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and in loving memory of my father, Arnold Lawrence,

who taught me to always love, care,
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To All Future Registered Nurses,

Congratulations to you!

You should be very proud and pleased with yourself on your most recent well-
deserved accomplishment of completing your nursing program to become a
registered nurse. | know that you have worked very hard to become successful and

that you have proven to yourself that indeed you can achieve your goals.

In my opinion, you are about to enter the most wonderful and rewarding
profession that exists. Your willingness, desire, and ability to assist those who
need nursing care will bring great satisfaction to your life. In the profession of
nursing, your learning will be a lifelong process. This aspect of the profession
makes it stimulating and dynamic. Your learning process will continue to expand
and grow as the profession continues to evolve. Your next very important
endeavor will be the learning process involved to achieve success in your

examination to become a registered nurse.

I am excited and pleased to be able to provide you with the Saunders Pyramid to

Success products, which will help you prepare for your next important




professional goal, becoming a registered nurse. I want to thank all of my former
nursing students whom I have assisted in their studies for the NCLEX-RN exam
for their willingness to offer ideas regarding their needs in preparing for
licensure. Student ideas have certainly added a special uniqueness to all of the

products available in the Saunders Pyramid to Success.

Saunders Pyramid to Success products provide you with everything that you need
to ready yourself for the NCLEX-RN exam. These products include material that
is required for the NCLEX-RN exam for all nursing students regardless of
educational background, specific strengths, areas in need of improvement, or

clinical experience during the nursing program.

So let’s get started and begin our journey through the Saunders Pyramid to

Success, and welcome to the wonderful profession of nursing!

Sincerely,

Linda Anne Silvestri, PhD, RN




Linda Anne Silvestri, PhD, RN
(Photo by Laurent W. Valliere.)

As a child, I always dreamed of becoming either a nurse or a teacher. Initially I chose to
become a nurse because I really wanted to help others, especially those who were ill.
Then I realized that both of my dreams could come true; I could be both a nurse and a
teacher. So I pursued my dreams.

I received my diploma in nursing at Cooley Dickinson Hospital School of Nursing in
Northampton, Massachusetts. Afterward, I worked at Baystate Medical Center in

Springfield, Massachusetts, where I cared for clients in acute medical-surgical units, the



intensive care unit, the emergency department, pediatric units, and other acute care units.
Later I received an associate degree from Holyoke Community College in Holyoke,
Massachusetts; my BSN from American International College in Springfield,
Massachusetts; and my MSN from Anna Maria College in Paxton, Massachusetts, with a
dual major in Nursing Management and Patient Education. I received my PhD in Nursing
from the University of Nevada, Las Vegas (UNLV), and conducted research on self-
efficacy and the predictors of NCLEX success. In 2012, I received the UNLV School of
Nursing, Alumna of the Year Award. I am also a member of the Honor Society of
Nursing, Sigma Theta Tau International, Phi Kappa Phi, the Western Institute of Nursing,
the Eastern Nursing Research Society, the Golden Key International Honour Society, the
National League for Nursing, and the American Nurses Association.

As a native of Springfield, Massachusetts, [ began my teaching career as an
instructor of medical-surgical nursing and leadership-management nursing in 1981 at
Baystate Medical Center School of Nursing. In 1989, I relocated to Rhode Island and
began teaching advanced medical-surgical nursing and psychiatric nursing to RN and
LPN students at the Community College of Rhode Island. While teaching there, a group
of students approached me for assistance in preparing for the NCLEX examination. |
have always had a very special interest in test success for nursing students because of
my own personal experiences with testing. Taking tests was never easy for me, and as a
student I needed to find methods and strategies that would bring success. My own
difficult experiences, desire, and dedication to assist nursing students to overcome the

obstacles associated with testing inspired me to develop and write the many products



that would foster success with testing. My experiences as a student, nursing educator,
and item writer for the NCLEX exams aided me as I developed a comprehensive
review course to prepare nursing graduates for the NCLEX examination.

Later, in 1994, I began teaching medical-surgical nursing at Salve Regina University
in Newport, Rhode Island, and I remain there as an adjunct faculty member. I also
prepare nursing students at Salve Regina University for the NCLEX-RN examination.

I established Professional Nursing Seminars, Inc. in 1991 and Nursing Reviews, Inc.
in 2000. These companies are located in Charlestown, Rhode Island. In 2012, I
established an additional company, Nursing Reviews, Inc. in Las Vegas, Nevada. Both
companies are dedicated to conducting review courses for the NCLEX-RN and the
NCLEX-PN examinations and helping nursing graduates achieve their goals of
becoming registered nurses, licensed practical/vocational nurses, or both.

Today, I am the successful author of numerous review products. Also, I serve as an
Elsevier consultant for HESI Live Reviews, the review courses for the NCLEX
examinations throughout the country. I am so pleased that you have decided to join me
on your journey to success in testing for nursing examinations and for the NCLEX-RN

examination!
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A
Preface

“To laugh often and much, to appreciate beauty, to find the best
in others, to leave the world a bit better, to know that even one
life has breathed easier because you have lived, this is to have

succeeded.”

—Ralph Waldo Emerson



Welcome to Saunders Pyramid to Success!



An Essential Resource for Test Success

Saunders Comprehensive Review for the NCLEX-RN® Examination is one in a series
of products designed to assist you in achieving your goal of becoming a registered
nurse. This text will provide you with a comprehensive review of all of the nursing
content areas specifically related to the new 2013 test plan for the NCLEX-RN
examination, which is implemented by the National Council of State Boards of Nursing,
This resource will help you achieve success on your nursing examinations during

nursing school and on the NCLEX-RN examination.



Organization

This book contains 20 units and 77 chapters. The chapters are designed to identify
specific components of nursing content, and they contain practice questions, including a
critical thinking question and both multiple choice and alternate item formats, that
reflect the chapter content and the 2013 test plan for the NCLEX-RN exam. The final
unit contains a 75-question Comprehensive Test.

The new test plan identifies a framework based on Client Needs. These Client
Needs categories include Safe and Effective Care Environment, Health Promotion and
Maintenance, Psychosocial Integrity, and Physiological Integrity. Integrated Processes
are also 1dentified as a component of the test plan. These include Caring,
Communication and Documentation, Nursing Process, and Teaching and Learning. All

the chapters address the components of the test plan framework.



Special Features of the Book

Pyramid Terms

Each unit begins with Pyramid Terms and their definitions. These Pyramid Terms are
important to the discussion of the content in the chapters in the unit. Therefore they are

in bold green type throughout the content section of each chapter.

Pyramid to Success

The Pyramid to Success, a feature part of the unit introduction, provides you with an
overview, guidance, and direction regarding the focus of review in the particular
content area, as well as the content area’s relative importance to the 2013 test plan for
the NCLEX-RN exam. The Pyramid to Success reviews the Client Needs as they
pertain to the content in that unit or chapter. These points identify the specific

components to keep in mind as you review the chapter.

Pyramid Points

Pyramid Points are the little icons that are placed next to specific content throughout the
chapters. The Pyramid Points highlight content that is important for preparing for the
NCLEX-RN examination and identify content that typically appears on the NCLEX-RN

examination.

Pyramid Alerts

Pyramid Alerts are the red text found throughout the chapters that alert you to important

information about nursing concepts. These alerts identify content that typically appears



on the NCLEX-RN examination.

Priority Nursing Actions

Numerous Priority Nursing Actions boxes have been placed throughout the chapters.
These boxes present a clinical nursing situation and the priority actions to take in the
event of its occurrence. A rationale 1s provided that explains the correct order of action,

along with a reference for additional research.

Critical Thinking: What Should You Do? Questions

Each chapter contains a Critical Thinking: What Should You Do? question. These
questions provide a brief clinical scenario related to the content of the chapter and ask
you what you should do about the client situation presented. A narrative answer is

provided along with a reference source for researching further information.



Practice Questions

While preparing for the NCLEX-RN examination, it is crucial for students to practice
taking test questions. This book contains 1035 NCLEX-style multiple-choice and

alternate item format questions.

Multiple-Choice and Alternate Item Format Questions

Starting with Unit I, each chapter is followed by a practice test. Each practice test
contains several multiple-choice questions and an alternate item format question. The
alternate item format questions at the end of the chapters may be presented as one of the

following;

Fill-in-the-blank question

Multiple response question

Figure/illustration question, also known as a hot spot question

Graphic options question, in which each option contains a figure or illustration

Chart/exhibit question

These questions provide you with practice in prioritizing, decision-making, and

critical thinking skills.

Answer Section

The answer sections include the correct answer, rationale, test-taking strategy, question

categories, and reference. The structure for the answer section is unique and provides



the following information:

Rationale: The rationale provides you with the significant information regarding
both correct and incorrect options.

Test-Taking Strategy: The test-taking strategy provides a logical path for selecting
the correct option and helps you select an answer to a question on which you might
have to guess. In each practice question, the specific strategy that will assist in
answering the question correctly is highlighted in bold blue type. Specific
suggestions for review are identified in the test-taking strategy and are highlighted
in bold magenta type to provide you direction for locating the specific content in
this book. The highlighting of the specific test-taking strategies and specific content
areas in the practice questions will provide you with guidance on what topics to
review for further remediation in Saunders Strategies for Test Success: Passing
Nursing School and the NCLEX® Exam and Saunders Comprehensive Review for
the NCLEX-RN® Exam.

Question Categories: Each question is tagged with categories based on the 2013
NCLEX-RN test plan. Additional content categories are provided with each
question to assist you in identifying areas in need of review. The categories
identified with each practice question include Level of Cognitive Ability, Client
Needs, Integrated Process, and the specific nursing Content Area. New to this
edition is a Priority Concepts code, which provides you with the specific concepts
related to nursing practice. All categories are identified by their full names so that

you do not need to memorize codes or abbreviations.



Reference: A reference, including a page number, is provided so you can easily find

the information that you need to review in your undergraduate nursing textbooks.



Pharmacology and Medication Calculations
Review

Students consistently state that pharmacology is an area with which they need
assistance. The 2013 NCLEX-RN test plan continues to incorporate pharmacology in
the examination as it has in the past. Therefore pharmacology chapters have been
included for your review and practice. This book includes 13 pharmacology chapters, a
medication and intravenous calculation chapter, and a pediatric medication calculation
chapter. Each of these chapters is followed by a practice test that uses the same question

format described earlier. This book contains numerous pharmacology questions.



How to Use This Book

Saunders Comprehensive Review for the NCLEX-RN® Examination is especially
designed to help you with your successful journey to the peak of the Saunders Pyramid
to Success: becoming a registered nurse! As you begin your journey through this book,
you will be introduced to all the important points regarding the 2013 NCLEX-RN
examination, the process of testing, and unique and special tips regarding how to
prepare yourself for this very important examination.

You should begin your process through the Saunders Pyramid to Success by reading
all of Unit I in this book and becoming familiar with the central points regarding the
NCLEX-RN examination. Read Chapter 4, written by a nursing graduate who recently
passed the examination and note what he has to say about the testing experience. Chapter
5 will provide you with the critical testing strategies that will guide you in selecting the
correct option or assist you in selecting an answer to a question if you must guess. Keep
these strategies in mind as you proceed through this book. Continue by studying the
specific content areas addressed in Units II through XIX. Review the Pyramid Terms
and Pyramid to Success notes, and identify the Client Needs specific to the test plan in
each area. Read through the chapters and focus on the Pyramid Points and Pyramid
Alerts that identify the areas most likely to be tested on the NCLEX-RN examination.
Pay particular attention to the Priority Nursing Actions boxes because they provide
information about the steps that you will take in clinical situations requiring

prioritization.



As you read each chapter, identify your areas of strength and those in need of further
review. Highlight these areas and test your abilities by answering the Critical
Thinking: What Should You Do? question and taking all the practice tests provided at
the end of the chapters. Be sure to review all the rationales and the test-taking strategies.
The rationale provides you with information regarding both the correct and incorrect
options. The test-taking strategy highlights the specific strategy in bold blue type and
offers a logical path to selecting the correct option. The test-taking strategy also
provides the content to review, highlighted in bold magenta type. Use the references to
easily find any information you need to review.

After reviewing all the chapters in the book, turn to Unit XX, the Comprehensive
Test. Take this examination and then review each question, answer, and rationale.
Identify any areas requiring further review; then take the time to review those areas

again in both the book.



Climbing the Pyramid to Success

The purpose of this book is to provide a comprehensive review of the nursing content
you will be tested on during the NCLEX-RN examination. However, Saunders
Comprehensive Review for the NCLEX-RN® Examination is intended to do more than
simply prepare you for the rigors of the NCLEX;; this book is also meant to serve as a

valuable study tool that you can refer to throughout your nursing.

COMPREHENSIVE
REVIEW

After using this book for comprehensive content review, your next step on the
Pyramid to Success 1s to get additional practice with a Q& A review product.
Saunders Q&A Review for the NCLEX-RN® Examination offers more than 5800 unique
practice questions. The questions are focused on the Client Needs and Integrated
Processes of the NCLEX test plan, making it easy to access your study area of choice.
For on-the-go Q&A review, you can pick up Saunders Q&A Review Cards for the

NCLEX-RN® Examination, or, if you own an iPhone or iPod Touch, you can search for



“Saunders Q&A Review” in Apple’s App Store.

Your final step on the Pyramid to Success 1s to master the online review. Saunders
Online Review for the NCLEX-RN® Examination provides an interactive and
individualized platform to get you ready for your final licensure exam. This online
course provides 10 high-level content modules, supplemented with instructional videos,
animations, audio, illustrations, testlets, and several subject matter exams. End of
module practice tests are provided along with several Crossing the Finish Line
practice tests. In addition, you can assess your progress with a pre-test and
comprehensive exam in a computerized environment that prepares you for the actual
NCLEX-RN exam.

At the base of the Pyramid to Success are my test-taking strategies, which provide
a foundation for understanding and unpacking the complexities of NCLEX exam
questions, including alternate item formats. Saunders Strategies for Test Success:
Passing Nursing School and the NCLEX® Exam takes a detailed look at all the test-
taking strategies you will need to know in order to pass any nursing examination,
including the NCLEX. Special tips are integrated for beginning nursing students, and

there are more questions included so you can apply the testing strategies.

Good luck with your journey through the Saunders Pyramid to Success. I wish you

continued success throughout your new career as a registered nurse!

Linda Anne Silvestri
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The NCLEX-RN® Examination



The Pyramid to Success

Welcome to the Pyramid to Success

Saunders Comprehensive Review for the NCLEX-RN®
Examination

Saunders Comprehensive Review for the NCLEX-RN® Examination is specially
designed to help you begin your successful journey to the peak of the pyramid, becoming
a registered nurse. As you begin your journey, you will be introduced to all the
important points regarding the NCLEX-RN examination and the process of testing, and
to the unique and special tips regarding how to prepare yourself for this important
examination. You will read what a nursing graduate who recently passed the NCLEX-
RN examination has to say about the test. Important test-taking strategies are detailed.
These details will guide you in selecting the correct option or assist you in selecting an
answer to a question at which you must guess.

Each unit in this book begins with the Pyramid to Success. The Pyramid to Success
addresses specific points related to the NCLEX-RN examination, including the Pyramid
Terms, and the Client Needs as identified in the test plan framework for the
examination. Pyramid Terms are key words that are defined and are set in
throughout each chapter to direct your attention to significant points for the examination.
The Client Needs specific to the content of the unit are identified.

Throughout each chapter, you will find Pyramid Point bullets that identify areas most

likely to be tested on the NCLEX-RN examination. Read each chapter, and identify your



strengths and areas that are in need of further review. Test your strengths and abilities
by taking all the practice tests provided in this book and on the accompanying Evolve
site. Be sure to read all the rationales and test-taking strategies. The rationale provides
you with significant information regarding the correct and incorrect options. The test-
taking strategy provides you with the logical path to selecting the correct option. The
test-taking strategy also identifies the content area to review, if required. The reference
source and page number are provided so that you can find the information easily that you
need to review. Each question is coded on the basis of the Level of Cognitive Ability,
the Client Needs category, the Integrated Process, and the nursing content area.
Following the completion of your comprehensive review in this book, continue on
your journey through the Pyramid to Success with the companion book, Saunders Q&A
Review for the NCLEX-RN® Examination. This book provides you with practice
questions in the multiple-choice and alternate item formats. The book is designed based
on the NCLEX-RN examination test plan framework, with a specific focus on Client
Needs and Integrated Processes. In addition, each practice question in this book
includes a Priority Nursing Tip, which provides you with an important piece of
information that will be helpful to answer questions. Then, you will be ready for
HESI/Saunders Online Review for the NCLEX-RN® Examination. Additional products
in Saunders Pyramid to Success include Saunders Strategies for Test Success: Passing
Nursing School and the NCLEX® Exam and Saunders O&A Review Cards for the

NCLEX-RN® Exam. These products are described next.

HEST/Saundove Mnline Roviow for tho NOT EX-RN®
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Examination

This product addresses all areas of the test plan identified by the National Council of
State Boards of Nursing (NCSBN). The course contains a pretest that provides feedback
regarding your strengths and weaknesses and generates an individualized study schedule
in a calendar format. Content review is in an outline format and includes self-check
practice questions and testlets (case studies), figures and 1llustrations, a glossary, and
animations and videos. Numerous online exams are included. There are 2500 practice
questions; the types of questions in this course include multiple-choice and alternate

item formats.

Saunders Strategies for Test Success: Passing Nursing
School and the NCLEX® Exam

This product focuses on the test-taking strategies that will help you pass your nursing
examinations while in nursing school and will prepare you for the NCLEX-RN
examination. The chapters describe various test-taking strategies and include sample
questions that illustrate how to use the strategies. Also included in this book is
information on cultural characteristics and practices, pharmacology strategies,
medication and intravenous calculations, laboratory values, positioning guidelines, and
therapeutic diets. This book has practice questions, and each question provides a tip for
the beginning nursing student. The practice questions reflect the framework and the

content identified in the NCLEX-RN test plan and includes multiple-choice and



alternate item format questions, including audio and video questions.

Saunders Q&A Review Cards for the NCLEX-RN® Exam

This product is organized by content areas and the test plan framework of the NCLEX-
RN test plan. It provides you with 1200 unique practice test questions on portable and
easy-to-use cards. The cards have the question on the front of the card, and the answer,
rationale, and test-taking strategy are on the back of the card. This product includes
multiple-choice questions and alternate item format questions, including fill-in-the-
blank, multiple-response, ordered-response, figure, and chart/exhibit questions.

