Family Education

¢ Explanation of the plan of care

e Basic health practices and safety

e Safe and effective use of medications

e Nutrition interventions

¢ Pain management

e Safe and effective use of medical equipment

e Techniques that help the patient reach maximum independence
e Fall reduction strategies

Adapted from 2010 Comprehensive Accreditation Manual for Hospitals.
Edition Release 2.5. Accessed August 29, 2010 http://e-dition.jcrinc.com/
Standard.aspx

information. The details of teaching documentation are out-
lined in Box 4-6. A sample patient education record is shown
in Figure 4-2.

How do these standards affect patient education in the
critical care setting? It may be difficult for critical care
nurses to think in terms of teaching plans and interdiscipli-
nary learning because critically ill patients have so much
instability and require great vigilance just to maintain phys-
iological function. However, remember that much of the
patient teaching is informal and may not be clearly visible
at first glance. Nurses are taught to explain each procedure,
medication, intervention, or diagnostic test to the patient
beforehand. This is patient education. For example, the
nurse who explains that the bag of liquid medication she
is hanging is an antibiotic that is given through the intra-
venous line to fight the patient’s abdominal wound infec-
tion is teaching. Yet, many nurses would not recognize this
action as patient education, and they would not document
it in the teaching record. Nonetheless, this type of infor-
mal instruction meets the Joint Commission standard for
patient education. Critical care nurses teach patients and
families routinely, but often the patient education record
is left blank because “there isn’t enough time to teach.”
If critical care nurses would only remember to note each
informal teaching session, the patient’s educational records
would be filled with entries after just 1 day in the unit.

BOX 4-6

Components of Teaching Documentation )

e Participants (Who was taught?)

e Content (What was taught?)

e Date and time (When was it taught?)

¢ Patient status (What was the patient’s condition at the time?)

¢ Evaluation of learning (How well was the information absorbed?)

e Teaching methods (How was the patient taught?)

¢ Follow-up and learning evaluation (If teaching was incomplete,
what was the reason? What additional education needs does
the patient have?)



http://e-dition.jcrinc.com/Standard.aspx
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KEY

Barriers to Learning Learners Tools/Method Level of Learning (LOL)

1. No barrier P = patient C = Class/group 8. Needs further

2. Language/Communication/Literacy | F = family/significant other D = Demonstration reinforcement

3. Cultural/Religious Practices O = other A = Audiovisual 9. Demonstrates partial skill

4. Cognitive/Sensory Impairment L = Literature or knowledge

5. Severity of illness/pain T = Translator 10. Demonstrates skill with

6. Motivation TV = Video/ed channel minimal assistance

7. Physical limitation M = Model 11. Demonstrates competent
1:1 One to one skill and knowledge

EDUCATION Content Date Barrier | Learner | Tool LOL Initials

Outcome Criteria

Discharge Plan of Care

« Identifies disease process
« Cause

*  Signs and symptoms

* Risk factors

*  Prevention

Medications/ Food and Drug

Interactions

« Identifies purpose of
medications

«  States side effects of
medications

«  Demonstrates administration
of medications

* Reviews food—drug interactions

Activity

«  Verbalizes activity
restrictions after discharge

« Identifies need for assistive
apparatus as needed

* Identifies safety precautions

Equipment

*  States purpose

«  Demonstrates correct use
of equipment

* ldentifies safety measures

Treatments
«  States the purpose of the
treatment

«  Demonstrates correct technique
« ldentifies findings that should be
reported to health care provider

Follow-up Care and
Community Resources

FIGURE 4-2 4 Example of a patient education record. (Adapted from Georgetown University
Hospital: Interdisciplinary Patient Education. Washington, DC: Author, 2010.)

A Clinical Applicability Challenges

a )

SHORT ANSWER QUESTIONS

1. From the Case Study: A Patient and Family in Crisis 3. Discuss when patient and family anxiety would pre-
on page 40, discuss the strategies used by the nurse clude all learning.
to effectively manage the admission phase for the
patient’s family.

2. Discuss nursing interventions that have effectively
reduced patient and family anxiety in a clinical situa-
tion that you have encountered.

N /
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Relieving Pain and Providing Comfort

Cynthia L. Renn and Tara Leslie

LEARNING OBJECTIVES

care

No o

anxiety

Based on the content in this chapter, the reader should be able to:

1. Differentiate between acute and chronic pain

2. ldentify factors that exacerbate the experience of pain in the critically ill
3. Prepare patients for the common sources of procedural pain in intensive

Compare and contrast tolerance, physical dependence, and addiction
Discuss national guidelines and standards for pain management
Identify appropriate analgesics for high-risk critically ill patients
Describe nonpharmacological interventions for alleviating pain and

Pain is one of the greatest stressors and most common symptoms
for critically ill patients.” In addition to being a coexisting
symptom of critical illness, patients experience increased lev-
els of pain during many critical care interventions and routine
procedures.>* Even though pain management has become a
national priority in recent years, pain continues to be misunder-
stood, poorly assessed, and undertreated in intensive care units
(ICUs) and many other health care settings.*> Uncontrolled
pain triggers physical and emotional stress responses, inhibits
healing, increases the risk of other complications, and increases
the length of ICU stay. Critical care nurses need a clear under-
standing of concepts related to pain assessment and manage-
ment to achieve effective pain control. For an overview of the
physiological processing of pain, refer to Chapter 32. Chapter
5 provides an overview of key concepts related to managing
acute pain and comfort in the critically ill adult patient.

A Pain Defined

Pain is a complex, subjective phenomenon. It is a protective
mechanism, causing one either to withdraw from or to avoid
the source of pain and seek assistance or treatment. The
International Association for the Study of Pain defined pain
as “an unpleasant sensory and emotional experience associ-
ated with actual or potential tissue damage or described in
terms of such damage.”® McCaffery provides an operational
definition of pain that considers the subjectiveness and indi-
viduality of the pain experience. This definition is based on
the premise that the individual experiencing the pain is the
true authority: “Pain is whatever the experiencing person
says it is, existing whenever he or she says it does.””

Not all pain is the same. The various types of pain are
categorized based on the duration (acute or chronic) and
source (somatic, visceral, or nerve) of the pain. It is essen-
tial that the type(s) of pain a patient is experiencing be
properly identified so that the most efficacious management
strategies can be implemented. The type of pain that most
ICU patients experience is classified as acute. Acute pain
is a physiological response to an identifiable cause, is gen-
erally time-limited, and typically responds well to opioid
and nonopioid therapies. For example, the pain experi-
enced during endotracheal suctioning or a dressing change
is expected to end when the treatment is completed.
Similarly, pain at an incision or area of injury is expected
to cease once healing has occurred. Often, patients in the
critical care setting will experience pain from more than
one source. For example, a postoperative patient will likely
have somatic pain stemming from the site of the incision,
visceral pain from organs that were manipulated, and pos-
sibly, nerve pain from nerves that were cut or damaged dur-
ing the surgical procedure.

In contrast, chronic pain is caused by physiological
mechanisms that are less well understood. Chronic pain
differs from acute pain in terms of etiology and expected
duration. Chronic pain extends past the usual course of
an acute illness or injury for an indefinite period of time,
usually exceeding 3 to 6 months. It is difficult to treat,
responds poorly to routine pain management strategies, and
adversely affects the quality of life for the individual.® It is
essential for the critical care nurse to be aware that, in addi-
tion to acute pain associated with the illness or injury lead-
ing to hospitalization, ICU patients will frequently have a
concomitant chronic pain condition that must be properly
managed as well.
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A Pain in the Critically Ill

Acute critical illness, regardless of the etiology, is pain-
ful. Consider the most common illnesses or injuries
treated in the ICU: myocardial infarction, thoracic sur-
gery and neurosurgery, multiple trauma, and extensive
burns. All of these conditions are associated with severe
pain. Therefore, nearly all ICU patients will experience
moderate to severe acute pain.” Moreover, ICU patients
with chronic critical illnesses are likely to experience
a combination of both acute pain (due to a new illness,
injury or procedure) and the chronic pain stemming from
the chronic illness. Further, chronic pain in a critically ill
patient is often associated with additional symptoms, such
as respiratory distress, fatigue, and cognitive impairment,
that must be managed.!® Previously, it was thought that
critically ill patients were unable to remember their pain-
ful experiences because of the acute nature of the illness or
injury. More recent research, however, demonstrates that
ICU patients do remember painful experiences, and they
frequently describe their pain as being moderate to severe
in intensity.*

In addition to the patient’s illness-, injury- or procedure-
induced pain, the critical care nurse must also be cognizant
of the many factors inherent to an ICU admission and the
ICU environment that will increase the patient’s pain expe-
rience (see Box 5-1). Each of these factors alone will exert
a significant negative effect on the patient’s pain and, when
they are experienced in combination, they act synergistically
to further increase pain. For example, pain and anxiety act in
a cyclical fashion to exacerbate each other.

Factors Contributing to Pain and
Discomfort in the Critically Il

Physical

Symptoms of critical illness (eg, angina, ischemia, dyspnea)

Wounds—posttrauma, postoperative, postprocedural, or
penetrating tubes and catheters

Sleep disturbance and deprivation

Immobility, inability to move to a comfortable position due to
tubes, monitors, restraints

Temperature extremes associated with critical illness and the
environment—fever, hypothermia

Psychosocial

Anxiety and depression

Impaired communication, inability to report and describe pain
Fear of pain, disability, or death

Separation from family and significant others

Boredom or lack of pleasant distractions

Sleep deprivation, delirium, or altered sensorium

Intensive Care Unit (ICU) Environment or Routine

Continuous noise from equipment and staff

Continuous or unnatural patterns of light

Awakening and physical manipulation every 1 to 2 hours for vital
signs or positioning

Continuous or frequent invasive, painful procedures

Competing priorities in care—unstable vital signs, bleeding,
dysrhythmias, poor ventilation—may take precedence over
pain management
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A Procedural Pain

Efforts to provide pain relief and comfort measures are com-
plicated by the fact that critical care nurses must continu-
ously perform procedures and treatments that cause pain to
the patient. Procedures like chest tube insertion and removal,
endotracheal suctioning, and wound débridement are obvi-
ously painful. Less obvious are the simple procedures, such
as turning and positioning, that can also cause considerable
pain for critically ill patients.

Several studies have investigated which routine nurs-
ing procedures were reported to be painful or not painful
by conscious oriented patients.*!! The investigators docu-
mented the patients’ responses to six procedures that are
frequently performed on critically ill patients: position
changes, tracheal suctioning, deep line removal, deep
breathing and coughing exercises, dressing changes, and
drain removal. The findings of this study are summarized
as the least painful to the most painful procedures in
Table 5-1.% Studies also found that procedural pain is often
described by patients as different from other types of pain;
descriptors included “intense,” “episodic,” “severe,” and
“tiring.”!>? It was also found that 50% of patients under-
going drain removal, 38.5% of patients doing deep breath
and coughing exercises, and 32.6% of patients undergo-
ing position changes received preemptive analgesia with
morphine within an hour prior to their procedure, while
only 12.5% of the patients undergoing tracheal suctioning,
reported by patients to be one of the more painful pro-
cedures, received prophylactic morphine.* Approximately
79% of patients undergoing a painful procedure reported
inadequate pain management with only 22.1% receiving
preemptive analgesia prior to the procedure, 84.1% receiv-
ing an analgesic medication during the procedure, and
only 7.3% receiving analgesic pain medication postproce-
dure." Critical care nurses must be attuned to the pain the
patient is experiencing before the procedure and antici-
pate the pain that occurs as a result of the procedure in
order to provide the best interventions to help the patient
during the procedure.

Before performing procedures known to be associated
with pain, patients should be premedicated (preemptive
analgesia), and the procedure should be performed only
after the medication has taken effect. During procedures,
intravenous (IV) opioids, such as morphine or fentanyl, are

Table 5-1 Patients’ Self-Report of Painful
Procedures*

Procedure Level of Pain

Simple dressing change Least painful

Central line removal Painful
Position changes/turning Painful
Tracheal suctioning More painful
Deep breathing and coughing exercises More painful
Drain removal Most painful

*Ranked from least to most popular.

From Siffleet J, Young J, Nikoletti S, et al: Patients’ self-report of procedural
pain in the intensive care unit. J Clin Nurs 16(11):2142-2148, 2007.



usually used for analgesia. The IV bolus dose of morphine
is individualized and depends on the age, weight, pain
intensity, and type of procedure. The patient’s response
must be monitored during the procedure with additional
doses given as needed for breakthrough pain. Anxiolytic
medications, such as midazolam or propofol, can be given
to relieve anxiety during the procedure; however, these
agents should only be used as adjuncts, because they sim-
ply provide sedation and no analgesia to relieve the pain
associated with the procedure. In addition to providing
preemptive analgesia and anxiolytic medications before
the procedure, the nurse should educate patients about the
procedure to help them prepare for anticipated pain and
discomfort. Further, the nurse can use interventions, such
as imagery, distraction, and family support during proce-
dures, to supplement the effect of the analgesic and anxio-
lytic medications.

A Consequences of Pain

Pain produces many harmful effects that impact nega-
tively on the function of all body systems, inhibit wound
healing, and slow recovery from critical illness. The auto-
nomic nervous system responds to pain by causing vaso-
constriction and increased heart rate and contractility.
Additionally, pulse, blood pressure, and cardiac output all
increase, leading to concomitant increases in myocardial
workload and oxygen use, both of which can cause or exac-
erbate myocardial ischemia in an already compromised
critically ill person. Patients in pain are also hesitant to
move, cough, or breathe deeply because the associated
movements increase pain. This decrease in movement
manifests as pain-induced respiratory alterations that
include splinting, decreased respiratory effort, and reduced
pulmonary volume and flow. These pain-induced respira-
tory alterations can then lead to pulmonary complications,
such as atelectasis and pneumonia. In the gastrointestinal
system, undertreated pain can cause decreased gastric emp-
tying and intestinal motility, which can result in impaired
function and ileus.

Unrelieved pain also negatively affects the musculoskel-
etal system by causing muscle contractions, spasms, and
rigidity and by suppressing immune function, which pre-
disposes the patient to pneumonia, wound infections, and
sepsis. The negative effects of uncontrolled pain on the
course of a critical illness are clear. It is vital for the critical
care nurse to understand that the impact of uncontrolled
pain during a critical illness can extend beyond the time
of recovery from the critical illness. Evidence shows that
patients who have a high level of uncontrolled pain dur-
ing an acute hospitalization are at increased risk for delayed
recovery and the development of chronic pain syndromes
after discharge.

Patients who are pain free have better outcomes than
those stressed by unrelieved pain. In a classic study, patients
whose pain was controlled with epidural anesthesia and epi-
dural analgesia had shorter ICU stays, shorter hospital stays,
and half as many complications as patients receiving stand-
ard anesthesia and analgesia.'® The benefits of effective pain
relief are summarized in Table 5-2.
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Table 5-2 Benefits of Effective Pain Relief

System Benefit

Cardiovascular Decreased pulse rate, blood pressure, and

myocardial workload

Respiratory Enhanced respiration, oxygenation, ability
to perform deep breathing and coughing
exercises, and decreased incidence of
pulmonary complications

Neurological Decreased anxiety and mental confusion,

enhanced sleep

Gastrointestinal/
Nutritional

Enhanced gastric emptying, promotion
of positive nitrogen balance, increased
appetite

Musculoskeletal ~ Earlier ambulation, reducing complications

of immobility

Economic Decreased length of stay, decreased costs,

enhanced patient satisfaction with care

A Barriers to Effective Pain Control

Pain continues to be undertreated in many settings, even
though the negative consequences of uncontrolled pain
and the benefits of pain relief have been well documented.
Often pain relief is relegated to a low priority due to the life-
threatening nature of the patient’s illness and the other life-
saving interventions that are required. Critical care nurses
are often concerned that analgesic administration may create
problems, such as hemodynamic and respiratory compromise,
oversedation, or drug addiction.!”

The fear of addiction is one of the greatest concerns and
impediments associated with analgesia and pain control. This
fear causes anxiety for patients and their families as well as
health care providers. Critical care nurses must have a clear
understanding of the differences between, and implications of,
addiction, tolerance, and dependence. Patients who require
long-term analgesic medication for pain control can develop
tolerance or physical dependence. However, these scenarios
should not be confused with addiction, which is characterized
by behaviors, such as impaired control, compulsive use, and
continued use despite serious negative physical and/or social
consequences.!® See Table 5-3 for clarification of these concepts.

Patients with a history of opioid addiction and tolerance
provide a unique challenge to nurses trying to manage pain
when these patients present with a critical illness. This par-
ticular patient population may require much larger doses of
pain medication to produce an adequate level of pain control
than a patient not addicted to opioids. Research shows that
patients with opioid addiction often require 30% to 50% more
opioid pain medication than they were taking preoperatively.
Continuous epidural delivery and patient-controlled analge-
sia (PCA) are often beneficial in these patients due to the
continuous infusion of opioid medication. Opioid withdrawal
is another significant concern when caring for an opioid-
addicted patient. The onset of withdrawal can occur between
6 and 48 hours after the last use, depending on the drug.”
Symptoms of withdrawal may include flu-like symptoms
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Table 5-3 Tolerance, Physical Dependence, and Addiction

Definition

Tolerance

Physical dependence

A state of adaptation in which exposure to a drug
induces changes that result in a diminution of one or
more of the drug’s effects over time.

A state of adaptation that is manifested by a drug
class—specific withdrawal syndrome that can
be produced by abrupt cessation, rapid dose

Implication

Increase dose by 50% and assess effect.
Tolerance to side effects, such as
respiratory depression, will increase as
the dose requirement increases.

Gradually taper opioid dosage to
discontinuation to avoid withdrawal
symptoms.

reduction, decreasing blood level of the drug, and/or

administration of an antagonist.

Addiction

A primary, chronic, neurobiological disease, with
genetic, psychosocial, and environmental factors
influencing its development and manifestations. It is
characterized by behaviors that include one or more

Rarely seen in critical care patients,
unless patient is admitted for drug
overdose or other sequelae of illicit
drug use

of the following: impaired control over drug use,
compulsive use, continued use despite harm, and

craving.

Definitions from American Pain Society: Definitions related to the use of opioids for the treatment of pain. Available

at: http://www.ampainsoc.org/advocacy/opioids2.htm. Accessed April 1, 2010

(nausea, vomiting, diarrhea, headaches, muscle/joint/joint
pain, fever), tachycardia, dilated pupils, runny nose, lacrima-
tion, piloerection (hair standing on end), yawning, restlessness,
sweating, irritability, anxiety, and hypertension. Although
opioid withdrawal does not tend to be fatal, underlying medi-
cal conditions (hypertension or recent myocardial infarction)
may increase the patient’s risk for death.?® Important to note is
that withdrawal can also occur in patients who do not have a
history of opioid drug abuse, but who have been treated for an
extended period of time with opioids to control pain. In this
patient population, it is vital to taper (incrementally decrease)
the use of the opioid and avoid an abrupt stoppage of the drug.

Pain treatment should not be restricted in patients with
a history of opioid abuse; rather, it should be more aggres-
sive. The period of critical illness in these patients is not
the appropriate time for drug rehabilitation attempts, and
the symptoms associated with opioid withdrawal can exac-
erbate conditions related to the critical illness. The critical
care nurse must focus on providing all necessary measures
to allow a full recovery from the illness, which can then be
followed by a proper referral for drug-dependence rehabilita-
tion. However, though the incidence is fairly small, the nurse
should be alert to the possibility of a patient feigning symp-
toms to seek more than required opioid pain medication.
In all cases, the nursing care for substance-abusing patients
should be focused on forming a nonjudgmental, trusting rela-
tionship between the nurse and the patient."”

A Resources to Promote Effective
Pain Control

In recent decades, government agencies, professional
organizations, health care institutions, and pain manage-
ment experts have focused attention on improving pain
management across the United States. These efforts have
produced abundant resources to support nurses in their efforts
to provide effective pain management.

Clinical Practice Guidelines

Early in the 1990s, the Agency for Health Care Policy
and Research (AHCPR), now known as the Agency for
Healthcare Research and Quality (AHRQ), introduced the
concept of clinical practice guidelines. These guidelines were
intended to serve as nationwide standards of care for specific
clinical problems. This concept arose from the recognition
that in the midst of a rapidly expanding body of health care
research and literature, there were still wide variations in
opinions and practice patterns regarding the best interven-
tions for common clinical problems. The AHCPR convened
multidisciplinary panels of national experts to review the
research, provide expert opinions, summarize the current
knowledge, and make recommendations for practice for each
targeted clinical problem. Acute pain management was the
topic of the first guideline that was published and dissemi-
nated by this agency.”!

Over the next few years, several national agencies,
including the American Association of Critical-Care
Nurses, the American College of Cardiology, and the
Society of Critical Care Medicine (SCCM), assembled their
own panels of experts to develop clinical practice guidelines
for their target populations. In 1996, the AHRQ discon-
tinued its support for producing clinical practice guide-
line documents and instead entered into a collaborative
relationship with the American Medical Association and
the American Association of Health Plans to sponsor the
web-based National Guideline Clearinghouse.?! This Web
site currently contains more than 2,500 practice guidelines
developed by a variety of organizations. Via these various
mechanisms, pain management guidelines have been dis-
seminated throughout the United States and have served
as a catalyst for several improvements in pain management.
These guidelines are also used as legal documents represent-
ing the national standard of care for pain management in
medical liability cases.

One practice guideline that is particularly useful to critical
care nurses and physicians is the guideline published jointly
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Table 5-4 National Standards and Guidelines Related to Pain Management

Agency or Source and Standard or Guideline Content Highlights

Society of Critical Care Medicine and the American
Society of Health-System Pharmacists

Clinical Practice Guidelines for the Sustained Use of
Sedatives and Analgesics in the Critically Il Adult??

Developed by a national panel of experts in critical care medicine, nursing, and
pharmacy. Includes summaries and recommendations of recent research related
to analgesia and sedation specifically in the critically ill population. Contains
28 explicit recommendations targeted to the critically ill, including the following:

e Patient report is the most reliable standard for pain assessment.

e Scheduled doses or continuous infusions of opioids are preferred over PRN or
“as needed” regimens.

¢ Fentanyl, hydromorphone, and morphine are the drugs of choice for intravenous
(IV) doses of opioid analgesia.

e Fentanyl is preferred for rapid onset of analgesia in acutely distressed patients.

e Sedation of agitated patients should be provided only after providing adequate

analgesia.

e | orazepam is recommended for sedation of most patients via intermittent IV or
continuous infusion
e Midazolam or diazepam should be used for rapid sedation of acutely agitated

patients

¢ Haloperidol (Haldol) is the preferred agent for treatment of delirium
(pp 140-141)2

American Geriatric Society
The Management of Persistent Pain in Older Adults?®

Pharmacological Management of Persistent Pain in
Older Persons®*

This guideline, originally published in 1998, was revised in 2002 and 2009 by an
interdisciplinary panel of geriatric experts. Major recommendations include the
following:

e All older persons should be screened for persistent pain on admission to any

health care facility.

e The verbal 0 to 10 scale is a good first choice for assessment of pain intensity;
however, other scales such as word descriptor scales or pain thermometers may
be more appropriate for some older patients.

e For patients with cognitive impairment, assessment of behaviors and family
observations are essential.

e Opioid analgesic drugs are effective, with a low potential for addiction, and may
have fewer long-term risks than other analgesic drugs.?

¢ Acetaminophen should be the first drug to consider in the treatment of mild to
moderate musculoskeletal pain.

e Patients with neuropathic pain and other types of refractory persistent pain may
be candidates for adjuvant analgesics.

e Patients with moderate to severe pain, or continuous pain on a daily basis, that
diminishes quality of life or causes functional impairment should be considered
for opioid therapy.2*

American College of Cardiology/American Heart
Association Task Force on Practice Guidelines?®!

This joint task force has published multiple practice guidelines that are relevant to
painful conditions experienced by critically ill patients, including:

e Management of patients with chronic stable angina

e Management of patients with unstable angina

¢ Management of patients with peripheral arterial disease

e Management of patients with ST-elevation myocardial infarction

e Guideline update for coronary artery bypass graft surgery

These guidelines are available from the National Guideline Clearinghouse at http://
www.guideline.gov/?!

by the SCCM and the American Society of Health-System
Pharmacists on Sustained Use of Sedatives and Analgesics in
the Critically Ill Adult.?” Table 5-4 includes information about
this and other important guidelines and standards for pain
management.’!-2*

Internet Resources

The Internet is one of the most important sources of infor-
mation and resources for pain management. Table 5-5 lists
websites containing pain management information that may
be useful to critical care nurses, patients, and families.

A Pain Assessment

The failure of staff to routinely assess pain and pain relief
is one of the most common reasons for unrelieved pain in
hospitalized patients.”” Assessment of pain is as important as
any method of treatment and is the only way to determine
the presence and severity of pain. The patient’s pain must
be assessed at regular intervals to determine the effective-
ness of therapy, the presence of side effects, the need for
dose adjustment or the need for supplemental doses to offset
procedural pain. Pain should be reassessed at an appropriate
interval after pain medications or other interventions have
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Table 5-5 Internet Resources

Website Resources Provided

American Chronic Pain Asso-
ciation www.theacpa.org

Offers information and support
for people with chronic pain

American Pain Foundation
www.painfoundation.org

Resource center for people with
pain, their families, friends, care
givers, the media, legislators,
and the general public

American Society of Pain
Management Nurses
www.aspmn.org

Information about society
membership, conferences,
resources, guidelines, and
position statements

Resources to assist others in
improving pain management
and end-of-life care; a source
for assessment tools,
patient education materials,
quality assurance materials,
end-of-life resources, and
research instruments

City of Hope Pain/Palliative
Care Resource Center
http://prc.coh.org

National Guideline Clearing-
house www.guidelines.gov

Multiple evidence-based clinical
practice guidelines for pain
and various other clinical
problems; sponsored by
the Agency for Healthcare
Research and Quality

been administered, for example, 30 minutes after an IV dose
of morphine. However, in the critical care setting, a num-
ber of conditions may exist that can make assessment of the
patient’s pain and subsequent treatments difficult. These
conditions include the following:

e Acuity of the patient’s condition
e Altered levels of consciousness

¢ Inability to communicate pain

e Restricted or limited movement
e Endotracheal intubation

When any of the above-mentioned conditions are present, a
common misconception among health care professionals is
that they are the most qualified to determine the presence and
severity of the patient’s pain, and unfortunately, the absence
of physical signs or behaviors is often incorrectly interpreted
as the absence of pain. Thus, the patient may suffer unneces-
sarily. The critical care nurse must make every effort to elicit
a self-report from the patient to perform an effective pain
assessment. Behavioral observation and changes in physi-
ological parameters can be helpful but should be considered
along with the patient’s self-report. In those instances when
the patient cannot self-report due to sedation or cognitive
impairment, an objective tool for assessing the noncommu-
nicative patient should be used.