All the products in the Saunders Pyramid to Success can be obtained online by
visiting http://elsevierhealth.com or by calling 800-545-2522.

Let’s begin our journey through the Pyramid to Success.


http://elsevierhealth.com

Examination Process

An important step in the Pyramid to Success is to become as familiar as possible with
the examination process. Candidates facing the challenge of this examination can
experience significant anxiety. Knowing what the examination is all about and knowing
what you will encounter during the process of testing will assist in alleviating fear and
anxiety. The information contained in this chapter addresses the procedures related to
the development of the NCLEX-RN examination test plan, the components of the test
plan, and the answers to the questions most commonly asked by nursing students and
graduates preparing to take the NCLEX. The information contained in this chapter
related to the test plan was obtained from the NCSBN Web site (http://www .ncsbn.org)
and from the NCSBN 2013 test plan for the NCLEX-RN. You can obtain additional
information regarding the test and its development by accessing the NCSBN Web site or
by writing to the National Council of State Boards of Nursing, 111 East Wacker Drive,
Suite 2900, Chicago, IL 60601. You are encouraged to access the NCSBN Web site
because this site provides you with valuable information about the NCLEX and other

resources available to an NCLEX candidate.


http://www.ncsbn.org

Computer Adaptive Testing

The acronym CAT stands for computer adaptive test, which means that the examination
is created as the test-taker answers each question. All the test questions are categorized
on the basis of the test plan structure and the level of difficulty of the question. As you
answer a question, the computer determines your competency based on the answer you
selected. If you selected a correct answer, the computer scans the question bank and
selects a more difficult question. If you selected an incorrect answer, the computer
scans the question bank and selects an easier question. This process continues until the
test plan requirements are met and a reliable pass-or-fail decision is made.

When a test question is presented on the computer screen, you must answer it or the
test will not move on. This means that you will not be able to skip questions, go back
and review questions, or go back and change answers. In a CAT examination, once an
answer is recorded, all subsequent questions administered depend, to an extent, on the
answer selected for that question. Skipping and returning to earlier questions are not
compatible with the logical methodology of a CAT. The inability to skip questions or go
back to change previous answers will not be a disadvantage to you; you will not fall
into that “trap” of changing a correct answer to an incorrect one with the CAT system.

If you are faced with a question that contains unfamiliar content, you may need to
guess at the answer. There is no penalty for guessing on this examination. With most of
the questions, the answer will be right there in front of you. If you need to guess, use

your nursing knowledge and clinical experiences to their fullest extent and all the test-



taking strategies that you have practiced in this review program.

You do not need any computer experience to take this examination. A keyboard
tutorial is provided and administered to all test-takers at the start of the examination.
The tutorial will instruct you on the use of the on-screen optional calculator, the use of
the mouse, and how to record an answer. The tutorial provides instructions on how to
respond to all question types on this examination. This tutorial is provided on the
NCSBN Web site, and you are encouraged to view the tutorial when you are preparing
for the NCLEX examination. In addition, at the testing site, a test administrator is
present to assist in explaining the use of the computer to ensure your full understanding

of how to proceed.



Development of the Test Plan

The test plan for the NCLEX-RN examination is developed by the NCSBN. The
examination is a national examination; the NCSBN considers the legal scope of nursing
practice as governed by state laws and regulations, including the Nurse Practice Act,
and uses these laws to define the areas on the examination that will assess the
competence of the test-taker for licensure.

The NCSBN also conducts an important study every 3 years, known as a practice
analysis study, to determine the framework for the test plan for the examination. The
participants in this study include newly licensed registered nurses from all types of
basic nursing education programs. From a list of nursing care activities provided, the
participants are asked about the frequency and importance of performing them in
relation to client safety and the setting in which they are performed. A panel of content
experts at the NCSBN analyzes the results of the study and makes decisions regarding
the test plan framework. The results of this recently conducted study provided the

structure for the test plan implemented in April 2013.



Item Writers

The NCSBN selects question (item) writers after an extensive application process. The
writers are registered nurses who hold a master’s degree or a higher degree and many
of the writers are nursing educators. Question writers voluntarily submit an application
to become a writer and must meet specific criteria established by the council to be

accepted as participants in the process.



Test Plan

The content of the NCLEX-RN examination reflects the activities identified in the
practice analysis study conducted by the NCSBN. The questions are written to address
Level of Cognitive Ability, Client Needs, and Integrated Processes as identified in the

test plan developed by the NCSBN.

Level of Cognitive Ability

The practice of nursing requires critical thinking in decision making. Most questions on
the NCLEX examination are written at the application level or at higher Levels of
Cognitive Ability, such as the analysis level. Box 1-1 presents an example of a question

that requires you to apply data.

BOX1-1 Level of Cognitive Ability: Applying

The nurse notes blanching, coolness, and edema at the peripheral intravenous (IV)

site. On the basis of these findings, the nurse should implement which action?

1. Discontinue the IV
2. Apply a warm compress
3. Check for a blood return

4. Measure the area of infiltration

Answer: |

This question requires that you focus on the data in the question and determine that



the client is experiencing an infiltration. Next, you need to consider the harmful
effects of infiltration and determine the action to implement. Because infiltration can
be damaging to the surrounding tissue, the appropriate action is to discontinue the IV

to prevent any further damage.

Client Needs
In the test plan implemented in April 2013, the NCSBN has identified a test plan

framework based on Client Needs. The NCSBN identifies four major categories of
Client Needs. Some of these categories are divided further into subcategories. The
Client Needs categories include Safe and Effective Care Environment, Health
Promotion and Maintenance, Psychosocial Integrity, and Physiological Integrity (Table

1-1).

TABLE 1-1 Client Needs Categories and Percentage of Questions on
the NCLEX-RN® Examination

Client Needs Category Percentage of Questions
Safe and Effective Care Environment
Management of Care 17-23
Safety and Infection Control 9-15
Health Promotion and Maintenance 6-12
Psychosocial Integrity 6-12
Physiological Integrity
Basic Care and Comfort 6-12
Pharmacological and Parenteral Therapies 12-18
Reduction of Risk Potential 9-15

Physiological Adaptation 11 -17




Safe and Effective Care Environment

The Safe and Effective Care Environment category includes two subcategories:
Management of Care, and Safety and Infection Control. According to the NCSBN,
Management of Care (17% to 23% of questions) addresses content that tests the nurse’s
knowledge, skills, and ability required to ensure a safe care delivery setting to protect
clients, families, significant others, visitors, and health care personnel. The NCSBN
indicates that Safety and Infection Control (9% to 15% of questions) addresses content
that tests the nurse’s knowledge, skills, and ability required to protect clients, families,
significant others, visitors, and health care personnel from health and environmental

hazards. Box 1-2 presents examples of questions that address these two subcategories.

The nurse has received the client assignment for the day. Which client should the

nurse assess first?

The client who has a nasogastric tube attached to intermittent suction

The client who needs to receive subcutaneous insulin before breakfast

The client who is 2 days postoperative and is complaining of incisional pain
The client who has a blood glucose level of 50 mg/dL and complaints of

blurred vision

Answer:



This question addresses the subcategory Management of Care in the Client Needs
category Safe and Effective Care Environment. It requires you to establish priorities
by comparing the needs of each client and deciding which need is urgent. The client
described in the correct option has a low blood glucose level and symptoms
reflective of hypoglycemia. This client should be assessed first so that treatment can
be implemented. Although the clients in options 1, 2, and 3 have needs that require
assessment, their assessments can wait until the client in the correct option is

stabilized.

The nurse prepares to care for a client on contact precautions who has a hospital-
acquired infection caused by methicillin-resistant Staphylococcus aureus (MRSA).
The client has an abdominal wound that requires irrigation and has a tracheostomy
attached to a mechanical ventilator, which requires frequent suctioning. The nurse

should assemble which necessary protective items before entering the client’s room?

Gloves and a gown
Gloves, mask, and goggles
Gloves, mask, gown, and goggles

Gloves, gown, and shoe protectors

Answer:
This question addresses the subcategory Safety and Infection Control in the Client

Needs category Safe and Effective Care Environment. It addresses content related to



protecting oneself from contracting an infection and requires that you consider the
methods of possible transmission of infection, based on the client’s condition.
Because splashes of infective material can occur during the wound irrigation or

suctioning of the tracheostomy, option 3 is correct.

Health Promotion and Maintenance

The Health Promotion and Maintenance category (6% to 12% of questions) addresses
the principles related to growth and development. According to the NCSBN, this Client
Needs category also addresses content that tests the nurse’s knowledge, skills, and
ability required to assist the client, family members, and significant others to prevent
health problems; to recognize alterations in health; and to develop health practices that
promote and support wellness. See Box 1-3 for an example of a question in this Client

Needs category.

The nurse is choosing age-appropriate toys for a toddler. Which toy is the best
choice for this age?

Puzzle

Toy soldiers

Large stacking blocks

A card game with large pictures

Answer:



This question addresses the Client Needs category Health Promotion and
Maintenance and specifically relates to the principles of growth and development of
a toddler. Toddlers like to master activities independently, such as stacking blocks.
Because toddlers do not have the developmental ability to determine what could be
harmful, toys that are safe need to be provided. A puzzle and toy soldiers provide
objects that can be placed in the mouth and may be harmful for a toddler. A card
game with large pictures may require cooperative play, which is more appropriate

for a school-age child.

Psychosocial Integrity

The Psychosocial Integrity category (6% to 12% of questions) addresses content that
tests the nurse’s knowledge, skills, and ability required to promote and support the
ability of the client, client’s family, and client’s significant other to cope, adapt, and
problem solve during stressful events. The NCSBN also indicates that this Client Needs
category addresses the emotional, mental, and social well-being of the client, family, or
significant other, and the knowledge, skills, and ability required to care for the client
with an acute or chronic mental illness. See Box 1-4 for an example of a question in this

Client Needs category.

A client with coronary artery disease has selected guided imagery to help cope with

psychological stress. Which client statement indicates an understanding of this stress



reduction measure?

“This will help only if I play music at the same time.”
“This will work for me only if I am alone in a quiet area.”
“I need to do this only when I lie down in case I fall asleep.”

“The best thing about this is that I can use it anywhere, anytime.”

Answer:

This question addresses the Client Needs category Psychosocial Integrity and the
content addresses coping mechanisms. Guided imagery involves the client’s creation
of an image in the mind, concentrating on the image, and gradually becoming less
aware of the offending stimulus. It can be done anytime and anywhere; some clients

may use other relaxation techniques or play music with it.

Physiological Integrity

The Physiological Integrity category includes four subcategories: Basic Care and
Comfort, Pharmacological and Parenteral Therapies, Reduction of Risk Potential, and
Physiological Adaptation. The NCSBN describes these subcategories as follows. Basic
Care and Comfort (6% to 12% of questions) addresses content that tests the nurse’s
knowledge, skills, and ability required to provide comfort and assistance to the client in
the performance of activities of daily living. Pharmacological and Parenteral Therapies
(12% to 18% of questions) addresses content that tests the nurse’s knowledge, skills,

and ability required to administer medications and parenteral therapies such as



intravenous therapies and parenteral nutrition, and the administration of blood and
blood products. Reduction of Risk Potential (9% to 15% of questions) addresses
content that tests the nurse’s knowledge, skills, and ability required to prevent
complications or health problems related to the client’s condition or any prescribed
treatments or procedures. Physiological Adaptation (11% to 17% of questions)
addresses content that tests the nurse’s knowledge, skills, and ability required to
provide care to clients with acute, chronic, or life-threatening conditions. See Box 1-5

for examples of questions in this Client Needs category.

A client with Parkinson’s disease develops akinesia while ambulating, increasing the
risk for falls. Which suggestion should the nurse provide to the client to alleviate this

problem?

Use a wheelchair to move around.
Stand erect and use a cane to ambulate.
Keep the feet close together while ambulating and use a walker.

Consciously think about walking over imaginary lines on the floor.

Answer:
This question addresses the subcategory Basic Care and Comfort in the Client Needs

category Physiological Integrity, and addresses client mobility and promoting



assistance in an activity of daily living to maintain safety. Clients with Parkinson’s
disease can develop bradykinesia (slow movement) or akinesia (freezing or no
movement). Having these clients imagine lines on the floor to walk over can keep

them moving forward while remaining safe.

The nurse monitors a client receiving digoxin (Lanoxin) for which early

manifestation of digoxin toxicity?

Anorexia
Facial pain
Photophobia

Yellow color perception

Answer:

This question addresses the subcategory Pharmacological and Parenteral Therapies
in the Client Needs category Physiological Integrity. Digoxin is a cardiac glycoside
that 1s used to manage and treat heart failure and to control ventricular rates in clients
with atrial fibrillation. The most common early manifestations of toxicity include
gastrointestinal disturbances such as anorexia, nausea, and vomiting. Neurological
abnormalities can also occur early and include fatigue, headache, depression,
weakness, drowsiness, confusion, and nightmares. Facial pain, personality changes,
and ocular disturbances (photophobia, diplopia, light flashes, halos around bright

objects, yellow or green color perception) are also signs of toxicity, but are not early



signs.

A magnetic resonance imaging (MRI) study is prescribed for a client with a
suspected brain tumor. The nurse should implement which action to prepare the

client for this test?

Shave the groin for insertion of a femoral catheter.

Remove all metal-containing objects from the client.

Keep the client NPO (nil per os; nothing by mouth) for 6 hours before the test.
Instruct the client in inhalation techniques for the administration of the

radioisotope.

Answer:

This question addresses the subcategory Reduction of Risk Potential in the Client
Needs category Physiological Integrity, and the nurse’s responsibilities in preparing
the client for the diagnostic test. In an MRI study, radiofrequency pulses in a
magnetic field are converted into pictures. All metal objects, such as rings, bracelets,
hairpins, and watches, should be removed. In addition, a history should be taken to
ascertain whether the client has any internal metallic devices, such as orthopedic
hardware, pacemakers, or shrapnel. For an abdominal MRI study, the client may
need to be NPO. NPO status is not necessary for an MRI study of the head. The groin
may be shaved for an angiogram, and inhalation of the radioisotope may be

prescribed with a positron emission tomography (PET) scan or ventilation/perfusion



lung scan.

A client with renal insufficiency has a magnesium level of 3.6 mg/dL. On the basis of

this laboratory result, the nurse interprets which sign as significant?

Hyperpnea
Drowsiness
Hypertension

Physical hyperactivity

Answer:

This question addresses the subcategory Physiological Adaptation in the Client
Needs category Physiological Integrity. It addresses an alteration in body systems.
The normal magnesium level is 1.6 to 2.6 mg/dL. A magnesium level of 3.6 mg/dL
indicates hypermagnesemia. Neurological manifestations begin to occur when
magnesium levels are elevated and are noted as symptoms of neurological
depression, such as drowsiness, sedation, lethargy, respiratory depression, muscle

weakness, and areflexia. Bradycardia and hypotension also occur.

Integrated Processes

The NCSBN identifies four processes in the test plan that are fundamental to the
practice of nursing, These processes are incorporated throughout the major categories of

Client Needs. The Integrated Process subcategories include Caring, Communication and



Documentation, Nursing Process (Assessment, Analysis, Planning, Implementation, and
Evaluation), and Teaching and Learning. See Box 1-6 for an example of a question that

incorporates the Integrated Process of Caring.

A client is scheduled for angioplasty. The client says to the nurse, “I’m so afraid that
it will hurt and will make me worse off than [ am.” Which response by the nurse is

therapeutic?

“Can you tell me what you understand about the procedure?”’

“Your fears are a sign that you really should have this procedure.”

“Those are very normal fears, but please be assured that everything will be
okay.”

“Try not to worry. This is a well-known and easy procedure for the health care

provider.”

Answer:

This question addresses the subcategory Caring in the category Integrated Processes.
The correct option is a therapeutic communication technique that explores the
client’s feelings, determines the level of client understanding about the procedure,
and displays caring. Option 2 demeans the client and does not encourage further
sharing by the client. Option 3 does not address the client’s fears, provides false

reassurance, and puts the client’s feelings on hold. Option 4 diminishes the client’s



feelings by directing attention away from the client and to the health care provider’s

importance.



Types of Questions on the Examination

The types of questions that may be administered on the examination include multiple-
choice; fill-in-the-blank; multiple-response; ordered-response (also known as drag and
drop); questions that contain a figure, chart/exhibit, or graphic option item; and audio or
video item formats. Some questions may require you to use the mouse and cursor on the
computer. For example, you may be presented with a picture that displays the arterial
vessels of an adult client. In this picture, you may be asked to “point and click™ (using
the mouse) on the area (hot spot) where the dorsalis pedis pulse could be felt. In all
types of questions, the answer is scored as either right or wrong. Credit is not given for
a partially correct answer. In addition, all question types may include pictures,
graphics, tables, charts, sound, or video. The NCSBN provides specific directions for
you to follow with all question types to guide you in your process of testing. Be sure to
read these directions as they appear on the computer screen. Examples of some of these

types of questions are noted in this chapter.

Multiple-Choice Questions

Most of the questions that you will be asked to answer will be in the multiple-choice
format. These questions provide you with data about a client situation and four answers,

or options.

Fill-in-the-Blank Questions

Fill-in-the-blank questions may ask you to perform a medication calculation, determine



an intravenous flow rate, or calculate an intake or output record on a client. You will
need to type only a number (your answer) in the answer box. If the question requires
rounding the answer, this needs to be performed at the end of the calculation. The rules
for rounding an answer are provided in the tutorial provided by the NCSBN, and are
also provided in the specific question. In addition, you must type in a decimal point if

necessary. See Box 1-7 for an example.

A prescription reads: acetaminophen (Tylenol Extra Strength) liquid, 650 mg orally
every 4 hours PRN for pain. The medication label reads: 500 mg/15 mL. The nurse

prepares how many milliliters to administer one dose? Fill in the blank.

Answer:

Formula:

Desired
Available

«Volume =mL

5o mg
500 Mg

x15mL=1g9.5mL

In this question, you need to use the formula for calculating a medication dose. When
the dose is determined, you will need to type your numeric answer in the answer box.
Always follow the specific directions noted on the computer screen. Also, remember

that there will be an on-screen calculator on the computer for your use.

Multiple-Response Questions

For a multiple-response question, you will be asked to select or check all the options,



such as nursing interventions, that relate to the information in the question. In these
question types, there may be two or more correct answers. No partial credit is given for
correct selections. You need to do exactly as the question asks, which will be to select

all the options that apply. See Box 1-8 for an example.

The emergency department nurse is caring for a child suspected of acute epiglottitis.

Which interventions apply in the care of the child? Select all that apply.

Obtain a throat culture.

Ensure a patent airway.

Prepare the child for a chest x-ray.
Maintain the child in a supine position.

Obtain a pediatric-size tracheostomy tray.

E & 0B B O

Place the child on an oxygen saturation monitor.

In a multiple-response question, you will be asked to select or check all the options,
such as interventions, that relate to the information in the question. To answer this
question, recall that acute epiglottitis is a serious obstructive inflammatory process
that requires immediate intervention and airway patency is a priority. Examination of
the throat with a tongue depressor or attempting to obtain a throat culture is
contraindicated because the examination can precipitate further obstruction. A lateral

neck and chest x-ray is obtained to determine the degree of obstruction, if present. To



reduce respiratory distress, the child should sit upright. The child is placed on an
oxygen saturation monitor to monitor oxygenation status. Tracheostomy and
intubation may be necessary if respiratory distress is severe. Remember to follow

the specific directions given on the computer screen.

Ordered-Response Questions

In this type of question, you will be asked to use the computer mouse to drag and drop
your nursing actions in order of priority. Information will be presented in a question,
and, based on the data, you need to determine what you will do first, second, third, and
so forth. The unordered options will be located in boxes on the left side of the screen,
and you need to move all options in order of priority to ordered-response boxes on the
right side of the screen. Specific directions for moving the options are provided with the

question. See Box 1-9 for an example.

The nurse is preparing to suction a client who has a tracheostomy tube and gathers
the supplies needed for the procedure. Arrange in order of priority the actions that

the nurse should take to perform this procedure. All options must be used.

Unordered Options Ordered Responses
Hyperoxygenate the client. Place the client in a semi-Fowler’s
position.
Place the client in a semi-Fowler’s Turn on the suction device and set the
position. regulator at 80 mm Hg.

Turn on the suction device and set the Apply gloves and attach the suction
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tubing to the suction catheter.

Apply intermittent suction and slowly Insert the catheter into the tracheostomy
withdraw the catheter while rotating until resistance is met and then pull
it back and forth. back 1 cm.

Insert the catheter into the tracheostomy  Apply intermittent suction and slowly
until resistance is met and then pull withdraw the catheter while rotating
back 1 cm. it back and forth.

This question requires you to arrange in order of priority the nursing actions that
should be taken to suction a client who has a tracheostomy tube. The nurse positions
the client first, and then turns the suction device on and sets the regulator. The nurse
then dons gloves and attaches the suction tubing to the suction catheter. The nurse
hyperoxygenates the client before and after suctioning. The nurse then inserts the
catheter into the tracheostomy until resistance is met and pulls back 1 cm, applies
intermittent suction, and slowly withdraws the catheter while rotating it back and
forth. Remember that the client and equipment are prepared before performing the
procedure. Also, remember that on the NCLEX examination, you will use the

computer mouse to place the unordered options in an ordered response.

Figure Questions

A question with a picture or graphic will ask you to answer the question based on the
picture or graphic. The question could contain a chart, a table, or a figure or illustration.
You also may be asked to use the computer mouse to point and click on a specific area
in the visual. A figure or illustration may appear in any type of question, including a

multiple-choice question. See Box 1-10 for an example.



BOX1-10 Figure Question

A client who experienced a myocardial infarction is being monitored via cardiac
telemetry. The nurse notes the sudden onset of this cardiac rhythm on the monitor

(refer to figure) and immediately takes which action?

Rhythm strip. (From Ignatavicius D, Workman M: Medical-surgical nursing:

Patient-centered collaborative care, ed 7, Philadelphia, 2010, Saunders.)

1. Takes the client’s blood pressure
2. Initiates cardiopulmonary resuscitation (CPR)
3. Places a nitroglycerin tablet under the client’s tongue

4. Continues to monitor the client and then contacts the health care provider

(HCP)

Answer: 2
This question requires you to identify the cardiac rhythm, and then determine the
priority nursing action. This cardiac rhythm identifies a coarse ventricular

fibrillation (VF). The goals of treatment are to terminate VF promptly and to convert



it to an organized rhythm. The HCP or an Advanced Cardiac Life Support (ACLS)—
qualified nurse must immediately defibrillate the client. If a defibrillator is not
readily available, CPR is initiated until the defibrillator arrives. Options 1, 3, and 4

are incorrect actions and delay life-saving treatment.

Chart/Exhibit Questions

In this type of question, you will be presented with a problem and a chart or exhibit.
You will be provided with three tabs or buttons that you need to click to obtain the
information needed to answer the question. A prompt or message will appear that will

indicate the need to click on a tab or button. See Box 1-11 for an example.

CLIENT'S CHART

History and

Physical Medications | Diagnostic Results
ltem 1: ltem 3: Item 4:

Has renal calculi Multivitamin Electrocardiogram
ltem 2 orally daily normal

Had thromboph-

lebitis 1year ago

The nurse reviews the history and physical examination documented in the medical
record of a client requesting a prescription for oral contraceptives. The nurse
determines that oral contraceptives are contraindicated because of which

documented item? Refer to chart.

Answer:



This chart/exhibit question provides you with data from the client’s medical record
and asks you to identify the item that is a contraindication to the use of oral
contraceptives. Oral contraceptives are contraindicated in women with a history of
any of the following: thrombophlebitis and thromboembolic disorders,
cardiovascular or cerebrovascular diseases (including stroke), any estrogen-
dependent cancer or breast cancer, benign or malignant liver tumors, impaired liver
function, hypertension, and diabetes mellitus with vascular involvement. Adverse
effects of oral contraceptives include increased risk of superficial and deep venous
thrombosis, pulmonary embolism, thrombotic stroke (or other types of strokes),

myocardial infarction, and accelerations of preexisting breast tumors.

Graphic Option Questions

In this type of question, the option selections will be pictures rather than text. Each
option will be preceded by a circle, and you will need to use the computer mouse to

click in the circle that represents your answer choice. See Box 1-12 for an example.

The nurse should place the client in which position to administer a soapsuds enema?

(Refer to the figures in 1-4.)
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(From Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8, St.
Louis, 2013, Mosby.)
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(From Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8, St.
Louis, 2013, Mosby.)

(From Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8, St.
Louis, 2013, Mosby.)

(From Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8, St.
Louis, 2013, Mosby.)

Answer:

This question requires you to select the picture that represents your answer choice.



To administer an enema, the nurse assists the client into the left side—lying (Sims)
position with the right knee flexed. This position allows the enema solution to flow
downward by gravity along the natural curve of the sigmoid colon and rectum,
improving the retention of solution. Option 1 is a prone position. Option 3 is a dorsal

recumbent position. Option 4 is a supine position.

Audio Questions

Audio questions will require listening to a sound to answer the question. These
questions will prompt you to use the headset provided and to click on the sound icon.
You will be able to click on the volume button to adjust the volume to your comfort
level, and you will be able to listen to the sound as many times as necessary. Content
examples include, but are not limited to, various lung sounds, heart sounds, or bowel

sounds.

Video Questions

Video questions will require viewing of an animation or video clip to answer the
question. These questions will prompt you to click on the video icon. There may be
sound associated with the animation and video, in which case you will be prompted to
use the headset. Content examples include, but are not limited to, assessment techniques,

nursing procedures, or communication skills.



Registering to Take the Examination

It is important to obtain an NCLEX examination candidate bulletin from the NCSBN
Web site at www.ncsbn.org because this bulletin provides all the information that you
need to register for and schedule your examination. It also provides you with Web site
and telephone information for NCLEX examination contacts. The initial step in the
registration process 1s to submit an application to the state board of nursing in the state
in which you intend to obtain licensure. You need to obtain information from the board
of nursing regarding the specific registration process because the process may vary from
state to state. When you receive confirmation from the board of nursing that you have
met all of the state requirements, you can register to take the NCLEX examination with
Pearson VUE. You may register for the examination through the Internet, by U.S. mail,
or by telephone. The NCLEX candidate Web site is http://www.pearsonvue.com/nclex.
Following the registration instructions and completing the registration forms
precisely and accurately are important. Registration forms not properly completed or
not accompanied by the proper fees in the required method of payment will be returned
to you and will delay testing. You must pay a fee for taking the examination; you also
may have to pay additional fees to the board of nursing in the state in which you are
applying. You will then be made eligible by the licensure board and will receive an
Authorization to Test (ATT) form. If you do not receive an ATT form within 2 weeks of
registration, you should contact the candidate services at 1-866-496-2539 (U.S.

candidates).


http://www.ncsbn.org
http://www.pearsonvue.com/nclex




Authorization to Test Form and Scheduling an
Appointment

You cannot make an appointment until you receive an ATT form. Note the validity dates
on the ATT form, and schedule a testing date and time before the expiration date on the
ATT form. The examination will take place at a Pearson Professional Center; U.S.
candidates can make an appointment through the Internet
(http://www.pearsonvue.com/nclex) or by telephone (1-866-496-2539). You can
schedule an appointment at any Pearson Professional Center. You do not have to take
the examination in the same state in which you are seeking licensure. A confirmation of
your appointment with the appointment date and time and the directions to the testing
center will be sent to you.

The ATT form contains important information, including your test authorization
number, candidate identification number, and validity date. You need to take your ATT
form to the test center on the day of your examination. You will not be admitted to the

examination if you do not have it.


http://www.pearsonvue.com/nclex

Changing Your Appointment

If for any reason you need to change your appointment to test, you can make the change
on the candidate Web site (http://www.pearsonvue.com/nclex) or by calling candidate
services. The change needs to be made 1 full business day (24 hours) before your
scheduled appointment. If you fail to arrive for the examination or fail to cancel your
appointment to test without providing appropriate notice, you will forfeit your
examination fee and your ATT form will be invalidated. This information will be
reported to the board of nursing in the state in which you have applied for licensure, and

you will be required to register and pay the testing fees again.


http://www.pearsonvue.com/nclex

Day of the Examination

It 1s important that you arrive at the testing center at least 30 minutes before the test is
scheduled. If you arrive late for the scheduled testing appointment, you may be required
to forfeit your examination appointment. If it is necessary to forfeit your appointment,
you will need to reregister for the examination and pay an additional fee. The board of
nursing will be notified that you did not take the test. A few days before your scheduled
date of testing, take the time to drive to the testing center to determine its exact location,
the length of time required to arrive to that destination, and any potential obstacles that
might delay you, such as road construction, traffic, or parking sites.

You must have the ATT and proper identification (ID) such as a U.S. driver’s
license, passport, U.S. state ID, or U.S. military ID to be admitted to take the
examination. All acceptable identification must be valid and not expired and contain a
photograph and signature (in English). In addition, the first and last names on the ID
must match the ATT form. According to the NCSBN guidelines, any name discrepancies
require legal documentation, such as a marriage license, divorce decree, or court action

legal name change.



Testing Accommodations

If you require testing accommodations, you should contact the board of nursing before
submitting a registration form. The board of nursing will provide the procedures for the
request. The board of nursing must authorize special testing accommodations. Following
board of nursing approval, the NCSBN reviews the requested accommodations and
must approve the request. If the request is approved, the candidate will be notified and

provided the procedure for registering for and scheduling the examination.



Testing Center

The test center is designed to ensure complete security of the testing process. Strict
candidate identification requirements have been established. You must bring the ATT
form and required forms of identification. You will be asked to read the rules related to
testing. A digital fingerprint and palm vein print will be taken. A digital signature and
photograph will also be taken at the test center. These identity confirmations will
accompany the NCLEX exam results. In addition, if you leave the testing room for any
reason, you may be required to perform these identity confirmation procedures again to
be readmitted to the room.

Personal belongings are not allowed in the testing room; all electronic devices must
be placed in a sealable bag provided by the test administrator and kept in a locker. Any
evidence of tampering with the bag could result in an incident and a result cancellation.
A locker and locker key will be provided for you; however, storage space is limited, so
you must plan accordingly. In addition, the testing center will not assume responsibility
for your personal belongings. The testing waiting areas are generally small; friends or
family members who accompany you are not permitted to wait in the testing center
while you are taking the examination.

Once you have completed the admission process, the test administrator will escort
you to the assigned computer. You will be seated at an individual work space area that
includes computer equipment, appropriate lighting, and erasable note board and a

marker. No items, including unauthorized scratch paper, are allowed into the testing



room. Eating, drinking, or the use of tobacco is not allowed in the testing room. You
will be observed at all times by the test administrator while taking the examination. In
addition, video and audio recordings of all test sessions are made. Pearson Professional
Centers has no control over the sounds made by typing on the computer by others. If
these sounds are distracting, raise your hand to summon the test administrator. Earplugs
are available on request.

You must follow the directions given by the test center staff and must remain seated
during the test except when authorized to leave. If you think that you have a problem
with the computer, need a clean note board, need to take a break, or need the test
administrator for any reason, you must raise your hand. You are also encouraged to
access the candidate Web site (http://www.pearsonvue.com/nclex) to obtain additional

information about the physical environment of the test center.


http://www.pearsonvue.com/nclex

Testing Time

The maximum testing time 1s 6 hours; this period includes the tutorial, the sample items,
all breaks, and the examination. All breaks are optional. The first optional break will be
offered after 2 hours of testing. The second optional break is offered after 3.5 hours of
testing. Remember that all breaks count against testing time. If you take a break, you
must leave the testing room and, when you return, you may be required to perform

1dentity confirmation procedures to be readmitted.



Length of the Examination

The minimum number of questions that you will need to answer 1s 75. Of these 75
questions, 60 will be operational (scored) questions and 15 will be pretest (unscored)
questions. The maximum number of questions in the test is 265. Fifteen of the total
number of questions that you need to answer will be pretest (unscored) questions.

The pretest questions are questions that may be presented as scored questions on
future examinations. These pretest questions are not identified as such. In other words,

you do not know which questions are the pretest (unscored) questions.



Pass-or-Fail Decisions

All the examination questions are categorized by test plan area and level of difficulty.
This is an important point to keep in mind when you consider how the computer makes a
pass-or-fail decision because a pass-or-fail decision is not based on a percentage of
correctly answered questions.

The NCSBN indicates that a pass or fail decision is governed by three different
scenarios. The first scenario 1s the 95% Confidence Interval Rule, in which the
computer stops administering test questions when it is 95% certain that the test-taker’s
ability is clearly above the passing standard or clearly below the passing standard. The
second scenario is known as the Maximum-Length Exam, in which the final ability
estimate of the test-taker is considered. If the final ability estimate is above the passing
standard, the test-taker passes; if it is below the passing standard, the test-taker fails.

The third scenario is the Run-Out-Of-Time-Rule (R.O.0.T). If the examination ends
because the test-taker ran out of time, the computer may not have enough information
with 95% certainty to make a clear pass-or-fail decision. If this is the case, the
computer will review the test-taker’s performance during testing. If the test-taker has not
answered the minimum number of required questions, the test-taker fails. If the test-
taker’s ability estimate was consistently above the passing standard on the last 60
questions, the test-taker passes. If the test-taker’s ability estimate falls to or below the
passing standard, even once, the test-taker fails. Additional information about pass or

fail decisions can be found in the 2013 NCLEX examination candidate bulletin located



at www.ncsbn.org.


http://www.ncsbn.org

Completing the Examination

When the examination has ended, you will complete a brief computer-delivered
questionnaire about your testing experience. After you complete this questionnaire, you
need to raise your hand to summon the test administrator. The test administrator will

collect and inventory all note boards and then permit you to leave.



Processing Results

Every computerized examination is scored twice, once by the computer at the testing
center and again after the examination is transmitted to Pearson Professional Centers.
No results are released at the test center; test center staff do not have access to
examination results. The board of nursing receives your result and your result will be
mailed to you approximately 1 month after you take the examination. In some states, an
unofficial result can be obtained via the Quick Results Service 2 business days after
taking the examination. This can be done through the Internet or telephone, and there is a
fee for this service. Information about obtaining your NCLEX result by this method can

be obtained on the NCSBN Web site under candidate services.



Candidate Performance Report

A candidate performance report is provided to a test-taker who failed the examination.
This report provides the test-taker with information about her or his strengths and
weaknesses in relation to the test plan framework and provides a guide for studying and
retaking the examination. If a retake 1s necessary, the candidate must wait 45 to 90 days
between examination administration. Test-takers should refer to the state board of
nursing in the state in which licensure is sought for procedures regarding when the

examination can be taken again.



Interstate Endorsement

Because the NCLEX-RN examination is a national examination, you can apply to take
the examination in any state. When licensure is received, you can apply for interstate
endorsement, which is obtaining another license in another state to practice nursing in
that state. The procedures and requirements for interstate endorsement may vary from
state to state, and these procedures can be obtained from the state board of nursing in the
state in which endorsement is sought. You may also be allowed to practice nursing in
another state if the state has enacted a Nurse Licensure Compact. The state boards of
nursing can be accessed via the NCSBN Web site at http://www.ncsbn.org. States that

participate in the Nurse Licensure Compact can also be located on this Web site.


http://www.ncsbn.org

Nurse Licensure Compact

It may be possible to practice nursing in another state under the mutual recognition
model of nursing licensure if the state has enacted a Nurse Licensure Compact. To
obtain information about the Nurse Licensure Compact and the states that are part of this

interstate compact, access the NCSBN Web site at http://www.ncsbn.org.


http://www.ncsbn.org

Additional Information about the Examination

Additional information regarding the NCLEX-RN examination can be obtained through
the 2013 NCLEX examination candidate bulletin located on the NCSBN Web site and
from the NCSBN (111 East Wacker Drive, Suite 2900, Chicago, IL 60601). The
telephone number for the NCLEX examinations department is 866-293-9600. The Web

site 1s http://www.ncsbn.org.


http://www.ncsbn.org

2

NCLEX-RN® Preparation for Foreign-
Educated Nurses: Transitional Issues for
Foreign-Educated Nurses

You have taken an important first step—seeking the information that you need to know
to become a registered nurse (RN) in the United States. The challenge that is presented
to you is one that requires great patience and endurance. The positive result of your
endeavor will reward you professionally, however, and give you the personal
satisfaction of knowing that you have become part of a family of highly skilled

professionals: registered nurses.