Pain assessment is an ongoing process. In addition to the
initial pain assessment, assessment after pain management
interventions and prior to procedures is essential. After phar-
macological therapy, pain reassessment should correspond
to the time of onset or peak effect of the drug administered
and the time the analgesic effect is expected to dissipate.

B BOX 5-2  EXAWPLES OF NURSING DIAGNOSES

For the Patient in Pain

e Acute Pain

® Anxiety

e Chronic Pain

e Fear

e Powerlessness

e Ineffective Coping

¢ Impaired Physical Mobility

Response to therapy is best measured as a change from the
patient’s baseline pain level. Occasionally, there may be dis-
crepancies between the patient’s self-report and behavioral
and physiological manifestations. For example, one patient
may report pain as 2 out of 10, while being tachycardic, dia-
phoretic, and splinting with respirations. Another patient
may give a self-report of 8 out of 10 while smiling. These
discrepancies can be due to the use of diversionary activities,
coping skills, beliefs about pain, cultural background, fears of
becoming addicted, or fears of being bothersome to the nurs-
ing staff. When these situations occur, they should be dis-
cussed with the patient. Any misconceptions or knowledge
deficits should be addressed and the pain treated according to
the patient’s self-report. Box 5-2 lists common nursing diag-
noses for the patient in pain.

Patient Self-Report

Because pain is a subjective experience, the patient’s self-
report is considered to be the gold standard and forms the
foundation of the pain assessment (remember McCaffery’s
operational definition). However, family members and
care givers can be used as proxies for the patient self-report
in situations, such as critical illness, where significant
communication barriers can be present.?® A self-report
and/or proxy assessment of pain should be obtained not
only when the patient is resting, but also during routine
activities and procedures such as coughing, deep breath-
ing, and turning. Critical care nurses are frequently
more attuned to objective indicators of pain than to the
patient’s self-report. If the patient can communicate, the
ICU nurse must accept the patient’s description of pain as
valid. In the conscious and coherent patient, behavioral
cues or physiological indicators should never take prec-
edence over the patient’s self-report of pain. Behavioral
and physiological manifestations of pain are extremely
variable and may be minimal or absent, despite the pres-
ence of significant pain.

During the pain assessment, the nurse should elicit a spe-
cific verbal description of the quality of the patient’s pain,
such as burning, crushing, stabbing, dull, or sharp whenever
possible. The location, duration, and exacerbating/alleviat-
ing measures should also be established in the assessment
process. Often, this descriptive information helps to deter-
mine the cause of the pain and the best treatment strategies
to employ. All of the information gathered during the pain
assessment must be clearly documented in the patient record
with a quotation from the patient’s self-reported description
included.


http://www.theacpa.org
http://www.painfoundation.org
http://www.aspmn.org
http://prc.coh.org
http://www.guidelines.gov
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FIGURE 5-1 4 Numeric rating scale for pain assessment.

Pain scales and rating instruments based on the patient’s
self-report provide a simple, but consistent, measure of pain
trends over time. It is vital that the same pain scale is used
for every pain assessment to produce a valid comparison
with previous and subsequent measurements. Numeric rat-
ing scales and visual analog scales are used to measure pain
intensity. With these scales, the patient chooses a number,
word, or a point on a line that best describes the amount of
pain he or she is experiencing. The SCCM clinical practice
guideline suggests that the numeric rating scale is the pre-
ferred type of scale for use in critical care units.”? With this
type of scale, the patient is asked to rate the pain with O being
no pain and 10 being the worst possible pain imaginable. See
Figure 5-1 for an example.

Pictures or word boards can also facilitate communication
about the patient’s pain. The board should include questions,
such as “Do you have pain?” “Where is the pain located?”
“How bad is your pain?’ and “What helps your pain?”
Developing a simple system of eye movements (“blink once
for yes and twice for no”) or finger movements can be effec-
tive for the patient who cannot speak or move his hands.?

If the patient is unable to use any of the above methods to
verbalize or indicate that he or she is in pain, this can lead to a
dilemma when attempting the pain assessment and planning
the subsequent treatment. In this situation, it is appropriate
to observe for the behavioral cues or physiological indica-
tors discussed in the next section. However, the absence of
physiological indicators or behavioral cues should never be
interpreted as absence of pain. If the procedure, surgery, or
condition is believed to be associated with pain, the presence
of pain should be assumed and treated appropriately.

Observation

Recent research has demonstrated that ICU nurses can rely
on behavioral and physiological indicators of pain in criti-
cally ill patients who cannot provide a verbal self-report.>%
Nonverbal behaviors, such as guarding, withdrawal, and
avoidance of movement, protect the patient from painful
stimuli. Attempts by the patient to seek relief, such as touch-
ing or rubbing the affected area and changing positions,
are palliative behaviors. Crying, moaning, or screaming are
affective behaviors and reflect an emotional response to pain.
Facial expressions, such as frowning, grimacing, clenching of
the teeth, tight closure of the eyes, and tears, can indicate
pain. If one or more of these behaviors are present in the
nonverbal/noncommunicative patient, it should be assumed
that the patient has pain and the proper treatment should be
administered.

Patients who are alert and oriented but who are unable
to speak may use eye or facial expressions or movement
of hands or legs to communicate their pain. Restlessness,
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agitation, and muscular bracing may be indicators of
pain in the nonverbal patient. Since nonverbal cues can
be difficult to interpret as indicators of pain, input from
family members or other care givers is often helpful in
interpreting specific behavioral manifestations of pain
based on their knowledge of the patient’s behavior before
hospitalization.

Physiological Parameters

Critical care nurses are skilled in assessing the patient’s phys-
ical status in terms of changes in blood pressure, heart rate, or
respirations. Therefore, the observation of the physiological
effects of pain will assist in pain assessment. Unfortunately,
the physiological response to pain is highly individualized.
Vital signs, such as heart rate, blood pressure, and respira-
tions, may increase or decrease in the presence of pain.’ The
potential for physiological changes can also be masked by
medications that are administered to manage the critical
illness, for example, medications that slow the heart rate
or decrease blood pressure. When physiological changes do
occur in critically ill patients, it can be difficult to attribute
these physiological changes specifically to pain rather than
other causes. Further, a sudden unexpected increase in the
severity and intensity of a patient’s pain, with or without
associated physiological signs, may be an indication that a
life-threatening complication has developed and must be
evaluated immediately.

A Pain Intervention

The nurse plays a key role in providing pain relief. While
pharmacological intervention is the most commonly used
strategy, nursing management of pain also includes physi-
cal, cognitive, and behavioral measures. Further, in addi-
tion to administering medications or providing alternative
therapies, the nurse’s role involves measuring the patient’s
response to those therapies. Because pain may diminish or
the pain pattern may change, therapy adjustments may be
needed before improvements are seen. General guidelines for
nursing interventions are listed in Box 5-3.

@) BOX5-3 NURSING INTERVENTION GUIDELINES

For Pain Management

¢ Perform systematic pain assessments in all critically ill patients.

e Reassess hourly the need for rescue doses of analgesic.

¢ |f the patient is experiencing a condition or procedure that is
thought to be painful, provide preemptive analgesic medication.

° Remember that critically ill patients who are unconscious,
sedated, or receiving neuromuscular blockade are at high risk
for undertreatment of pain.

® Prevent pain by treating it in advance.

¢ |f the patient has frequent or continuous pain, give analgesics
by continuous intravenous infusion or around the clock, rather
than PRN.

From Puntillo K: Part 1: Managing pain in the ICU patient. Critical Care Nurse
27(1):8-10, 2007.
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Pharmacological Interventions

In general, the ideal method of analgesia should allow ade-
quate serum drug levels to be achieved and maintained.
Therefore, analgesic medications should always be adminis-
tered on a regular schedule around the clock and not on an
“as needed” (PRN) basis.”? The efficacy of analgesia depends
on the presence of an adequate and consistent serum drug
level. Regardless of the method being used, scheduled opioid
doses or a continuous infusion are preferred over “as needed”
(PRN) administration.?> The traditional PRN analgesic
order is a major barrier to effective pain control in all patient
populations. The PRN order suggests that the nurse should
administer a dose of analgesic only when the patient requests
it and only after a certain time interval has elapsed since
the previous dose. Invariably, a delay occurs between the
time of the request and the time the medication is actually
administered. In some cases, this delay can be up to an hour.
The PRN order poses another problem when the patient is
asleep. As serum drug levels decrease, the patient is suddenly
awakened by severe pain, and a greater amount of the drug
is needed to achieve adequate serum levels. PRN analgesic
medication doses should be reserved for breakthrough pain
or when the patient has recovered from the critical illness,
is predominantly pain free, and continuous analgesia is no
longer required.

Analgesic medications should be titrated based on the
patient’s response, and the drug should be eliminated when
analgesia is no longer needed. Most clinicians agree that
when using a numerical scale for assessment, pain medica-
tions should be titrated according to the following goals:

® The patient’s reported pain score is less than his or her
own predetermined pain management goal (eg, 3 on a
scale of 1 to 10).

e Adequate respiration is maintained.

Nonopioid Analgesics

Ideally, analgesic regimens should include a nonopioid drug,
even if the pain is severe enough to also require an opioid.?
In many patient populations, nonsteroidal anti-inflammatory
drugs (NSAIDS) are the preferred choice for the nonopioid
component of analgesic therapy. NSAIDS decrease pain by
inhibiting the synthesis of inflammatory mediators (prosta-
glandin, histamine, and bradykinin) at the site of injury and
effectively relieve pain without causing sedation, respira-
tory depression, or problems with bowel or bladder function.
When NSAIDs are used in combination with opioids, the
opioid dose can often be reduced and still produce effective
analgesia. This decreases the incidence of opioid-related side
effects.

Many NSAIDS are supplied only in oral forms, which is
not sufficient for critically ill patients whose oral intake is
restricted. Ketorolac (Toradol) is available in parenteral form,
but it can cause renal impairment if administration exceeds
5 days; therefore, it must be used with caution in patients with
renal insufficiency or those receiving dialysis. Indomethacin
(Indocin) is available in suppository form and can be com-
bined with opioids to provide effective pain relief.”

NSAIDS have been widely used in the non-ICU settings,
but the potential benefits of NSAIDS compared to their
potential risks have not been studied in critically ill patients.

When administering NSAIDS as a complement to opioid
analgesic medications, it is important to consider the pos-
sible side effects as potentially harmful in the ICU patient
population. Prostaglandins help protect the gastric mucosa,
are active in the aggregation of platelets, and are involved
in the autoregulatory response of the vasculature in the kid-
neys. The inhibition of prostaglandins by NSAIDS can lead
to impaired platelet aggregation, renal dysfunction, and gas-
tric irritation resulting in increased bleeding risk, sodium and
water retention, increased creatinine, and gastric ulceration.
NSAIDS can also put a patient at higher risks for bronchos-
pasms. Due to these potential risks, NSAIDS should be used
with extreme caution in any critically ill patient with renal
dysfunction, cardiac failure, coagulation problems, or respira-
tory failure.?” Second-generation NSAIDS, such as celecoxib
(Celebrex) and rofecoxib (Vioxx), are more selective in their
site of action and therefore do not cause these harmful adverse
effects, but their slow onset of action may decrease their util-
ity in critically ill patients. Long-term use of these agents can
increase the risk of developing cardiovascular disease.?

Acetaminophen is commonly used in critical care. When
it is combined with opioids, it produces a greater effect than
opioids alone. In addition to mild analgesia, acetaminophen
is an effective antipyretic; however, it does have the poten-
tial to cause hepatic damage. Dosages should be limited to a
maximum of 2,400 mg/d if patients have a history of, or high
potential for, liver impairment. Nonopioid analgesics that
are commonly used in critical care and their recommended
doses are listed in Table 5-6.

Opioid Analgesics

Opioids are the pharmacological cornerstone of postopera-
tive pain management. They provide pain relief by binding
to various receptor sites in the central and peripheral nervous
systems, thus changing the perception of pain. Opioids are
selected based on individual patient needs and the poten-
tial for adverse effects. Commonly used opioids are compared
in Table 5-7. According to the SCCM, morphine sulfate,
fentanyl (Duragesic), and hydromorphone (Dilaudid) are
the preferred agents when IV opioids are needed.? Other
opioids used in critical care include codeine, oxycodone
(OxyContin), and methadone.

Meperidine (Demerol) is the least potent opioid and is
administered in the largest doses. For example, to produce
a level of analgesia comparable to 10 mg of morphine every
4 hours, 100 to 150 mg of meperidine every 3 hours would be
needed. Meperidine is commonly underdosed and given at
intervals too infrequent to be effective. Meperidine also pro-
duces a toxic metabolite that can cause significant negative
physiological effects when used long term. Therefore, even
though meperidine continues to be widely used in some set-
tings, national experts and national practice guidelines do
not recommend it for most patients.?>*® Rationale for avoid-
ing this drug is summarized in Box 5-4.28

DOSING GUIDELINES. Equianalgesia means approxi-
mately equal analgesia. This term is used when changing a
patients’ regimen from one analgesic to another. Morphine,
10 mg IM, is generally considered the gold standard dose
for comparison. Dosing guidelines for opioid analgesics are
presented in Table 5-7. Opioid dosage varies depending on
the individual patient, the method of administration, and
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Table 5-6 o Nonopioid Analgesic Drugs

Usual Pediatric

Adult Dose Dose Comments

Drug

Acetaminophen 325-650 mg every 4-6 h 10-15 mg/kg every Available in liquid form, lacks anti-inflammatory

Aspirin 325-650 mg every 4-6 h

Celecoxib (Celebrex) 100-400 mg twice a day

Ibuprofen (Motrin) 200-400 mg every 4-6 h

Indomethacin (Indocin) 25-50 mg every 8-12 h

Ketorolac (Toradol) 30-60 mg IM initially, then: 30 mg IV
every 6 h or 30 mg IM every 6 h

10 mg PO every 4-6 h

Naproxen (Naprosyn) 500 mg initially then 250 mg every

6-8 h

10-15 mg/kg every

4-10 mg/kg every

5 mg/kg every 12 h

4-6 h action. Doses exceeding 4,000 mg/d

increase the risk of hepatic toxicity.

Can cause gastrointestinal or postoperative

4-6 h bleeding

Less adverse effects than other nonsteroidal
anti-inflammatory drugs, considerably more
expensive

Available in liquid form
6-8 h

Available in rectal and IV forms, but high
incidence of side effects

Available in parenteral form, limit use to 5 d,
contraindicated with renal insufficiency

Available in liquid form

All doses are oral, unless noted otherwise.

the pharmacokinetics of the drug. Adequate pain relief will
occur once a minimum serum level of the opioid has been
achieved. Each patient’s optimal serum level will be differ-
ent, and this level can change as pain intensity changes.
Therefore, the dosing and titration of opioids must be indi-
vidualized, and the patient’s response and any undesirable
effects, such as respiratory depression or oversedation, must
be closely assessed. If the patient has previously received an
opioid (eg, before surgery), doses should be adjusted above the
previous required dose to achieve an optimal effect. Factors
such as age, individual pain tolerance, coexisting disease(s),
type of surgical procedure, and the concomitant use of seda-
tives warrant consideration as well. Older patients are often
more sensitive to the effects of opioids; therefore, decreasing
the initial opioid dose and slow titration are recommended

for older patients.

P A L P S
METHODS OF ADMINISTRATION. : M 2 ‘:@:

4cm©  CEA® LEA®
Oral Administration. Oral administration is simple, non-
invasive, and inexpensive and provides effective analge-
sia. Oral is the preferred route for patients with cancer and
chronic nonmalignant pain. The oral route is used infre-
quently in the ICU setting, however, because many patients
are unable to take anything by mouth. Serum drug levels
obtained after oral administration of opioids are variable
and difficult to titrate. In addition, the transformation of
oral opioids by the liver causes a significant decrease in
serum levels.

Rectal Administration. Morphine and hydromorphone are
available in a rectal form. This provides an alternative for
patients who cannot take anything by mouth. Unfortunately,
this mechanism has many of the same disadvantages as oral
administration, including variability in dosing requirements,
delays to peak effect, and unstable serum drug levels.

Transdermal Administration. Fentanyl is available in
a transdermal patch format. This form is used primarily
to control chronic cancer pain because it takes 12 to 16
hours to see substantial therapeutic effects and up to 48
hours to achieve stable serum concentrations. If used for
acute pain, such as postoperative pain, high serum con-
centrations may remain after the pain has subsided, put-
ting the patient at risk for respiratory depression.?” The
nurse must exercise caution when administering fentanyl
by a transdermal patch. Gloves should be worn when han-
dling the patch to avoid accidental exposure to the drug.
The site where the patch will be applied should be chosen
carefully. The skin must be intact. Any open areas in the
skin (abrasions, rashes, wounds, etc.) could cause the drug
to be absorbed more rapidly than anticipated, leading to
increased serum concentrations and a possible overdose.
Avoid using lotion in the area where the patch will be
applied. The lotion can act as a barrier and reduce or pre-
vent the absorption of the drug, thus decreasing the serum
concentration and the analgesic effect. When the fentanyl
patch is changed, the old patch must be disposed of prop-
erly to avoid accidental exposure to the drug or illicit use
of the discarded patch.

Intramuscular Injection. Intramuscular (IM) injections
should not be used to provide acute pain relief for the criti-
cally ill patient for several reasons:

® IM injections are painful.

® IM drug absorption is extremely variable in critically ill
patients because of alterations in cardiac output and tissue
perfusion.

e Anticipated discomfort associated with the injection
increases the patient’s anxiety.

® Repeated IM injections can cause muscle and soft-tissue

fibrosis.
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Table 5-7 res Opioid Analgesic Drugs

Drug

Equianalgesic Dose (mg)

Comments

Precautions

5-10IMor 1-4 IV Considered the gold standard of

Morphine 10-30 every 4 h
every 4 h
Fentanyl 0.25-0.5 IV
every 1-2 h
Hydromorphone (Dilaudid) 2-8 every 3-4 h 0.7-2
every 1-2 h
Meperidine (Demerol) 50-150 every 50-75 IM every
2-4h 3-4h
Methadone (Dolophine) 2.5-10 2.5-10 IV/IM
every 8-12 h every 8-12 h
Oxycodone (OxyContin) 2.5-30
every 4-6 h

comparison for opioids. Oral
sustained-release, once-a-day,
and rectal forms available

Drug of choice for rapid onset of
analgesia in acutely distressed
patients. Rectal and transdermal
forms available

More potent and slightly shorter
duration than morphine. Rectal
form available

Not recommended (See Box 5-4.)
Slightly shorter acting than
morphine

Good oral potency, long half-life
(24-36 h)

Used for moderate pain when
combined with a nonopioid
(eg, Percocet). As a single

Use caution with impaired
ventilation. Not
recommended with
hemodynamic instability or
renal insufficiency.

With transdermal form—
12-24 h delay to peak
effect, and fever increases
dose and absorption rate.

Toxic metabolite accumulates,
causing central nervous
system excitation

Limit use to <48 h

Accumulates with repetitive
dosing, causing excessive
sedation

Dosing must be individualized
due to high variability in
pharmacokinetics.

entity—useful for severe pain

Intravenous Injection. Intravenous (IV) administration
is usually the preferred route for opioid therapy, especially
when the patient requires short-term acute pain relief, for
example, during procedures such as chest tube removal,
diagnostic tests, suctioning, or wound care. IV opioids
have the most rapid onset and are easy to administer. With
morphine, the time to peak effect is 15 to 30 minutes; for

/?\ BOX 5-4 PATIENT SAFETY

Precautions and Concerns Associated with

Meperidine Use

Meperidine (Demerol) is a dangerous analgesic that continues

to be used in some settings. For safety’s sake, it is not

recommended for the following reasons:

¢ Low potency—requires unusually high doses

* Produces toxic metabolite —normeperidine

* May cause central nervous system excitation, anxiety, tremors,
seizures

¢ Intramuscular administration produces fibrosis

e Contraindicated in patients with compromised renal function

¢ Contraindicated in elderly patients

¢ Should not be used for more than 48 hours

e Dose should not exceed 600 mg/24 h

e Should not be used for chronic pain treatment

* Use in sickle cell disease creates high risk for seizures

e Coadministration with monoamine oxidase (MAO) inhibitors
can be lethal

Raymo LL, Camejo M, Fundin J: Eradicating analgesic use of meperidine in a
hospital. Am J Health Syst Pharm 64(11):1148-1153, 2007

fentanyl, peak effect is achieved within 1 to 5 minutes.
However, the duration of analgesia is shorter with inter-
mittent [V injections, and this can cause serum drug levels
to fluctuate.

Continuous IV administration has many benefits for
critically ill patients, especially those who have difficulty
communicating their pain because of an altered level of con-
sciousness or an endotracheal tube. Continuous [V infusions
are easily initiated and maintain consistent serum drug levels.
For continuous IV opioid infusions, fentanyl and morphine
are commonly used because of their short elimination half-
life (compared with other available opioids). Before starting
a continuous IV infusion, an initial IV loading dose(s) is
given to achieve an optimal serum level. Appropriate dosing
and titration must be individualized, and this can be difficult
because many critically ill patients have hepatic or renal dys-
functions that result in decreased metabolism of the opioid.
A disadvantage of continuous IV infusions is that pain occur-
ring during painful procedures may not be managed unless
additional IV bolus injections are given.

PCA is an effective method of pain relief for the criti-
cally ill patient who is conscious and able to participate in
the pain management therapy. The PCA method of opioid
administration produces good quality analgesia, stable drug
concentrations, less sedation, less opioid consumption, and
fewer adverse effects.?? Effective use of PCA is based on the
assumption that the patient is the best person to evaluate
and manage his or her pain. PCA individualizes pain control
therapy and offers the patient greater feelings of control and
well-being.



With PCA, the patient self-administers small, frequent
IV analgesic doses using a programmable infusion device.
Most often, morphine sulfate or fentanyl is used. The PCA
device limits the opioid dose within a specific time period;
thus preventing oversedation and respiratory depression. If
the patient is physically or cognitively unable to use “con-
ventional” PCA, other adaptations can be made. For exam-
ple, the PCA pump can be activated by a designated family
member. This family member will need thorough education
in terms of how to assess for the presence of pain, how to
administer the medication, and how to assess for overseda-
tion and respiratory depression. The PCA pump can be also
be activated by the patient’s nurse.

Subcutaneous Administration. In some situations, venous
access may be limited or impossible to obtain. When this
occurs, continuous subcutaneous infusion and subcutaneous

PCA may be used.

Spinal Administration. Spinal opioids can provide superior
pain management for many patients. Spinal opioids selec-
tively block opioid receptors, while leaving sensation, motor,
and sympathetic nervous system function intact. This results
in fewer opioid-related side effects than oral, IM, or IV routes
of administration. Analgesia from spinal opioids has a longer
duration than other routes, and significantly less opioid is
needed to achieve effective pain relief. Opioids, such as fen-
tanyl or morphine, can be given as a single injection in the
epidural or intrathecal space, as intermittent injections, or
continuous infusions through an epidural catheter, or epi-
dural PCA.

Epidural analgesia is noted for providing effective pain
relief and improved postoperative pulmonary function. This
method is especially beneficial for critically ill patients after
thoracic, upper abdominal or peripheral vascular surgery, rib
fractures, orthopedic trauma, or postoperative patients with
a history of obesity or pulmonary disease. With epidural anal-
gesia, opioids are administered through a catheter inserted in
the spinal canal between the dura mater and vertebral arch.
Opioids diffuse across the dura and subarachnoid space and
bind with opioid receptor sites.

Intermittent injections may be given before, during, or
after surgical procedures. For more sustained pain relief, con-
tinuous epidural infusions are recommended. For patient-
controlled epidural analgesia, the same parameters are used
as with IV PCA, except that smaller opioid doses are used.
Contraindications to epidural analgesia include systemic
infection/sepsis, bleeding disorders, and increased intracra-
nial pressure.

Preservative-free morphine and fentanyl are most com-
monly used for epidural analgesia because preservatives
can be neurotoxic and may cause severe spinal cord injury.
Morphine is more water soluble than fentanyl and thus is
more likely to accumulate in the cerebrospinal fluid and sys-
temic circulation. With increased accumulation, side effects
are more likely. Fentanyl diffuses more quickly to the opioid
receptors and causes fewer opioid-related side effects. The
most serious adverse effect of epidural analgesia is respiratory
depression. Although the incidence of serious respiratory
depression is extremely low with epidural analgesia, respira-
tory assessments should be performed hourly during the first
24 hours of therapy and every 4 hours thereafter.
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Because epidural analgesia is more invasive than the
other drug delivery methods discussed, the patient must be
closely monitored for signs of local or systemic infections.
The insertion site is covered with a sterile dressing, and
the catheter is taped securely. To avoid accidental injec-
tion of preservative-containing medications, the epidural
catheter, infusion tubing, and pump should be clearly
marked.

With intrathecal analgesia, the opioid is injected into
the subarachnoid space, located between the spinal cord
and dura mater. Intrathecal opioids are significantly more
potent than those given epidurally; therefore, less medica-
tion is needed to provide effective analgesia. The intrathecal
method is usually used to deliver a one-time dose of anal-
gesic, such as before surgery, and is infrequently used as a
continuous infusion due to the risk of central nervous system
infection.

With epidural or intrathecal analgesia, a local anes-
thetic, such as bupivacaine (Marcaine), can be added to the
continuous opioid infusion. Local anesthetics block pain by
preventing nerve cell depolarization. They act synergisti-
cally with intraspinal opioid and have a dose-sparing effect.
Less opioid is needed to provide effective analgesia, and the
incidence of opioid-related side effects is decreased. This
combination is more commonly administered via the epi-
dural route.

OPIOID EFFECTS. Opioids cause undesirable side effects,
such as constipation, urinary retention, sedation, respiratory
depression, and nausea. These side effects represent a major
drawback to their use. Opioid-related side effects are best
managed in the following ways:

® Decreasing the opioid dose: This is the most effective strat-
egy because it is directed at the cause of the side effect.
Side effects are usually seen with excessively high serum
levels of the drug. Decreasing the opioid dose can alleviate
the side effect while still providing effective pain relief.

¢ Avoiding PRN dosing: When opioids are administered on a
PRN basis, fluctuating serum drug levels occur, causing a
greater tendency toward sedation and respiratory depres-
sion. Around-the-clock administration of analgesics,
including opioids, is recommended.

e Adding an NSAID to the pain management plan: Using an
NSAID in addition to an opioid can decrease the amount
of opioid needed, still provide effective pain relief, and
decrease opioid-related side effects.

Medications can be given to minimize or alleviate some
side effects (eg, stool softeners for constipation, antihista-
mines for pruritus, and antiemetics for nausea). However,
medications commonly prescribed to treat the opioid-related
adverse effects can actually cause other adverse effects. For
example, promethazine, a commonly prescribed antiemetic,
can cause hypotension, restlessness, tremors, and extrapy-
ramidal effects in the older patient.

Respiratory depression, a life-threatening complication
of opioid administration, is often a concern for nurses and
physicians. The incidence of true opioid-induced respiratory
depression is low in most patients. In some cases, a respira-
tory rate as low as 10 may not be significant if the patient
is still breathing deeply. Patients most at risk for respiratory
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depression are infants, elderly people who have not recently
used opioids, and patients with coexisting pulmonary, renal,
or hepatic disease.

Opioid Antagonists

If serious respiratory depression does occur, naloxone
(Narcan), a pure opioid antagonist that reverses the effects
of opioids, can be administered. The dose of naloxone is
titrated to effect—which means reversing the oversedation
and respiratory depression, not reversing analgesia. This
usually occurs within 1 to 2 minutes. After giving naloxone,
the nurse needs to continue observing the patient closely
for oversedation and respiratory depression because the
half-life of naloxone (1.5 to 2 hours) is shorter than most
opioids.

Naloxone should be diluted (0.4 mg in 10 mL of saline
solution) and given IV, very slowly. Giving the drug too
quickly or giving too much can precipitate severe pain, with-
drawal symptoms, tachycardia, dysrhythmias, and cardiac
arrest. Patients who have been receiving opioids for more
than a week are particularly at risk.

Sedatives and Anxiolytics

Acute pain is frequently accompanied by anxiety, and anxi-
ety can increase the patient’s perception of pain. When
treating acute pain, anxiolytics can be used to complement
analgesia and improve the patient’s overall comfort. This is
an important consideration, especially prior to and during
painful procedures.

Benzodiazepines

Benzodiazepines, such as midazolam (Versed), diazepam
(Valium), and lorazepam (Ativan), can control anxiety and
muscle spasms, and produce amnesia for uncomfortable pro-
cedures. In the ICU, benzodiazepines may be given IV as an
intermittent bolus or by continuous infusion and titrated
according to the patient’s response. Because these medica-
tions have no analgesic effect (except for controlling pain
caused by muscle spasm), an analgesic must be administered
concomitantly to relieve pain. If an opioid and benzodiaz-
epine are used together, the doses of both medications should
usually be reduced because of their synergistic effects. The
patient should also be closely monitored for oversedation and
respiratory depression.

Midazolam is recommended for conscious sedation and
short-term relief of anxiety because of its rapid onset (1 to
5 minutes with IV administration) and its short half-life
(1 to 12 hours). Another advantage is its retrograde amne-
sia effect, which is particularly beneficial during procedures.
The duration of effect of midazolam can be longer in older or
obese patients and those with liver disease.?

A major advantage of benzodiazepines is that they are
reversible agents. If respiratory depression occurs from
benzodiazepine administration, flumazenil (Romazicon)
can be administered IV. Flumazenil is a benzodiazepine-
specific reversal agent that reverses the sedative and
respiratory depressant effects without reversing opioid
analgesics. The dosing of flumazenil should be individu-
alized and titrated so that only the smallest effective
amount is used. After prolonged benzodiazepine therapy,

flumazenil should be used with caution due to the poten-
tial for stimulating withdrawal symptoms, increasing
intracranial pressure, causing hypertension, and lowering
the seizure threshold.”

Critically ill patients who are receiving repeated doses
or continuous infusions of sedatives are given a break from
sedation at least once a day. Administration should be inter-
rupted until the patient is fully awake. This helps to prevent
oversedation, which can inhibit weaning from mechanical
ventilation.

Propofol

Propofol (Diprivan) is a rapid-acting sedative/hypnotic agent
that has no analgesic properties and minimal amnesic effects.
With appropriate airway and ventilatory management,
propofol can be an ideal agent for patients requiring sedation
during painful procedures. Because of its ultrashort half-life
and high rate of elimination, it is reversible simply by discon-
tinuing the infusion and patients will awaken within a few
minutes. Propofol can also be used as a continuous infusion
for mechanically ventilated patients who require deep, pro-
longed sedation.

Because propofol is only slightly water soluble, it is for-
mulated in a white, oil-based emulsion containing soybean
oil, egg lecithin, and glycerol. It is contraindicated, there-
fore, in patients allergic to eggs or soy products. Propofol con-
tains no preservatives. Each ampule or vial must be used as
a “single-dose” product vial and should be discarded within
6 to 12 hours after breaking the sterile seal to minimize the
risk of systemic infections. Adverse effects commonly asso-
ciated with propofol include respiratory depression, hypo-
tension, elevated triglycerides, and pain and stinging at the
injection site. Table 5-8 provides a comparison of sedatives
commonly used in critical care.?

Nonpharmacological Comfort Measures

The combination of nonpharmacological and pharmaco-
logical interventions provide better pain control, with less
use of opioid analgesics, decreased incidence of anxiety,
and increased patient satisfaction.’”?® These nonpharma-
cological approaches, which include interventions, such
as distraction, relaxation, music, therapeutic touch, and
massage, can be challenging to provide in the critical
setting.

Environmental Modification

In critical care, the most basic and logical nonpharmaco-
logical intervention is environmental modification. The
excessive noise and light in ICUs can disrupt sleep and
increase anxiety and agitation, in turn contributing to pain
and discomfort. Sources of noise may include alarms, equip-
ment, telephones, ventilators, and staff conversations. The
severity of illness has also been shown to be associated with
sleep disturbances. Care should be preplanned to minimize
noise and disruptions during normal sleeping hours and
to create a pattern of light that mimics normal day-night
patterns. Earphones, with music of the patient’s choice,
and earplugs have also been recommended for use in the

ICU. %!
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Table 5-8 Comparison of Sedatives Commonly Used in Critical Care

Drug Recommended Use

Diazepam (Valium)

Lorazepam (Ativan) For long-term sedation of most patients via

intermittent or continuous infusion

Midazolam (Versed)
acutely agitated patients. For short-term
use only.

Propofol Preferred sedative when rapid awakening is

important.

For rapid sedation of acutely agitated patients.

For conscious sedation and rapid sedation of

Onset (IV) Unique Adverse Effects

2-5 min Phlebitis

5-20 min Acidosis/renal failure with high doses

2-5 min Prolonged wakening and delayed weaning from
ventilator, if used long term

1-2 min Pain on injection and elevated triglycerides

Honiden S, Siegel MD: Analytic reviews: Managing the agitated patient in the ICU: Sedation, analgesia and neuro-

muscular blockade. J Intensive Care Med 25(4):187-204, 2010

Distraction

Distraction helps patients direct their attention away from
the source of pain or discomfort toward something more
pleasant. Patients, families, and nurses often use distraction
routinely without giving it much consideration. Initiating a
conversation with the patient during an uncomfortable pro-
cedure, watching television, and visiting with family are all
excellent sources of distraction.

Relaxation Techniques

Relaxation can be described as a state of calmness or
peacefulness. It is a state that is free from anxiety and skel-
etal muscle tension.” Relaxation exercises involve repeti-
tive focus on a word, phrase, prayer, or muscular activity
and a conscious effort to reject other intruding thoughts.
Relaxation can give the patient a sense of control over a
particular body part. Most relaxation methods require a
quiet environment, a comfortable position, a passive atti-
tude, and concentration. Each of these can be challenging
to achieve in an ICU.

Breathing exercises have been used with much success
in childbirth. They can also be used successfully in the
critically ill patient. The quieting reflex is a breathing and
relaxation technique that reduces stress and can easily be
taught to the conscious and coherent patient. Instructions
regarding the quieting reflex are given in Box 5-5. The
nurse encourages the patient to perform the quieting reflex
frequently during the day. This relaxation technique can
be done in only 6 seconds, and it calms the sympathetic
nervous system and gives the patient a sense of control over
stress and anxiety.

/ Instructions for the Quieting Reflex

. Inhale using an easy, natural breath.

. Think “alert mind, calm body.”

. Smile inwardly (with your internal facial muscles).

. As you exhale, allow your jaw, tongue, and shoulders to go
loose.

5. Allow a feeling of warmth and looseness to go down through

your body and out through your toes.

A WOWN =2

Touch

Historically, one of the greatest contributions nurses have
made is the comfort and caring of presence and touch. These
contributions still have an important place in today’s highly
technical ICUs. Nurses may feel that touching is too simple
to be effective. However, few medical advances can replace
the benefits of warm and caring touch. The need for touch
is thought to intensify during times of high stress and can-
not be totally met by other forms of communication. Nurses,
when using touch, are usually trying to convey understand-
ing, support, warmth, concern, and closeness to the patient.
Touching not only contributes to the patient’s sense of well-
being but also promotes physical recovery from disease. It has
a positive effect on perceptual and cognitive abilities and can
influence physiological parameters, such as respiration and
blood flow. Touch represents a positive therapeutic element
of human interaction.

The effects of touch in the clinical environment are far-
reaching. Touch has played a major part in promoting and
maintaining reality orientation in patients prone to confu-
sion about time, place, and personal identification. Nursing
touch may be most helpful in situations in which people are
experiencing fear, anxiety, depression, or isolation. It may
also be beneficial for patients who have a need for encourage-
ment or nurturing, who have difficulty verbalizing needs, or
who are disoriented, unresponsive, or terminally ill. Patients
often feel that the desire for touch increases with the serious-
ness of the illness.

Massage

Superficial massage initiates the relaxation response and
has been shown to increase the amount of sleep in ICU
patients, decrease fatigue, improve the immune system, and
help relieve pain, anxiety, and nausea.”> While the back is
the most common location used for massage, backs are often
difficult to access in ICU patients. Hands, feet, and shoul-
ders are also good sites for massage. Massage is an excellent
intervention for family members to use in their attempts to
provide comfort to the critically ill.

Patient Education

To educate the patient about pain and pain relief, the
critical care nurse must be familiar with the patient’s pain
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management plan and therapy being used. Communication
between the nurse and patient is essential. Any information
given should be reinforced periodically during the course of
therapy, and the patient should be encouraged to verbalize any
questions or concerns. Family members should be included
whenever possible. Plans for pain management should be dis-
cussed with patients when they are most able to understand,
for example, prior to surgery rather than during the recovery
period. Emphasis is on prevention of pain because it is easier
to prevent pain than to treat it once it becomes severe.

Patients need to know that most pain can be relieved and
that unrelieved pain may have serious consequences on physi-
cal and psychological well-being and may interfere with recov-
ery. The nurse helps patients and families understand that
pain management is an important part of their care and that
the health care team will respond quickly to reports of pain.
Patients should also be given instructions about nonpharma-
cological interventions and traditional methods to minimize
pain. Splinting the incisional area with a pillow while cough-
ing or ambulating is a traditional pain-relief measure.

The potential for drug addiction or overdosage is often a
major concern for the patient and family. These issues should
be addressed and clarified because they create a barrier to
effective pain relief. The patient also needs a clear under-
standing of any specialized pain management technology,
such as PCA to alleviate the fear of overdosage.

A Pain Management in Specific Populations

Some critically ill populations create unique pain manage-
ment challenges. Special considerations for the elderly
patient are noted in Box 5-6.” Another population that is
particularly challenging is patients who are known to be
dying. Pain is a primary concern for patients and their fami-
lies at the end of life. Initiatives to promote high-quality pal-
liative and end-of-life care have contributed to the diligence
of health care providers in their efforts to understand and
control pain in dying patients.?>*

Progression toward death is often marked by decreased
cardiac output, decreased perfusion, and failure of major
organ systems. This can create problems with excessive
accumulation of analgesics and their metabolites result-
ing from limited hepatic and renal function. In such

A Clinical Applicability Challenges
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K - CONSIDERATIONS FOR THE OLDER PATIENT

In Pain

e Painful chronic diseases often compound the acute pain of
critical iliness in older patients.

e Arthritis, the most common cause of chronic pain in older
patients, often affects the back, hips, knees, and shoulders,
increasing the patient’s pain when being turned, particularly
in the ICU.

e Some older patients can experience acutely painful conditions,
such as myocardial infarction or appendicitis, without feeling
pain.

e Older patients often use words such as “aches” or
“tenderness” rather than “pain.”

® Family care givers can help assess pain in older patients
who have cognitive or language impairments.

e Older patients are particularly sensitive to opioids; higher peak
concentrations and longer duration of actions are achieved
in older adults.

e Meperidine (Demerol), pentazocine (Talwin), propoxyphene
(Darvon), and methadone should not be used to treat pain
in older adults.?®

e Some older patients often have an increased need for
meaningful touch during episodes of crisis.

cases, hydromorphone, oxycodone, and fentanyl are pre-
ferred agents because of their short half-lives. If pain or
dyspnea becomes uncontrollable despite aggressive anal-
gesic administration, high doses of sedatives may also be
employed. In such cases, the goal of sedation is comfort and
relief of suffering, and the common by-product is end-stage
unconsciousness.*

Critical illness is painful. The subjective nature of pain,
coupled with communication impairments and the inter-
actions of acute and chronic disease processes, makes pain
assessment and treatment particularly challenging in the
ICU. Misconceptions and knowledge deficits on the part of
health care providers, patients, and family members must be
recognized and corrected. When providing pain manage-
ment, all available modes of therapy—opioids, adjuvants,
and nonpharmacological therapies—should be integrated
into the plan of care. Critical care nurses must stay abreast of
current pain management research and resources to provide
the highest quality of pain and comfort management.

-

CASE STUDY

Mr. B., a 31-year-old construction worker who fell three
stories onto concrete, was just admitted to the trauma
intensive care unit from the Emergency Department’s
trauma resuscitation room. Mr. B. is alert, oriented,

and reporting that he is in severe pain despite receiv-
ing several [V morphine injections. His injuries include

fractures of the seventh and eighth ribs on the right with

a hemopneumothorax, a fracture of the right radius and

ulna, and a compound fracture of the right tibia and

fibula. Blood in his urine and bruising in the right flank

area also indicate a probable injury to the right kidney.

While Mr. B. was being evaluated in the trauma room, a
(continued on page 65) )




CHAPTER 5 RELEEVING PAIN AND ProvIDING COMFORT 65

~

.

CASE STUDY (Continued)

chest tube was inserted to correct the hemopneumotho-
rax; the fractures of his radius and ulna were reduced and
a cast was applied; a Foley catheter was inserted to moni-
tor his urinary output; and the compound fractures of his
tibia and fibula were reduced and a splint was applied.
Mr. B. will be taken to the operating room later in the
day for débridement of the wound on his lower leg and
external fixation of his fractures.

1. Often an NSAID is prescribed in conjunction with
opioid drugs for optimal pain control. This patient is
in extreme pain. Should he be receiving an NSAID in
addition to his morphine and why?

2. M. B. is prescribed morphine 4 mg/IV every 2 hours
for pain, yet he is still rating his pain at 10/10.

N

. Mr. B.’s pain remains 10/10, and the nurse contacts

The chief surgical resident has been contacted to write
new orders for a higher or more frequent morphine
dose; however, he is hesitant to increase the morphine
due to the impending surgery to repair Mr. B.’s leg
fractures. How could uncontrolled pain negatively
affect Mr. B.’s condition?

the attending trauma surgeon, explaining the situation
and the reluctance of the surgical resident to increase
the morphine dose. The attending surgeon decides

to take an alternate approach that will increase the
effectiveness of the morphine without increasing the
dose. What alternative method of pain management
would achieve these goals?
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Palliative Care and End-of-Life Issues
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LEARNING OBJECTIVES

modifying care.
life.
end of life.

family conference.

Based on the content in this chapter, the reader should be able to:

1. List at least three end-of-life issues related to critical care nursing.

2. List at least three components of palliative care.

3. Describe how palliative care can be integrated into curative or disease-

4. ldentify at least three symptoms commonly experienced at the end of
5. Recognize the importance of flexible visiting hours for a patient at the
6. Describe activities by the nurse in preparing for and coordinating a

7. Identify strategies for self-care of the nurse.

About 2 million people die in the United States every year.
Although some people die in peace and comfort, others die
in severe distress and suffering. Over the past decade, nurses
in the acute care setting have been increasingly concerned
about how people die. Thoughts about critical care have
slowly shifted; clinicians now recognize that death may be
inevitable and that the use of technology to prevent death
is limited. Critical care nurses are well positioned to help
patients and families during this difficult transitional period.
“Being with” patients and families in addition to “doing
things to” them enables critical care nurses to provide the
holistic care that is central to nursing.!

A Need for Quality End-of-Life Care
in the Critical Care Setting

In the early 20th century, the average life expectancy was
50 years. Common causes of death included infection, acci-
dents, and childhood mortality.? Few life-extending measures
were available, and death occurred after hardly any interven-
tions. The focus was on caring for the dying person by family
members, who witnessed the death.

However, in the mid to late 20th century, medical inter-
ventions such as antibiotics, cardiopulmonary resuscitation
(CPR), mechanical ventilation, dialysis, intra-aortic balloon
pumps, and pulmonary artery catheters were discovered and
routinely used to combat morbidity and mortality. These tech-
nologies, combined with other public health initiatives such
as improved sanitation, carried the promise of treating the

causes of death and therefore extending life. By the year 2000,
the average life expectancy had been extended to 77 years.

Critical care nurses became focused on these life-extend-
ing procedures, and critical care units were developed to
house seriously ill patients in one area of a hospital and
closely monitor their response to curative, lifesaving, and
aggressive treatments.’ Increasingly, people died in the hos-
pital setting surrounded by health care practitioners rather
than their families. Over the course of the years of techno-
logical advancement, nurses increasingly viewed patients in
terms of disease processes or technologies. The concept that
the patient lying in the bed was a person who experienced
physical, emotional, psychological, social, and spiritual suf-
fering was lost.*

Over the past decade, evidence shows that skillful
communication, family centered care, and shared deci-
sion making among the patient, family, and the interdis-
ciplinary team can lead to healthy work environments,
decreased moral distress, and mitigation of traumatic
stress experienced by all persons involved in the care of
the patient.’>” It is important to recognize that people
approach death in a variety of ways. Therefore, institut-
ing these caring practices from the moment the patient
reaches the critical care environment is vital to providing
good care. While palliative and end-of-life care education
is important, there has been a paucity of prelicensure and
continuing education programs addressing these topics.®®
The End-of-Life Nursing Education Consortium-Critical
Care (ELNEC-CC) project was designed specifically to
educate nurses about palliative and end-of-life care in
critical care settings. !
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Understanding Human Death

Over the past decade, there has been an increase in under-
standing the human experience of dying in the acute care
setting. In 1995, a major study titled the Study to Understand
Prognoses and Preferences for Outcomes and Risks of Treatment
(SUPPORT) was published.!" This study, conducted in five
major academic medical centers across the United States,
involved more than 9,000 seriously ill patients. The goal
was to improve end-of-life decision making and reduce the
frequency of mechanically supported, painful, and prolonged
death. Despite use of an intervention designed to commu-
nicate preferences among providers, patients, and families,
such wishes were often unknown, and aggressive treatment
was common. Physicians were not aware that their patients
preferred to avoid CPR. In addition, nearly 40% of patients
who died spent at least 10 days in an intensive care unit
(ICU), and 50% of family members of conscious patients
reported that the patients were in moderate to severe pain at
least half the time.

After publication of the SUPPORT study, the Institute
of Medicine (IOM) released a report titled Approaching
Death: Improving Care at the End of Life.'? The IOM group
of experts listed seven recommendations to improve end-
of-life care (Box 6-1). These recommendations are impor-
tant for critical care nurses because it is estimated that
about 20% of deaths in the United States occur while
patients are using ICU services."? Critical care nurses play
an important role in recognizing opportunities for inter-
ventions that support patients, families, and other staff
members during this difficult transition in life. Although
technology, urgency, uncertainty, and conflict are common
in critical care practice, these characteristics may inhibit
or fragment a coordinated effort that aims to provide good
end-of-life care.!

Palliative Care

The introduction of palliative care principles into critical
care can provide a framework to address these end-of-life
issues. Palliative care originated from hospice care, which
was designed to improve the quality of death and dying for
patients and their families by addressing aspects of care that
are unrelated to disease-specific treatments, cure, or reha-
bilitation.!* According to the World Health Organization®
and the IOM,!? palliative care from an interdisciplinary per-
spective includes the following core principles: symptom
management; advanced care planning; family centered care;
emotional, psychological, social, and spiritual care; facilitat-
ing communication; awareness of ethical issues, and caring
for the care giver. These principles should be addressed and
incorporated into the total care of the patient, even when
disease-modifying or curative therapies are used. In critical
care nursing, it is vital that these core palliative care prin-
ciples are incorporated in the daily plan of care of patients
using an interdisciplinary approach.'*!® Figure 6-1 illustrates
how palliative care can be incorporated throughout the
patient’s illness.

Palliative care services in critical care have demon-
strated an improvement in symptom management, family
support, reduction in length of hospital stay, increased

BOX 6-1 Recommendations to Improve
End-of-Life Care

1. People with advanced, potentially fatal illnesses and those
close to them should be able to expect and receive reliable,
skillful, and supportive care.
2. Physicians, nurses, social workers, and other health
professionals must commit themselves to improving care
for dying patients and to using existing knowledge effectively
to prevent and relieve pain and other symptoms.
3. Because many deficiencies in care reflect system problems,
policy makers, consumer groups, and purchasers of health
care should work with health care providers and researchers to:
a. Strengthen methods for measuring the quality of life and
other outcomes of care for dying patients and those close
to them

b. Develop better tools and strategies for improving the qual-
ity of care and holding health care organizations account-
able for care at the end of life

c. Revise mechanisms for financing care so that they encour-
age rather than impede good end-of-life care and sustain,
rather than frustrate, coordinated systems of excellent
care

d. Reform drug prescription laws, burdensome regulations,
and state medical board policies and practices that impede
effective use of opioids to relieve pain and suffering

4. Educators and other health professionals should initiate
changes in undergraduate, graduate, and continuing educa-
tion to ensure that practitioners have the relevant attitudes,
knowledge, and skills to care well for dying patients.

5. Palliative care should become, if not a medical specialty, at
least a defined area of expertise, education, and research.

6. The nation’s research establishment should define and imple-
ment priorities for strengthening the knowledge base for
end-of-life care.

7. A continuing public discussion is essential to develop a better
understanding of the modern experience of dying, the options
available to dying patients and families, and the obligations of
communities to those approaching death.

Adapted from Field MJ, Cassel CK: Approaching Death: Improving Care at the
End of Life. Washington, DC: Institute of Medicine, 1997

discharges to home with hospice referrals, and reduced
costs.!61920 The American Association of Critical-Care
Nurses (AACN) has developed protocols for critical care
practice in palliative and end-of-life care.?! These proto-
cols provide a good overview of core issues and clinical
recommendations for critical care nurses. Resources to
assist nurses in addressing issues surrounding the end-of-
life phase are given in Table 6-1.

A particular therapeutic intervention may be either cura-
tive or palliative depending on its intent. For example, a
packed red blood cell transfusion may be curative in a patient
with an acute hemorrhage or palliative in a patient with
chronic anemia and severe fatigue following chemotherapy.
Whether an intervention attempts to cure or to palliate
determines whether it is curative or palliative. Additional
examples of treatments that can be either curative or pal-
liative are surgeries that resect the bowel to remove a tumor
that is causing an intestinal obstruction or administering
furosemide in a patient who has severe pulmonary edema.
If the treatment relieves the patient’s suffering, then it is
considered palliative.
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FIGURE 6-1 4 The continuum of care. (Adapted from Prd(—:izer:]t(;':l;li(;n/ Ssyl:nptgrrt?v(éoglat;gl, Death
Emanuel L, von Gunten C, Ferris F, et al (eds): The Educa- 9 pp
tion in Palliative and End-of-Life Care [EPEC] Curriculum:
lliness Bereavement

The EPEC Project. Chicago, IL: Author, 2003.)

A Symptom Management

In critical care, patients experience a wide range of symp-
toms from their diseases as well as from the therapies that are
used to treat those diseases. Common symptoms at the end
of life include pain, dyspnea, anxiety and agitation, depres-
sion, delirium, and nausea and vomiting. The nurse assesses
for the presence and severity of each of these symptoms.
Interventions appropriate for the symptoms and an evalua-
tion of those interventions are crucial in providing good end-
of-life care.

Pain

Pain is the most prevalent symptom in critical care units
and is distressing to patients and families.!! Diseases, pro-
cedures, and interventions such as turning, suctioning, and
wound care can be sources of painful stimuli.?>?* Assessing
for the presence of pain and intervening to prevent or treat
it using pharmacological and nonpharmacological inter-
ventions should be incorporated into every patient’s care
plan. Dose escalation to treat severe pain is an appropriate
treatment modality provided there are accurate pain assess-
ments and in the hands of skilled clinicians.? Including
a bowel regimen to prevent constipation is crucial in the

Table 6-1 End-of-Life Care Resources

Organization

management of pain. Chapter 5 describes, in detail, the
assessment of pain and nursing interventions that can be
used to treat it.

Dyspnea

It is estimated that dyspnea is present in 21% to 90% of all
patients with a life-threatening illness.?* Causes of dyspnea
can include the underlying disease pathology (eg, chronic
obstructive pulmonary disease, pulmonary embolism, pleu-
ral effusion); anxiety; or family, spiritual, or social issues.
Investigation for the source of the dyspnea directs the nurse
to the appropriate intervention. Accurate and frequent
assessment of dyspnea will also alert the nurse to the pres-
ence and severity of this distressing symptom.?> Instruments
that can accurately assess dyspnea include the Modified
Borg Scale?® for patients who can verbally respond and
the Respiratory Distress Observation Scale (RDOS)? for
patients who cannot verbally respond. Common interven-
tions used for dyspnea include oxygen, opioids, and anxiolyt-
ics.”> Nonpharmacological interventions such as pursed-lip
breathing, relaxation strategies, reducing the room tempera-
ture (but not chilling the patient), reducing the number of
people in the room at one time, keeping an unobstructed
line of sight between the patient and the outside environ-
ment, and using a fan to blow gently across the face (not

Website

End-of-Life Nursing Education Consortium (ELNEC)
Education in Palliative and End-of-Life Care (EPEC)
End-of-Life/Palliative Education Resource Center (EPERC)
City of Hope Pain & Palliative Care Resource Center
National Hospice and Palliative Care Organization

Nursing Leadership Academy on End-of-Life Care

Center to Advance Palliative Care (CAPC)

National Consensus Project for Quality Palliative Care (NCP)
Hospice and Palliative Nurses Association (HPNA)
American Association of Critical-Care Nurses (AACN)
Emergency Nurses Association (ENA)

Association of Organ Procurement Organizations

http://www.aacn.nche.edu/elnec/
http://www.epec.net
http://www.eperc.mcw.edu
http://www.cityofhope.org/prc/
http://www.nhpco.org
http://www.palliativecarenursing.net
http://www.capc.org
http://www.nationalconsensusproject.org
http://www.hpna.org
http://www.aacn.org
http://www.ena.org
http://www.aopo.org
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http://www.palliativecarenursing.net
http://www.capc.org
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http://www.hpna.org
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directly into mucous membranes) have all been found to be
effective in decreasing dyspnea.?>?