National Council of State Boards of Nursing

The National Council of State Boards of Nursing (NCSBN) is the agency that develops
and administers the NCLEX-RN examination, the examination that you need to pass to
become licensed as a registered nurse in the United States. Guidelines and procedures
must be followed and documents must be sought and submitted to become eligible to
take this examination. This chapter provides general information regarding the process
you need to pursue to become a registered nurse in the United States. An important first
step in the process of obtaining information about becoming a registered nurse in the
United States is to access the NCSBN Web site at http://www.ncsbn.org and obtain
information provided for international nurses in the NCLEX Web site link. The NCSBN
provides information about some of the documents you need to obtain as an international
nurse seeking licensure in the United States and about credentialing agencies. The
NCSBN also provides a resource manual for international nurses that contains all of the
necessary licensure information regarding the requirements for education, English
proficiency, and immigration requirements such as visas and VisaScreens. You are
encouraged to access the NCSBN Web site to obtain the most current information about

seeking licensure as a registered nurse in the United States.

A A first step is to access the NCSBN Web site at http://www.ncsbn.org and
obtain information provided for international nurses in the NCLEX Web site
link. The resource manual can be located at

www.ncsbn.org/Resource:manual for international nurses.pdf.
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State Requirements for Licensure

An important factor to consider as you pursue this process is that some requirements
may vary from state to state. You need to contact the board of nursing in the state in
which you are planning to obtain licensure to determine the specific requirements and
documents that you need to submit. Boards of nursing can decide either to use a
credentialing agency to evaluate your documents or to review your documents at the
specific state board, known as in-house evaluation. When you contact the board of
nursing in the state in which you intend to work as a nurse, inform them that you were
educated outside of the United States and ask that they send you an application to apply
for licensure by examination. Be sure to specify that you are applying for registered
nurse (RN) licensure. You should also ask about the specific documents needed to
become eligible to take the NCLEX exam. You can obtain contact information for each
state board of nursing through the NCSBN Web site at http://www.ncsbn.org. When you
have accessed the NCSBN Web site, select the link titled “Boards of Nursing.” In
addition, you can write to the NCSBN regarding the NCLEX exam. The address is 111
East Wacker Drive, Suite 2900, Chicago, IL 60601. The telephone number for the
NCSBN is 1-866-293-9600; international telephone 1s 011 1 312 525 3600; the fax

number 1s 1-312-279-1032.

A Contact the board of nursing in the state in which you are planning to obtain
licensure to determine the specific requirements and documents that you need to

submit. Documents that you need to submit vary state by state.


http://www.ncsbn.org




Credentialing Agencies

The state board of nursing in the state in which you are seeking licensure may choose to
use a credentialing agency to review your documents. If so, it is necessary that you use
the credentialing agency that the state requires. The state board of nursing will provide
you with the name and contact information of the credentialing agency. Seeking this
information is important because you need to know where to send your required
documents. In addition, the NCSBN Web site (http://www.ncsbn.org) can provide

information about credentialing agencies.


http://www.ncsbn.org

General Licensure Requirements

Required documents may vary depending on the state requirements. These documents
must be sent to either the state board of nursing or the credentialing agency specified by
the state. Neither the credentialing agency nor the state board of nursing will accept
these documents if they are sent directly from you. These documents must be official
documents sent directly from the licensing authority or other agency in your home
country to verify validity. Some of the general documents required are listed in Box 2-1;
however, remember that the documents you need to submit vary state by state. Use the
list provided in Box 2-1 as a checklist for yourself after you have found out about the

documents you are required to submit.

Proof of citizenship or lawful alien status

Work visa

VisaScreen certificate

Commission on Graduates of Foreign Nursing Schools (CGFNS) certificate
Criminal background check documents

Official transcripts of educational credentials sent directly to credentialing
agency or board of nursing from home country school of nursing

Validation of a comparable nursing education as that provided in U.S. nursing

programs; this may include theoretical instruction and clinical practice in a



variety of nursing areas, including, but not limited to, medical nursing, surgical
nursing, pediatric nursing, maternity and newborn nursing, community and public
health nursing, and mental health nursing

Validation of safe professional nursing practice in home country

Copy of nursing license or diploma or both

Proof of proficiency in the English language

Photograph(s)

Social security number

Application and fees

When all of your documents have been submitted, they will be reviewed. If you have
met the eligibility requirements to take the NCLEX examination, you will be notified
that you are eligible. Then you need to obtain an application to take the NCLEX exam
from the state in which you intend to seek licensure and submit the required fees. Your
application will be reviewed and processed, and you will be notified that you can make
an appointment to take the NCLEX exam. Additional information about the application
process for the NCLEX exam can be obtained at the NCSBN Web site at
www.ncsbn.org. Box 2-2 provides a brief list of the general steps to take in the

licensure process.

Access the NCSBN Web site at http://www.ncsbn.org and read the literature


http://www.ncsbn.org
http://www.ncsbn.org

provided for international nurses.

Contact the board of nursing in the state in which you are planning to obtain
licensure to determine the specific requirements and documents that you need to
submit.

Have the required documents sent from the appropriate agency in your home
country.

When you are notified about eligibility to take the NCLEX exam, obtain the
application form from the state in which you intend to obtain licensure, complete
the form, and submit it with required fees.

Schedule an appointment to take the NCLEX exam when you receive your
Authorization to Test (ATT) form.

Take the NCLEX exam.

Become a registered nurse in the United States.

A Official documents must be sent directly from the licensing authority or other

agency in your home country.



Work Visa

A foreign-educated nurse who wants to work in the United States needs to obtain the
proper work visa or visas. Obtaining the work visa is a U.S. federal government
requirement. To obtain information about the work visa and the application process,
contact the Department of Homeland Security (DHS), Office of U.S. Citizenship and
Immigration Services (USCIS). The Web site is

http://www.immigrationdirect.com/index.html.


http://www.immigrationdirect.com/index.html

VisaScreen

U.S. immigration law requires certain health care professionals to complete a screening
program successfully before receiving an occupational (work) visa (Section §343 of the
Illegal Immigration Reform and Immigrant Responsibility Act of 1996). To become a
registered nurse in the United States, you are required to obtain a VisaScreen certificate.
You can ask about the VisaScreen certificate when you make your initial contact with
the state board of nursing in which you are seeking licensure. The VisaScreen is a
federal screening program, and the certificate needs to be obtained through an

organization that offers this program.

A Obtaining the work visa and the VisaScreen is a U.S. federal government

requirement.
The Commission on Graduates of Foreign Nursing Schools (CGFNS) is an organization
that offers this federal screening program. The VisaScreen components of this program
include an educational analysis, license verification, assessment of proficiency in the
English language, and an examination that tests nursing knowledge. When the applicant
successfully achieves each component, the applicant is presented with a VisaScreen
certificate. You can obtain information related to the VisaScreen through the CGFNS
Web site at http://www.cgfns.org. The CGFNS Web site also provides you with
specific information about the components of this program.

The CGFNS is also a credentialing agency and awards a CGFNS certificate to the

applicant when all eligibility requirements are met. Some state boards of nursing use the


http://www.cgfns.org

CGFNS as a credentialing agency and require a CGFNS certificate, whereas others do
not. Check with the state board of nursing regarding this certificate. The CGFNS
certification program contains three parts, and you must complete all parts successfully
to be awarded a CGFNS certificate. The three parts include a credentials review, a
qualifying examination that tests nursing knowledge, and an English language
proficiency examination. These components are similar to those needed to obtain the
VisaScreen certificate. You can obtain information related to the CGFNS certificate

through the CGFNS Web site at http://www.cgfns.org.

A The NCLEX examination is administered in English only.


http://www.cgfns.org

Registering to Take the NCLEX® Exam

When you have completed all state and federal requirements and received
documentation that you are eligible to take the NCLEX examination, you can register for
the exam. You need to obtain information from the state board of nursing in the state in
which you are seeking licensure regarding the specific registration process because the
process may vary from state to state. The NCLEX candidate Web site 1s

http://www .pearsonvue.conm/nclex, and you are encouraged to access this site for
additional information. Following the registration instructions and completing the
registration forms precisely and accurately are important. You must pay a fee for taking
the examination, and you may have to pay additional fees to the board of nursing in the
state in which you are applying. When your eligibility is determined by the state
licensure board, you will receive an Authorization to Test (ATT) form. You cannot
make an appointment to test until the board of nursing declares eligibility and you

receive an ATT form.

A Registration forms for taking the NCLEX exam that are not properly
completed or not accompanied by the proper fees in the required method of
payment will be returned to you and will delay testing.
The examination takes place at a Pearson Professional Center, and you can make an
appointment through the Internet or by telephone. You can schedule an appointment at

any Pearson Professional Center. You do not have to take the exam in the state in which

you are seeking licensure. NCLEX exam testing abroad is also available in some


http://www.pearsonvue.com/nclex

countries, and it is recommended that you visit the NCLEX Web site for current
information about international testing sites. Chapter 1 contains additional information
regarding the NCLEX exam and testing procedures. You can also obtain information
about the registration process and testing procedures from the NCSBN Web site at

http://www.ncsbn.org.


http://www.ncsbn.org

Preparing to Take the NCLEX® Exam

When you have successfully completed the requirements to become eligible to take the

NCLEX exam, you have one more important goal to achieve: to pass the NCLEX exam.

A Begin preparing for the NCLEX exam as soon as possible; start preparing

even before you begin the licensure process.
I highly recommend adequate preparation for the NCLEX exam because the examination
1s difficult. An important step that you have taken in preparing is that you are using this
book, Saunders Comprehensive Review for the NCLEX-RN® Examination. After you
have reviewed the content and answered the practice questions, the next step in your
journey to success is to use the companion book, Saunders Q&A Review for the
NCLEX-RN® Examination; this book provides you with more practice questions based
on the NCLEX-RN examination test plan framework, with a specific focus on Client
Needs and Integrated Processes. Then you will be ready for HESI/Saunders Online
Review for the NCLEX-RN® Examination. Additional products in the Saunders
Pyramid to Success include Saunders Strategies for Test Success: Passing Nursing
School and the NCLEX® Exam and Saunders O&A Review Cards for the NCLEX-RN®
Exam. These additional products are described next.

HESI/Saunders Online Review for the NCLEX-RN® Examination addresses all

areas of the test plan identified by the NCSBN. The course contains a pretest that
provides feedback regarding your strengths and weaknesses and that generates an

individualized study schedule in a calendar format. Content review is in an outline



format and includes self-check practice questions and testlets (also known as case
studies), figures and illustrations, a glossary, and animations and videos. Numerous
practice exams are included. There are more than 2500 practice questions, and the types
of questions in this course include multiple-choice and alternate item formats, including
audio and video questions.

Saunders Strategies for Test Success: Passing Nursing School and the NCLEX®
Exam focuses on the test-taking strategies that will prepare you for the NCLEX-RN
exam. The chapters describe all the test-taking strategies and include several sample
questions that illustrate how to use the test-taking strategy. Also included in this book 1s
information on cultural characteristics and practices, pharmacology strategies,
medication and intravenous calculations, laboratory values, positioning guidelines, and
therapeutic diets. This book has practice questions. All the practice questions reflect the
framework and the content identified in the NCLEX-RN test plan and include multiple-
choice and alternate item format questions, including audio and video questions.

Saunders Q&A Review Cards for the NCLEX-RN® Exam is organized by content
areas and the test plan framework of the NCLEX-RN test plan. It provides you with
1200 unique practice test questions on portable and easy-to-use cards. The question is
on the front of the card, and the answer, rationale, test-taking strategy, and content area
code are on the back of the card. This product includes multiple-choice questions and
alternate item format questions, including fill-in-the-blank, multiple-response, ordered-
response, figure and graphic item questions, and chart/exhibit questions.

All the products in the Saunders Pyramid to Success can be obtained online by



visiting http://elsevierhealth.com or by calling 800-545-2522.

A Stay positive and confident, and believe that you can achieve your goal.

Finally, never lose sight of your goal. Patience and dedication contribute significantly to
your achieving the status of registered nurse. Remember, success is climbing a
mountain, facing the challenge of obstacles, and reaching the top of the mountain. I wish
you the best success in your journey and beginning your career as a registered nurse in

the United States.


http://elsevierhealth.com

£ s/’ CHAPTER 3

Pathways to Success
Laurent W. Valliere, BS, DD




A The Pyramid to Success

Preparing to take the NCLEX-RN examination can produce a great deal of anxiety. You
may be thinking that this exam is the most important one you will ever have to take and
that it reflects the culmination of everything that you have worked so hard for. This is an
important examination because receiving your nursing license means that you can begin
your career as a registered nurse. Your success on this exam involves getting rid of all
thoughts that allow this examination to appear overwhelming and intimidating. Such
thoughts can take complete control over your destiny. A strong positive attitude, a
structured plan for preparation, and maintaining control in your pathway to success

ensure reaching the peak of the Pyramid to Success (Fig. 3-1).

Registered MNurse!

Structured
study plan

FIGURE 3-1 Pyramid to Success.




Pathways to Success (Box 3-1)

BOX 3-1 Pathways to Success

Foundation

Maintaining a strong positive attitude
Thinking about short-term and long-term realistic goals
Developing a plan for preparation

Maintaining control

List

Writing short-term and long-term realistic goals in a journal

Plan for Preparation

Developing a study plan and schedule

Deciding on the place to study

Balancing personal and work obligations with the study schedule
Sharing the study schedule and personal needs with others

Implementing the study plan

Positive Pampering
Planning time for exercise and fun activities
Establishing healthy eating habits

Including activities in the schedule that provide positive mental stimulation



Reviewing and identifying goals achieved

Remaining focused to complete the plan of study

Writing down the date and time of the examination and posting it next to your name
with the letters “RN” following, and the word “yes!”

Planning a test drive to the testing center

Relaxing activities on the day before the examination

Grooming yourself for success

Eating a nutritious breakfast

Maintaining a confident and positive attitude
Maintaining control—breathe and focus
Meeting the challenges of the day

Reaching the peak of the Pyramid to Success

Foundation

The foundation of pathways to success begins with a strong positive attitude, the belief
that you will achieve success, and developing control. It also includes developing a list
of your personal short-term and long-term goals and a plan for preparation. Without
these components, your pathway to success leads to nowhere and has no endpoint. You
will expend energy and valuable time in your journey, lack control over where you are

heading, and experience exhaustion without any accomplishment.



Where do you start? To begin, find a location that offers solitude. Sit or lie in a
comfortable position, close your eyes, relax, inhale deeply, hold your breath to a count
of four, exhale slowly, and, again, relax. Repeat this breathing exercise several times
until you feel relaxed, free from anxiety, and in control of your destiny. Allow your
mind to become void of all mind chatter; now you are in control and your mind’s eye
can see for miles. Next, reflect on all that you have accomplished and the path that
brought you to where you are today. Keep a journal of your reflections as you plan the

order of your journey through the Pyramid to Success.

List

It is time to create the “List.” The List is your set of short-term and long-term goals.
Begin by developing the goals that you wish to accomplish today, tomorrow, over the
next month, and in the future. Allow yourself the opportunity to list all that is flowing
from your mind. Write your goals in your personal journal. When the List is complete,
put it away for 2 or 3 days. After that time, retrieve and review the List and begin the

process of planning to prepare for the NCLEX-RN exam.

Plan for Preparation

Now that you have the List in order, look at the goals that relate to studying for the
licensing exam. The first task is to decide what study pattern works best for you. Think
about what has worked most successfully for you in the past. Questions that must be

addressed to develop your plan for study are listed in Box 3-2.



Do I work better alone or in a study group?

If T work best in a group, how many study partners should I have?

Who are these study partners?

How long should my study sessions last?

Does the time of day that I study make a difference?

Do I retain more if I study in the morning?

How does my work schedule affect my study pattern?

How do I balance my family obligations with my need to study?

Do I have a comfortable study area at home or should I find another environment that

is conducive to my study needs?

The plan must include a schedule. Use a calendar to plan and document the daily
times and nursing content areas for your study sessions. Establish a realistic schedule
that includes your daily, weekly, and future goals, and stick to your plan of study. This
consistency will provide advantages to you and the people supporting you. You will
develop a rhythm that can enhance your retention and positive momentum. The people
who are supporting you will share this rhythm and be able to schedule their activities
and lives better when you are consistent with your study schedule.

The length of the study session depends on your ability to focus and concentrate. You
need to think about quality rather than quantity when you are deciding on a realistic

amount of time for each session. Plan to schedule at least 2 hours of quality time daily.



If you can spend more than 2 hours, by all means do so.

You may ask, “What do you mean by quality time?”” Quality time means spending
uninterrupted quiet time at your study session. This may mean that you have to isolate
yourself for these study sessions. Think again about what has worked for you during
nursing school when you studied for examinations; select a study place that has worked
for you in the past. If you have a special study room at home that you have always used,
plan your study sessions in that special room. If you have always studied at a library,
plan your study sessions at the library. Sometimes it is difficult to balance your study
time with your family obligations and possibly a work schedule, but, if you can, plan
your study time when you know that you will be at home alone. Try to eliminate anything
that may be distracting during your study time. Silence your cell phone appropriately so
that you will not be disturbed. If you have small children, plan your study time during
their nap time or during their school hours.

Your plan must include how you will manage your study needs with your other
obligations. Your family and friends are key players in your life and are going to
become part of your Pyramid to Success. After you have established your study needs,
communicate your needs and the importance of your study plan to your family and
friends.

A difficult part of the plan may be how to deal with family members and friends who
choose not to participate in your plan for success. For example, what do you do ifa
friend asks you to go to a movie and it is your scheduled study time? Your friend may

say, “Take some time off. You have plenty of time to study. Study later when we get



back!” You are faced with a decision. You must weigh all the factors carefully. You
must keep your goals in mind and remember that your need for positive momentum is
critical. Your decision may not be an easy one, but it must be one that will ensure your

goal of becoming a registered nurse is achieved.



Positive Pampering

Positive pampering means that you must continue to care for yourself holistically.
Positive momentum can be maintained only if you are properly balanced. Proper
exercise, diet, and positive mental stimulation are crucial to achieving your goal of
becoming a registered nurse. Just as you have developed a schedule for study, you
should have a schedule that includes fun and physical activity. It is your choice—
aerobics, walking, weight lifting, bowling, or whatever makes you feel good about
yourself. Time spent away from the hard study schedule and devoted to some fun and
physical exercise pays you back a hundred fold. You will be more energetic with a
schedule that includes these activities.

Establish healthy eating habits. Stay away from fatty foods because they slow you
down. Eat lighter meals and eat more frequently. Include complex carbohydrates in your
diet for energy, and be careful not to include too much caffeine in your daily diet.

Take the time to pamper yourself with activities that make you feel even better about
who you are. Make dinner reservations at your favorite restaurant with someone who 1s
special and is supporting your goal. Take walks in a place that has a particular
tranquility that enables you to reflect on the positive momentum that you have achieved
and maintained. Whatever it is, wherever it takes you, allow yourself the time to do

some positive pampering.



Final Preparation

You have established the foundation of your Pyramid to Success. You have developed
your list of goals and your study plan, and you have maintained your positive
momentum. You are moving forward, and in control. When you receive your date and
time for the NCLEX-RN examination, you may immediately think, “I am not ready!”
Stop! Reflect on all you have achieved. Think about your goal achievement and the
organization of the positive life momentum with which you have surrounded yourself.
Think about all the people who love and support your effort to become a registered
nurse. Believe that the challenge that awaits you is one that you have successfully
prepared for and will lead you to your goal of becoming a registered nurse.

Take a deep breath and organize the remaining days so that they support your
educational and personal needs. Support your positive momentum with a visual
technique. Write your name in large letters, and write the letters “RN” after it. Post one
or more of these visual reinforcements in areas that you frequent. This 1s a visual
motivational technique that works for many nursing graduates preparing for this
examination.

It is imperative that you not fall into the trap of expecting too much of yourself. The
idea of perfection must not drive you to a point that causes your positive momentum to
falter. You must believe and stay focused on your goal. The date and time are at hand.
Write the date and time, and underneath write the word “yes!” Post this next to your

name plus “RN.”



Ensure that you have command over how to get to the testing center. A test runis a
must. Time the drive, and allow for road construction or whatever might occur to slow
traffic down. On the test run, when you arrive at the test facility, walk into it and
become familiar with the lobby and the surroundings. This may help alleviate some of
the peripheral nervousness associated with entering an unknown building. Remember
that you must do whatever it takes to keep yourself in control. If familiarizing yourself
with the facility will help you maintain positive momentum, by all means be sure to do
SO.

It is time to check your study plan and make the necessary adjustments now that a
firm date and time are set. Adjust your review so that your study plan ends 2 days
before the examination. The mind is like a muscle. If it is overworked, it has no strength
or stamina. Your strategy is to rest the body and mind on the day before the examination.
Your strategy is to stay in control and allow yourself the opportunity to be absolutely
fresh and attentive on the day of the examination. This will help you control the
nervousness that is natural, achieve the clear thought processes required, and feel
confident that you have done all that is necessary to prepare and conquer this challenge.
The day before the examination is to be one of pleasure. Treat yourself to what you
enjoy the most.

Relax! Take a deep breath, hold to a count of four, and exhale slowly. You have
prepared yourself well for the challenge of tomorrow. Allow yourself a restful night’s
sleep, and wake up on the day of the examination knowing that you are absolutely

prepared to succeed. Look at your name with “RN” after it and the word “yes!”






Day of the Examination (Box 3-3)

BOX3-3 Day of the Examination

Breathe: Inhale deeply, hold your breath to a count of four, exhale slowly

Believe: Have positive thoughts today and keep those thoughts focused on your
achievements

Control: You are in command

Believe: This 1s your day

Visualize: “RN” with your name

Wake up believing in yourself and that all you have accomplished is about to propel you
to the professional level of registered nurse. Allow yourself plenty of time, eat a
nutritious breakfast, and groom yourself for success. You are ready to meet the
challenges of the day and overcome any obstacle that may face you. Today will soon be
history, and tomorrow will bring you the envelope on which you read your name with
the words “Registered Nurse” after it.

Be proud and confident of your achievements. You have worked hard to achieve
your goal of becoming a registered nurse. If you believe in yourself and your goals, no
one person or obstacle can move you off the pathway that leads to success!

Congratulations, and I wish you the very best in your career as a registered nurse!



THIS IS NOT A TEST

1. What are the factors needed to ensure a productive study environment? Select all

that apply.

1. Secure a location that offers solitude

2. Plan breaks during your study session

3. Establish a realistic study schedule that includes your goals

4. Continue with the study pattern that has worked best for you

Answer: 1,2, 3,4

Rationale: A location of solitude helps to ensure concentration. Taking breaks during
your study session helps to clear your mind and increase your ability to concentrate and
focus. Establishing a realistic study pattern will keep you in control. Do not vary your

study pattern. It has been successful for you, so why change now?

2. What are key factors in your final preparation? Select all that apply.
1. Remain focused on the study plan
2. Visualize the “RN” after your name
3. Avoid studying the day before the exam and relax

4. Know where the testing facility is and how long it takes to get there

Answer: 1,2, 3,4

Rationale: Focus on your plan of study and success will follow. Positive



reinforcement: Write your name in large letters on a piece of paper with “RN” after
your name and post it where you see it often. Allow yourself a day of pampering before
the test. Wake up on the day of the test refreshed and ready to succeed. Ensure that you

know where the testing facility is; map out your route and the average time it takes to

arrive.

3. What key points do the “Pathways to Success” emphasize to help ensure your

success? Select all that apply.

1. A strong positive attitude

2. Believing in your ability to succeed

3. Being proud and confident in your achievements

4. Maintaining control of your mind, surrounding environment, and physical being

Answer: 1,2, 3,4
Rationale: A strong positive attitude leads to success. Believe in who you are and the

goals you have set for yourself. Be “proud and confident.” If you believe in yourself

you will achieve success. Maintain control and all your goals are attainable.

Your grade: A +
Continue to “Believe” and you will succeed.

RN belongs to you!



Believe!
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The NCLEX-RN® Examination: From a
Graduate’s Perspective
David Morrow, RN, BSN

Receiving a bachelor of science degree (BSN) in nursing was one of the proudest
moments of my life. Walking across the stage with my classmates at the graduation
ceremony had seemed like a distant dream 16 months earlier, and now the day was upon
me. Strangely enough, it still felt like a dream to finally be finished with school. Even
so0, there was no denying that I now had my BSN! Of course, there were two more
letters I wanted after my name, and to get them I would have to pass one more test.
Several weeks earlier I had submitted everything to the State Board of Nursing in
anticipation of applying for a license, so now I was waiting for my school to send
confirmation to the board that I had completed my degree. Once that occurred, an
Authorization to Test (ATT) would be sent to me via e-mail and I would be able to
choose a date for taking the NCLEX. At this point I wanted to take the test as soon as
possible. I spent the last several weeks before the NCLEX studying, catching up with

friends whom I hadn’t talked to for 16 months, and slowly getting used to the idea that |



would never again have to walk into a patient’s room and say “Hi, my name is David.
I’m a student nurse and I’ll be helping take care of you today.”

One by one, my classmates began receiving their ATTs and scheduling their tests. I
was trying to be patient but after about 3 weeks I couldn’t take it any longer. I called
Pearson VUE and explained that I had been waiting patiently for my ATT and that |
wanted to make sure there weren’t any problems. I was informed that the ATT can take
up to 6 weeks to arrive, which was the standard answer [ was expecting. I persisted,
however, and the representative was kind enough to check into the matter a little further.
She informed me that they hadn’t received all of the necessary information from the
State Board of Nursing, and that was why I hadn’t received my ATT. I thanked her
profusely and immediately called the board. Apparently there had been a glitch in
sending my information to Pearson. The information was re-sent, and less than 24 hours
later I received a most welcome e-mail in my inbox.

[ went online to reserve a test date and found that there were no dates available in
Las Vegas for 2 weeks. There was no way [ was waiting another 2 weeks to take the
NCLEX. Let’s expand the search area to any testing center within 500 miles. I hear
Provo is nice this time of year, but maybe that’s a little too far. Pasadena has an open
slot in only 2 days! I jumped on it. I would leave the next day, stay the night, then wake
up and take the test the following day. Perfect.

Driving over 200 miles to a testing center might have increased the anxiety level of
many test-takers, but for me it had the opposite effect. I passed the miles reflecting on

the path my life had taken since making the decision to become an RN over 2 years



earlier. When I started the whole process I felt like it would take forever. Now as I
looked back it all seemed like a blur. It went by so fast, a little too fast at times. In our
last semester, I remember commenting to my classmates that I couldn’t believe we were
going to be RNs soon. It was a scary thought. I didn’t feel ready. Knowing that most of
them felt the same way made me feel a little better, I suppose. All the exams were
behind me now, along with the lab competencies, the clinicals, the endless study
sessions, and all the general anxiety that comes with being a nursing student. Everything
I had accomplished now came down to one last test.

Many things motivated me to become an RN. Among them were a desire to help
people, job security, the professionalism associated with nursing, and the broad
opportunities within the field. In our final semester, two members of the Board of
Nursing gave a presentation regarding licensure. They talked about the NCLEX, how to
apply for licensure, and other useful tidbits to help us transition to becoming practicing
RNs. When discussing the importance of getting and maintaining a license, one of them
said in all seriousness that a bachelor’s degree in nursing is essentially useless without
a license to practice. Well, that was just great. [ went into nursing expecting a
guaranteed job. She certainly wasn’t deriding all the hard work we had done or the
accomplishment of earning a BSN, but without a license you’re not an RN. I tried not to
think about it during my trip.

Once I arrived, I decided that my first order of business was to find the testing
center. | wanted to know the location of the building, the parking situation, if there was a

coffee shop or restaurant nearby, and any other information that might help me avoid



disaster on test day. Everything looked pretty straightforward, so I grabbed some food,
found a hotel room, and tried to relax.

Suddenly, I wasn’t sure what to do with myself. Should I study? I had been studying
for weeks. Actually all of nursing school was one big preparation for the NCLEX, so if
I wasn’t ready by now I would never be ready. Still, there was no way that I could not
study for the biggest test of my life. I survived nursing school by coming into every exam
with as much preparation as possible and [ wasn’t about to treat the NCLEX any
differently. I pulled out the resources I had been using for the past few weeks and tried
to review anything I could.

The Saunders Comprehensive Review for the NCLEX-RN® Examination book was
a favorite of many students. I also liked the Saunders Q&A Review for the NCLEX-RN®
Examination simply because it contained so many questions. In preparation for the
NCLEX, I answered practice questions, and then went through them all again. I wanted
to make sure that [ could answer every question right away, without hesitation. More
importantly, I made sure I understood the rationale behind each answer. As I reviewed
questions I was surprised at how much nursing content I had forgotten. As I did
questions over and over my confidence grew. [ was answering most questions correctly
on the first try, and concepts I had forgotten were quickly reinforced.

After spending time reviewing some final practice questions, I just wanted to relax. |
made a couple of phone calls to classmates for moral support, then turned on the TV and
tried to coax myself to sleep. I slept well that night. There was no need for an alarm

clock since I’d scheduled a 2:00 pM test time. I’m more of a night person than a morning



person, so the later in the day I could take the test the better. I awoke around 9:30 AM,
checked out of my room, and went for breakfast before heading to the testing center. |
found a parking spot with a good 2 hours to spare, so I headed to a coffee shop across
the street and ordered an iced coffee. I moved to a table on the sidewalk outside the
coffee shop, pulled out my computer to do some surfing, and tried to relax. An hour later
I decided to take a walk. I took my laptop back to the car and set off down the tree-lined
streets of Pasadena.

I kept checking my phone for the time and thinking “don’t be late.” I decided to head
to the testing center. I arrived with 30 minutes to spare, used the restroom, and then
checked in. I knew beforehand that I would be asked to place my personal belongings
into a locker, so I brought as little as possible. I was required to keep my driver’s
license with me and nothing else. Before entering the testing room I was photographed
and completed other identity procedures. The rules were explained, and then I entered
the testing room and sat down at my assigned station. | heard something about being able
to take a break after an hour and a half, or maybe it was 2 hours. I guess [ wasn’t paying
attention because I was hoping not to be there that long.

I knew that the NCLEX can be completed in as little as 75 questions or as many as
265. If a test-taker is sufficiently above or below minimum competency, the test could
end at 75 questions. I tend to take tests relatively quickly, so if I did well I thought I
could be done in an hour or so. I started the test and just went for it. If I didn’t know an
answer I didn’t stay on the question too long. Go with your instincts, use testing

strategies, and move on. [ wanted the test to end at question 75 but I didn’t think about it



too much until I actually got to the 75th question. When I submitted the answer I held my
breath for a second. The computer informed me that my test was now complete. I
breathed a sigh of relief.

I walked out of the testing center feeling relatively good about the whole experience.
I thought I must have been doing well because the questions became insanely difficult
pretty quickly. Now I could enjoy a pleasant drive home...maybe. The thought that I
couldn’t have answered very many of the questions correctly kept nagging me. I started
remembering specific questions and the answers I gave, and I began doubting my
judgment on some of them. I had over 200 miles of driving to think about it.

All of the anxiety that I should have felt before the test was taking over my thoughts.
I must have passed, right? What if I didn’t? The words of the State Board of Nursing
representative started coming back: “A nursing degree is relatively useless without a...”
I stopped myself in mid-thought. Don’t think that way. You’re fine. Just relax.

[ drove the rest of the way home as the sun slowly dipped behind the mountains. As
the miles slipped behind me I started to realize that I had done it. Any doubts I had
started to melt away, and the weight of preparing for the biggest test of my life was
gone. I was certain that I had passed the NCLEX. In a week or so I would be receiving
notification from the State Board of Nursing that I was licensed to practice as a
registered nurse. There was still a hint of daylight to the west when I entered the valley.
A smile crept over my face. I’'m home. I really did it. ’'m going to be an RN.

Not long after becoming an RN, I accepted a position in the emergency department at

the hospital where I had done most of my clinical rotations. The learning curve was



steep, but I can honestly say that I love my job. I learn something new every day, and I
really do feel that I’'m making a difference in people’s lives. Your first year in nursing
will be the toughest. Don’t give up. If you’re in a job that doesn’t seem like a good fit
there are a multitude of other opportunities available. Just give it a chance. You might
not land your dream job right out of school, but nursing can be a dream career if you
have the right attitude and stick with it.

As a graduate who recently took the NCLEX, I can offer some bits of advice. First
of all, study. I know that some students will say that you don’t need to study for the
NCLEX, but I disagree. If nothing else, studying will help you reinforce what you
already know, and remind you of what you’ve forgotten. The reduction in test anxiety
alone 1s worth the effort. It may be the biggest test you ever take. Don’t be “kind of”
ready for it. Be “all the way” ready. Trust me on this one.

Do anything you can to reduce anxiety on test day. Make sure you arrive early, and
that you know how to get to the testing center. Make a dry run a day or two beforehand if
necessary. Leave home early enough so that you know you’ll be on time no matter what.
If you’re running late your anxiety level will rise with each passing minute, and by the
time you get there you’ll be so worked up and flustered that the last thing you should be
doing is taking the NCLEX. If you’re a morning person, take the test early. If you don’t
like getting up early, take it in the afternoon. Do whatever works best for you. Remove
as many obstacles as you possibly can.

Finally, don’t wait too long to take the NCLEX. Waiting a few weeks is no big deal.

If you wait more than 1 or 2 months after graduation, your anxiety level will only



increase, and the knowledge you’ve accumulated in nursing school will slowly seep
away with each passing day. You might try to rationalize putting off the test by
convincing yourself that you’ll have more time to study, which means you’ll do better on
the test. Allow me a moment to convince you otherwise. There’s no way you can
duplicate the experience of nursing school after you’ve graduated. Exposure to the
clinical setting, classroom time, and the constant testing you went through while in
school kept you in “nursing school mode.” Simply put, nursing school teaches you to
think like a nurse. Schedule a test date within a couple weeks of receiving your
authorization to take the NCLEX and devote time each day to studying and doing
practice questions. Every faculty member at my school gave this advice to the students
and I couldn’t agree more.

One of the comments that I hear most often from patients and family members is
“Wow, I would never do your job. Not ever.” I just smile at them and respond with,
“Yes, it can be very challenging. It’s not for everyone, that’s for sure.” In spite of the
challenges, nursing is a fantastic profession. I’ve put my heart and soul into it, and in
return I’ve received much more than I ever imagined. I hope it will be the same for each
of you. Nursing school consumed my life for four straight semesters. I spent 16 months
studying, wondering if I was on the right path, sharing tears with classmates who didn’t
make the grade, and in the end knowing that it would all mean very little if I couldn’t
pass one last test. After everything I’ve been through to get those two letters after my
name [ will never (and I mean never) grow tired of introducing myself to my patients

with a smile and saying “Hi, I’'m David. I’'m an RN and I’ll be taking care of you today.”



I’d like to thank Dr. Linda Silvestri for giving me the opportunity to write this

chapter. Your confidence and support have meant a great deal to me. Thank you again.



= CHAPTER 5
Test-Taking Strategies

If you would like to read more about test-taking strategies after completing this chapter,
Saunders Strategies for Test Success: Passing Nursing School and the NCLEX® Exam
focuses on the test-taking strategies that will help you pass your nursing examinations

while in nursing school and will prepare you for the NCLEX-RN examination.

I. Key Test-Taking Strategies (Box 5-1)

BOX5-1 Key Test-Taking Strategies

= Avoid asking yourself, “Well, what if ...?” because this will lead you right into
reading into the question.

= Focus only on the information in the question, read every word, and make a
decision regarding what the question is asking.

= Look for the strategic words in the question; strategic words make a difference
regarding what the question is asking about.

= Always use the process of elimination when choices or options are presented;



when you have eliminated options, reread the question before selecting your final
choice or choices.

= Determine whether the question is a positive or negative event query.

= Use all your nursing knowledge, your clinical experiences, and your test-taking

skills and strategies to answer the question.

II. How to Avoid Reading into the Question (Box 5-2)

BOXS5-2 Practice Question: Avoiding the “What if...” Syndrome and

Reading into the Question

The nurse is caring for a hospitalized client with a diagnosis of heart failure who

suddenly complains of shortness of breath and dyspnea. The nurse should take which

immediate action?

1. Administers oxygen to the client
2. Elevates the head of the client’s bed
3. Calls the health care provider (HCP)

4. Prepares to administer furosemide (Lasix)

Answer: 2

Test-Taking Strategy: Now you may immediately think the client has developed
pulmonary edema, a complication of heart failure, and needs a diuretic. Although
pulmonary edema is a complication of heart failure, there is no information in the

question that indicates the presence of pulmonary edema. The question simply states



that the client suddenly complains of shortness of breath and dyspnea. Read the
question carefully. Note the strategic word immediate and focus on the subject: the
client’s complaints. An HCP’s prescription is needed to administer oxygen. Although
the HCP may need to be notified, this is not the immediate action. Furosemide is a
diuretic and may or may not be prescribed for the client. Because there is no
information in the question that indicates the presence of pulmonary edema, option 2
1s correct. The question is asking you for a nursing action, so that is what you need to
look for as you eliminate the incorrect options. Use nursing knowledge and test-
taking strategies to assist in answering the question. Remember to avoid the “What if

...7” syndrome and reading into the question.