Anxiety and Agitation

Patients and families who face life-threatening illnesses
commonly experience anxiety.”> Anxiety can be related to
any number of physical, emotional, psychological, social,
practical, and spiritual issues. Assessment of anxiety can
be complex, and an interdisciplinary approach, including
nursing, social services, psychology, and chaplaincy, may
be needed to evaluate the patient accurately and treat the
anxiety properly. Nonpharmacological interventions may
include counseling, taking care of practical matters (eg,
arranging for the care of a pet), and arranging for spiritual
concerns to be addressed (eg, arranging for a visit from a
clergy member). If medication is needed, short- or long-
acting benzodiazepines and atypical antidepressants may be
helpful. Additional interventions for anxiety are discussed
in Chapter 2.

Depression

When confronted with a serious illness, many patients expe-
rience intense sadness and anxiety accompanied by depres-
sive symptoms such as anhedonia (loss of pleasure); loss of
self-esteem; pervasive despair; thoughts of suicide; or feelings
of helplessness, hopelessness, or worthlessness.?® These are
natural feelings and are usually present for only a short time.
It is a myth that depression is “normal” at the end of life.
If these feelings of depression persist, appropriate treatment
needs to be initiated using a multidimensional approach,
such as supportive psychotherapy, cognitive-behavioral
therapy, and antidepressants.

Delirium

Delirium is an acute change in awareness or cognitive sta-
tus that may manifest as agitation, withdrawal, or confusion.
“Confusion” is an all-inclusive term that refers to inappro-
priate behavior, disorientation, or hallucinations. Terminal
delirium is common in patients near death and may mani-
fest as day—night reversal.?® Management of delirium during
the end-of-life phase is focused more on symptom control
and relief of the distress of the patient and family than on
the diagnosis and treatment of the underlying cause of the
delirium. Benzodiazepines or neuroleptics (eg, haloperidol)
are helpful in managing this symptom.

Nausea and Vomiting

Nausea is very common in patients with advanced disease.
Nausea can be acute, delayed, or anticipatory. It can be
exhausting, debilitating, and frustrating for the patient and
the family. The pathophysiology of nausea and vomiting
is complex and can vary based on the underlying etiology.
Causes of nausea and vomiting may include physiologi-
cal factors such as gastrointestinal causes (eg, intestinal
obstruction, constipation, pancreatitis); metabolic causes
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(eg, hypercalcemia, uremia); central nervous system causes
(eg, increased intracranial pressure); emotional factors;
treatment-related factors (eg, chemotherapy); and vestibu-
lar disturbances.

A careful assessment and investigation of the source of
nausea and vomiting is important in determining the appro-
priate treatment course. Drug classes that are commonly
used to treat nausea and vomiting are serotonin (5-HT)
receptor agonists (eg, ondansetron), anticholinergics (eg,
hyoscine hydrobromide), antihistamines (eg, dimenhydri-
nate), phenothiazines (eg, prochlorperazine), steroids (eg,
dexamethasone), prokinetic agents (eg, metoclopramide),
butyrophenones (eg, haloperidol), and benzodiazepines (eg,
lorazepam). A nasogastric tube may be used, but it may cause
discomfort. To relieve persistent nausea and vomiting, sur-
gery to resect an intestinal obstruction may be appropriate. If
a patient has an unresectable intestinal obstruction, a drain-
ing percutaneous endoscopic gastrostomy tube may also be
placed. Lastly, patients should be positioned to avoid any
aspiration of emesis.

Palliative or End-of-Life Sedation

Palliative sedation, also known as end-of-life or termi-
nal sedation, may be considered when all interventions
have failed to control the symptoms. Palliative sedation is
used when the patient (1) is experiencing unbearable and
unmanageable pain or other symptoms, and (2) is approach-
ing the last hours or days of his or her life.”® The goal of
end-of-life sedation is to produce a level of obtundation
sufficient to relieve suffering without hastening death.?
Before palliative sedation is considered, specialists in pain
or palliative care are consulted, and it is verified that all
therapies have been attempted without success. In addi-
tion, other disciplines such as social services, chaplaincy
services, and psychology, should be consulted to investi-
gate other potential causes of suffering before resorting to
palliative sedation.

A Advanced Care Planning

Advanced care planning involves deciding how a patient
would like to be treated in the event that he or she becomes
unable to make decisions or communicate his or her wishes
regarding care.® Advanced care planning involves more than
just advance directives—it also involves issues such as deter-
mining health care proxies as well as trying to discover from
the patient or the health care proxy the preferences for the
goals of care during the end-of-life phase.

The critical care nurse communicates with the patient’s
primary care provider, who may have a long-standing rela-
tionship with the patient and know the patient’s preferences
regarding end-of-life treatment. The primary care provider
may have had conversations with the patient on this subject.
It is important to note that some patients want aggressive
treatment despite a poor prognosis, whereas other patients
want to forego any aggressive treatment despite the treat-
ment’s probable success. Patients are allowed, by federal law,
to refuse treatment.
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Advance Directives

Advance directives are written or oral instructions about
future medical care that are to be followed in the event that
the person loses the capacity to make decisions.” Types of
advance directives include living wills and health care prox-
ies (durable powers of attorney for health care). Each state
regulates the use of advance directives differently. Advance
directives are not “set in stone.” They can be revised, orally
or in writing, at any time.

A health care proxy is a person who has been designated
to make decisions in the event that the patient cannot make
decisions for himself or herself. The designation of a person
as a health care proxy must be in written form and should
always be up to date. The proxy should know the preferences
of the patient and be able to communicate and adhere to
those preferences. He or she should not confuse his or her
own wishes and desires with those of the patient. Health
care proxies are also known as “surrogate decision makers” or
“health care agents.”

Do Not Resuscitate and Do Not Attempt
Resuscitation Orders

The standard of care for patients who suffer a cardiac or res-
piratory arrest is to initiate CPR. Do not resuscitate (DNR)
or do not attempt resuscitation (DNAR) orders are orders
placed by a physician, most often with the consent of the
patient or the health care proxy, to alert other care givers that
if the patient has a cardiac or pulmonary arrest, no attempts
to restore cardiac or pulmonary function should occur.!>*

Although resuscitation efforts should not be initiated for a
patient with a DNR or DNAR order, the patient should con-
tinue to receive appropriate care. In one study of critically
ill cancer patients in a surgical ICU, researchers noted that
the patients with a DNR or DNAR order received less medi-
cal care than other patients.’! However, supportive nursing
care remained unchanged. It is important to recognize that
DNR and DNAR are not intended to give the impression
that nurses should give inappropriate care.*

A Family Centered Care

Family centered care is a cornerstone of critical and palliative
care. In palliative care, the patient is recognized as being part
of a larger social network. Serious illness and death affect not
only the patient but also the family. The Society of Critical
Care Medicine published clinical practice guidelines’ delin-
eating recommendations to support families during critical
illness. These recommendations include endorsement of
a shared decision-making model, early and repeated care
conferencing to reduce family stress and improve consistency
in communication, honoring culturally appropriate requests
for truth-telling and informed refusal, spiritual support, staff
education and debriefing to minimize the impact of family
interactions on staff health, family presence at both rounds
and resuscitation, open flexible visitation, way-finding and
family friendly signage, and family support before, during,
and after a death.

When the patient can communicate, according to
Stannard,” the ideal definition of family is whomever the
patient defines as his or her family. When a patient is unable
to communicate, the practical definition of family is any-
one who shares a history and a future with the patient. The
legal definition of family is based on blood relations and is
purposefully narrow and limiting to clearly distinguish who
may have authority over the patient should the patient lose
decision-making capacity.

Family Presence During Resuscitation

In a critical review of the literature, Halm* noted that
research has found that families have a right to be present
during resuscitation; in addition, families report that being
present during resuscitation was helpful during the bereave-
ment process. Family members who have been present
during resuscitations have not experienced more anxiety,
depression, grief, intrusive imagery, or avoidance behavior
compared with family members who did not witness resusci-
tations. In addition, there is no evidence to substantiate that
the presence of family members invites litigation.

However, research studies do report that many health care
providers are uncomfortable with family presence. Nurses
who have less experience with resuscitation report more
discomfort with family presence than nurses who have more
such experience. In addition, the staff surveyed expressed
concern that family members may take time and attention
away from the patient. The AACN recommends that hos-
pitals should have policies and procedures about how fam-
ily presence during resuscitation is to be handled in their
institutions.” It has been suggested that a successful family
presence program depends on having a dedicated staff mem-
ber attend to the family witnessing the resuscitative efforts.
See Evidence-Based Practice Highlight 6-1.

Visitation

To the greatest extent possible, families should be free to visit
a patient who is near death, to allow for coping during this
period. Family members may communicate with and touch
the patient, which may reassure both the patient and family.
During this period of closure, cultural or spiritual ceremonies
may also take place. Staff who have developed a relationship
with the family should continue to work with the patient and
family to the greatest extent possible. The extended visit-
ing hours provide a continuity of care that is invaluable to
families and helps cultivate a trusting relationship to reassure
families that the nurses are working for the benefit of the
patient.

It is important to be aware of the dynamics of each
individual family. For example, if there is tension among
certain family members, a visiting schedule may need to be
established to allow family members to see the patient with-
out crossing paths. In addition, the nurse should be alert to
any signs from the patient that a particular family member is
unwelcome. The patient may exhibit signs of agitation when
that person is in the room. The nurse acts as an advocate to
uphold the patient’s wishes. Visitation advocacy as it relates
to families and the critical care environment is discussed in
more detail in Chapter 3.
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EVIDENCE-BASED PRACTICE HIGHLIGHT 6-1
Family Presence During Resuscitation and Invasive Procedures

A\ Expected Practice

e Family members’ of all patients undergoing resuscitation and inva-
sive procedures should be given the option of presence at the
bedside. (Level B)

e All patient care units should have an approved written practice
document (ie, policy, procedure, or standard of care) for present-
ing the option of family presence during resuscitation and bedside
invasive procedures. (Level D)

A\ Supporting Evidence

e Research "' and public opinion polls '?-'* have found that 50% to
96% of consumers believe family members should be offered the
opportunity to be present during emergency procedures and at the
time of their loved one’s death.

¢ Despite support by professional organizations and critical care
experts, *2?* only 5% of critical care units in the United States have
written policies allowing family presence.? Surveys of nurses’ prac-
tice find that most critical care nurses have been requested by family
members to be present during resuscitation and invasive proce-
dures and have brought families to the bedside, despite the lack of
formal hospital policies.?>"

e Studies find the following benefits of family presence:

e For patients: Aimost all children want their parents present
during medical procedures;*-° and adult patients report that
having family members at the bedside comforted and helped
them.3,31732

* For family members: Their presence at the bedside helped in
removing doubt about the patient’s condition by witnessing
that everything possible was being done.?9%=% |t decreased
their anxiety and fear about what was happening to their loved

one.” 1029823637 |t facilitated their need to be together®'© and the
need to help and support their loved one. &' 333436 They experi-
enced a sense of closure,®®'"34 and their presence facilitated the
grief process should death occur.®511:82-%
e Studies show that 94% to 100% of families involved in family pres-
ence events would do so again.®7-93%6
e Studies also find that there are no patient care disruptions, no
negative outcomes during family presence events,8:29:32-3438-39
and no adverse psychological effects among family members who
participated at the bedside.?103240

AACN Evidence Leveling System

Level A Meta-analysis of quantitative studies or metasynthesis of qualitative
studies with results that consistently support a specific action, interven-
tion, or treatment.

Level B Well-designed, controlled studies with results that consistently
support a specific action, intervention, or treatment.

Level C Qualitative studies, descriptive or correlational studies, integrative
review, systematic reviews, or randomized controlled trials with incon-
sistent results.

Level D Peer-reviewed professional organizational standards with clinical
studies to support recommendations.

Level E Multiple case reports, theory-based evidence from expert opinions,
or peer-reviewed professional organizational standards without clinical
studies to support recommendations.

Level M Manufacturer’s recommendations only.

Excerpted from American Association of Critical-Care Nurses
Practice Alert. Available online at http://aacn.org. All references
cited in this alert are available with the associated resources
related to this chapter. Visit: http://thepoint.lww.com

*Family members are those individuals who are relatives or significant others with whom the patient shares an

established relationship.

Family Conferences

The family conference is a mechanism for sharing infor-
mation in an organized way among clinicians and family
members. During the family conference, the health care
team (1) provides information about the condition of the
patient and the patient’s prognosis and (2) reviews recom-
mendations from the primary and consult services. Family
conferences also serve as a forum for exploring future care
preferences with the family—how family members may
wish to participate in determining the goals of care for the
patient.’® Cultural or religious beliefs may influence how
these conversations develop and how the family reacts to
the information.

Careful planning should occur before the family confer-
ence as family conferences can be very stressful to all par-
ticipants. Curtis et al*® describe the nurse’s role before and
after the family conference (Box 6-2). Box 6-3 describes how
to facilitate a family conference. Encouraging the family to
be active participants during the family conference increases
their level of satisfaction and improves the quality of com-
munication among providers and families.’” Early and pro-
active multidisciplinary meetings help reduce confusing or

conflicting messages and improve emotional and spiritual
support to the family.*

Bereavement Care

The death of a patient can affect the family members and
the staff in different ways. Previous coping skills, cultural
and spiritual beliefs, and the circumstances surrounding the
death influence the grief experience. A multidisciplinary
team consisting of other nurses, social workers, chaplains,
physicians, and volunteers can assist family members and
staff with managing their grief. Critical care nurses should
be familiar with the bereavement information and support
services available within their institutions for both family
members and themselves. Bereavement support includes
providing family members with information regarding what
to do after the death and who can be contacted at the hospi-
tal if questions arise.

Critical care staff should do everything possible to allow
the family sufficient time to go through their leave-taking
rituals. Bed shortages can make this difficult. However, not
allowing family members the chance to say goodbye can
complicate the grieving process. Survivors have reported
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)

The Nurse’s Role Before and After the

BOX 6-2
Family Conference

Before the Conference

e Explain to the family about the patient’s medical equipment
and therapies.

e Tell the family what to expect during their conference with the
health care team members.

e Talk with the family about their spiritual or religious needs, and
take actions to address the unmet spiritual or religious needs.

¢ Talk with the family about specific cultural needs and take
actions to address unmet cultural needs.

¢ Talk with the family about what the patient valued in life.

e Talk with the family about the patient’s illness and treatment.

¢ Talk with the family about their feelings.

¢ Reminisce with the family about the patient.

e Tell the family it is all right to talk to and touch their loved one.

e Discuss with the family what the patient might have wanted
if he/she were able to participate in the treatment decision-
making process.

e Locate a private place or room for the family to talk among
themselves.

After the Conference

¢ Talk with the family about how the conference went.

¢ Talk with any other health care team members who were pres-
ent at the conference about how the conference went.

e Ask the family if they had any questions following the
conference.

¢ Talk with the family about their feelings.

¢ Talk with the family about any disagreement among the family
concerning the plan of care.

¢ Talk with the family about changes in the patient’s plan of care
as a result of the conference.

* Support the decisions the family made during the conference.

e Assure the family that the patient will be kept comfortable.

o Tell the family it is all right to talk to and touch their loved one.

¢ Locate a private place or room for the family to talk among
themselves.

From Curtis JR, Patrick DL, Shannon SE, et al: The family conference as a
focus to improve communication about end-of-life care in the intensive
care unit: Opportunities for improvement. Crit Care Med 29(2 Suppl):
N26-N33, 2001

that they remember unsatisfactory interactions with staff for
a very long time. Sensitivity must be exercised during this
potentially traumatic period.

A Emotional, Psychological, Social,
and Spiritual Care

Patients nearing the end of their lives may experience emo-
tional, psychological, social, and spiritual crises. Critical care
nurses play a vital role in helping patients identify these con-
cerns. An interdisciplinary team can attend to these poten-
tial feelings of loss, isolation, fear, and existential distress. At
times, these crises can manifest as physical symptoms, such
as pain, dyspnea, and fatigue. To assist patients at the end of
life, assessment and interventions by social services, chap-
laincy, psychologists, and volunteers are encouraged. One
way to conduct a spiritual assessment is by using the FICA
tool (see Box 6-4).*°
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BOX 6-3 Facilitating a Family Conference

Preparing for an ICU Family Conference About End-of-Life

Care

® Review previous knowledge of the patient and/or family.

¢ Review previous knowledge of the family’s attitudes and reac-
tions.

* Review your knowledge of the disease—prognosis, treatment
options.

e Examine your own personal feelings, attitudes, biases, and
grieving.

¢ Plan the specifics of location and setting: a quiet, private place.

¢ Discuss with the family in advance about who will be present.

Holding an ICU Family Conference About End-of-Life Care

e Introduce everyone present.

o |f appropriate, set the tone in a nonthreatening way: “This is a
conversation we have with all families....”

¢ Discuss the goals of the specific conference.

¢ Find out what the family understands.

¢ Review what has happened and what is happening to the
patient.

® Discuss prognosis frankly in a way that is meaningful to the
family.

¢ Acknowledge uncertainty in the prognosis.

® Review the principle of substituted judgment: “What would the
patient want?”

e Support the family’s decision.

* Do not discourage all hope; consider redirecting hope toward a
comfortable death with dignity if appropriate.

¢ Avoid temptation to give too much medical detail.

* Make it clear that withholding life-sustaining treatment is not
withholding caring.

* Make explicit what care will be provided including symptom
management, where the care will be delivered, and the family’s
access to the patient.

o [f life-sustaining treatments will be withheld or withdrawn,
discuss what the patient’s death might be like.

e Use repetition to show that you understand what the patient or
family is saying.

* Acknowledge strong emotions and use reflection to encourage
patients or families to talk about these emotions.

e Tolerate silence.

Finishing an ICU Family Conference About End-of-Life Care

e Achieve common understanding of the disease and treatment
issues

¢ Make a recommendation about treatment.

e Ask if there are any questions.

® Ensure basic follow-up plan, and make sure the family knows
how to reach you for questions.

From Curtis JR, Patrick DL, Shannon SE, et al: The family conference as a
focus to improve communication about end-of-life care in the intensive
care unit: Opportunities for improvement. Crit Care Med 29(2 Suppl):
N26-N33, 2001

A Facilitating Communication

Communication among the health care team, the patient,
and family is the most important aspect of care giving in
critical care, especially at the end of life. Through good
communication, all people involved in the patient’s care
have a better understanding of how to care for the patient
and family through this hospitalization. In addition, good
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BOX 6-4 Spiritual Assessment >

F Faith, Belief, Meaning
“Do you consider yourself spiritual or religious?” or
“Do you have spiritual beliefs that help you cope with
stress?” If the patient responds “no,” the nurse might
ask “What gives your life meaning?”
Importance and Influence
“What importance does your faith or belief have in your
life? Have your beliefs influenced you in how you handle
stress? Do you have specific beliefs that might influence
your health care decisions?”
C Community
“Are you a part of a spiritual or religious community? Is
this of support to you and how? Is there a core group
of people you really love or who are important to you?”
Communities such as churches, temples, and mosques
can serve as strong support systems for some patients.
A Address/Action in Care
“How should the health care provider address these
issues in your health care?” Referral to chaplains, clergy,
and other spiritual care providers.

Puchalski CM. Spirituality and the care of patients at the end-of-life:
An essential component of care. Omega (Westport) 56(1):33-46, 2007

communication facilitates a healing environment that
supports the physical and psychosocial needs of the patient,
family, and providers. Three significant communication issues
that surface frequently in end-of-life care include establish-
ing treatment goals and priorities, ensuring interdisciplinary
communication, and delivering bad news.

Establishing Treatment Goals
and Priorities

Establishing goals and treatment priorities is essential to facili-
tating decision making with regard to care. The way in which
options are presented can influence the decisions the patient
and family make. For example, if a nurse asks the family, “Do you
want the health care team to do everything for your loved one,”
it sets the family up for a “yes” answer. In the family’s mind, the
opposite of “everything” is “nothing.” So, if the family answers
“no” to the question, they may feel as if they are abandoning
their loved one. In addition, it is important that nurses avoid
ambiguous language and clearly define terms to ensure a shared
knowledge. For example, the critical care nurse’s understand-
ing of “everything” commonly means intubation, CPR, defibril-
lation, and other aggressive procedures, whereas the family’s
understanding of “everything” may include only those inter-
ventions that might be helpful and calling a spiritual leader.

Emanuel et al?® suggest a seven-step approach to help
negotiate goals for care for patients.

1. Create the proper setting. Sit down, ensure privacy, and
allow adequate time.

2. Determine what the patient and family know. Clarify
the current situation and the context in which decisions
about goals of care should be made. For example, if the
family thinks that the renal failure is transient, yet the
nurses believe the kidneys are beyond recovery, the deter-
mination of goals of care must be delayed until everyone
has agreed about the clinical situation.

THE ConNcepPT oF HoLism AppLIED TO CRiTiIcAL CARE NURSING PRACTICE

3. Explore what the patient and family are expecting or
hoping for, such as asking the family what they hope
will happen during this last hospitalization, or asking the
family what outcomes they think will be attained while
in the ICU. Understanding these hopes and expecta-
tions will assist the nurse in tailoring communication and
reorienting families to what is or might be possible. Focus
on what you will do to achieve those expectations and
hopes. As appropriate, identify those things that you can-
not do, perhaps because they will not help achieve the
goals or because they are not possible.

4. Suggest realistic goals. To assist with decision making,
share your knowledge about the patient’s illness, its natu-
ral course, the experience of patients in similar circum-
stances, and the effects that contemporary health care
may have. After sharing this information, suggest realistic
goals (eg, comfort, peace, closure, loving care, withdrawal
of interventions) and how they can be achieved. Work
through unreasonable or unrealistic expectations.

. Respond empathically to the emotions that may arise.

. Make a plan and follow through with it.

. Review and revise the goals and treatments as
appropriate.

~ O\ L

Ensuring Interdisciplinary Communication

A clear and a unified communication process is important
to minimize confusion and distress among patients, fami-
lies, and the health care team.* Critical care nurses should
explore their understandings and beliefs about prognosis,
goals, and plans of care and share these understandings with
other health care providers to develop a unified message
before discussing these issues with the families. An inter-
disciplinary approach in which all nurses are giving the
same information consistently is ideal. Consensus among
providers is an important step in deciding how treatment
choices are presented.* Providing conflicting information
creates confusion for everyone involved and may lead fami-
lies to request nonbeneficial interventions. Being asked to
provide care that is not helpful for the patient can create
moral distress in nurses. Other disciplines such as social ser-
vices, chaplaincy, and the bioethics committee can assist in
clarifying issues and values among patients, families, and
providers.

Delivering Bad or Serious News

Despite the best efforts of the health care team, patients
may not respond positively to interventions. Keeping an
honest and open line of communication is essential to pre-
serve the trust of the patient and family. For this reason,
it is important that critical care nurses practice strategies
for delivering bad news. Such news can range from report-
ing that an antibiotic is not reducing an infection or a
vasopressor medication is not maintaining an acceptable
blood pressure to telling a family member that a patient
has died. Because nurses are at the bedside 24 hours a day,
communicating with families early that a patient is not
doing well may help avoid a “surprise” announcement that
the patient has died. Critical care nurses must remember
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that family members are not health care professionals.
The health care system requires that patients and their
proxy decision makers be active in making decisions about
health care treatment. However, at times, the health care
team tries to place the responsibility of making a crucial
decision, such as withdrawing mechanical ventilation,
on the family because clinicians may fear a threat of legal
retaliation and may try to abdicate responsibility for the
decision. A better approach would be to help the fam-
ily understand the benefits and drawbacks of continuing
mechanical ventilation and making the decision jointly.
Even if family members are health care professionals, they
are family members first and health care professionals sec-
ond, and they may make decisions based more on their
relationship with their loved one than on sound medical
or nursing decisions.

Simple strategies for communicating bad news may
include phrases such as the following:

¢ “The blood pressure is worrisome given the amount
of medication that we are giving your sister. We have
reached the limit of how much we can safely give, and her
blood pressure is not responding.”

e “The ventilator alarm keeps ringing. It is letting me know
that your father’s lungs are becoming more resistant to
mechanical ventilation. This is not a good sign.”

¢ “I have noticed that your mother’s kidneys have not been
working well for the past couple of days. We have been
trying to reverse her disease. However, now it seems that
her heart and lungs are having difficulty as well.”

Phrasing bad news in this way clearly indicates that the
patient is not doing well but that the health care team is
doing its best to help the patient. If discussions regarding
withholding or withdrawing life-sustaining measures become
necessary, the family may be more receptive because they see
what the nurses are seeing.

Notifying the family members that the patient has died is
a special case of delivering bad news. The manner that the
nurse uses to deliver the bad news has a significant impact on
how the family members remember the last moments of the
patient’s life. An excellent resource to help nurses learn more
about how to communicate bad news to families is the book
by Dr. Kenneth Iserson, Grave Words: Notifying Survivors
About Sudden, Unexpected Deaths.*' This book recommends
that nurses divide death notification into four stages: prepare,
inform, support, and afterwards.

1. In the preparation stage, the nurse gathers all the facts
surrounding the death of the patient in order to answer
any questions that might come up. Family members try
and make sense of the death and request information.

2. In the inform stage, the nurse uses the person’s name
instead of “the patient” or “the deceased.”

3. In the support stage, the nurse is available to the family
members to answer any questions.

4. In the afterwards stage, the nurse provides informa-
tion for the family, such as the names of funeral homes,
medical examiner/coroner’s office information, and
who to contact at the hospital if the family has any
questions.

Many more interventions and how to discuss these issues
with the family are found in Dr. Iserson’s book. Using clear,

unambiguous language is important when delivering the bad
news. Supporting the family members after the notification
is essential. Becoming comfortable with the wording of the
message (eg, by practicing phrases before they are needed)
allows the nurse to focus on the family and their reaction to
the message, instead of the message itself and how that mes-
sage is delivered.

A Ethical Issues

Ethical issues affect how nurses work and provide care in the
critical care environment. Ethical and legal issues are dis-
cussed in general terms in this chapter and in Chapter 8. Four
ethical issues with special significance when talking about
end-of-life care are the principle of double effect, moral dis-
tress, the withdrawal of life-sustaining technology, and organ
and tissue donation.

Principle of Double Effect

The principle of double effect is an ethical principle that
distinguishes between consequences a person intends and
consequences that are unintended but foreseen and may
be applicable in various situations where an action has
two effects, one good and one bad.*” The principle of dou-
ble effect is most commonly applied to the administration
of pain medications to patients who are dying. Opioids are
used to relieve pain and other symptoms of suffering (ie, the
good effect). However, opioids also may cause respiratory
and cardiovascular depression that may, if left untreated,
lead to death (ie, the bad effect). If the primary intention
is to relieve pain and suffering with the recognition that
the patient may die, it is morally and legally permissible to
administer the opioid. If the primary intention is to cause
death, it is not morally or legally permissible to administer
the opioid.

The End-of-Life/Palliative Education Resource Center
(EPERC) has created Fast Facts, which are quick step-by-step
instructions about how to deal with a variety of end-of-life
issues (see Table 6-1, p. 69).