A. Pyramid Points

1. Avoid asking yourself the forbidden words, “Well, what if ...?” because this will
lead you right into the “forbidden” area: reading into the question.

2. Focus only on the information in the question, read every word, and make a
decision about what the question is asking.

3. Look for the strategic words in the question, such as immediate, initial, first,
priority, side effect, or toxic effect,; strategic words make a difference regarding
what the question is asking.

4. In multiple-choice questions, multiple-response questions, or questions that
require you to arrange nursing interventions or other data in order of priority,

read every choice or option presented before answering.



5. Always use the process of elimination when choices or options are presented;
after you have eliminated options, reread the question before selecting your final
choice or choices.

6. With questions that require you to fill in the blank focus on the information in the
question and determine what the question is asking; if the question requires you to
calculate a medication dose, an intravenous flow rate, or intake and output
amounts, recheck your work in calculating and always use the on-screen
calculator to verify the answer.

B. Ingredients of a question (Box 5-3)

Event: The nurse 1s caring for a client with terminal cancer.

Event Query. The nurse should consider which factor when planning opioid pain

relief?

Options:

Not all pain is real.
Opioid analgesics are highly addictive.
Opioid analgesics can cause tachycardia.

Around-the-clock dosing gives better pain relief than as-needed dosing.

Answer:

Test-Taking Strategy: Focus on the subject and the client’s diagnosis. Around-the-



clock dosing provides increased pain relief and decreases stressors associated with
pain, such as anxiety and fear. Pain is what the client describes it as, and any
indication of pain should be perceived as real for the client. Opioid analgesics may
be addictive, but this 1s not a concern for a client with terminal cancer. Not all

opioid analgesics cause tachycardia.

1. The ingredients of a question include the event, which is a client or clinical
situation; the event query; and the options or answers.

2. The event provides you with the content about the client or clinical situation that
you need to think about when answering the question.

3. The event query asks something specific about the content of the event.

4. The options are all the answers provided with the question.

5. In a multiple-choice question, there will be four options and you must select one;
read every option carefully and think about the event and the event query as you
use the process of elimination.

6. In a multiple-response question, there will be several options and you must select
all options that apply to the event in the question; visualize the event and use your
nursing knowledge and clinical experiences to answer the question.

7. In a prioritizing (ordered response)/drag-and-drop question, you will be required
to arrange in order of priority nursing interventions or other data; visualize the
event and use your nursing knowledge and clinical experiences to answer the

question.



8. A fill-in-the-blank question will not contain options, and some figure/illustration
questions and audio or video item formats may or may not contain options. A
graphic option item will contain options in the form of a picture or graphic.

9. A chart/exhibit question will most likely contain options; read the question
carefully and all of the information in the chart or exhibit before selecting an

answer.

II1. Strategic Words (Boxes 5-4 and 5-5)

BOX 5-4 Common Strategic Words and Assessment Words

Words That Indicate the Need to Prioritize

Best

Early or late

Essential

First

Highest priority

Immediate

Initial

Next

Most

Most appropriate or least appropriate

Most important



Most likely or least likely
Primary

Vital

Words That Reflect Assessment
Ascertain

Assess

Check

Collect

Determine

Find out

Gather

Identify

Monitor

Observe

Obtain information

Recognize

BOXS-5 Practice Question: Strategic Words

The nurse is caring for a client who just returned from the recovery room after
undergoing abdominal surgery. The nurse should monitor for which early sign of

hypovolemic shock?



Sleepiness
Increased pulse rate
Increased depth of respiration

Increased orientation to surroundings

Answer:

Test-Taking Strategy: Note the strategic word early. Think about the
pathophysiology that occurs in hypovolemic shock to direct you to the correct option.
Sleepiness is expected in a client who has just returned from surgery. Although
increased depth of respirations occurs in hypovolemic shock, it is not an early sign.
Rather, it occurs as the shock progresses. Increased orientation to surroundings is
expected and will occur as the effects of anesthesia resolve. Remember to look for

strategic words.

A. Strategic words focus your attention on a critical point to consider when answering
the question and will assist you in eliminating the incorrect options.

B. Some strategic words may indicate that all options are correct and that it will be
necessary to prioritize to select the correct option; words that reflect the process of
assessment are also important to note (see Box 5-4).

C. As you read the question, look for the strategic words; strategic words make a
difference regarding the focus of the question. Throughout this book, strategic words
presented in the question, such as those that indicate the need to prioritize, are

bolded. If the test-taking strategy is to focus on strategic words, then strategic words



is highlighted in blue where it appears in the test-taking strategy.

Box 5-6

The nurse is teaching a client in skeletal leg traction about measures to increase bed

mobility. Which item would be most helpful for this client?

Television
Fracture bedpan
Overhead trapeze

Reading materials

Answer:

Test-Taking Strategy: Focus on the subject, increasing bed mobility. Also note the
strategic word most. The use of an overhead trapeze is extremely helpful in
assisting a client to move about in bed and to get on and off the bedpan. Television
and reading materials are helpful in reducing boredom and providing distraction. A

fracture bedpan is useful in reducing discomfort with elimination. Remember to

focus on the subject.

A. The subject of the question is the specific topic that the question is asking about.
B. Identifying the subject of the question will assist in eliminating the incorrect options

and direct you in selecting the correct option. Throughout this book, if the subject of



the question is a specific strategy to use in answering the question correctly, it is
highlighted in blue in the test-taking strategy. Also, the specific content area to
review, such as heart failure, 1s bold in magenta where it appears in the test-taking
strategy.

C. The highlighting of the strategy and specific content areas will provide you with
guidance on what topics to review for further remediation in Saunders Strategies for
Test Success: Passing Nursing School and the NCLEX® Exam and Saunders

Comprehensive Review for the NCLEX-RN® Examination.

Boxes 5-7 5-8

The nurse provides medication instructions to a client about digoxin (Lanoxin).

Which statement by the client indicates an understanding of its adverse effects?

“Blurred vision is expected.”

“If I am nauseated or vomiting I should stay on liquids and take some liquid
antacids.”

“This medication may cause headache and weakness but that is nothing to
worry about.”

“If my pulse rate drops below 60 beats a minute, I should let my health care

provider know.”

Answer:



Test-Taking Strategy: This question is an example of a positive event query
question. Note the words indicates an understanding and focus on the subject,
adverse effects. Digoxin is a cardiac glycoside and a concern is toxicity. Adverse
effects that indicate toxicity include gastrointestinal disturbances, neurological
abnormalities, bradycardia or other cardiac irregularities, and ocular disturbances. If
any of these occur, the health care provider is notified. Remember, note positive

event queries.

The nurse has reinforced discharge instructions to a client who has undergone a right
mastectomy with axillary lymph node dissection. Which statement by the client

indicates a need for further instruction regarding home care measures?

“I should use a straight razor to shave under my arms.”

“I need to be sure that I do not have blood pressures or blood drawn from my
right arm.”

“I should inform all of my other health care providers that [ have had this
surgical procedure.”

“I need to be sure to wear thick mitt hand covers or use thick pot holders when

I am cooking and touching hot pans.”

Answer:

Test-Taking Strategy: This question is an example of a negative event query. Note



the strategic words need for further instruction. These strategic words indicate that
you need to select an option that identifies an incorrect client statement. Recalling
that edema and infection are concerns with this client and that the client needs to be
instructed in the measures that will avoid trauma to the affected arm will direct you

to the correct option. Remember to watch for negative event queries.

A. A positive event query uses strategic words that ask you to select an option that is
correct; for example, the event query may read, “Which statement by a client
indicates an understanding of the side effects of the prescribed medication?”

B. A negative event query uses strategic words that ask you to select an option that is an
incorrect item or statement; for example, the event query may read, “Which statement
by a client indicates a need for further teaching about the side effects of the

prescribed medication?”

A. Many questions in the examination will require you to use the skill of prioritizing
nursing actions.

B. Look for the strategic words in the question that indicate the need to prioritize (see
Box 5-4).

C. Remember that when a question requires prioritization, all options may be correct
and you need to determine the correct order of action.

D. Strategies to use to prioritize include the ABCs (airway, breathing, and circulation),



Maslow’s Hierarchy of Needs theory, and the steps of the nursing process.

E. The ABCs (Box 5-9)

BOX5-9 Practice Question: Use of the ABCs

A client with a diagnosis of cancer is receiving morphine sulfate for pain. The nurse

should employ which priority action in the care of the client?

1. Monitors stools
2. Encourages fluid intake
3. Monitors the urine output

4. Encourages the client to cough and breathe deeply

Answer: 4

Test-Taking Strategy: Use the ABCs—airway, breathing, and circulation—as a
guide to direct you to the correct option and note the strategic word priority. Recall
that morphine sulfate suppresses the cough reflex and the respiratory reflex. Although
options 1, 2, and 3 are components of the plan of care, the correct option addresses
airway. Remember to use the ABCs—airway, breathing, and circulation—to

prioritize.

1. Use the ABCs—airway, breathing, and circulation—when selecting an answer or
determining the order of priority.

2. Remember the order of priority—airway, breathing, and circulation.



3. Airway is always the first priority. Note that an exception is the performance of
cardiopulmonary resuscitation; in this situation, the nurse follows the CAB
(circulation, airway, breathing) guidelines.

F. Maslow’s Hierarchy of Needs theory (Box 5-10; Fig. 5-1)

The nurse caring for a client experiencing dystocia determines that the priority is

which action?

Position changes and providing comfort measures
Explanations to family members about what is happening to the client
Monitoring for changes in the physical condition of the mother and fetus

Reinforcement of breathing techniques learned in childbirth preparatory classes

Answer:

Test-Taking Strategy: All the options are correct and would be implemented during
the care of this client. Note the strategic word priority, and use Maslow’s
Hierarchy of Needs theory to prioritize, remembering that physiological needs
come first. Also, the correct option is the only one that addresses both the mother and

the fetus. Remember to use Maslow’s Hierarchy of Needs theory to prioritize.



Nursing Priorities From Maslow's Hierarchy

Self-Actualization
Hopa
Spiritual well-being
Enhancad growth

Basic Physioclegical Needs
Airway
Raspiratory effort
Heart rate, rhythm, and strength of contraction
Mutrition
Eliminaticn

FIGURE 5-1 Use Maslow’s Hierarchy of Needs to establish priorities. (From
Harkreader H, Hogan MA, Thobaben M: Fundamentals of nursing: Caring and
clinical judgment, ed 3, St. Louis, 2007, Saunders.)

1. According to Maslow’s Hierarchy of Needs theory, physiological needs are the
priority, followed by safety and security needs, love and belonging needs, self-
esteem needs, and, finally, self-actualization needs; select the option or determine
the order of priority by addressing physiological needs first.

2. When a physiological need is not addressed in the question or noted in one of the
options, continue to use Maslow’s Hierarchy of Needs theory as a guide and look
for the option that addresses safety.

G. Steps of the nursing process



1. Use the steps of the nursing process to prioritize.
2. The steps include assessment, analysis, planning, implementation, and evaluation
and are followed in this order.
3. Assessment
a. Assessment questions address the process of gathering subjective and objective
data relative to the client, confirming the data, and communicating and
documenting the data.
b. Remember that assessment is the first step in the nursing process.
¢. When you are asked to select your first, immediate, or initial nursing action,
follow the steps of the nursing process to prioritize when selecting the correct
option.
d. Look for strategic words in the options that reflect assessment (see Box 5-4).
e. If an option contains the concept of assessment or the collection of client data,

the best choice is to select that option (Box 5-11).

A client who had an application of a right arm cast complains of pain at the wrist

when the arm is passively moved. The nurse should take which action first?

Elevate the arm.
Document the findings.
Medicate with an additional dose of an opioid.

Check for paresthesias and paralysis of the right arm.



Answer:

Test-Taking Strategy: Note the strategic word first. Use the steps of the nursing
process, remembering that assessment is the first step. The only option that addresses
assessment 1s the correct option. Options 1, 2, and 3 address the implementation step
of the nursing process. Also, these options are inaccurate first actions. The armin a
cast should have already been elevated. The client may be experiencing compartment
syndrome, a complication following trauma to the extremities and application of a
cast. Additional data need to be collected to determine whether this complication is

present. Remember that assessment is the first step in the nursing process.

f. If an assessment action is not one of the options, follow the steps of the nursing
process as your guide to select your first, immediate, or initial action.

g. Possible exception to the guideline—if the question presents an emergency
situation, read carefully; in an emergency situation, an intervention may be the
priority.

4. Analysis (Box 5-12)

The nurse reviews the arterial blood gas results of a client and notes the following:
pH 7.45, Pco, 30 mm Hg, and Hco,” 22 mEq/L. The nurse analyzes these results as

indicating which condition?



Metabolic acidosis, compensated
Respiratory alkalosis, compensated
Metabolic alkalosis, uncompensated

Respiratory acidosis, uncompensated

Answer:

Test-Taking Strategy: Use the steps of the nursing process and analyze the values.
The normal pH is 7.35 to 7.45. In a respiratory condition, an opposite effect will be
seen between the pH and the Pco,. In this situation, the pH is at the high end of the
normal value and the Pco, is low. So, you can eliminate options 1 and 3. In an
alkalotic condition, the pH is elevated. The values identified indicate a respiratory
alkalosis. Compensation occurs when the pH returns to a normal value. Because the
pH is in the normal range at the high end, compensation has occurred. Remember that

analysis is the second step in the nursing process.

a. Analysis questions are the most difficult questions because they require
understanding of the principles of physiological responses and require
interpretation of the data based on assessment.

b. Analysis questions require critical thinking and determining the rationale for
therapeutic prescriptions or interventions that may be addressed in the question.

c. Analysis questions may address the formulation of a nursing diagnosis and the

communication and documentation of the results of the process of analysis.



5. Planning (Box 5-13)

The nurse developing a plan of care for a client with a cataract understands that

which problem is the priority?

Concern about the loss of eyesight
Altered vision due to opacity of the ocular lens
Difficulty moving around because of the need for glasses.

Becoming lonely because of decreased community immersion

Answer:

Test-Taking Strategy: Use the steps of the nursing process. This question relates
to planning nursing care and asks you to identify the priority problem. Use Maslow’s
Hierarchy of Needs theory to answer the question, remembering that physiological
needs are the priority. Concern and becoming lonely are psychosocial needs and
would be the last priorities. Note that the correct option directly addresses the

client’s problem. Remember that planning is the third step of the nursing process.

a. Planning questions require prioritizing client problems, determining goals and
outcome criteria for goals of care, developing the plan of care, and
communicating and documenting the plan of care.

b. Remember that actual client problems rather than potential client problems will



most likely be the priority.

6. Implementation (Box 5-14)

The nurse is caring for a hospitalized client with angina pectoris who begins to
experience chest pain. The nurse administers a nitroglycerin (Nitrostat) tablet

sublingually as prescribed, but the pain is unrelieved. The nurse should take which

action next?

Reposition the client.
Call the client’s family.
Contact the health care provider.

Administer another nitroglycerin tablet.

Answer:

Test-Taking Strategy: Use the steps of the nursing process. Implementation
questions address the process of organizing and managing care. This question also
requires that you prioritize nursing actions. Note the strategic word next and that the
client is hospitalized. Recalling that the nurse would administer three nitroglycerin
tablets 5 minutes apart from each other to relieve chest pain will assist in directing

you to the correct option. Remember that implementation is the fourth step of the

nursing process.



a. Implementation questions address the process of organizing and managing care,
counseling and teaching, providing care to achieve established goals,
supervising and coordinating care, and communicating and documenting nursing
interventions.

b. Focus on a nursing action rather than on a medical action when you are
answering a question, unless the question is asking you what prescribed
medical action is anticipated.

c¢. On the NCLEX-RN exam, the only client that you need to be concerned about is
the client in the question that you are answering; avoid the “What if ...?”
syndrome and remember that the client in the question on the computer screen is
your only assigned client.

d. Answer the question from a textbook and ideal point of view; remember that the
nurse has all the time and all of the equipment needed to care for the client
readily available at the bedside; remember that you do not need to run to the
treatment room to obtain, for example, sterile gloves because the sterile gloves
will be at the client’s bedside.

7. Evaluation (Box 5-15)

The nurse 1s monitoring the function of a client’s chest tube drainage system and
notes that the fluid in the water seal chamber is below the 2-cm mark. Which

interpretation should the nurse make?



There is a leak in the system.
The client has a pneumothorax.
Suction should be added to the system.

Water should be added to the chamber.

Answer:

Test-Taking Strategy: Use the steps of the nursing process. Focus on the subject
and the data in the question. It makes sense to add water to the chamber 1f the water
level is too low. The water seal chamber should be filled to the 2-cm mark to
provide an adequate water seal between the external environment and the client’s
pleural cavity to prevent air from reentering the pleural cavity. Because evaporation
of water can occur, the nurse should remedy this problem by adding water until the
level is again at the 2-cm mark. Options 1, 2, and 3 are incorrect interpretations.

Remember that evaluation is the fifth step of the nursing process.

a. Evaluation questions focus on comparing the actual outcomes of care with the
expected outcomes and on communicating and documenting findings.

b. These questions focus on assisting in determining the client’s response to care
and identifying factors that may interfere with achieving expected outcomes.

¢. In an evaluation question, watch for negative event queries because they are

frequently used in evaluation-type questions.

A. Safe and Effective Care Environment



1. According to the National Council of State Boards of Nursing (NCSBN), these
questions test the concepts that the nurse provides nursing care; collaborates with
other health care team members to facilitate effective client care; and protects
clients, significant others, and health care personnel from environmental hazards.

2. Focus on safety with these types of questions, and remember the importance of
hand washing, call bells, bed positioning, appropriate use of side rails, asepsis,
use of standard and other precautions, triage, and emergency response planning.

B. Physiological Integrity

1. The NCSBN indicates that these questions test the concepts that the nurse provides
comfort and assistance in the performance of activities of daily living and
provides care related to the administration of medications and parenteral
therapies.

2. These questions also address the nurse’s ability to reduce the client’s potential for
developing complications or health problems related to treatments, procedures,
or existing conditions and to provide care to clients with acute, chronic, or life-
threatening physical health conditions.

3. Focus on Maslow’s Hierarchy of Needs theory in these types of questions and
remember that physiological needs are a priority and are addressed first.

4. Use the ABCs—airway, breathing, and circulation—and the steps of the nursing
process when selecting an option addressing Physiological Integrity.

C. Psychosocial Integrity

1. The NCSBN notes that these questions test the concepts that the nurse provides



nursing care that promotes and supports the emotional, mental, and social well-
being of the client and significant others.

2. Content addressed in these questions relates to supporting and promoting the
client’s or significant others’ ability to cope, adapt, or problem-solve in
situations such as illnesses; disabilities; or stressful events including abuse,
neglect, or violence.

3. In this Client Needs category, you may be asked communication-type questions
that relate to how you would respond to a client, a client’s family member or
significant other, or other health care team members.

4. Use therapeutic communication techniques to answer communication questions
because of their effectiveness in the communication process.

5. Remember to select the option that focuses on the thoughts, feelings, concerns,
anxieties, or fears of the client, client’s family member, or significant other (Box

5-16).

A client scheduled for bowel surgery states to the nurse, “I’m not sure if I should

have this surgery.” Which response by the nurse is appropriate?

“It’s your decision.”
“Don’t worry. Everything will be fine.”
“Why don’t you want to have this surgery?”

“Tell me what concerns you have about the surgery.”



Answer:

Test-Taking Strategy: Use therapeutic communication techniques to answer
communication questions and remember to focus on the client’s thoughts, feelings,
concerns, anxieties, and fears. The correct option is the only one that addresses the
client’s concern. Option 1 1s a blunt response and does not address the client’s
concern. Option 2 provides false reassurance. Option 3 can make the client feel
defensive and uses the nontherapeutic communication technique of asking “why.”

Remember to use therapeutic communication techniques and focus on the client.

D. Health Promotion and Maintenance

1. According to the NCSBN, these questions test the concepts that the nurse provides
and assists in directing nursing care to promote and maintain health.

2. Content addressed in these questions relates to assisting the client and significant
others during the normal expected stages of growth and development, and
providing client care related to the prevention and early detection of health
problems.

3. Use the Teaching and Learning theory if the question addresses client teaching,
remembering that the client’s willingness, desire, and readiness to learn is the
first priority.

4. Watch for negative event queries because they are frequently used in questions

that address Health Promotion and Maintenance and client education.



Box 5-17

The nurse is caring for a group of clients. On review of the clients’ medical records,

the nurse determines that which client is at risk for excess fluid volume?

The client taking diuretics
The client with kidney disease
The client with an ileostomy

The client undergoing gastrointestinal suctioning

Answer:

Test-Taking Strategy: Focus on the subject, the client at risk for excess fluid
volume. Think about the pathophysiology associated with each condition identified in
the options. The only client who retains fluid is the client with kidney disease. The
client taking diuretics, the client with an ileostomy, and the client undergoing
gastrointestinal suctioning all lose fluid; these are comparable or alike options.

Remember to eliminate comparable or alike options.

A. When reading the options in multiple-choice questions, look for options that are
comparable or alike.
B. Comparable or alike options can be eliminated as possible answers because it is

impossible for both options to be correct.



IX. Eliminate Options Containing Closed-Ended Words (Box 5-18)

BOX5-18 Practice Question: Eliminate Options That Contain Closed-

Ended Words

A client is to undergo a barium swallow study, and the nurse provides preprocedure
instructions. The nurse instructs the client to take which action in the preprocedure

period?

1. Avoid eating or drinking after midnight before the test.
2. Limit self to only two cigarettes on the morning of the test.
3. Have a clear liquid breakfast only on the morning of the test.

4. Take all routine medications with a glass of water on the morning of the test.

Answer: |

Test-Taking Strategy: Note the closed-ended words only in options 2 and 3 and al/
in option 4. Eliminate options that contain closed-ended words because these
options are usually incorrect. Also, note that options 2, 3, and 4 are comparable or
alike options in that they all involve taking in something on the morning of the test.

Remember to eliminate options that contain closed-ended words.

A. Some closed-ended words include all, always, every, must, none, never, and only.
B. Eliminate options that contain closed-ended words because these words infer a fixed
or extreme meaning; these types of options are usually incorrect.

C. Options that contain open-ended words, such as may, usually, normally, commonly,



or generally, should be considered as possible correct options.

X. Look for the Umbrella Option (Box 5-19)

BOX5-19 Practice Question: Look for the Umbrella Option

A client admitted to the hospital is diagnosed with urethritis caused by chlamydial
infection. The nurse should implement which precaution to prevent contraction of the

infection during care?

1. Enteric precautions
2. Contact precautions
3. Standard precautions

4. Wearing gloves and a mask

Answer: 3

Test-Taking Strategy: Focus on the client’s diagnosis and recall that this infection is
sexually transmitted. Also, note that the correct option is the umbrella option.

Remember that the umbrella option is a broad or universal option that includes the

concepts of the other options in it.

A. When answering a question, look for the umbrella option.
B. The umbrella option is one that is a broad or universal statement and that usually
contains the concepts of the other options within it.

C. The umbrella option will be the correct answer.



XI. Use the Guidelines for Delegating and Making Assignments (Box
5-20)

BOX5-20 Practice Question: Use Guidelines for Delegating and

Assignment-Making

The nurse in charge of a long-term care facility is planning the client assignments for
the day. Which client should be assigned to the unlicensed assistive personnel

(UAP)?

1. A client on strict bed rest
2. A client with dyspnea who 1s receiving oxygen therapy
3. A client scheduled for transfer to the hospital for surgery

4. A client with a gastrostomy tube who requires tube feedings every 4 hours

Answer: |

Test-Taking Strategy: Note the subject of the question, the assignment to be
delegated to the UAP. When asked questions about delegation, think about the role
description of the employee and the needs of the client. A client with dyspnea who is
receiving oxygen therapy, a client scheduled for transfer to the hospital for surgery,
or a client with a gastrostomy tube who requires tube feedings every 4 hours has both
physiological and psychosocial needs that require care by a licensed nurse. The UAP
has been trained to care for a client on bed rest. Remember to match the client’s

needs with the scope of practice of the health care provider.



A. You may be asked a question that will require you to decide how you will delegate a
task or assign clients to other health care providers.

B. Focus on the information in the question and what task or assignment is to be
delegated.

C. When you have determined what task or assignment is to be delegated, consider the
client’s needs and match the client’s needs with the scope of practice of the health
care providers identified in the question.

D. The Nurse Practice Act and any practice limitations define which aspects of care can
be delegated and which must be performed by a registered nurse. Use nursing scope
of practice as a guide to assist in answering questions.

E. In general, noninvasive interventions, such as skin care, range-of-motion exercises,
ambulation, grooming, and hygiene measures, can be assigned to an unlicensed
assistive personnel (UAP).

F. A licensed practical nurse can perform the tasks that a UAP can perform and can
usually perform certain invasive tasks, such as dressings, suctioning, urinary
catheterization, and administering medications orally or by the subcutaneous or
intramuscular route; some selected piggyback intravenous medications may also be
administered.

G. A registered nurse can perform the tasks that a licensed practical nurse can perform
and 1is responsible for assessment and planning care, analyzing client data,

implementing and evaluating client care, supervising care, initiating teaching, and



administering medications intravenously.

Box 5-21

Quinapril hydrochloride (Accupril) is prescribed as adjunctive therapy in the

treatment of heart failure. After administering the first dose, the nurse should monitor

which item as the priority?

Weight
Urine output
Lung sounds

Blood pressure

Answer:

Test-Taking Strategy: Focus on the name of the medication and note the strategic
word priority. Recall that the medication names of most angiotensin-converting
enzyme (ACE) inhibitors end with “-pril” and that these medications are used to treat
hypertension. Excessive hypotension (“first-dose syncope’) can occur in clients with
heart failure or in clients who are severely salt-depleted or volume-depleted.
Although weight, urine output, and lung sounds would be monitored, monitoring the
blood pressure is the priority. Remember to use pharmacology guidelines to assist in

answering questions about medications.



A. If you are familiar with the medication, use nursing knowledge to answer the
question.

B. Remember that the question will identify the generic name and the trade name of the
medication.

C. If the question identifies a medical diagnosis, try to form a relationship between the
medication and the diagnosis; for example, you can determine that cyclophosphamide
is an antineoplastic medication if the question refers to a client with breast cancer
who 1s taking this medication.

D. Try to determine the classification of the medication being addressed to assist in
answering the question. Identifying the classification will assist in determining a
medication’s action or side effects or both; for example, diltiazem (Cardizem) is a
cardiac medication.

E. Recognize the common side effects associated with each medication classification
and relate the appropriate nursing interventions to each side effect; for example, if a
side effect is hypertension, the associated nursing intervention would be to monitor
the blood pressure.

F. Focus on what the question is asking: intended effect, side effect, adverse effect, or
toxic effect.

G. Learn medications that belong to a classification by commonalities in their
medication names; for example, medications that act as beta blockers end with “-/ol”

(e.g., atenolol).



H. Look at the medication name and use medical terminology to assist in determining the
medication action; for example, Lopressor lowers (lo) the blood pressure (pressor).

L. If the question requires a medication calculation, remember that a calculator is
available on the computer; talk yourself through each step to be sure the answer
makes sense, and recheck the calculation before answering the question, particularly
if the answer seems like an unusual dosage.

J. Pharmacology: Pyramid Points to remember

1. In general, the client should not take an antacid with medication because the
antacid will affect the absorption of the medication.

2. Enteric-coated and sustained-release tablets should not be crushed; also, capsules
should not be opened.

3. The client should never adjust or change a medication dose or abruptly stop taking
a medication.

4. The nurse never adjusts or changes the client’s medication dosage and never
discontinues a medication.

5. The client needs to avoid taking any over-the-counter medications or any other
medications, such as herbal preparations, unless they are approved for use by the
health care provider.

6. The client needs to avoid consuming alcohol.

7. Medications are never administered if the prescription is difficult to read, is
unclear, or identifies a medication dose that is not a normal one.

8. Additional strategies for answering pharmacology are presented in Saunders



Strategies for Test Success: Passing Nursing School and the NCLEX® Exam.



UNIT 11

Issues in Nursing

PYRAMID TERMS

accountability Moral concept that involves acceptance by a professional nurse of the

consequences of a decision or action.

acculturation Process of learning norms, beliefs, and behavioral expectations of a
group other than one’s own group.

advance directive Written document recognized by state law that provides directions
concerning the provision of care when a client is unable to make his or her own
treatment choices; the two basic types of advance directives include living wills and
durable powers of attorney.

advocacy Acting on behalf of the client and protecting the client’s right to make his or
her own decisions.

Client’s Bill of Rights The rights and responsibilities of clients receiving care.



In the health care system, refers to the protection
of privacy of the client’s personal health information.

Voluntary act whereby a person agrees to allow someone else to do something.

Process in which individuals from a minority group are absorbed
by the dominant culture and take on the characteristics of the dominant culture.
Acquisition of knowledge, understanding, and appreciation of a
culture that facilitates provision of culturally appropriate health care.
Differences among groups of people that result from ethnic, racial,
and cultural variables.
Tendency to impose one’s own beliefs, values, and patterns of
behavior on individuals from another culture.
The knowledge, beliefs, patterns of behavior, ideas, attitudes, values, and
norms that are unique to a particular group of people.
Process of transferring a selected nursing task in a situation to an individual
who is competent to perform that specific task.

Any human-made or natural event that causes destruction and devastation that
cannot be alleviated without assistance; internal disasters are events that occur
within a health care agency, whereas external disasters are events that occur outside
the health care agency.

Group whose values prevail within a society.
A health care agency’s preparedness and response plan in

the event of a disaster.



The ideals of right and wrong; guiding principles that individuals may use to
make decisions.
People within a culture who share characteristics based on race, religion,
color, national origin, or language.
An individual’s identification of self as part of an ethnic group.

Approach to client care in which the nurse integrates the
client’s preferences, clinical expertise, and the best research evidence to deliver
quality care.

A client’s understanding of the reason for the proposed intervention,
with its benefits and risks, and agreement with the treatment by signing a consent
form.

Promotes sharing of expertise from health care

professionals to create a plan of care that will restore and maintain a client’s health.

Interpersonal process that involves influencing others (followers) to
achieve goals.

Type of negligence; failure to meet the standards of acceptable care, which
results in harm to another person.
Accomplishment of tasks or goals by oneself or by directing others.
Ethnic, cultural, racial, or religious group that constitutes less than a

numerical majority of the population.

Conduct that falls below a standard of care; failure to meet a client’s needs

either willfully or by omission or failure to act.



Deciding which needs or problems require immediate action and which
ones could tolerate a delay in action until a later time because they are not urgent.

A grouping of people based on biological similarities; members of a racial group
may have similar physical characteristics, such as blood group; facial features; and
color of skin, hair, and eyes.

Discrimination directed toward individuals or groups who are perceived to be
inferior.
Expectation that all people within the same racial, ethnic, or cultural
group act alike and share the same beliefs and attitudes.

Classifying procedure that ranks clients according to their need for medical care.



» Pyramid to Success

Nurses often care for clients who come from ethnic, cultural, or religious backgrounds
that are different from their own. In the past 10 years, the Hispanic population in the
United States has increased by 43%; the African American population by 12.3%; and
the Asian population by 43% (U.S. Census Bureau, 2010). It is projected that minority
groups will make up a majority of the U.S. population by 2042 (Perez and Hirschman,
2009). Awareness of and sensitivity to the unique health and illness beliefs and
practices of people of different backgrounds are essential for the delivery of safe and
effective care. Acknowledgment and acceptance of cultural differences with a
nonjudgmental attitude are essential to providing culturally sensitive care. The NCLEX-
RN exam test plan is unique and individualized to the client’s culture and beliefs. The
nurse needs to avoid stereotyping and needs to be aware that there are several
subcultures within cultures and there are several dialects within languages. In nursing
practice, the nurse needs to assess the client’s perceived needs before planning and
implementing a plan of care.

Across all settings in the practice of nursing, nurses frequently are confronted with
ethical and legal issues related to client care. The professional nurse has the
responsibility to be aware of the ethical principles, laws, and guidelines related to
providing safe and quality care to clients. In the Pyramid to Success, focus on ethical
practices; the Nurse Practice Act and clients’ rights, particularly confidentiality,

information security, and informed consent; advocacy, documentation, and advance



directives; and cultural, religious, and spiritual issues. Knowledgeable use of
information technology, such as an electronic health record, is also an important role of
the nurse.

A professional nurse is a leader and a manager. As described in the NCLEX-RN
exam test plan, a professional nurse needs to provide integrated, cost- effective care to
clients by coordinating, supervising, and collaborating or consulting with members of
the interprofessional health care team. A primary Pyramid Point focuses on the skills
required to prioritize client care activities. Pyramid Points also focus on concepts of
leadership and management, the process of delegation, an emergency response plan, and

triaging clients.



» Client Needs

Safe and Effective Care Environment

Acting as a client advocate

Assessing for advance directives documents

Being familiar with the emergency response plan

Delegating client care activities and providing continuity of care

Ensuring ethical practices

Ensuring informed consent

Ensuring legal rights and responsibilities

Collaborating with interprofessional teams

Establishing priorities related to client care activities

Instituting quality improvement procedures

Integrating case management concepts

Maintaining confidentiality and information security issues related to the client’s health
care

Supervising the delivery of client care

Triaging clients

Upholding client rights

Using information technology in a confidential manner

Using leadership and management skills

Health Promotion and Maintenance



Considering cultural issues related to family systems and family planning
Identifying changes related to the aging process

Identifying high-risk behaviors of the client

Performing physical assessment techniques

Promoting health and preventing disease

Promoting the client’s ability to perform self-care

Providing health screening and health promotion programs

Respecting cultural preferences and lifestyle choices

Psychosocial Integrity

Addressing end-of-life care based on the client’s preferences and beliefs

Assessing the use of effective coping mechanisms

Being aware of culture preferences and incorporating these preferences when planning

and implementing care

Identifying abuse and neglect issues

Identifying clients who do not speak or understand English and determining how

language needs will be met, including the use of agency-approved interpreters

Identifying end-of-life care issues
Identifying family dynamics as they relate to the client’s culture

Identifying support systems

Providing a therapeutic environment and building a relationship based on trust

Respecting religious and spiritual influences on health (see Box 6-1)



Physiological Integrity

Ensuring that emergencies are handled using a prioritization procedure

Identifying cultural differences for providing holistic client care

Identifying cultural issues related to alternative and complementary therapies
Identifying cultural issues related to receiving blood and blood products
Implementing therapeutic procedures considering cultural preferences

Providing nonpharmacological comfort interventions

Providing nutrition and oral hydration, considering cultural preferences (see Box 6-1)
Ensuring that palliative and comfort care is provided to the client

Monitoring for alterations in body systems or unexpected responses to therapy
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Cultural Awareness and Health
Practices

CRITICAL THINKING What Should You Do? .

The nurse 1s preparing a client for an echocardiogram and notes that the client is
wearing a religious medal on a chain around the neck. What should the nurse do with
regard to removing this personal item from the client?

Answer located on p. 45.

For reference throughout the chapter, see Fig. 6-1 and Box 6-1.
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FIGURE 6-1 From Giger and Davidhizar’s Transcultural Assessment Model. (From

Giger J: Transcultural nursing: Assessment and intervention, ed 6, St. Louis, 2013,

Mosby.)

BOX 6-1 Religions and Dietary Preferences

Seventh-Day Adventist (Church of God)
Alcohol and caffeinated beverages are usually prohibited.
Many are lacto-ovo vegetarians; those who eat meat avoid pork.

Overeating is prohibited; 5 to 6 hours between meals without snacking is practiced.



Alcohol is usually prohibited.
Many are lacto-ovo vegetarians.

Some eat fish, and some avoid only beef.

They avoid meat on Ash Wednesday and Fridays of Lent.
They practice optional fasting during Lent season.

Children, pregnant women, and 1ll individuals are exempt from fasting.

Alcohol, coffee, and tea are usually prohibited.
Consumption of meat is limited.

The first Sunday of the month is optional for fasting.

Many are vegetarians; those who eat meat do not eat beef or pork.
Fasting rituals vary.

Children are not allowed to participate in fasting.

Pork, birds of prey, alcohol, and any meat product not ritually slaughtered are
prohibited.
During the month of Ramadan, fasting occurs during the daytime; some individuals

may be exempt from fasting, such as pregnant women.



Any foods to which blood has been added are prohibited.

They can eat animal flesh that has been drained.

Orthodox believers need to adhere to dietary kosher laws:

Meats allowed include animals that are vegetable eaters, cloven-hoofed
animals, and animals that are ritually slaughtered.
Fish that have scales and fins are allowed.

Any combination of meat and milk is prohibited.

During Yom Kippur, 24-hour fasting is observed.
Pregnant women, children, and ill individuals are exempt from fasting.

During Passover, only unleavened bread is eaten.