Moral Distress

Moral distress occurs when nurses cannot turn moral choices
into moral action.®* This distress occurs when the nurse
knows the proper course of action to take, but institutional or
interpersonal constraints make it nearly impossible to pursue
it.” For example, nurses tend to recognize when therapies are
no longer beneficial or helpful to a patient sooner than fam-
ily members. For families, it is difficult to realize that thera-
pies may no longer be helpful. Moral distress can arise when
the family’s understanding about the utility of therapy differs
from that of the nurse.

The AACN has identified moral distress as a key issue
affecting the work environment. To produce a more healthy
occupational environment, the AACN has developed a
resource for nurses to use to address this issue.* This resource,
The Four A’s to Moral Distress, provides a framework for
nurses to address their moral distress and find avenues for its
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resolution. The four A’s are ask, affirm, assess, and act, which
facilitates change, thus creating a healthier nursing environ-
ment. Copies of this resource are available to AACN mem-
bers or by contacting the AACN office (see Table 6-1, p. 69).
In addition, hospital bioethics or ethics committees are avail-
able to staff to help work through situations in which moral
distress is a factor.

Withholding or Withdrawing
Life-Sustaining Measures

When it becomes clear to both the nurse and family that
additional treatment will not be beneficial, the decision may
be made to withdraw life-support methods. Mechanical ven-
tilation is one intervention that is often withdrawn in such
circumstances. Other life-sustaining measures that may be
stopped include implantable cardiac defibrillators or pace-
makers and hemodialysis.

When the decision is made to withdraw a therapy, spe-
cial considerations are taken to reduce the suffering of
the patient and to minimize the exhibition of distress to
the family members. In the case of withdrawing mechani-
cal ventilation, the decision is first made jointly with the
family. In the case of extubation, opioids and sedatives
are administered to the patient to reduce the pain and
discomfort. In addition, the alarms to both the ventilator
and the cardiac monitor are silenced to focus the family
on the patient rather than the technology. Campbell*® has
published recommendations to successfully withdraw a
mechanical ventilator. Additionally, many of the Fast Facts
on the EPERC website relate to withdrawal of therapies,
including mechanical ventilation and tube feeding (see
Table 6-1, p. 69).

Organ and Tissue Donation

Organs and tissues can be procured after cardiac death or
brain death. Federal law (Public Law 99-5-9; section 9318),
Medicare, and the Joint Commission (formerly the Joint
Commission on Accreditation of Healthcare Organizations)
all require that (1) hospitals have written protocols regard-
ing organ and tissue donation and (2) these institutions give
the surviving family members the chance to authorize dona-
tion of their family member’s tissues and organs.*’ When
organ or tissue procurement is an issue, it is important that

all family members are given the information they need to
make a decision with which they are comfortable and that
their grief is respected. In some cases, family members have
initiated the conversation with their health care providers
independently.

The local organ procurement organization (OPO) can
provide additional resources. To find the OPO in your area,
see Table 6-1 on page 69.

A Caring for the Nurse

Some deaths affect some people significantly. The death of a
child, the death of a friend or colleague, mass casualties, or
a particularly horrific, traumatic death can have a profound
effect on the nurse. Colleagues must be supportive, explor-
ing ways to support each other rather than dismissing the
impact the death has on a colleague. According to Badger,*
some self-care strategies to cope with the event include ask-
ing to be relieved from care responsibilities and to take a
break; discussing the experience with a colleague, friend,
or a nurse leader; taking a moment to reflect on one’s feel-
ings after the event; focusing on what was done right; and
following basic health principles such as physical exercise,
meditation, humor, music, eating properly, and obtaining
adequate rest.

Working in a critical care unit is demanding physically,
intellectually, and emotionally. Dealing with death on a con-
sistent basis can take its toll on the nurse’s well-being.*® In
the critical care setting, nurses caring for the patient may
delay attending to their own grief because the demands of
the unit and the needs of the family members may take prec-
edence. It is important to be vigilant in recognizing signs
and symptoms of unexpressed grief, burnout, and posttrau-
matic stress. Symptoms may include an increase in the num-
ber of sick days; indecision; difficulty with problem solving;
isolation or withdrawal; behavioral outbursts; denial and
shock; fixation on a single detail; immobilization; a feeling
of extreme serenity; emotionally numbing responses, such as
withdrawal, pessimism, or a diminished capacity for experi-
encing pleasure; and intrusive responses, such as unwanted
or unpleasant recollections or flashbacks.*® To maintain emo-
tional health, it is important to seek assistance in dealing
with these issues. Nurse leaders and human resources repre-
sentatives can provide resources to assist with the stresses of
working in critical care.
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A Clinical Applicability Challenges
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~

CASE STUDY

You are caring for Mr. J., a 42-year-old man who suffered

a massive myocardial infarction. From the emergency
department, he was admitted to the cardiac catheteriza-
tion laboratory (CCL). He had occlusions in the left
anterior descending artery and the left circumflex coro-
nary artery that were opened via angioplasty and stent.
However, in the CCL, the patient had persistent hypoten-
sion of systolic blood pressures in the 70s, cardiac index

of 1.2, and pulmonary edema suggestive of cardiogenic
shock. Dobutamine and an intra-aortic balloon pump were

initiated in the CCL, and the patient was transferred to
the ICU.

1. When the cardiologist arrives to discuss the events
and prognosis with Mr. ].’s family, the cardiologist
asks, “Do you want us to do everything if his heart
stops beating?” The family looks puzzled at the ques-
tion. As the nurse, what should you do?

2.

. The patient continues to decline, and on hospital day

On hospital day 7, the patient’s blood pressure, cardiac
index, and mentation have not improved, and the
interdisciplinary team has scheduled a family confer-
ence. As the nurse, how will you prepare the family
for the conference and how will you debrief with them
after the conference?

10 the family decides to withdraw the intra-aortic
balloon pump and dobutamine. It is 6:30 pm, and Mr.
J.’s wife wants to go home to take a shower and eat
dinner and come back at 9:00 pm, which is past the
posted visiting hours. In addition, the change of shift
will occur at 7:00 pm, and you will transfer care to the
oncoming nurse. As the nurse, how will you handle
her request?
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IN CRiTicaL CARE

PRoFEssiIONAL PRACTICE ISSUES

Ethical Issues in Critical Care Nursing

Connie M. Ulrich and Christine Grady

LEARNING OBJECTIVES

moral problems.

aroeDbd

resolve it.

Based on the content in this chapter, the reader should be able to:
1. Explain the way ethics assists nurses and other clinicians in resolving

Name and describe ethical principles applicable to clinical ethics.
Describe steps in the process of ethical decision making.
Identify resources available to nurses to help resolve ethical dilemmas.

Discuss an example of an ethical issue confronted by critical care
nurses in practice and how applying ethical principles may help to

Critical care nurses face some of the most daunting ethical
challenges in clinical practice. Nurses who work in inten-
sive care and step-down units, operating rooms, emergency
rooms, and other fast-paced, highly specialized settings
must be able to recognize ethical issues they face in the daily
care of patients and be prepared to address them in collabo-
ration with patients, families, colleagues, administrators,
and relevant others. Because of the precarious condition of
critically ill patients, difficult ethical issues often consist of
conflicts among members of the health care team surround-
ing the benefits and burdens of treatment. Some issues may
include the following: How to alleviate suffering when the
patient and/or family want to continue aggressive measures?
How do nurses and other members of the health care team
openly discuss end-of-life issues when often these discus-
sions are perceived as giving up hope? How do nurses pro-
vide beneficent care in the context of finite resources? And,
how can nurses feel good about the choices that are made in
critical practice environments, reflecting their professional
goals for optimal care? This chapter provides a foundational
overview of nursing ethics, the application of ethical prin-
ciples, and ethical reasoning skills in critical care to enable
nurses to confidently advocate for the best interests of their
patients.

A Differentiating Between Ethics
and Morals

Ethics is the study of morality or standards of conduct! and
a critical reflection or evaluation of moral choices that are
made."” Morals, on the other hand, are commonly shared
beliefs by members within a society about the “rightness”
or “wrongness” of actions and behaviors that include the
“shoulds,” “should nots,” “oughts,” and “ought nots” and are
usually learned through family systems as well as religious
and cultural traditions.!?

Nurses often struggle with ethical issues because they are
strong patient advocates and develop intimate human rela-
tionships when caring for critically ill patients. These are
especially challenging when there is limited consensus about
what the ethically right or wrong approach may be in any given
situation. For example, what “ought” the nurse do if a family
member asks that the patient with a poor prognosis not be
told about a cancer diagnosis? Should the truth always be told
in these kinds of situations? Ulrich et al® noted that an ethical
problem can occur in any clinical or research situation when
there are salient questions about the rightness or wrongness
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of particular aspects of the care and treatment of patients.
Applying ethical principles and considerations helps nurses
to articulate sound reasons for ethical positions, clarify the
ethical principles that might be in conflict, and address the
issues they encounter.

A Ethical Principles

Ethical principles serve as general guidelines in health care
decision making. Principles, such as autonomy, beneficence,
nonmaleficence, veracity, fidelity, and justice, can guide con-
duct and provide a basis for ethical reasoning. These prin-
ciples are not, however, absolute and can conflict with one
another. Because critical care nurses address ethically laden
patient care problems daily, understanding and applying
these principles can assist them in determining an appropri-
ate course of care for their patients.

Autonomy

Autonomy is the right to self-determination or the right to
make independent decisions about one’s own body or actions
free from interference or coercion from others.! It is a cen-
tral value in the Western world and reflects personal values,
goals, and convictions for self-governance.

Critical care nurses are often recognized for their advocacy
roles and their willingness to speak up for their patients. In
fact, the patient care population that they care for seems to
demand it. These patients range from those who are ventila-
tor dependent for long periods of time to patients whose fam-
ilies must make immediate decisions pertaining to end-of-life
care. [t is not unusual for nurses to be “caught in the middle™
as they struggle to promote autonomous decision making of
their patients, including ensuring that patients have given
their informed consent and have opportunities to plan
advance directives. In a study investigating the everyday
ethical issues that nurses face, the authors found that nurses
(including those in acute care settings) reported frequently
encountering issues associated with protecting patients’
rights and informed consent to treatment procedures.’

Informed consent respects autonomy by providing patients
and families with the pertinent information they need to
make an ethically sound decision. In essence, “respect for
autonomy obligates professionals in health care and research
involving human subjects to disclose information, to probe
for and ensure understanding and voluntariness, and to foster
adequate decision making.”! Conflict can occur when health
care professionals have views about care in the patient’s best
interests that do not match the patient’s autonomous wishes.
Critical care nurses can use the “Nursing Interventions
Classification” (NIC)> system for guidance when developing
activities to facilitate autonomous decision making in the
critical care setting (Box 7-1).

Beneficence

Nurses are ethically, legally, and professionally obligated
to avoid harm and promote benefit for their patients; the
American Nurses Association (ANA)® notes that nurses’

@) BOX 7-1 NURSING INTERVENTIONS CLASSIFICATION

Supporting Autonomous Decision Making

Definition
Providing information and support for a patient who is making a
decision regarding health care.

Activities

e Determine whether there are differences between the patient’s
view of his or her own condition and the view of health care
providers.

¢ Assist patient to clarify values and expectations that may assist
in making critical life choices.

¢ Inform patient of alternative views or solutions in a clear and
supportive manner.

¢ Help patient identify the advantages and disadvantages of
each alternative.

e Establish communication with patient early in admission.

e Facilitate patient’s articulation of goals for care.

¢ Obtain informed consent, when appropriate.

e Facilitate collaborative decision making.

e Be familiar with institution’s policies and procedures.

e Respect patient’s right to receive or not to receive information.

® Provide information requested by patient.

® Help patient explain decision to others, as needed.

® Serve as a liaison between patient and family.

e Serve as a liaison between patient and other health care
providers.

e Use interactive computer software or Web-based decision
aides as an adjunct to professional support.

e Refer to legal aid, as appropriate.

¢ Refer to support groups, as appropriate.

From Bulechek GM, et al: Nursing Interventions Classification (NIC), 5th ed.
St. Louis, MO: Mosby, 2008, p 247, with permission.

primary commitment is to the “health, welfare, and safety of
the client.” This includes acts of caring and compassion as
well as protection from harm. The ethical principle of benef-
icence is the sine qua non for the nursing profession, guid-
ing all nurses in their daily interactions and activities with
patients. The principle of beneficence presupposes that any
harm patients are exposed to is justified by the potential ben-
efits. Beauchamp and Childress outline three obligations of
beneficence, including preventing harm to others, promoting
and acting for the good of others, and eliminating untoward
or harmful circumstances.!

In the critical care setting, the ethical principle of benefi-
cence often conflicts with other ethical principles, including
that of autonomy. Patients and their families in some cases
may be more comfortable deferring treatment decisions to
their health care provider, especially since the crisis and cha-
otic nature of intensive care may make it difficult to make
decisions. The critical care nurse and physician often speak
and act on behalf of a patient who, for example, is neuro-
logically or cognitively impaired. Without knowledge of
the patient’s autonomous wishes, the nurse acts to promote
the patient’s best medical interests. Intentionally acting on
behalf of another without the other’s explicit consent may be
considered paternalistic. “Paternalism is commonly framed
in terms of the conflict between the primary obligation of
physicians, nurses, and other provider—practitioners to abide
by the principle of beneficence in their practice and the



assertion of the rights of persons who are receiving services to
make autonomous decisions about their lives.”” Paternalism
can be acceptable for patients in the critical care setting
when there are benefits to the patient that clearly outweigh
the paternalistic action. A common example is helping the
patient turn, breathe deeply, cough, and ambulate following
an extensive surgical procedure when the patient is in pain,
is sleep deprived, or wants to be left alone.

Nonmaleficence

The ethical principle of nonmaleficence obligates us to avoid
causing undue pain and suffering or harm to another. This
principle is often discussed along with the principle of benefi-
cence because the two are intricately linked. Nonmaleficence
is a prima facie duty for the nurse, meaning that it is morally
binding unless there are other conflicting moral obligations
that outweigh its primacy."*® Nonmaleficence obligates nurses
to avoid harm of not only a physical or bodily nature but also
psychological or emotional distress; in some cases, harm can
be caused by a breach of professional standards of care. Nurses
are constantly balancing the benefits and harms of deci-
sions, treatments, and procedures associated with critically
ill patients. Indeed, administration of medications meant to
improve a patient’s condition, including steroids, morphine,
amphotericin B, heparin, and other pharmacological agents,
may also have serious adverse effects. Nurses must constantly
apply the principle of nonmaleficence in critical care where
the quality of life of patients is an important consideration.

Veracity

Nurses remain one of the most trusted professional groups
in the United States,” and therefore, veracity or truth-
telling is foundational to the nurse—patient relationship.
The American Nurses Association Code for Nurses states:
“Truth-telling and the process of reaching informed choice
underlie the exercise of self-determination, which is basic to
respect for persons.... Clients have the moral right to deter-
mine what will be done with their own person; to be given
accurate information, and all the information necessary for
making informed judgments.”®

Much current research suggests that patients want to be
told the truth about their diagnosis and need full disclosure
of the potential risks and benefits of specific treatments and
alternatives to make an informed decision related to their
care.!>!? Sometimes, information can be presented in ways
that are misleading or biased even though accurate; this can
create conflict and uneasiness. Truth-telling in the clinical
setting preserves autonomy and trust and maintains sound
communication patterns with patients.

Fidelity

Fidelity is the duty to be faithful to one’s patients by keep-
ing promises and fulfilling contracts and commitments. It is
the moral covenant between individuals in a relationship.!
Nurses are involved in many aspects of a patient’s immedi-
ate care: physical, emotional, spiritual, and psychological.
For this reason, they often develop close relationships with
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patients and their families and are called upon to be forth-
right and to keep their promises to inform, update, and com-
municate unforeseen circumstances that might occur in the
nurse—patient—family relationship. However, there are times
when keeping promises can be problematic, for example, in
the following case of a husband asking the nurse to keep a
secret from his ill wife. The husband of a 50-year-old woman
who is suffering from sudden onset bacterial pneumonia with
severe hypoxia, respiratory distress, and receiving mechanical
ventilation in the intensive care unit (ICU) tells the primary
nurse that he is HIV positive and has known his status for the
past year. He has been afraid to tell his wife and now wonders
if she also has the disease. Should the nurse agree to keep his
secret and withhold the information from the patient until
her husband can work through his emotions and the best way
to discuss the issue as he is terrified that it will destroy their
relationship? Does the nurse have obligations based on an
implicit promise to the patient to make sure that her current
illness is not HIV related? How should the nurse handle it
after the patient is weaned from the ventilator and asks what
is wrong with her and why she went into respiratory distress?

Confidentiality is an aspect of fidelity that is an essen-
tial component of trusting relationships. Patients have the
right to know who has access to their personal health care
information and that it will be kept confidential and that
there are safeguards in place for privacy, security, and author-
ized access.”” A commitment to maintain confidentiality in
patient—provider relationships is part of every professional
health care code of ethics, but it is not absolute. In certain
circumstances, confidentiality can be broken. This can occur
if there is imminent danger to the patient or other third
party. Additionally, disclosure is required for public health
reporting purposes related to certain infectious diseases or
abusive situations.'*

Justice

Justice is an important ethical principle in critical care set-
tings and is usually defined in terms of fairness or that which
is due to others. In health care, it is often discussed in terms
of distributive justice or how one allocates scarce or finite
resources. The most recent national health care debate has
brought to light many ethical concerns associated with the
escalating costs of U.S. health care as well as the quality of
care that is provided to the public and the cost-effectiveness
and cost-benefit analysis of current standard therapies.
Questions of distributive justice often arise in intensive and
emergency settings because of the need to prioritize care; this
happens on a daily basis. ICU care is expensive and unfor-
tunately, about one of five Americans die in I[CUs each year
with the elderly accounting for up to half of all ICU admis-
sions."> Not only does distributive justice concern the appro-
priate allocation of technology and aggressive measures but
also the unit and nursing-based resources needed to provide
that care.

Hospital understaffing has emerged as a major factor in the
care of critically ill patients. Aiken et al'® at the University of
Pennsylvania reported an association between nurse staffing
levels and patient mortality and failure to rescue (mortality
following complications) in adult surgical patients cared for
in Pennsylvania hospitals. In this research, nurses were found



82 PART 2 PRroressioNAL PRAcTICE Issues IN CRriTicaL CARE

to be important surveillance and safety measures within
hospitals because higher patient-to-nurse ratios negatively
impacted outcomes of care. Staffing is an ethical concern and
an indicator of distributive justice because it directly affects
the beneficent care of patients. Staffing inadequacies have
been found to be a major source of ethics-related stress that
ultimately impacts job satisfaction and retention of nurses.?
Critical care nurse managers and staff nurses are constantly
allocating resources as they weigh the patient care needs
required on their units, the number of admissions and avail-
able beds, and the ability of staff to meet those needs. Staffing
shortages sometimes require utilizing personnel who are not
readily familiar with a particular unit or hospital, and this
could include novice nurses or those designated as float staff.
Critical care unit-based orientation and other special train-
ing sessions are imperative to address standards of practice,
policies, procedures, and additional technological aspects of
caring for critically injured patients.

Withholding and Withdrawing Treatment

Determining when to withhold or withdraw treatment for
critically ill or injured patients is stressful for all of those
involved. This is true not only for the families who surrender
their hope for continued survival but also for those health care
providers who have been caring for a patient for an extended
period of time. Withholding care may be at the request of the
patient or family and is sometimes a consideration for those
patients deemed critically or irreversibly ill and for whom
there is no foreseeable recovery regardless of the treatment
offered. Withdrawing life supportive treatments (eg, ventila-
tor and respiratory support, nutrition, and hydration) once
they have been started is also sometimes ethically appro-
priate, but generally creates more controversy and distress
for physicians and nurses. Ethical and legal advice is often
sought, and professional guidelines (eg, Society of Critical
Care Medicine) and in-house hospital and ethics committees’
policies and procedures can assist both physicians and nurses
when making these determinations. Brock notes that “any set
of circumstances that would morally justify not starting life-
sustaining treatment would justify stopping it as well.”!?

Open communication is imperative in critical care as
“the majority of deaths in the intensive care setting involve
withholding or withdrawing multiple life-sustaining thera-
pies.”’® Families are often confronted with the difficult task
of deciphering medical information about the prognosis of
their loved one. Some patients and their families prefer a
shared decision-making model or one in which decisions are
made with clinicians; others prefer recommendations by the
physician.!” Critical care nurses can help prepare families
for difficult discussions about withdrawing or withholding
life supportive treatments by facilitating care conferences
to address cultural, spiritual, and value-based needs of the
patient. When a patient cannot speak for himself, it is impor-
tant to talk with families about the wishes of their loved one
and to present information about the patient’s plan of care in
a timely fashion with up-to-date, clear, and honest expecta-
tions about the situation at hand.

Medical Futility

Medical futility has been defined in various ways and is
frequently discussed in critical care situations. When the

health care team believes that an intervention has no pros-
pect of helping the patient, they may describe the interven-
tion as futile. This can create much conflict and turmoil if
family members hold out hope of recovery and seek to pur-
sue all aggressive measures. Medical futility includes both a
qualitative (ie, value judgment) and a quantitative aspect.”’
Schneiderman et al*® note that “when physicians conclude
(either through personal experience, experiences shared with
colleagues, or consideration of reported empirical data) that
in the last 100 cases, a medical treatment has been useless,
they should regard that treatment as futile. Furthermore, the
Hastings Center notes that physicians have no obligation to
comply with a patient or surrogate’s request for treatment if
that treatment is deemed to provide no physiological benefit.?!

A Ethics as a Foundation for Nursing
Practice

Nursing is guided by historical precepts and ethical norms
that form the basis of nursing’s contract with society. This
fiduciary relationship is based on trust. In fact, in public polls
about health care professionals, nurses consistently rank
highly on issues of trust and ethical standards. Nursing’s pri-
mary commitment is to the patient and to ensure the delivery
of safe, quality care; however, there is also a collective moral
responsibility to serve the good of society. All professional
groups define themselves by their body of scholarly knowl-
edge, degree of self-regulation, and the professional code of
ethics that underlie their beliefs, practices, and norms.?*%

Ethics is important in understanding how the philosophy
of the profession of nursing as well as its values, duties, and
obligations to patient care remain constant within a society
with a changing demography (ie, chronically ill and aging
society) and rising health care costs. Ongoing evaluations of
the professional standards of nursing and specifically, criti-
cal care nursing, are necessary as the profession continues to
evolve and develop new knowledge that will address advanc-
ing technology and its use in the care of the critically ill.

A Nursing Code of Ethics

The American Nurses Association (ANA) Code of Ethics
for Nurses was first adopted in 1950 but has gone through
several revisions to reflect the ethical, professional, and soci-
etal concerns of the day.?* The most recent Code of Ethics
for Nurses with Interpretive Statements® (2001) is a document
that embodies the moral values of the profession. It repre-
sents not only the expectations for ethical conduct in clini-
cal practice but also the duty of the nurse to protect his or
her own integrity within the health care environment. The
Code symbolizes a collective agreement among its members
for societal good and serves as a guideline for nurses to fol-
low in ethical decision making related to patient, family, and
community care. There may be times when the law and eth-
ics conflict; however, every discipline, including nursing, is
bound to a code of ethics that represents the moral basis for
its professional standards of practice and helps to ensure the
public’s trust with their care. The nine provisions of the code
are outlined in Box 7-2.



ANA Code of Ethics for Nurses )

1. The nurse, in all professional relationships, practices with
compassion and respect for the inherent dignity, worth, and
uniqueness of every individual, unrestricted by considerations
of social or economic status, personal attributes, or the
nature of health problems.

2. The nurse’s primary commitment is to the patient, whether an
individual, family, group, or community.

3. The nurse promotes, advocates for, and strives to protect the
health safety, and rights of the patient.

4. The nurse is responsible and accountable for individual
nursing practice and determines the appropriate delegation
of tasks consistent with the nurse’s obligation to provide
optimum patient care.

5. The nurse owes the same duties to self as to others, including
the responsibility to preserve integrity and safety, to main-
tain competence, and to continue personal and professional
growth.

6. The nurse participates in establishing, maintaining, and
improving health care environments and conditions of
employment conducive to the provision of quality health care
and consistent with the values of the profession through
individual and collective action.

7. The nurse participates in the advancement of the profession
through contributions to practice, education, administration,
and knowledge development.

8. The nurse collaborates with other health professionals and
the public in promoting community, national, and international
efforts to meet health needs.

9. The profession of nursing, as represented by associations
and other members, is responsible for articulating nursing
values, for maintaining the integrity of the profession and its
practice, and for shaping social policy.

From American Nurses Association Code of Ethics for Nurses. Washington,
DC: ANA, 2001.

A Ethical Issues

An ethical issue or problem can occur in any clinical situa-
tion where there are concerns about what might be “morally
right or wrong” in the care of the critically ill patient and
his or her family. There are many ethical issues in critical
care. These can include but are not limited to end-of-life
treatment decisions, truth-telling, transplantation, do not
resuscitate (DNR), informed consent, clinical research with
critically ill patients, assisted suicide, the use of aggressive
measures, conflict among colleagues, and resource allocation.
Ulrich et al’ reported that these everyday ethical issues occur
frequently and often reflect providers’ concerns about pro-
tecting the rights of their patients and informed consent to
treatment procedures as well as issues of advance care plan-
ning and surrogate decision-making.

Although nurses interact daily with patients and their
families, some evidence suggests that they are hesitant
to speak about the ethical issues they encounter for fear
of retaliation.”® Sulmasy et al?® stress that nurses can be
included in sensitive conversations (eg, DNR) because they
are both confident and capable. They are in a key posi-
tion to listen, explain, and comfort patients and address
unmet needs. Health care organizations should develop
policies and procedures that provide support to nurses to
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seek consultation for ethical concerns. Ethics education,
in professional training and continuing education, is also
essential. Interdisciplinary team work is also needed as the
complex needs of intensive care patients require all mem-
bers of the health care team, including nurses to be part of
the discussion.

Moral Distress

Moral distress has become a frequent topic of discussion in
the literature and remains a common concern among health
care providers, including nurses and physicians. This phe-
nomenon was originally defined by Andrew Jameton?” more
than 20 years ago as the distress that one feels when one
knows the ethically correct action to take but is precluded
from doing so. Constraints can include those at the individ-
ual, societal, or organizational level and consist of patient
demands, limited resources, or circumstances within the
workplace where one feels powerless because of authoritative
structures. Bell and Breslin?® further add that acting against
one’s personal and professional values creates moral distress.
Physical and emotional symptoms, such as anger, anxiety,
frustration, powerlessness and fatigue, are common outcomes
associated with moral distress. Additionally, studies have
shown that moral distress is linked to nurses’ intent to leave
their positions.?>*

Strategies to minimize moral distress and to create a
healthy workplace have been outlined by the American
Association of Critical Care Nurses (AACN) and include
the four As: Ask, Affirm, Assess, and Act’' (see Fig. 7-1).
Ulrich and Hamric?? also urge nurses to foster an open com-
munication plan with other health care team members,
seek ethics consultation services as needed, uphold a zero
tolerance policy for retaliation if members speak out, and
continually assess and dialogue about the needs of complex
patients.

ASK

Creation
of a healthy
environment

where critical care
nurses make their
optimal
contributions
to patients and
families

ACT AFFIRM

ASSESS

FIGURE 7-1 4 Framework to address moral distress. (From
American Association of Critical-Care Nurses: Position statement:
Moral distress. Aliso Viejo, California, July 8, 2004, AACN).
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A Ethical Decision Making

Several models exist to assist clinicians in the ethical
decision-making process. A pragmatic case method approach
is useful because it allows all members of the health care team
to focus on a specific clinical case, address the ethical issues
that may be morally problematic, and develop a plan of action.

The Case Method Approach

Steps in the case method of ethical decision making are listed
in Box 7-3. These steps are similar to the nursing process.

Step One

Assessment is an initial task of any medical or nursing clini-
cian and applies to the ethical decision-making process as well.
Determining or identifying the ethical problem is the most
critical part of the assessment. One needs to understand the
patient’s medical condition/problem, as well as the prognosis,
potential sequelae, and treatment goals, and any additional
contextual factors that may influence the ethical decision mak-
ing process, including family and organizational systems. It is
always important to gather sociodemographic information,
such as age, gender, education, setting of care, and other factors
(eg, religion, culture, language), that might influence decisions
or communication. For example, assessment questions that
might be helpful include the following: Is the patient legally
competent and capable of making a decision associated with
his or her care? What are the preferences of the patient and
family? Are there advance directives that outline the patient’s
wishes for treatment? Are there competing interests that need
further discussion such as conflict amongst family members,
and/or conflict between the patient, family members, and clini-
cians? Finally, are institutional factors contributing to the ethi-
cal problems presented by the clinical case? The usual goals in
the critical care setting, for example, trend toward aggressive
treatment rather than palliation or support.

Step Two

Explicating and ranking the relevant ethical issues or moral
considerations associated with a particular case of interest
is the second step in the ethical decision-making process.
Clinicians can use relevant literature, institutional policies,
professional groups, commissions, their past clinical experi-
ences, or other resources to seek out information on cases
that pose similar ethical challenges. This can help illuminate
how to resolve the specific problem or if there are different
morally acceptable options that are available to the clinician.

BOX 7-3 Steps in Ethical Decision Making >

1. Assessment of the problem

2. Define the ethical issues

3. Delineate the goals; decision making and implement plan of
action

4. Evaluation of the process and modify action as needed.

Adapted from Spencer E: A case method for consideration of moral problems.
In: Fletcher JC, Spencer EM, Lombardo PA (eds): Fletcher’s Introduction to
Clinical Ethics, 3rd ed. Hagerstown, MD: University Publishing Group, 2005.

Step Three

Step three focuses on goal setting, decision making, and imple-
mentation. During this step, all personnel involved in the deci-
sion-making process are encouraged to clarify their own values
and moral convictions so that the needs of the patient can be
discussed forthrightly. Spencer notes that “moral problem-solv-
ing and planning for the care of the patient go hand in hand.”*
Weighing the benefits and burdens of each option as well as
examining the ethical principles and underlying theories in
regard to the case at hand can assist clinicians in making a deci-
sion. For instance, in the case study presented in the Clinical
Applicability Challenges at the end of this chapter about Ms.
X., is the autonomy of the patient being promoted by allowing
her to die? How do we reconcile the moral distress it creates for
the staff and the perception that it violates the norms of profes-
sional behavior by the resident in the case? Sometimes, ethics
consultation, referral to an ethics committee, or other types of
assistance are needed to provide an objective outside voice and
to facilitate open dialogue among clinicians or family members
when discussions appear to be at an impasse.

Step Four

Evaluation of an ethical decision allows all parties to reflect
on the decision at hand and address any missed opportuni-
ties. Some questions to consider during this step include:
Was the ethical problem adequately addressed? Were the
goals of treatment met? If not, why? Were all parties satisfied
with the outcome? Is there an alternative option that could
be used if there is a need to rethink the plan of care? What
factors contributed to a positive resolution of the case? What
factors led to a less than desirable outcome? What have I/we
learned from this process? Finally, what, if any, educational
changes can be made in the clinical environment to resolve
similar ethical challenges in the future?

A Strategies for Promoting Ethical
Decision Making

The highly charged environment in which critical care nurses
work calls for strategies to assist them with the increasing
demands they encounter. Two strategies for developing an
environment that is supportive of ethical concerns are briefly
discussed here: institutional ethics committees and ethics
rounds and conferences.

Institutional Ethics Committees

Many health care facilities have institutional ethics commit-
tees (IEC) to help resolve ethical conflicts in patient care
as well as address ethics-related questions that might arise
in clinical practice.**?¢ Ethics committees usually involve
a diverse group of individuals, including physicians, nurses,
social workers, pastoral care counselors, legal counsel, admin-
istrators, and community members. IECs provide ethics con-
sultation and can assist practitioners by providing an external
voice on contentious ethical issues that may seem irresolvable
and facilitate education for all members of the health care
team. Recommendations by the IEC can be either binding



or nonbinding, depending on the individual committee.
However, an IEC can offer support to practitioners, patients,
and families and improve their satisfaction with the delivery of
care. Some institutions provide an ethics consultation service
by a subset of the IEC or an independent consultant.

Ethics Rounds and Conferences

Ethics rounds may be an important and useful aspect of
patient care, as they provide an opportunity to discuss a par-
ticular patient’s health care needs in-depth and identify clin-
ical, social, or ethical problems early in the course of care.
Importantly, ethics rounds allow providers to express their
views on issues of concern as well as clarify the most salient

A Clinical Applicability Challenges
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values and preferences at stake. This can include questions
on DNR status, palliative care versus curative care, advance
directives, conflicts associated with family systems, disagree-
ments among health care providers about future goals of care,
organ donation, cultural and religious differences, and many
others. Nurses can make ethics rounds a regular part of their
unit’s activities by establishing a set time to focus on a specific
case that raised ethical concerns or was particularly distress-
ing for the staff. Interdisciplinary ethics rounds also provides
an opportunity to build trusting work relationships with mul-
tidisciplinary care providers and develop a team approach
to addressing value conflicts that arise in the unit. An indi-
vidual patient ethics conference can be useful in resolving
complex cases and opening a dialogue with patients, families,
and the nursing staff or a multidisciplinary group.

-

CASE STUDY

Ms. X. is a 72-year-old female who has been on dialysis for
the past 4 years and has a history of hyperlipidemia and
chronic obstructive pulmonary disease. Ms. X. presents with
an aortic aneurysm and seeks surgical repair for her condi-
tion. The patient survives the surgery and receives standard
postoperative nursing care interventions for an aortic
aneurysm repair. This includes neurological checks and a
10-minute neurological assessment every hour, mechani-
cal ventilator support measures, hypovolemic shock and
hemodynamic prevention activities, and monitoring mean
arterial pressure. She also remains on continuous dialysis,
and her postoperative course is relatively stable.

On postoperative day 5, Ms. X. remains in serious
condition but is doing remarkably well considering her
diagnosis and surgical repair. However, she writes a note to
the nurse that reads: “I want to die.” The nurse reassures
the patient that she is doing very well for her postopera-
tive course, and no further action was taken at that point
regarding the patient’s note. On postoperative day 6, the
patient is extubated and on oxygen via nasal cannula as
well as some vasoactive medications. Within an hour, Ms.
X. begins to belly breathe and is having some respiratory
distress. She is given 40% oxygen via face mask. Oxygen
saturation levels remain at 94% and greater and she stabi-
lizes with oxygen by nasal cannula at 6 L/min. Regarding
long-standing back pain, the patient indicates, however,
that “the pain is unbearable,” and again states that “I want
to go.” She was offered an epidural at the bedside for the
back pain, but refused the epidural and simply stated that

N

she was “done and does not want to fight anymore.” Her
family agreed with her request that she should be allowed
to die and to stop all interventions/treatments. The attend-
ing physician does not agree and wants postoperative care
to continue. An ethics, legal, and psychological consult

is called by the nurse. Ms. X., however, refuses to see the
psychologist and asks that he not come into her room as
she is completely lucid and “wants to die.” The resident
argues, “This is homicide” and wants no part of Ms. X.’s
care. The nurse thinks that the patient’s wishes should be
taken seriously, consistent with respect for her autonomy,
but that careful steps should be taken to assess the basis for
her words and what she understands and means by them.

1. How should we evaluate a patient’s request that
reverses her previous preferences for treatment?

2. What factors might have a bearing on the patient’s
plan of care?

3. What possible learning needs would you anticipate for
all those involved in this case?

4. What interventions should be initiated to address the
concerns of the patient?

5. How would you determine the best course of action
for this patient’s plan of care?
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Legal Issues in Critical Care Nursing
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LEARNING OBJECTIVES

aprobd

care patient situations.

Based on the content in this chapter, the reader should be able to:

Describe major areas of the law that affect critical care nursing practice.
Define the four elements of malpractice (professional negligence).
Delineate allegations commonly made against critical care nurses.
Explain types of vicarious liability.

Apply knowledge of informed consent and advance directives to critical

J

Because society in the United States seems to be more liti-
gious than ever, legal issues involving critical care are of
increasing concern. The number of malpractice suits that
name or involve nurses is increasing. Issues from refusal and
termination of treatment to the spiraling costs of the mal-
practice system are widely discussed. Legislators have become
involved by introducing and/or enacting living will statutes
and bills designed to address the malpractice crisis in their
jurisdictions.

This chapter begins with an overview of the major areas
of law of governmental organizations and major areas of law
that impact the practice of nursing. Next, the legal princi-
ples of negligence, vicarious liability, and patient autonomy
are reviewed, with pertinent critical care case examples. The
chapter then proceeds to identify and address selected cur-
rent legal issues that are most applicable to the practice of
critical care nursing.

A An Overview of Governmental
Organization and Major Areas of the Law

The United States Constitution provides the basic principles
and guiding policy for all law in the land. Three branches of
government were established to create a “balance of powers”
to minimize the risk of abuse of the law by those in power. The
structure of each state government is similar to the federal
structure. The Legislative Branch, composed of representatives
of the people, creates and modifies statutes. The Executive
Branch is headed by the president or a state governor and
consists of federal and state agencies that write and enforce
regulations that give the people notice of what they need to do
to comply with the statutes. The Judicial Branch consists of
the federal and state court systems, which interpret statutes
and regulations and examine constitutionality when disputes
arise. The courts generate case law, which becomes precedent

or common law, providing guidance for future interpretation
of the law.

A legal dispute is first heard by a trial court, which exam-
ines the evidence and makes a decision based on the facts of
the case. Some disputes then go on up to higher courts, called
appeals courts. These courts make decisions about alleged
legal and procedural mistakes by the judges or lawyers in the
trial courts. They do not retry the initial dispute.

Three types of law affect the practice of critical care
nurses. These are administrative law, criminal law, and
civil law.

Administrative Law

Administrative law includes state and federal statutes, their
accompanying regulations, and the regulatory agencies that
enforce those laws. Nurses deal with state agencies and state
laws and regulations when they apply for a nursing license
to enter the profession. Every state legislature has enacted a
Nurse Practice Act (NPA). The NPA defines the practice of
nursing, requires nursing licensure, establishes standards for
nursing schools, and delegates enforcement powers to a state
agency, usually the State Board of Nursing. This agency devel-
ops regulations that give notice to the public and to nurses
of how the NPA will be interpreted and implemented in that
state. The Boards of Nursing work together to develop com-
mon standards and address common challenges through the
National Council of State Boards of Nursing, Inc. (NCSBN),
where their representatives conduct research, pool resources,
and publish model practice acts and position statements. The
NCSBN is also responsible for the development and integrity
of the national licensure examination known as the NCLEX.

Practicing nurses are expected to know the provisions of
the NPA and any regulations dealing with the practice of
nursing in every state where they practice. If a nurse is unfa-
miliar with the NPA, it is important that he or she contact
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the State Board of Nursing to obtain access to and review
this act. State boards of nursing increasingly place their NPA
and regulations on a Web site. The NCSBN Web site pro-
vides links to the Web sites of all of the boards of nursing,
as well as other useful information related to legal aspects of
nursing licensure and practice.!

Why do state governments regulate nursing practice?
The United States Constitution charges the states with pro-
tecting the health, safety, and well-being of their citizens.
For nurses, this begins with nursing licensure, a process in
which the new nurse applicant must show that he or she
can enter practice as a safe practitioner by completing an
approved nursing education program, passing a national
examination (the NCLEX), and demonstrating good moral
character. While public protection during initial licensure
is proactive, assurance of continuing competency after
licensure is often reactive. As long as they continue to pay
their renewal fees, nurses may be required to practice a cer-
tain number of hours per year or attend approved continu-
ing education seminars, but they typically do not have to
return to nursing school or face reexamination to renew a
license. Instead, the boards identify loss of competency by
responding to complaints.

Complaints, whether to the Board of Nursing or to the
courts in the form of a lawsuit, are a special concern of
critical care nurses. Because their patients are not as stable as
patients in most other areas of health care, they are at high
risk for an undesired outcome. These complaints can come
from many sources, such as patients, their families, other
health care workers, or the nurse’s employer. Even a revenge-
ful ex-spouse of a nurse can allege any of the violations listed
in the NPA.

For example, if a patient feels that he or she has received
incompetent or unethical nursing care, he or she may con-
tact the State Board of Nursing and file a complaint against
the nurse or nurses involved in the care. The state board then
determines whether the complaint, if true, would violate the
NPA and possibly result in limits on or loss of the nurse’s
license to practice. If so, the board conducts an investigation
to determine whether the claim has merit.

Under the Fifth Amendment of the U.S. Constitution,
all citizens are afforded the right to due process before the
state or federal government can take any property. Case law
indicates that a nurse’s license is a form of property because
it helps a person earn a living. Therefore, due process rights
are attached to a nursing license. This means that the State
Board of Nursing must meet certain procedural requirements
before it can discipline by taking away or placing conditions
or limitations on a nursing license. First, the nurse is entitled
to notice that someone has filed a claim against his or her
license. The nurse is also entitled to a hearing that follows
the procedures outlined in the NPA, in order to answer and
defend alleged violations.

In most states, the final defense against charges on a
nurse’s license takes the form of a hearing before the State
Board of Nursing, whose members typically include nurses.
To be sure that the hearing is fair, the nurse should attend
the hearing and should arrange to have representation at
the hearing by an attorney whose practice includes nursing
licensure. The American Association of Nurse Attorneys
(TAANA) is an excellent source of attorneys with this spe-
cial expertise. At a hearing, the board members listen to

the case against the nurse’s license, which is presented by
an attorney or other representative for the state. Witnesses
who have knowledge of facts surrounding the complaint will
testify and introduce evidence. These witnesses may include
board staff members who investigated the complaint or who
acquired the related medical records and other documents,
the person who filed the complaint, any witnesses to the
incident, and people who supervised the nurse. Then the
nurse, either directly or through legal counsel, can question
the board’s witnesses and can introduce evidence or testi-
mony to refute the allegations in the complaint. Based on
the presentations by the state and by the nurse, the State
Board of Nursing makes a determination as to whether the
nurse violated the NPA and what, if any, discipline is war-
ranted to protect the public. Typically, the decision of the
State Board of Nursing is final, and unless there were viola-
tions of the nurse’s due process rights, a court upholds the
state board’s findings if either side appeals.

Although the nurse’s right of due process cannot be
abridged, state boards of nursing have the right to immedi-
ately suspend a nurse’s license for acts that the Board deems
so dangerous to the public welfare that the complaint, if true,
would constitute an emergency. When the state immediately
suspends a license, the nurse must stop any nursing practice
immediately. The NPA provides the nurse with the right to
an accelerated hearing, within a short period of time from
the date of the suspension.

HIPAA

A federal agency that has a major impact on nursing practice is
the U.S. Department of Health and Human Services (HHS),
which generates regulations and enforces federal statutes
such as the Health Insurance Portability and Accountability
Act (HIPAA), Medicare, and Medicaid, including the rules
for reimbursement to providers and health care institu-
tions. Critical care nurses are familiar with HIPAA, a stat-
ute enacted by Congress in response to concerns about the
security of electronic health records. The Title II HIPAA
Privacy Rule in particular has raised the awareness of critical
care nurses about their need to verify who can have access to
patient information before sharing it. HIPAA made it clear
that patients have a great deal of control over their health
information, and in many circumstances the right to decide
with whom the nurse can share that information. HIPAA
also provides guidelines for communicating this right to
the patient. The exceptions include sharing information
in the record needed for care with other care givers, infor-
mation needed for billing with payers, information that is
de-identified (personal and all possibly identifying informa-
tion are removed), and information needed for the general
welfare, such as public health data and the regulation of
health care facilities and professionals, including HIPAA
enforcement. HIPAA’s security rules also impact nursing
practice. As the use of electronic health records increases,
nurses must comply with regulations designed to protect
electronic information, including the use of passwords and
biometric identification and the location of computer screens
to protect them from unauthorized eyes. Violation of relevant
federal regulations and standards can have serious conse-
quences, including the loss of federal reimbursement for care.



A Employment Law

Workplace statutes and their supporting regulations form
another area of administrative law that clearly impacts nursing
practice. A full discussion of these is beyond the scope of this
chapter, but critical care nurses should be aware that a number
of statutes affect their practice, their conditions of employment,
their right to a safe workplace, and the responsibilities of health
care supervisors and employers. Each statute is enforced by the
federal or state government agency that is also responsible for
drafting and revising such regulations. For example, the Fair
Labor Standards Act, the Occupational Health and Safety Act,
and the Family Medical Leave Act are enforced by the U.S.
Department of Labor. The U.S. Equal Employment Opportunity
Commission enforces Title VII of the Civil Rights Act of 1964
with Amendments, including the Lilly Ledbetter Fair Pay Act
of 2009. The National Labor Relations Board is a federal agency
formed to enforce the National Labor Relations Act. A num-
ber of federal agencies share responsibility for enforcing the
Americans with Disabilities Act, including the Office of Civil
Rights of HHS and the U.S. Department of Justice.

Criminal Law

Criminal law is public law. It encompasses cases in which the
local, state, or federal government has filed a lawsuit against
an individual alleging that he or she has committed a wrong-
ful and illegal act against society. In criminal cases, the victim
has the role of witness for the state. If the nurse is the victim
of the charged crime, he or she is a witness. If the state files
charges against the nurse for committing a crime, the nurse is
the defendant. If the defendant nurse is convicted of a crime,
the penalty can include loss of liberty. Criminal cases in nurs-
ing have included intentional assault and battery, fraud, theft,
negligent homicide, and murder. If a nurse intended harm to
a patient through substandard treatment, the nurse may be
charged by the state under criminal law, in addition to any
civil case for malpractice damages filed by the patient. There
is a growing body of law around workplace violence involving
nurses. In general, however, criminal cases are unusual in nurs-
ing situations. Nurses caring for trauma patients whose injuries
may have resulted from criminal acts sometimes find them-
selves involved in a criminal case as a witness to the injury. In
some states, they may be required to report certain injuries to
criminal law enforcement authorities. An example of a crimi-
nal case is presented with the case studies later in this chapter.

Civil Law

Civil law is private law, and deals with conflicts among indi-
viduals. Civil law includes tort law, contract law, and the
concepts of vicarious liability and product liability. Torts
include trespass, assault, battery, and negligence.

A Nursing Negligence in Critical Care

The fundamental legal responsibility of the registered nurse
in critical care settings does not differ from that of the
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BOX 8-1 Five Legal Responsibilities of the
Registered Nurse

e Performs only those functions for which he or she has been
prepared by education and experience

® Performs those functions competently

¢ Delegates responsibility only to personnel whose competence
has been evaluated and found acceptable

* Takes appropriate measures as indicated by observations of
the patient

e |s familiar with policies of the employing agency

registered nurse in any work setting. The registered nurse
adheres to five principles for the protection of the patient
and the practitioner (Box 8-1). The most common lawsuits
against nurses and their employers are based on negligence by
a professional, which is called malpractice.

A nursing malpractice case can begin when a patient
experiences bad bedside manner or an undesired outcome
related to nursing care. If a significant financial loss can be
attributed to that outcome, the distressed patient might file
a lawsuit against the nurse in a civil court, alleging nursing
malpractice. The nurse then becomes the defendant in a
civil malpractice case. This experience is a great burden for
any nurse, even in the best of times. First, the nurse should
contact his or her malpractice insurance carrier and obtain
legal counsel who has expertise in nursing malpractice. The
nurse may soon be involved with the next step of the civil
lawsuit, called discovery. This can involve requests for docu-
ments, preparing written answers to written questions called
“interrogatories,” and, most stressful of all, a deposition,
which is oral testimony given under oath and recorded by a
court reporter, but out of court. In the best case, the plaintiff
patient’s attorney will advise dropping the case after hearing
the nurse’s testimony, but in the worst case this testimony
will be used later to challenge the nurse’s credibility during
the next major phase of the lawsuit, the trial. During trial,
witnesses will testify for both sides and introduce evidence
for cross-examination in the courtroom. As in all cases, the
person filing the lawsuit (complainant) must prove his or her
case before a defense is necessary. To prove a malpractice
case, the complaining patient must prove all of the required
“elements” of malpractice: duty, breach of duty, damages, and
causation.

Duty

A duty is a legal relationship between two or more parties. In
most nursing cases, duty arises out of a contractual relation-
ship between the patient and the health care facility. That
is, when a patient receives health care, an implied contract
arises. The patient, the insurer, or both agree to pay for any
health care services the patient receives. In return, the health
care facility agrees to supply “reasonable care.” One way the
duty of an individual nurse to the patient may be confirmed is
by the appearance of the nurse’s name in the patient’s record.
A nurse has a legal duty to provide reasonable care to all of
his or her patients. This means that the nurse must provide
care that complies with the established standard of care for a
reasonable nurse under the circumstances present at the time
of the incident.
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Arguing the standard of care is the core of many malprac-
tice cases. In a typical malpractice lawsuit, this is done by
both sides hiring expert witnesses, sometimes called “dueling
experts,” to introduce evidence arguing for their different
versions of the standard of care. The following factors can
be used to determine the standard of care for a critical care
nurse:

e Testimony from experts in critical care, which may
include a critical care nurse who is working as an expert
witness

® The employing institution’s procedure and protocol
manuals

® Nursing job descriptions

® Nursing research, textbooks, professional journals, medi-
cation books

e Professional organization standards and guidelines
(eg, Advanced Cardiac Life Support [ACLS] and Certified
Critical Care Registered Nurse [CCRN] standards)

e Laws and regulations governing professionals and
institutions

e Standards of private accrediting bodies

e Equipment manufacturers’ instructions

Breach of Duty

What was the standard of care? What would a reasonable
critical care nurse have done under the circumstances? After
the plaintiff patient establishes duty, the patient must show
that the nurse breached (violated) that duty, that is, the
nurse was negligent. Professional negligence is determined
by comparing the nurse’s conduct with the standard of care.
The critical care nurse who fails to meet the standard of care
has breached (violated) his or her duty to the patient.

Negligence may be either “ordinary” or “gross.” Ordinary
negligence implies professional carelessness. Gross negligence
suggests that the nurse willfully and consciously ignored a
known risk for harm to the patient. Most cases involve ordi-
nary negligence, but gross negligence can be found if, for
example, the nurse ignored sound nursing advice or harmed
a patient while under the influence of drugs or alcohol.

Causation

Malpractice law requires a causal relationship between the
critical care nurse’s breach of the standard of care and the
injury to the patient. To prove malpractice, the plaintiff
patient has to show that injury or harm occurred as a result
of the nurse’s action or inaction; that is, the injury would not
have occurred without the conduct in question. The plaintiff
must also show that the injury was reasonably anticipated.
For example, if a critical care nurse administered digoxin to
a cardiac patient who had a pulse of 30 beats/min and the
patient suffered a cardiac arrest, the court would likely find
that the critical care nurse caused the patient’s arrest; that is,
the wrongful administration of the digoxin was the “proxi-
mate cause” of the arrest. However, if the patient had a pulse
of 70 beats/min when the digoxin was administered, and the
patient suffered a totally unanticipated seizure, it is probable
that the nurse’s action would not be found to be careless such
as to be the cause of the seizure. In this case, the nurse would

normally be exonerated, because seizures are not an expected
complication of digoxin administration.

Damages

The intent of malpractice negligence law is to make the
injured party “whole.” The law attempts to return the plain-
tiff as close as possible to a position that he or she would
have been in had the nurse’s conduct not caused this injury.
Unfortunately, injuries sustained usually cannot be undone.
Therefore, most court awards attempt to give the injured
plaintiff an award of monetary “damages” that will compen-
sate the plaintiff for his or her injuries. Monetary damages are
grouped under the broad headings of economic and noneco-
nomic damages.

Economic damages relate to those damages that can be
calculated within a degree of certainty. Medical costs and
lost wages are the two major types of economic damages.
Noneconomic damages are more difficult to calculate. These
damages include pain and suffering and loss of consortium
(relations) that occurred as a result of the malpractice. Many
state and federal governments place monetary limits on the
amount a patient can recover for pain and suffering, regard-
less of the amount that may be awarded by a jury. “Loss of
consortium” damages include the patient’s inability to per-
form household tasks and the loss of marital relations.

The spouse and minor children of a patient may also be
able to recover economic and noneconomic damages that
they suffer as a consequence of injuries to the patient. When
a minor child is the plaintiff, it is not unusual for the parents
to file for noneconomic losses due to the loss of society and
affection of their child. On the economic side, a parent can
sue for his or her own lost wages due to a need to care for the
child.

Many types of malpractice complaints are lodged against
critical care nurses. The following cases illustrate reasons
nurses are often named in malpractice suits.

CASE STUDY
Failure to Comply With Reasonable Standards of Care

“T” was 7 years old when his parents took him to the
emergency department complaining of nausea, vomiting, and

a fever. The child was examined and a complete blood count
(CBCQ) ordered. The physician diagnosed a viral upper respiratory
infection and discharged the boy. The next morning his parents
brought T back to the hospital. His complaints now included
abdominal and chest pains. T was classified as Emergent

Level 2 and placed in an examination room. An hour later he
was examined, and lab tests and chest x-ray were ordered. As

a result, T was diagnosed with pneumonia a little over 2 hours
after arrival. The doctor ordered transfer to a pediatric intensive
care unit (PICU) at another hospital, as well as antibiotics

and fluids, which were administered. The receiving hospital
informed the doctor that they had to prepare a bed for T in

the PICU, and wanted him transferred with a pediatric transfer
team, after it completed its current run to another city. T’s
condition worsened. He was intubated and developed malignant
hyperthermia. Nine hours after his arrival, doctors arranged

for his transfer by helicopter. T was in the second hospital

for several weeks, diagnosed with septic shock, which caused

(continued on page 91)



organ damage. His parents sued the first hospital and doctor on
T’s behalf, for negligence and for violation of the Emergency
Medical Treatment and Active Labor Act. The evidence showed
that two nurses and a doctor examined T and physically
assessed him. The court found that this was reasonable care,
ruled against T and his parents, and dismissed the case.?

In 1999 the Institute of Medicine (IOM) released a study,
To Err is Human: Building a Safer Health System,® which raised
awareness of medical errors, including serious medication
errors, which occur in 5% to 10% of patients admitted to hos-
pitals. Experts agreed that the most common cause of error is
the system itself, not the individual practitioners in the system.
This report triggered the formation of the National Patient
Safety Foundation by the American Medical Association,
and the creation of a nonpunitive sentinel events reporting
system by the Joint Commission for the Accreditation of
Healthcare Organizations (JCAHO), now known as the Joint
Commission. Remaining controversies include what type of
errors should be reported, and whether individual practition-
ers should be disciplined for this type of error. In the case of
gross negligence, the nurse is likely to be found liable for a
medication error, regardless of the answers to these questions.

CASE STUDY
Improper Medication Administration

Baby A was admitted to the pediatric intensive care unit (PICU)
of a local hospital to determine why she developed respiratory
dysfunction. A pulmonologist, a critical care specialist,
neurologists, and geneticists examined her to rule out various
disorders. During a right femoral central line placement, a
doctor inadvertently cannulated the artery and immediately
removed the line. Thereafter, inadequate perfusion of blood
through her leg was noted. A vascular surgeon performed

an emergent thrombectomy and administered 162 mg of
papaverine. Shortly after that, Baby A went into cardiac arrest
and died. Baby A’s parents sued the doctor for administering
an incorrect dosage of papaverine. The patient’s expert witness
stated that administering papaverine to the infant caused her
death, and that the doctor’s failure to ascertain the correct dose
was a substantial factor in her death. The doctor argued that it
was the responsibility of the operating room staff, specifically
the circulating nurse, to prepare medications for administration,
and the standard of care permitted the doctor to rely on

that. In this case, an effort to transfer the responsibility for a
medication error from the doctor to the nurse was unsuccessful.
A trial was ordered on the malpractice claim against the doctor.*

CASE STUDY
Criminal Liability in Critical Care

Mr. D., an 86-year-old man, was admitted to the hospital with
abdominal pain. He was diagnosed with a perforation in the
proximal duodenum, causing diffuse peritonitis. The day after
his surgery, he was found to have a serum potassium level of

3.2 mEq/L, below the normal level of 3.3 to 5.5 mEq/L. The intensive
care unit (ICU) nurse administered an ordered dose of potassium
chloride elixir through his nasogastric tube. However, subsequent
laboratory tests showed this had not been well absorbed.
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Mr. D!s physician ordered the ICU nurse to administer 40 mEq
of potassium chloride in 100 mL of saline solution in a bag
of intravenous fluid. After the nurse informed the physician
that the potassium chloride would need to be infused over the
course of 1 hour, the physician ordered the nurse to draw up
a syringe of 40 mEq of potassium chloride in 30 to 50 mL of
saline solution. The nurse prepared the syringe but refused to
administer it, knowing that this was dangerous. Another ICU
nurse was also present and informed the physician that it was
hospital policy to administer a maximum dosage of 40 mEq of
potassium chloride over 1 hour. The physician then took the
syringe from the nurse and administered the potassium chloride
directly. During the injection, Mr. D. stopped breathing, and
efforts at cardiopulmonary resuscitation were unsuccessful.

The physician’s failure to use reasonable standards of
medical care and total disregard of the cautions given by
the ICU nursing staff resulted in criminal liability. A court
convicted the physician of involuntary manslaughter, “the
unlawful killing of a human being without malice in the
commission, without due caution and circumspection, of a
lawful act which might produce death.” The sentence was
5 months’ imprisonment, 36 months’ supervised parole, a
$100 assessment, and a $25,000 fine. The U.S. Court of Appeals
for the 10th Circuit upheld the criminal conviction.”

Vicarious Liability

Vicarious liability means to hold someone (a person or insti-
tution) responsible for the actions of another. Critical care
nurses sometimes find themselves in situations where various
types of vicarious liability apply, including respondeat supe-
rior, corporate liability, negligent supervision, and the rule of
personal liability.

Respondeat Superior

The doctrine of respondeat superior is translated as “let the
master answer for the sins of the servant.” Under this legal
theory, hospitals are held liable for the negligence of their
employees. Respondeat superior is a legal doctrine based on
public policy that notes that because a hospital profits from
the patients seeking care, the hospital should pay for some
of the damages caused by hospital personnel if negligence
occurs. This doctrine applies only when hospital employees
act within the scope of their employment.

Respondeat superior does not apply in situations involving
temporary agency personnel because they are usually employ-
ees of the agency, not of the hospital. Nor does it typically
apply to physicians, because they usually are not employed by
the hospital. This doctrine would not apply to nurses who are
employed by a hospital but who are accused of malpractice
for work outside of their hospital employment.

Because hospitals may be held liable for nursing activities
conducted by their employees, they carry professional liabil-
ity insurance for the activities of their employees, intended
to cover the cost of defending individuals named in a mal-
practice case. However, many nurses also carry their own
malpractice insurance, to cover off-the-job nursing activi-
ties and to cover the cost of choosing their own independ-
ent counsel to protect their rights in a case where multiple
parties from their institution are sued, because they are likely
to have conflicting interests.
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Corporate Liability

Corporate liability is vicarious liability that occurs when a
hospital is found liable for its own unreasonable conduct.
For example, if it is found that a unit is chronically under-
staffed and a patient suffers an injury as a result of short staff-
ing, the hospital can be held accountable. It is reasonable to
expect any hospital that has an ICU or an emergency depart-
ment to take precautionary measures to ensure that it is ade-
quately staffed or that beds or admissions are reduced. Failure
to ensure adequate staffing can lead to payment of monetary
damages under the theory of corporate liability.

Corporate liability may also occur within “floating” situa-
tions. A nurse working in a critical care setting must be com-
petent to make immediate nursing judgments and to act on
those decisions. If the nurse does not possess the knowledge
and skills required of a critical care nurse, he or she should
not be attempting to render critical care. A nurse who is not
well versed in critical care should notify the charge nurse or
nursing supervisor of this fact. The nurse needs to clearly state
which nursing care activities he or she can and cannot imple-
ment. The supervisor and charge nurse must then delegate

BOX 8-2 Commonly Asked Questions When
Rotating to an Unfamiliar Unit

1. If | am asked to go to another unit, must | go?

Usually, you will be required to go to the other unit. If you
refuse, you can be disciplined under the theory that you are
breaching your employment contract or that you are failing to
abide by the policies and procedures of the hospital. Some
nursing units negotiate with hospitals to ensure that only
specially trained nurses rotate to specialty units.

2. If | rotate to an unfamiliar unit, what types of nursing responsi-
bilities must | assume?

You will be expected to carry out only those nursing activities
that you are competent to perform. In some instances, this
will be the performance of basic nursing care activities, such
as blood pressures, and uncomplicated treatments. If you are
unfamiliar with the types of medications used on the unit, you
should not be administering them until you are thoroughly
familiar with them. Consider the medication cards the student
completes in nursing school. They were assigned because

a reasonable, prudent nurse does not give medications
without knowledge of their pharmacology, dosage, method
of administration, side effects, and interactions with other
medications. The same reasoning applies for any other type
of critical care monitoring.

3. What should | do if | feel unprepared when | get to the unit?
Suggest that you assist the unit with basic nursing care
requirements and that specialized activities (eg, invasive mon-
itoring, cardiac monitoring, or the administration of unfamiliar
drugs) be performed by staff members who are adequately
prepared. Do not feel incompetent because you are not
familiar with all aspects of nursing care. After all, when is the
last time you saw the neurologist go to labor and delivery and
perform a cesarean birth?

4. What if the charge nurse orders me to do something | am not
able to do safely?

You are obligated to say you are unqualified and request

that another nurse carry out the task. The charge nurse also
needs to remember that she could be held liable for negligent
supervision if she orders you to do an unsafe activity and a
patient injury results.

the remaining nursing duties to staff members with adequate
education, training, and experience. Box 8-2 addresses issues
of concern to the floating nurse.

Negligent Supervision

Negligent supervision is vicarious liability claimed when a
supervisor fails to reasonably supervise people under his or
her direction. For example, if a nurse rotates to an unfamiliar
unit and informs the charge nurse that he or she has never
worked in critical care, it would be unreasonable for the
charge nurse to ask the floating nurse to perform invasive
monitoring. If the charge nurse did assign such responsibili-
ties to the floater and a patient injury resulted, the charge
nurse could be held accountable to the patient for negligent
supervision.

Captain of the Ship Doctrine

At one time, the physician was viewed as the “captain of
the ship” in relation to the nurse. Therefore, the nurse was
expected to follow any order from the physician. This doc-
trine has largely been replaced by a legal concept known as
the rule of personal liability. As a result, nurses are responsible
for making sound decisions by virtue of their own specialized
education, training, and experience. A critical care nurse
today who is unsure about whether a physician’s order is safe
or appropriate for a patient should not follow it as a matter of
course, but should seek clarification from the physician or, if
needed, from the nursing supervisor.

CASE STUDY
Rule of Personal Liability and Independent Nursing Judgment

Mr. S., a 46-year-old man with a history of ventricular
tachycardia, was prescribed flecainide acetate (Tambocor) for
his heart condition. One evening he reported his heart “started
feeling funny” and had a friend take him to the emergency
department. An electrocardiogram on admission to the
emergency department revealed he was experiencing ventricular
tachycardia.

Mr. S. told a nurse and a physician in the emergency
department that he did not want cardioversion. The emergency
department physician, in telephone consultation with a
cardiologist, ordered 5 mg of verapamil. Within 2 minutes,

Mr. S’s blood pressure crashed, he had a seizure, and he went
into cardiac arrest. As a result, Mr. S. suffered brain damage
and was forced to reside in a nursing home because he lacked
independent motor function and was unable to speak.

The emergency department nurse, physician, and hospital
were sued for several reasons, including malpractice. During
deposition, the nurse testified that she was ACLS certified
and admitted to knowing that verapamil was contraindicated
in patients with ventricular tachycardia. She related that she
had serious questions about administering the verapamil but
acceded to the physician’s orders.

The court found that the standard of reasonable nursing care
required the nurse to intervene to prevent complications and
that failure to intervene was a violation of the nursing standard
of care. In addition, the court determined that the standard of
nursing care requires a nurse to exercise independent nursing
judgment if he or she believes that an order may have adverse
consequences for the patient.®



The Questionable Medical Order

The above case describes a difficult situation for nurses, who
frequently feel that their employment may be threatened
if they do not follow the order of a physician. However, an
order that is patently wrong can harm the patient if it is fol-
lowed. A secondary consequence can be liability for the phy-
sician, the nurse, and the hospital (as the employer) if the
patient suffers harm as a direct result of the order. Both ethics
and professional preservation (where can a critical care nurse
work without a license?) argue the wisdom of refusing to obey
orders in some situations.

A policy statement should exist in procedures or by direc-
tive that indicates the manner of resolving the issue of the
“questionable” medical order. This is important for all medi-
cal orders, but particularly for those given for critically ill
patients where unusual doses of medication are frequently
ordered. The nurse who questions an order should express his
or her specific reasons for concern to the physician who wrote
the order. This initial approach frequently results either in an
explanation of the order and a medical justification for the
order in the patient’s medical record, or in an alteration of
the order based on additional information from the nurse.
If this approach is unsuccessful, many hospitals require that
the attending physician or the nursing supervisor be notified.
Others have a policy that the chief of the service must be
consulted about questionable orders. If these options are una-
vailable or are unsuccessful, a critical care nurse or any other
nurse can refuse to give a medication, and should if patient
harm is the expected result.

Establishment of Protocols

If the critical care nurse is required to perform medical acts
and is not under the direct and immediate supervision of the
delegating physician, the activities must be based on estab-
lished protocols. These protocols should be created by the
medical and nursing departments and should be reviewed
for compliance with the state’s NPA. Protocols must be
reviewed frequently so health care professionals can make
sure that they reflect current medical and nursing regulations
and standards of care. In the event of a malpractice suit, the
critical care protocols and procedures can be introduced as
evidence to help establish the applicable standard of care.
Although it is important that protocols provide direction,
excessive detail restricts the critical care nurse’s flexibility
when selecting a proper course of action and is more likely to
be different from actual practice, increasing the liability risk
of the nurses and the institution.

Liability for Defective Medical Equipment

A medical device, defined as virtually anything used in
patient care that is not a drug, includes intricate pieces of
equipment (eg, intra-aortic balloon pumps, endotracheal
tubes, pacemakers, defibrillators), along with less com-
plicated ones, such as bedpans, suture materials, patient
restraints, and tampons. Before 1976, medical devices
were unregulated; since 1976, the U.S. Food and Drug
Administration (FDA) within HHS has regulated medical
devices sold in the United States. Before November 1991,
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hospitals, their employees, and staffs were permitted, but
not required, to report device malfunctions to the device
manufacturer or to the FDA. The Safe Medical Devices
Act of 1990 requires user facilities (which include hospitals
and ambulatory surgery facilities, but not physician offices)
to report to the manufacturer medical device malfunctions
that result in serious illness, injury, or death to a patient.
They are also required to report to the FDA those that result
in a patient’s death. A serious illness or injury includes not
only a life-threatening injury or illness but also an injury
that requires “immediate medical or surgical intervention
to preclude permanent impairment of a body function or
permanent damage to a body structure.”” Therefore, the
rupture of an intra-aortic balloon pump that requires that
the balloon-dependent patient immediately be transported
to the operating room for removal and replacement of the
device is a reportable event. Nursing and other staff must
now participate in reporting device malfunctions, includ-
ing those associated with user error, to a designated hospital
department. Personnel in that area are usually responsible
for determining which malfunctions engender an obligation
to report and to whom they should be reported.

In 2009 the Secretary of HHS directed the FDA com-
missioner to issue regulations for class I1I devices, those with
the greatest risk to harm patients, to ensure that they are
approved through the most stringent premarket review pro-
cess.® There is a duty not to use equipment that is patently
defective. If the equipment suddenly ceases to do what it was
intended to do, makes unusual noises, or has a history of mal-
function and has not been repaired, the hospital could be
liable for damage caused by it. Likewise, the nurses could be
liable if they know or should know of these problems and use
the equipment anyway. The following cases involved liability
for defective equipment.

CASE STUDY
Defective Equipment and Negligence

Mrs. V was admitted to a hospital in stable condition for an
elective ambulatory cardiac catheterization. Doctors determined
that she needed an angioplasty and stent procedure, performed
the next day. Complications arose, and Mrs. V was transferred
to ICU, where she suffered a cardiorespiratory arrest, entered
into a comatose state, and died of abdominopelvic hemorrhage
2 days after her initial admission. Her children sued the hospital
for the malpractice of its employee nurses under the vicarious
liability doctrine, alleging that the nurses failed to notify the
doctors immediately of the emergency. They also sued the
hospital for negligence citing its failure to have a CT scan
machine on its premises, characterizing it as “adequate and
necessary” medical equipment. The court denied the hospital’s
motions to dismiss this case.’

Patient Decision-Making Autonomy

Laws protecting patient autonomy require that patients
receive enough information to make an informed, intelli-
gent decision to accept or reject a proposed treatment. This
is called informed consent. It can be especially challenging
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for nurses caring for patients who are critically ill. Obtaining
informed consent from the patient, or from the family or
designated proxy in the case of a patient who is not compe-
tent, is the responsibility of the care giver who is ordering
the care, usually a physician. The nurse is frequently asked
to witness the signing of the consent form. In these cases,
the nurse is merely attesting that the signature on the con-
sent form is that of the patient or the patient’s surrogate
decision maker. When the nurse actually witnesses a physi-
cian’s explanation concerning the nature of the proposed
treatment, the risks and benefits of the treatment, alterna-
tive treatments, and potential consequences if the patient
decides to do nothing, the nurse may place a note in the
nurse’s notes or designated part of the patient’s record stat-
ing, “consent procedure witnessed.” This information may
be vital in the rare case in which the patient or family alleges
that the care giver failed to provide informed consent.

A Advance Directives: Living Wills and
Powers of Attorney

Advance directives are legal documents that preserve the
patient’s right to determine his or her care by permitting a
patient to make decisions about health care ahead of time,
in case the patient becomes incompetent to make decisions
later. Incompetence can occur due to illness, age, trauma, or
court determination. If a patient is deemed incompetent, the
nurse must identify the patient’s surrogate decision maker
and contact the surrogate to make health care decisions on
the patient’s behalf.

If the patient’s surrogate is not designated in writing, state
law identifies the appropriate family members to make deci-
sions. The surrogate should refer to the patient’s advance
directives and any other known wishes for guidance. This
situation can become complex, especially when the surrogate
decision maker disagrees with the advice of the physician or
other care giver, with the wishes stated by the patient in an
advance directive or otherwise, or with another surrogate,
which can occur in a situation where the patient’s children,
parents, or siblings share this responsibility. While the nurse
should not implement procedures that he or she identifies as
unethical, neither nurses nor physicians can substitute their
judgment for the patient’s right to make the decision about
accepting or rejecting available procedures.

A living will is a written directive from a competent
patient to family and health care team members concern-
ing the patient’s wishes in the event the patient is unable to
express these wishes in the future. A living will only applies
to the limited situations that it describes, which may not
include the particular decision that must be made. A living
will becomes effective only if the patient is both terminally
ill and incompetent to communicate his wishes, or is perma-
nently comatose. Consequently, when the patient is critically
ill or temporarily unable to make health care decisions, the
living will may not be operative.

To provide broader coverage, patients must prepare a
durable power of attorney for health care. This is the legal docu-
ment that allows the patient to appoint a surrogate decision
maker while he or she is still competent. The surrogate, also
known as a health care agent or proxy, has authority to make

treatment and health care decisions in the event that the
patient is not able to do so. This type of document allows a
trusted friend or relative to “stand in the shoes of the patient”
to make health care decisions when the patient is not able to
make them.

Savvy patients will prepare both a living will and the
durable power of attorney for health care. This ensures that
the decision maker’s decisions will be as close as possible to
what the patient wants. Many advance directives give the
health care agent specific instructions concerning health
matters. For example, the advance directive may provide
instructions concerning artificial nutrition and hydration, or
it may outline specific treatments, such as a “no code” status
under specified circumstances.

In response to a federal statute referred to as the Patient
Self-Determination Act of 1991,° all 50 states have statutes
that allow patients to execute living wills, durable powers of
attorney for health care, and advance directives. However,
each state may place unique requirements on the drafting
of these documents. Some states require that the directive
be notarized. Other states mandate that a state-appointed
ombudsman who outlines the pros and cons associated
with the advance directive counsel the patient. Witness
requirements also vary from state to state. Consequently, it
is important to know the laws concerning advance direc-
tives that apply in your state. An excellent starting point is
the web page of the National Hospice and Palliative Care
Organization (caringinfo.org), where you can download
advance directives and instructions from each state. The
Web site of the American Association of Retired Persons
(aarp.org) provides lay people and health care providers
with up-to-date information about advance planning for
health care.

In most states, it is likely that a recent living will would
be taken as evidence of what the patient would have wanted
had he or she been competent when the decision was pre-
sented. Although there have not been any cases concern-
ing a written living will, there have been several involving
patients who had expressed wishes orally about life-sustaining
measures.

A Issues That Involve Life-Support
Measures

Several basic issues regarding refusal and termination of
treatment can involve the critical care nurse. Do not resusci-
tate (DNR) orders, refusal of treatment for religious reasons,
advance directives, and withdrawal of life support all fall into
this category.

Do Not Resuscitate (DNR) Orders

Cardiopulmonsry resuscitation (CPR) success rates for those
receiving in-hospital care are variable and are affected by
patient environment and resuscitative factors.!! However,
CPR is not appropriate for all patients who experience a
cardiac arrest, because it is highly invasive and may consti-
tute a “positive violation of an individual’s right to die with
dignity.” Furthermore, CPR may not be indicated when the



illness is terminal and irreversible and when the patient can
gain no benefit.

Prestigious authorities (eg, the President’s Commission for
the Study of Ethical Problems in Medicine and Biomedical
and Behavioral Research; hereafter “the President’s
Commission”) have recommended that hospitals have an
explicit policy on the practice of writing and implement-
ing DNR orders.!? Most hospitals and medical societies, and
some states, have published DNR policies."

Whether to resuscitate any patient is a decision that is
made with the attending physician, the patient, and the fam-
ily, although critical care nurses and other nurses often have
substantial input into the decision. However, in general, the
consent of a competent patient or the patient surrogate is
required when a DNR decision is made and the order is written.

Once the DNR decision has been made, the order should
be written, signed, and dated by the responsible physician. It
should be reviewed periodically; hospital policies may require
review every 24 to 72 hours. The more informal methods of
designating patients with whom CPR is not to be undertaken
can lead to uncertainty and inappropriate responses if an
arrest occurs. If an arrest occurs in an emergency department
or in another situation in which a formal DNR decision has
not been made and written, the presumption of the medical
and nursing staffs should be in favor of intervention, and a
code should be called. A “slow code” (in which the nurse
takes excessive time to call or the health care team takes its
time responding) is never permissible. Either CPR is indi-
cated, or it is not.

Courts sometimes become involved in DNR decisions
and provide legal guidance through case law. In 2004, a
California court ruled that a physician may lawfully write a
DNR order for a minor patient for whom there is no lifesav-
ing or life-prolonging treatment. This case involved a DNR
order for Christian, an 11-year-old boy with cystic fibrosis
who developed the flu and then pneumonia after his parents
had rejected the flu shot for him. A nurse testified that she
was present during the discussion between the doctor and
the parents, and that both parents agreed to the DNR order
“in view of (Christian’s) chronic irreversible condition.”'*

CASE STUDY
Discontinuation of Ventilator Support

Dr. B. was a 79-year-old nuclear engineer in the end stages

of Alzheimer’s disease who was admitted to the hospital in

a vegetative state with aspiration pneumonia. Mr. B. had no
advance health care directive. A family dispute evolved among
his sons over his care. After hearings, the court appointed one
son as Dr. B’s guardian and surrogate decision maker. In 2009,
the court denied the request of another son for a hearing on
the issue of whether his brother may authorize the removal of
hydration, nutrition, and respiratory care.”

Unfortunately, it is estimated that as few as 4% to 24% of
Americans have an advance directive.'*'®* An advance direc-
tive can help with troublesome decisions, such as those that
were faced by both the family and the health care team in
this case. It is also important for patients to speak with their
families and their attending physician concerning end-of-life
decisions.
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Right to Refuse Treatment for
Religious Reasons

CASE STUDY
Lifesaving Transfusion for a Jehovah's Witness

Petitioner was a 17-year-old Jehovah’s Witness diagnosed
with lymphoblastic leukemia when his doctors wrote a letter
to the court requesting an order authorizing them to be able to
transfuse him to prevent death or serious harm. A juvenile court
issued an order authorizing the administration of transfusions
using whole blood products despite his religious beliefs and
the wishes of his parents. Petitioner filed an appeal, asking the
court to establish a common-law “mature minor” exception

to the statute that allowed a judge in the juvenile court to
authorize emergency medical care. The exception would have
allowed the mature minor to make these decisions. The court
did not rule in this case, because Petitioner turned 18 and

was now legally able to make his own health care decisions,
including refusal of transfusions to treat his leukemia.'

Some courts are unwilling to rule against the religious-
based decisions of a patient to refuse treatment, but they are
most likely to do so if the welfare of a dependent child is at
stake. For example, in one case, the Connecticut Supreme
Court found that a hospital could not “thrust unwanted med-
ical care on a patient who... competently and clearly denied
that care.” Critical care nurses need to consult the hospital’s
risk management department or legal counsel in such situa-
tions to ensure proper handling of these types of legal issues.?
There are exceptions to the informed consent requirements.
For example, an emergency situation in which time and cir-
cumstances create critical barriers does not require informed
consent before initial procedures are implemented. A patient
can also waive the right to informed consent by stating that
he or she does not want information about a proposed treat-
ment or procedure.

Landmark Legal Cases on
Withdrawal of Treatment

What constitutes life support, when these measures must be
used, and when they may be terminated are issues that have
been raised in many court cases. However, the law in these
areas is still developing and will continue to do so as each
state creates its own guidelines and as technology continues
to introduce new possibilities.

In the matter of Schiavo v. Schiavo,’! the United States was
drawn into a legal and emotional battle over the issue of the
right to die and, barring advance directives, who may speak
for an unconscious patient. Theresa (Terri) Schiavo was in a
vegetative state for 13 years. In 2003, Ms. Schiavo’s husband,
Michael, petitioned to cease his wife’s feeding and hydration
over the objections of her parents and brother.

In response, Terri’s parents, Robert and Mary Schindler,
led a battle before the Florida State Courts, the U.S. Courts
of Appeal, the Florida State Legislature and Executive
Branch, the U.S. Congress, the White House, and, eventu-
ally, the U.S. Supreme Court.?? Aside from the legal activi-
ties, the parties to the action also tried Terri’s circumstances
and future before the court of public opinion.
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Although it is unusual for this type of case to be heard
in the U.S. Supreme Court, lower court involvement in this
type of situation is not unusual. When a disabled person is
unable to understand and coherently speak on his or her
own behalf, the law requires that health care providers first
obtain the patient’s personal advance directives. Courts have
repeatedly struggled over who should make decisions about
the disabled patient’s care when there is no advance directive
and relatives cannot agree on the appropriate plan of care for
the patient, such as occurred in the Schiavo case.

Initially the Schiavo case was representative of a typical
guardianship action. The petitioner (eg, husband Michael
Schiavo) petitioned the court to act on behalf of the alleged
disabled patient (eg, his wife, Terri). Notice of the proposed
order to name Mr. Schiavo as Terri’s guardian was given to
all interested persons, including her parents Mr. and Mrs.
Schindler.”! In addition, courts may appoint a temporary
guardian ad litem, charged with the duty to represent the
interests of the alleged disabled. The temporary guardian
ad litem, usually an attorney, is an independent, disinter-
ested party whose responsibilities are to review the medical
records, interview all medical providers, interview the peti-
tioner (ie, Mr. Schiavo) and any interested persons, and most
importantly, interview the alleged disabled as to his or her
mental and physical capacity. The temporary guardian ad
litem reports independently to the court on his or her find-
ings of the status of the alleged disabled.

In the Schiavo case, a custodial hearing was held allowing
the petitioner, witnesses, and any other interested persons to
testify as to (1) the competency of the alleged disabled, (2)
whether the alleged disabled would be best served with a guard-
ianship, and (3) who would be best to act as permanent guard-
ian ad litem. In deciding these issues, the courts place great
weight on the findings of the temporary guardian ad litem.

Michael Schiavo prevailed in maintaining his position as
permanent guardian ad litem of Terri,?? and her tube feeding
was discontinued. As a result of this and other cases, families
throughout the nation became more aware that they might
be faced with the awful possibility of being pitted emotion-
ally, legally, and monetarily against each other when advance
directives are not executed.

Nurses, particularly those working in critical care areas, are
frequently confronted with patients who are incompetent to
understand the nature of their care. Nurses are instrumental
in educating patients, families, friends, and society about the
importance of understanding and executing advance directives.
From an attorney’s perspective, the consensus is, “Pay me a
little now to prepare a valid advance directive, or pay me dearly
when we need to litigate guardianship and end-of-life issues.”

Given the regularity with which life-support decisions
must be made in health care facilities, it is remarkable that it
was not until 1976 that the first case, In re Quinlan, focused
national attention on the “right to die” controversy. The cases
concern competent minors and adults who have a disease or
condition that would eventually be terminal. States have not
been consistent in their decisions, even when the situations
are arguably similar. For example, the New Jersey court in the
case of Karen Ann Quinlan, a 21-year-old woman in a persis-
tent vegetative state, held that the decision about treatment
is in the hands of the patient’s guardian in consultation with
the hospital ethics committee.”? The President’s Commission
stated (p 6) that judicial review of these decisions should be

CASE STUDY
Right to Restrict Food and Fluids

Nancy Cruzan, a young woman who suffered anoxic brain
damage in an automobile accident, remained in a persistent
vegetative state in Missouri and was fed by gastrostomy. After
rehabilitation was unsuccessful, Ms. Cruzan’s parents (as co-
guardians) requested withdrawal of the feeding tube. After the
employees of the residential rehabilitation center where Ms.
Cruzan was receiving care refused to withdraw the feedings, her
parents sought judicial review of their request. After testimony,
the trial court approved the parents’ request.

On appeal, the Missouri Supreme Court reversed the lower
court. First, it held that Missouri law does not permit surrogate
decision making in decisions of this importance. For a person
to exercise the right to terminate artificial feeding in Missouri,
that person must have previously expressed his or her wishes,
either orally or in writing. Evidence of those wishes had to meet
a relatively high evidentiary standard, a standard that the court
held had been met in the lower court proceeding.

This case was appealed to the U.S. Supreme Court, and in
1990, it was affirmed on constitutional grounds.?* After the
decision was issued, the Cruzans returned to the Missouri
lower court and presented further evidence (through additional
witnesses) about what their daughter had expressed while
competent. The lower court found that they had presented clear
and convincing evidence and affirmed the rights of the co-
guardians to authorize withdrawal of the feeding tube.

reserved for occasions when “adjudication is clearly required
by state law or when concerned parties have disagreements
that they cannot resolve over matters of substantial import.”!

[t is important to note that although the Cruzan case is still
applicable law, the way in which this landmark case has been
interpreted and implemented has been extremely variable at
state court levels. This case received much publicity, but it did
not change the law in any state except Missouri. Most states
continue to permit surrogate decision making by relatives and
require a lower evidentiary standard than that required in
Missouri. Also note that, unlike the Schiavo case described pre-
viously, family members were all in agreement that Ms. Cruzan’s
artificial nutrition and hydration should be discontinued.

The right to consent to treatment is meaningless without
the right to refuse treatment before or after it is initiated.
In recent years, as health care providers have become more
comfortable recommending rejection or termination of treat-
ment in selected cases, they have met resistance from some
families who wish to continue treatment no matter what
the chance of success. Although no law or legal principle
requires that extraordinary, but clearly futile, treatment be
provided, it is probably also true that health care providers
have little legal recourse against families who refuse to with-
draw life support, that is, unless the patient has left written
indications of his or her wishes before incompetence. This
may change as society reexamines the allocation of limited
resources in health care.

In most states, problems of terminating treatment need
not be resolved in court. This is not an easy decision, but
decisions regarding treatment or nontreatment that meet
accepted medical standards and with which the patient con-
curs are made virtually every day in health care settings such
as critical care. Hospital ethics committees typically play a
crucial role in such circumstances.



A distinction should be made between termination of
treatment and termination of care. Ending treatment is not
the same as giving up. Patients who are not being “treated”
for their terminal condition require competent and sensitive
nursing and medical care. Palliative care provides pain relief
and symptom management, and a better quality of life for
those nearing the end of life and their families. The duty to
provide good nursing care does not end with the decision to
move from treatment for cure to providing comfort care and
(ideally) timely referral to hospice.

Brain Death

In 1968, an ad hoc committee at Harvard Medical School
established the Harvard criteria for determining brain death,
or irreversible coma. In 1981, the President’s Commission for
the Study of Ethical Problems in Medicine and Biomedical
and Behavioral Research published Defining Death. The
Commission recommended a uniform statute defining death,
to address “general physiological standards rather than
medical criteria and tests, which will change with advances
in biomedical knowledge and refinements in technique.””
All states have laws addressing the definition of death in the
state. Some states adopted the Harvard criteria by statute,
whereas other states enacted legislation that defines brain
death in broader, less restrictive terms. Some states use brain
death as the sole criterion; other states rely on a number of

A Clinical Applicability Challenges
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factors, such as response to pain and cessation of cardiac
function. It is important that the nurse know the legal
definition of death in any state where he or she is practic-
ing, although such a determination typically rests with the
patient’s attending physician and may require the concur-
rence of other consulting physicians.

A patient who is brain-dead is legally dead, and there is no
legal duty to continue to treat him or her. It is not necessary to
obtain court approval to discontinue life support on a patient
who is brain-dead. Furthermore, although it can be desir-
able to obtain family permission to discontinue treatment
of a brain-dead patient, it is not a legal requirement. Before
terminating life support, physicians and nurses should deter-
mine whether the patient is an organ donor.

Organ Donation

Every state in the United States has a law based on the
Uniform Anatomical Gift Act. The statutes establish the
legality of organ donation by people and their families, and
set procedures for making and accepting the gift of an organ.
Every state also has some provision to enable people to consent
to organ donation using a designated place on a driver’s license.
More recently, many states have enacted “required request”
laws. These laws attempt to increase the supply of organs for
transplantation by requiring hospital personnel to ask patients’
families about an organ gift at the time of the patient’s death.

-~

SHORT ANSWER QUESTIONS

1. Nurse Jacqui has just learned that a judge has ruled to
dismiss a professional malpractice claim that was filed
against her, because the patient alleged no damages
that could form the basis of an award. What is the
status of this patient’s complaint against Jacqui?

2. A patient has filed a complaint with Nurse Jacqui’s
Board of Nursing, alleging that Jacqui failed to meet
the standard of care. Jacqui learned of this by receiv-
ing an order informing her of the complaint and the
decision of the Board to suspend her license. What is
Jacqui’s status now?

3. Nurse Port was on duty when she received a new
admission with a diagnosis of “rule out pneumonia.”
The patient had several orders for an [V and for

NG

STAT medications. Nurse Port picked up the IV bag
from the medication room and hung it. The patient
died, and staff later discovered that Nurse Port had

picked up the wrong bag. How should this situation be
handled?

4. Nurse Good has a patient in intensive care who is in
critical condition with uncontrolled bleeding after
apparently becoming the victim of a hit-and-run
driver. The patient is conscious but appears weak and
confused. Nurse Good and law enforcement officers
are desperately trying to find information about this
patient. A visitor has just appeared who informs Nurse
Good that the victim appears to be his brother. He is
very distraught and asks whether his brother has had a
blood transfusion. How should Nurse Good respond?

/
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Building a Professional Practice Model
for Excellence in Critical Care Nursing

3 Janie Heath

LEARNING OBJECTIVES

-

Based on the content in this chapter, the reader should be able to:

1. Discuss nursing professionalism and nursing excellence.
2. Recognize characteristics of professional development.

3. Explore personal and professional attributes to build a professional
practice model of critical care nursing excellence.

In today’s fast-paced critical care environment, nurses
respond to the needs of patients and families who have
entered a chaotic and frightening world of illness, trauma,
and pain. Often, finding the time for professional growth
can be challenging. Building a professional practice of excel-
lence requires a “passion” to profoundly affect the lives of
patients and families. At the same time, it requires advancing
the critical care nursing profession through evidence-based
practice, best practice models of care, or both. This chapter
discusses how a professional practice for excellence in critical
care nursing can be built with the attributes of values, vision,
mastery, passion, action, and balance as the framework.

A Defining the Critical Care Nurse

Like their patients and patients’ families, critical care
nurses are an exceptional and diverse group of people.
Knowledgeable, highly skilled, and caring are a few of the
professional attributes that can be applied to critical care
nurses. However, the term nursing professionalism may bring
to mind different images, especially to health care consum-
ers. To some, nursing professionalism still means wearing a
crisp, clean, white uniform, whereas to others, regardless of
the uniform, it means demonstrating a high level of intel-
lectual, interpersonal, ethical, and clinical skills. Kalisch and
Kalisch! first reported on the image of nursing in the early
1980s. They found that “90% of the public thought nurses
were nice ladies who help doctors.”

Critical care nurses know all too well that responding
to lethal dysrhythmias, administering blood products, and
weaning patients from ventilators is more about having a
specialized body of knowledge, competent skills, and clini-
cal experience in holistic nursing than about just “helping
doctors.” For both the novice and the experienced critical
care nurse, the journey of nursing professionalism and nurs-
ing excellence goes beyond the bedside skills required to take
care of the sickest and most vulnerable patients and families.

Critical care nursing started being recognized as a specialty
when the first intensive care units (ICUs) emerged in the
1950s, yet Buresh and Gordon? have found increasing evi-
dence of a large communication gap between the profession
and the greater public. If critical care nursing is to be recog-
nized as a respected and valued profession, nurses must boldly
speak up to define who they are and what they do.

A starting point to define who critical care nurses are
can be found in the annual demographic membership sur-
vey conducted by the American Association of Critical-
Care Nurses (AACN),’ the world’s largest specialty nursing
organization. Since 1969, the AACN has been serving the
needs of more than 500,000 nurses who care for critically
ill patients and their families. With a steady membership
of approximately 80,000 nurses, the majority of members
(60%) are between the ages of 40 and 59 years of age and
have a bachelor of science in nursing (Fig. 9-1A).> With an
average income between $55,000 and $74,999 per year, the
majority of members (25%) have been in critical care prac-
tice for more than 20 years (see Fig. 9-1B).> Although the
profession continues to be predominantly female (90%), the
number of men in critical care is increasing (11%), according
to the AACN membership survey.” The largest ethnic back-
ground represented was Caucasian (78%), followed by Asian
(12%), African American (4%), Hispanic (3%), and Native
American (1%).> Of interest, the AACN membership data
are consistent with the average findings of today’s 3 million
registered nurses (RNs) reported in the initial findings from
the 2008 National Sample Survey of Registered Nurses.*

[t is important to evaluate such data because this helps
drive decision making and determine trends, issues, and pol-
icy and advocacy implications that affect critical care nurs-
ing practice, patients and families, and systems. Currently,
the majority of AACN members (18%) work in ICU settings
followed by 13% working in combined ICU and coronary
care unit (CCU) settings, 12% working in progressive care
settings, 10% in cardiovascular—surgical ICU settings, 6%
working in CCU, 5% working in medical ICU, 4% working
in medical-surgical ICU, and 4% working in pediatric ICU.
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FIGURE 9-1 4 Mastery of the profession. A: The nursing degrees
earned by critical care nurses. B: Years of experience in critical care
nursing. (From American Association of Critical-Care Nurses: 2010

Demographics. Retrieved June 1, 2010, from http://www.aacn.org.)

The remaining top categories make up less than 4% of the
total and include the emergency department, recovery room/
postanesthesia care unit, trauma unit, and neuro/neurosurgi-
cal ICU (Fig. 9-2A).* The vast majority of the AACN mem-
bers surveyed (67%) have positions providing direct care as
staff nurses (see Fig. 9-2B). The AACN membership data are
consistent with the average findings of Kirchhoff and Dahl’s®
national survey of facilities and units that provide critical
care. Their study revealed that 74% of the facilities par-
ticipating in the study were nongovernment, not-for-profit
organizations with a mean of 217 operating beds and 13,000
admissions per year.’

M ICU 18%
Combined ICU-CCU 13%
" Progressive Care 12%
B CV Surg ICU 10%
B CCU 6%
M Surg ICU 5%
Medical ICU 5%
B Pediatric ICU 4%
@ Emergency Dept 3%
[ Recovery/PACU 3%
B Trauma 2%
B Neuro/NeuroSurg ICU 2%

A Only categories 2% or higher reported

[ Staff Nurse 67%
Management/Admin 6%
" Charge Nurse 5%
M Clinic Nurse 4%
B Educator 3%
M CNS 3%
Faculty 2%

B Only categories 2% or higher reported

FIGURE 9-2 4 Who are critical care nurses? A: Practice settings
for critical care nurses. B: The positions held by critical care nurses.
(From American Association of Critical-Care Nurses: 2010 Demo-
graphics. Retrieved June 1, 2010, from http://www.aacn.org.)

A Defining Nursing Professionalism

The struggle to define nursing professionalism expands
beyond critical care environments. There continues to be
on going dialogue about whether nursing is a true profession.
For more than two decades, Kelly emphasized that the sta-
tus of nursing as a profession is important because it reflects
the value society places on the work of nurses.® However,
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CHAPTER 9 BuILDING A PRoFESSIONAL PRACTICE MoDEL FOR EXCELLENCE IN CRiTicAL CARE NURSING 101

some think that because entry into nursing practice does
not require a baccalaureate degree, it is, at best, an emerging
profession that requires new models of nursing education.”
Such new models, the clinical nurse leader and doctorate of
nursing practice, are believed to help ensure quality patient
outcomes and patient safety.”® However, others believe that
the nursing profession has made adequate progress to meet
full-fledged professional status with current models of nursing
education.’

One of the first definitions of professionalism came from
Abraham Flexner,'® who wrote the classic Flexner Report in
the early 1900s to reform medical education. Flexner defines
professionalism as a process by which an occupation achieves
professional status. Although other professions have devel-
oped their own criteria, Flexner’s work remains the bench-
mark and foundation for many. In 1981, Kelly was the first
to expand his work for the nursing profession by providing a
theoretical framework from which professional nursing char-
acteristics are defined today® (Box 9-1).

To a great extent, the criteria addressed by Flexner
and Kelly are only as good as the person who takes per-
sonal responsibility and accountability for committing to
a professional role. One legendary nurse leader, Margretta
Styles, argued that professionalism of nursing can only be
achieved through the “professionhood” of its members.” Like
Kelly, Styles believes there must be a sense of social signifi-
cance, commitment to the ultimacy of professional perfor-
mance, and appreciation of collegiality and collectivity.”
However, as Styles approached the end of her nursing career,
she proposed a new term to phrase the work of nurses: profes-
sionalist.” In her words, “professionalists strive to build a solid
foundation for their calling—an ethical, academic, political,
and socioeconomic foundation to serve as the underpinning
for a strong profession to evolve and serve.” (p 89)7

Researchers have investigated how to describe profes-
sionalism among critical care nurses as well. In 1994, Holl'!
investigated such critical care nursing characteristics as
professional beliefs, decision making, level of education,
membership of professional nursing organization, and
certification. Holl'! found that nurses who continue their
education and belong to professional organizations are
more likely than others to be independent thinkers and to

BOX 9-1 Kelly’s Characteristics of a Profession )

e The services provided are vital to humanity and the welfare of
society.

* There is a special body of knowledge that is continually
enlarged through research.

® The services provided involve intellectual activities where
accountability is a strong feature.

¢ Practitioners are educated in institutions of higher learning.

¢ Practitioners are motivated by service, and work is an impor-
tant component of their lives.

e There is a code of ethics to guide the decisions and conduct of
practitioners.

® There is an association that encourages and supports stan-
dards of practice.

From Kelly L: Dimensions of Professional Nursing. New York, NY: Macmillan,
1981; and Joel L: Kelly’s Dimensions of Professional Nursing, 9th ed. New
York, NY: McGraw-Hill, 2003.

participate in creative problem solving. In a similar study,
Heath et al'? found that there was a high level of “passion
about nursing and promoting the profession” and that self-
motivation was the leading influential factor for fostering
individual professional development among critical care
nurses. Other professional development characteristics
evaluated included participation in employing agency
committees, community service, and recognition of peers.!?
Of note, several of the professional characteristics initially
identified by Kelly and studied by others*'* are identified
in this chapter as hallmarks of excellence for critical care
nursing practice.

A Defining Nursing Excellence

The term excellence can be a misnomer similar to the expres-
sion best practice. No single definition captures the essence
of excellence for everyone. For some, it is something that is
seen, heard, or felt that describes excellence in nursing. For
example, the way a critical care nurse sees a patient going
“bad” before laboratory values or hemodynamic numbers are
known may be evidence of excellence. Other descriptions
of excellence may be the way a critical care nurse hears
an S; or S, heart sound before a patient becomes sympto-
matic, or the way a critical care nurse “feels” the pain of a
postoperative patient on neuromuscular blockade without
analgesics.

Weston et al® define nursing excellence as a dynamic
process that is continually redefined and reinforced. They
further describe excellence as an ongoing comparison with
a standard that one continuously tries to improve.'® Six
attributes for advanced-practice nursing excellence have
been identified by Weston et al®® as values, vision, mastery,
passion, action, and balance. These attributes have been
adopted and modified for this chapter to propose a profes-
sional practice model for critical care nursing (Fig. 9-3).
The foundation for this model consists of strong values and
a vision. The supporting structures of the model are com-
posed of mastery, passion, action, and balance. The top of
the model captures the essence of the structure: critical care
nursing excellence. Each structure of the professional prac-
tice model has defining characteristics that are instrumental
for ongoing self-reflection, which is necessary to develop and
commit to excellence in critical care nursing.

Values

CASE STUDY

“Our lives begin to end the day we become silent about
things that matter.” (Martin Luther King Jr.)*®

Reflection on “Values” for Critical Care Nursing Excellence

“A group of nurses, participating in a focus group for the

AACN-VitalSmarts Silence Kills Study, describe a peer as

careless and inattentive. Instead of confronting her, they

double check her work—sometimes running into patient rooms

to retake a blood pressure or redo a safety check. They have
(continued on page 102)
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Excellence in Critical Care Nursing
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FIGURE 9-3 4 A professional practice model for critical care nursing.

‘worked around’ this nurse’s weaknesses for over a year. The
nurses resent her but never talk to her about their concerns, nor
do any of the physicians who also avoid her and compensate
for her.” (p 2)" Further data reveal that out of 1,700 health
care providers and administrators throughout U.S. hospitals,
849% of physicians and 62% of nurses and other clinical care
providers have seen coworkers taking shortcuts that could be
dangerous to patients.”” McCauley summed the significance of
the study well by stating, “This research (Silence Kills) validates
what our 100,000 constituents have communicated to us as the
number one barrier hindering optimal care for patients. Too
often, improving workplace communications is seen as a ‘soft’
issue—the truth is, we must build environments that support
and demand greater candor among staff if we are to make a
demonstrable impact on patient safety.”'®

Do you value communication about competence and
accountability? Do you value having a healthy work
environment where skilled communication protects patients
and fosters collaborative relationships? What are your values to
foster care nursing excellence and make a difference in the lives
of the acute and critically ill?

True excellence is seen when professionals reflect their core
values. The values of one’s profession, the values of one’s
employing organization, and one’s own personal values
are the behaviors that guide professional practice for excel-
lence. The unique contributions that critical care nurses
bring to the bedside are often a reflection of an inner core
value of caring. It is this deep and personal connection to car-
ing that brings many into the nursing profession. The word
nursing is derived from the Latin word nutrire, which means
“to nourish.” The term nurturing describes an ability to care
for, sustain, and provide for another. Critical care nurses are
privileged to care for individuals who face life-threatening
conditions during the most vulnerable and private times of

their lives. It is through this value of altruism (the desire
to help others) that critical care nurses have the ability to
creatively bridge high-tech and high-touch with everyday
practice.

The everyday busyness of critical care nursing is labor
intensive, but taking the time to share joyful, painful, and
tearful experiences with complex patients and families is the
core of critical care nurses’ existence. The art of nursing is
probably what dominates the image of nursing for the public.
For 8 years in a row, Gallup polls have reported that the pub-
lic rates nursing as the most honest and ethical profession.'
In their book From Silence to Voice, Buresh and Gordon?
reported that the Gallup poll results about nurses reflect a
paradox. As nonnurse authors, they discuss how the public
holds nurses in the highest regard, even though the public
has limited information about the science that nurses really
practice.’

There is power in the nursing profession when nurses
articulate not only the core values of caring but also evidence-
based practice, advocacy, accountability, autonomy, and col-
laboration. It is now well established that nurses have been
silent for too long and that the days of “It is just my job” or
“I am just a nurse” need to come to an end.>'"?° Themes such
as AACN’s “Powered by Insight,” “Reclaim our Priorities,”
“With Confidence,” and “Act with Intention” help empower
nurses to make their voice heard for their patients, families,
and profession.?!** Strong personal and professional core
values at AACN (Box 9-2) inspired a nine-person panel to
develop the AACN Healthy Work Environment Standards
to help address work environments that tolerate ineffec-
tive interpersonal relationships resulting in medical errors,
ineffective delivery of care, and conflict and stress among
health professionals.”® Creating and sustaining healthy
work environments ensure safe patient care and set a path
toward the AACN core value to “commit to quality and
excellence.””
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BOX 9-2 Core Values: American Association of
Critical-Care Nurses (AACN)

¢ Be accountable to uphold and consistently act in concert with
ethical values and principles.

* Advocate for organizational decisions that are driven by the
needs of patients and families.

¢ Act with integrity by communicating openly and honestly,
keeping promises, honoring commitments, and promoting
loyalty in all relationships.

¢ Collaborate with all essential stakeholders by creating synergis-
tic relationships to promote common interest and shared values.

¢ Provide leadership to transform thinking, structures, and
processes to address opportunities and challenges.

* Demonstrate stewardship through fair and responsible man-
agement of resources.

¢ Embrace lifelong learning, inquiry, and critical thinking to
enable each to make optimal contributions.

e Commit to quality and excellence at all levels of the organi-
zation, meeting and exceeding standards and expectations.

* Promote innovation through creativity and calculated risk taking.

¢ Generate commitment and passion to the organization’s
causes and work.

From American Association of Critical Care Nurses: Core values. Retrieved
June 1, 2010, from http://www.aacn.org/aboutaacn, with permission.

Vision

CASE STUDY

“There is no power greater than a community discovering
what it cares about.” (Margaret Wheatley)'®

Reflection on “Vision" for Critical Care Nursing Excellence

What would a reality show film crew see if they followed you
for a day? Someone focused and intentional in his/her actions?
Or an endless string of hit-and-runs? “Intention is the why.”

It’s the reason we do something. When our intentions are
straightforward and confident, we carry them out because we
know they will keep our patients safe and lead to best outcomes.
Sometimes our intentions are clear-cut. Caring for someone with
a gastrointestinal hemorrhage has three initial goals: Find the
bleed. Stop the bleed. Replenish volume loss. Lack of intention
has obvious negative consequences. Inability to tolerate an
endoscopy delays finding and stopping the bleed. A clotted type
and cross sample delays blood replacement. An overwhelmed
family requires additional information and refocused energy.

Other times, intentions aren’t so clear. Caring for someone
with acute coronary syndrome makes you stop and ask
questions like “Why do patients wait so long to come to the
hospital” and “What stops nurses and docs from getting that
first ECG, initial blood samples, and a focused history during
the critical first 10 minutes?” When we step back and take in
the bigger picture, our intentions become clear.

Do you remember Yoda, the character from the movie Star
Wars? Diminutive, pointy ears, greenish hue, very wise. “Do or
do not,” he said, “There is no try.” (p 22)*

Beth Hammer, RN, MSN, APRN-BC, Past President of AACN,
Act with intention and speak with a bold voice.

Do you have a vision to act with intention and live that
vision in all of your actions? Do you have a vision to have
a bold voice for a culture in which people hold themselves
and others accountable to professional standards and
collaborative relationships? What is your vision to foster
nursing excellence and make a difference in the lives of the
acute and critically ill?

103

A clear vision, based on core values, is essential to building
a professional practice model of critical care nursing excel-
lence. It requires envisioning the future’s possibilities and
then taking the challenge of making the vision a reality.
In 2001, the AACN made a strategic decision to promote
the creation of healthy work environments that embrace a
culture of excellence when taking care of acute and criti-
cally ill patients.” Based on the escalating evidence from
the Institute of Medicine and the Joint Commission about
unhealthy work environments and how they contribute to
medical errors, the AACN had a vision to propose solutions
to improve patient safety.?>2® Through a partnership with
VitalSmarts, a national study was conducted to evaluate
communication and collaboration challenges among hospi-
tal providers of care. The findings of the study resulted in
the need to develop standards addressing six essential areas:
skilled communication, true collaboration, effective decision
making, appropriate staffing, meaningful recognition, and
authentic leadership.?

As risk takers and agents for change, today’s critical care
nurses are making history by embracing the AACN Healthy
Work Environment Standards. Winston Churchill once
said, “The pessimist sees difficulty in every opportunity and
the optimist sees the opportunity in every difficulty.”® It
is challenging to create and sustain work environments of
excellence, especially when there are concerns about nurse-
to-patient ratios, mandatory overtime, unionization, nurs-
ing recruitment, and retention. It is also difficult to provide
critical care nurses with the tools, resources, and support they
need to meet patient and family needs effectively and at the
same time enhance their own professional growth, learn-
ing, and satisfaction. Nursing has a long tradition of taking
“bumpy” roads to make a vision reality. No matter how many
times nurses fall down and get bruised on the way to reach a
vision, they maintain their resilience by having the courage
to listen, learn, and act for themselves, their patients, and
their professional practice.

Mastery

CASE STUDY

“Education is our passport to the future, for tomorrow
belongs to the person who prepares for today.” (Malcolm X)'°

Reflection on “Mastery” for Critical Care Nursing Excellence

“At 3:30 aM in a busy ICU, a nurse prepares to give insulin to a
patient with an elevated blood glucose level. The sliding scale
doses of insulin on the medication sheet are unclear, and the
physician’s order sheet is difficult to read. From past experience,
the nurse knows how late night calls to this physician often
result in verbal outbursts and demeaning slurs, no matter how
valid the inquiry. Needing to act but not wanting another
harassing encounter with the physician, she makes a judgment
of the appropriate dose and administers the insulin. Two hours
later, she finds the patient completely unresponsive. To treat the
critically low blood glucose level, she administers concentrated
injections of glucose and calls for additional emergency
help. Despite all attempts to restore the patient’s brain to
consciousness, he never awakens and his brain never functions
normally again.” (p 10)?*° Barden summed this scenario well
by stating, “Nurses must be as proficient at handling personal
(continu