Alcohol is usually prohibited.
Members avoid consumption of anything to which blood has been added.

Some individuals avoid pork.

During Lent, all animal products, including dairy products, are forbidden.
Fasting occurs during Advent.

Exceptions from fasting include illness and pregnancy; children may also be exempt.



A Cultural awareness includes learning about the cultures of clients with
whom you will be working; also, ask clients about their health care practices

and preferences.

I. African Americans
A. Description: Citizens or residents of the United States who may have origins in any
of the black populations in Africa.
B. Communication /%
1. Members are competent in standard English.
2. Head nodding does not always mean agreement.
3. Prolonged eye contact may be interpreted as rudeness or aggressive behavior.
4. Nonverbal communication may be important.
5. Personal questions asked on initial contact with a person may be viewed as
intrusive.
C. Time orientation and personal space preferences
1. Time orientation varies according to age, socioeconomics, and subcultures and
may include past, present, or future orientation.
2. Members may be late for an appointment because relationships and events that are
occurring may be deemed more important than being on time.
3. Members are comfortable with close personal space when interacting with family

and friends.

D. Social roles



1. Large extended family networks are important; older adults are respected.

2. Many households may be headed by a single-parent woman.

3. Religious beliefs and church affiliation are sources of strength.
E. Health and 1llness

1. Religious beliefs profoundly affect ideas about health and illness.

2. Food preferences include such items as fried foods, chicken, pork, greens such as

collard greens, and rice; some pregnant African American women engage in pica.

F. Health risks %

1. Sickle cell anemia

2. Hypertension

3. Heart disease

4. Cancer

5. Lactose intolerance

6. Diabetes mellitus

7. Obesity
G. Interventions <%

1. Assess the meaning of the client’s verbal and nonverbal behavior.

2. Be flexible and avoid rigidity in scheduling care.

3. Encourage family involvement.

4. Alternative modes of healing include herbs, prayer, and laying on of hands

practices.



A Assess each individual for cultural preferences because there are many

individual and subculture variations.

A. Description

1. The Amish are known for simple living, plain dress, and reluctance to adopt

modern convenience and can be considered a distinct ; the various

Amish church fellowships are Christian religious denominations that form a very
traditional subgrouping of Mennonite churches.

2. Cultural beliefs and preferences vary depending on specific Amish community
membership.

3. In general, they have fewer risk factors for disease than the general population
because of their practice of manual labor, diet, and rare use of tobacco and
alcohol; risk of certain genetic disorders is increased because of intermarriage
(sexual abuse of women is a problem in some communities). <%

B. Communication: Usually speak a German dialect called Pennsylvania Dutch; German
language is usually used during worship and English is usually learned in school.

C. Time orientation and personal space preferences

1. Members generally remain separate from other communities, physically and

socially.

2. They often work as farmers, builders, quilters, and homemakers.

D. Social roles

1. Women are not allowed to hold positions of power in the congregational



organization.
2. Roles of women are considered equally important to those of men but are very
unequal in terms of authority.
3. Family life has a patriarchal structure.
4. Marriage outside the faith is not usually allowed; unmarried women remain under
the authority of their fathers.
E. Health and illness
1. Most Amish need to have church (bishop and community) permission to be
hospitalized because the community will come together to help pay the costs.
2. Usually, Amish do not have health insurance because it is a “worldly product” and
may show a lack of faith in God.
3. Some of the barriers to modern health care include distance, lack of
transportation, cost, and language (most do not understand scientific jargon).
F. Health risks
1. Genetic disorders because of intermarriage (inbreeding)
2. Nonimmunization
3. Sexual abuse of women
G. Interventions <%
1. Speak to both the husband and the wife regarding health care decisions.
2. Health instructions must be given in simple, clear language.
3. Teaching should be focused on health implications associated with

nonimmunization, intermarriage, and sexual abuse issues.



A Be alert to cues regarding eye contact, personal space, time concepts, and

understanding of the recommended plan of care.

A. Description: Americans of Asian descent; can include such as Chinese
Americans, Filipino Americans, Indian Americans, Vietnamese Americans, Korean
Americans, Japanese Americans, and others whose national origin is the Asian
continent.

B. Communication %

1. Languages include Chinese, Japanese, Korean, Filipino, Vietnamese, and English.

2. Silence is valued.

3. Eye contact may be considered inappropriate or disrespectful (some Asian
cultures interpret direct eye contact as a sexual invitation).

4. Criticism or disagreement is not expressed verbally.

5. Head nodding does not always mean agreement.

6. The word “no” may be interpreted as disrespect for others.

C. Time orientation and personal space preferences

1. Time orientation reflects respect for the past, but includes emphasis on the present
and future.

2. Formal personal space is preferred, except with family and close friends.

3. Members usually do not touch others during conversation. %

4. For some , touching is unacceptable between members of the opposite

gender. /%



5. The head 1s considered to be sacred in some cultures; touching someone on the
head may be disrespectful. %
D. Social roles
1. Members are devoted to tradition.
2. Large extended-family networks are common.
3. Loyalty to immediate and extended family and honor are valued.
4. The family unit is structured and hierarchical.
5. Men have the power and authority, and women are expected to be obedient.
6. Education is viewed as important.
7. Religions include Taoism, Buddhism, Confucianism, Shintoism, Hinduism, Islam,
and Christianity.
8. Social organizations are strong within the community.
E. Health and illness
1. Health is a state of physical and spiritual harmony with nature and a balance
between positive and negative energy forces (yin and yang).
2. A healthy body may be viewed as a gift from the ancestors.
3. Illness may be viewed as an imbalance between yin and yang.
4. Illness may also be attributed to prolonged sitting or lying or to overexertion.

5. Food preferences include raw fish, rice, and vegetables.

A Yin foods are cold and yang foods are hot; one eats cold foods when one has

a hot 1llness, and one eats hot foods when one has a cold illness.



F. Health risks /%
1. Hypertension
2. Heart disease
3. Cancer
4. Lactose intolerance
5. Thalassemia
G. Interventions /%
1. Be aware of and respect physical boundaries; request permission to touch the
client before doing so.
2. Limit eye contact.
3. Avoid gesturing with hands.
4. A female client usually prefers a female health care provider.
5. Clarify responses to questions and expectations of the health care provider.
6. Be flexible and avoid rigidity in scheduling care.
7. Encourage family involvement.
8. Alternative modes of healing include herbs, acupuncture, restoration of balance

with foods, massage, and offering of prayers and incense.

A If health care recommendations, interventions, or treatments do not fit within

the client’s cultural values, they will not be followed.

IV. Hispanic and Latino Americans 4

A. Description: Americans of origins in Latin countries; Mexican Americans, Cuban



Americans, Colombian Americans, Dominican Americans, Puerto Rican Americans,

Spanish Americans, and Salvadoran Americans are some Hispanic and Latino

American subgroups.

B. Communication %

1. Languages include primarily English and Spanish.

2. Members tend to be verbally expressive, yet confidentiality is important.

3. Avoiding eye contact with a person in authority may indicate respect and
attentiveness.

4. Direct confrontation is usually disrespectful and the expression of negative
feelings may be impolite.

5. Dramatic body language, such as gestures or facial expressions, may be used to
express emotion or pain.

C. Time orientation and personal space preferences

1. Members are usually oriented more to the present.

2. Members may be late for an appointment because relationships and events that are
occurring are valued more than being on time.

3. Members are comfortable in close proximity with family, friends, and
acquaintances. %

4. Members are very tactile and use embraces and handshakes. %

5. Members value the physical presence of others.

6. Politeness and modesty are important.

D. Social roles



1. The nuclear family is the basic unit; also, large, extended-family networks are
common.

2. The extended family is highly regarded.

3. Needs of the family take precedence over the needs of an individual family
member.

4. Depending on age and factors, men are usually the decision makers
and wage earners, and women are the caretakers and homemakers.

5. Religion is usually Catholicism, but may vary depending on origin.

6. Members usually have strong church affiliations.

7. Social organizations are strong within the community.

E. Health and 1llness

1. Health may be viewed as a reward from God or a result of good luck.

2. Some members believe that health results from a state of physical and emotional
balance.

3. lllness may be viewed by some members to be a result of God’s punishment for
sins.

4. Some members may adhere to nontraditional health measures such as folk
medicine.

5. Food preferences include beans, fried foods, and spicy foods.

F. Health risks %
1. Hypertension

2. Heart disease



3. Diabetes mellitus

4. Obesity

5. Lactose intolerance

6. Parasites

G. Interventions %

1. Allow time for the client to discuss treatment options with family members.

2. Protect privacy.

3. Offer to call clergy because of the significance of religious preferences related to
illnesses.

4. Ask permission before touching a child when planning to examine or care for him
or her; some believe that touching the child is important when speaking to the
child to prevent “evil-eye.”

5. Be flexible regarding time of arrival for appointments and avoid rigidity in
scheduling care.

6. Alternative modes of healing include herbs, consultation with lay healers,

restoration of balance with hot or cold foods, prayer, and religious medals.

A Treat each client and individuals accompanying the client with respect and
be aware of the differences and diversity of beliefs about health, illness, and

treatment modalities.

V. Native Americans &
A. Description: Term that the U.S. government uses to describe indigenous peoples

from the regions of North America encompassed by the continental United States,



including parts of Alaska, and the island state of Hawaii; comprises a large number
of distinct tribes, states, and , many of which survive as intact political
communities.
B. Communication %
1. There is much linguistic diversity, depending on origin.
2. Silence indicates respect for the speaker for some groups.
3. Some members may speak in a low tone of voice and expect others to be attentive.
4. Eye contact may be viewed as a sign of disrespect.
5. Body language is important.
C. Time orientation and personal space preferences
1. Members are oriented primarily to the present.
2. Personal space 1s important.
3. Members may lightly touch another person’s hand during greetings.
4. Massage may be used for the newborn to promote bonding between the infant and
mother. %
5. Some groups may prohibit touching of a dead body.
D. Social roles
1. Members are family oriented.
2. The basic family unit is the extended family, which often includes persons from
several households.
3. In some groups, grandparents are viewed as family leaders.

4. Elders are honored.



5. Children are taught to respect traditions.

6. The father usually does all the work outside the home, and the mother assumes
responsibility for domestic duties.

7. Sacred myths and legends provide spiritual guidance for some groups.

8. Most members adhere to some form of Christianity, and religion and healing
practices are usually integrated.

9. Community social organizations are important.

E. Health and illness

1. Health is usually considered a state of harmony between the individual, family,
and environment.

2. Some groups believe that illness 1s caused by supernatural forces and
disequilibrium between the person and environment.

3. Traditional health and illness beliefs may continue to be observed by some
groups, including natural and religious folk medicine tradition.

4. For some groups, food preferences include cornmeal, fish, game, fruits, and
berries.

F. Health risks %

1. Alcohol abuse

2. Obesity

3. Heart disease

4. Diabetes mellitus

5. Tuberculosis



6. Arthritis

7. Lactose intolerance

8. Gallbladder disease

G. Interventions /%

1. Assess each individual for cultural preferences because there may be individual
variations.

2. Clarify communication.

3. Understand that the client may be attentive, even when eye contact is absent.

4. Be attentive to your own use of body language when caring for the client or
family.

5. Obtain input from members of the extended family.

6. Encourage the client to personalize space in which health care is delivered; for
example, encourage the client to bring personal items or objects to the hospital.

7. In the home, assess for the availability of running water, and modify infection
control and hygiene practices as necessary.

8. Alternative modes of healing include herbs, restoration of balance between the

person and the universe, and consultation with traditional healers.

A If language barriers pose a problem, seek a qualified medical interpreter;

avoid using ancillary staff or family members as interpreters.

V1. White Americans &

A. Description: Term used to include U.S. citizens or residents having origins in any of



the original people of Europe, the Middle East, or North Africa; the termis
interchangeable with Caucasian American.
B. Communication /%
1. Languages include language of origin (e.g., Italian, Polish, French, Russian) and
English.
2. Silence can be used to show respect or disrespect for another, depending on the
situation.
3. Eye contact is usually viewed as indicating trustworthiness in most origins.
C. Time orientation and personal space preferences
1. Members are usually future oriented.
2. Time 1s valued; members tend to be on time and to be impatient with people who
are not on time.
3. Some members may tend to avoid close physical contact. %
4. Handshakes are usually used for formal greetings. %
D. Social roles
1. The nuclear family is the basic unit; the extended family is also important.
2. The man is usually the dominant figure, but a variation of gender roles exists
within families and relationships.
3. Religions are varied, depending on origin.
4. Community social organizations are important.
E. Health and 1llness

1. Health is usually viewed as an absence of disease or illness.



2. Many members usually have a tendency to be stoical when expressing physical
concerns.
3. Members usually rely primarily on the modern Western health care delivery
system.
4. Food preferences are based on origin; many members prefer foods containing
carbohydrates and meat items.
F. Health risks /&
1. Cancer
2. Heart disease
3. Diabetes mellitus
4. Obesity
5. Hypertension
G. Interventions /%
1. Assess the meaning of the client’s verbal and nonverbal behavior.
2. Respect the client’s personal space and time.
3. Be flexible and avoid rigidity in scheduling care.

4. Encourage family involvement.

VII. End-of-Life Care (Box 6-2)

BOX 6-2 Religion and End-of-Life Care

Christianity



Catholic and Orthodox
A priest anoints the sick.

Other sacraments before death include reconciliation and holy communion.

Protestant
No last rites are provided (anointing of the sick is accepted by some groups).

Prayers are given to offer comfort and support.

Church of Jesus Christ of Latter-Day Saints (Mormons)

A sacrament may be administered if the client requests.

Jehovah’s Witnesses
Members are not allowed to receive a blood transfusion.

Members believe that the soul cannot live after the body has died.

Amish

Funerals are conducted in the home without a eulogy, flower decorations, or any
other display; caskets are plain and simple, without adornment.

At death, a woman is usually buried in her bridal dress.

One is believed to live on after death, either with eternal reward in heaven or

punishment in hell.

Second-degree male relatives such as cousins or uncles should be the contact people

and determine whether the client or family should be given information about the



client.
The client may choose to face Mecca (west or southwest in the United States).
The head should be elevated above the body.
Discussions about death usually are not welcomed.
Stopping medical treatment is against the will of Allah (Arabic word for God).
Grief may be expressed through slapping or hitting the body.
If possible, only a same-gender Muslim should handle the body after death; if not

possible, non-Muslims should wear gloves so as not to touch the body.

Prolongation of life is important (a client on life support must remain so until death).
A dying person should not be left alone (a rabbi’s presence is desired).

Autopsy and cremation are usually not allowed.

Rituals include tying a thread around the neck or wrist of the dying person, sprinkling
the person with special water, and placing a leaf of basil on their tongue.

After death, the sacred threads are not removed, and the body is not washed.

A shrine to Buddha may be placed in the client’s room.
Time for meditation at the shrine 1s important and should be respected.
Clients may refuse medications that may alter their awareness (e.g., opioids).

After death, a monk may recite prayers for 1 hour (need not be done in the presence



of the body).

A. People in the Jewish faith generally oppose prolonging life after irreversible brain
damage.

B. Some members of Eastern Orthodox religions, Muslims, and Orthodox Jews may
prohibit, oppose, or discourage autopsy.

C. Muslims permit organ transplant for the purpose of saving human life.

D. The Amish permit organ donation with the exception of heart transplants (the heart is
the soul of the body).

E. Buddhists in the United States encourage organ donation and consider it an act of
mercy.

F. Some members of Mormon, Eastern Orthodox, Islamic, and Jewish (Conservative
and Orthodox) faiths discourage, oppose, or prohibit cremation.

G. Hindus usually prefer cremation and cast the ashes in a holy river.

H. African Americans
1. Members discuss issues with the spouse or older family member (elders are held

in high respect).

2. Family 1s highly valued and is central to the care of terminally 1ll members.
3. Open displays of emotion are common and accepted.
4. Members prefer to die at home.

I. Asian Americans

1. Family members may make decisions about care and often do not tell the client the



diagnosis or prognosis.
2. Dying at home may be considered bad luck.
3. Organ donation may not be allowed in some ethnic groups.
J. Hispanic and Latino groups
1. The family generally makes decisions and may request to withhold the diagnosis
or prognosis from the client.
2. Extended-family members often are involved in end-of-life care (pregnant women
may be prohibited from caring for dying clients or attending funerals).
3. Several family members may be at the dying client’s bedside.
4. Vocal expression of grief and mourning is acceptable and expected.
5. Members may refuse procedures that alter the body, such as autopsy.
6. Dying at home may be considered bad luck.
K. Native Americans
1. Family meetings may be held to make decisions about end-of-life care and the
type of treatments that should be pursued.

2. Some groups avoid contact with the dying (may prefer to die in the hospital).

A Provide individualized end-of-life care to client and families.

A. Description
1. Therapies are used in addition to conventional treatment to provide healing

resources and focus on the mind-body connection.



2. High-risk therapies (therapies that are invasive) and low-risk therapies (those that
are noninvasive) are included in CAM.

3. The National Center for Complementary and Alternative Medicine (NCCAM) has
proposed a classification system that includes five categories of complementary

and alternative types of therapy (Box 6-3).

Whole medical systems

Mind-body medicine

Biologically based practices
Manipulative and body-based practices

Energy medicine

B. Whole medical systems

1. Traditional Chinese medicine (TCM): Focuses on restoring and maintaining a
balanced flow of vital energy; interventions include acupressure, acupuncture,
herbal therapies, diet, meditation, tai chi, and qigong (exercise that focuses on
breathing, visualization, and movement).

2. Ayurveda: Focuses on the balance of mind, body, and spirit; interventions include
diet, medicinal herbs, detoxification, massage, breathing exercises, meditation,
and yoga.

3. Homeopathy: Focuses on healing and interventions consisting of small doses of



specially prepared plant and mineral extracts that assist in the innate healing
process of the body.

4. Naturopathy: Focuses on enhancing the natural healing responses of the body;
interventions include nutrition, herbology, hydrotherapy, acupuncture, physical
therapies, and counseling.

C. Mind-body medicine

1. Mind-body medicine focuses on the interactions among the brain, mind, body, and
behavior and on the powerful ways in which emotional, mental, social, spiritual,
and behavioral factors can directly affect health.

2. Interventions include biofeedback, hypnosis, relaxation therapy, meditation, visual
imagery, yoga, tai chi, qigong, cognitive-behavioral therapies, group supports,
autogenic training, and spirituality.

D. Biologically based practices (Box 6-4)

The use of topical or inhaled oils (plant extracts) that promote and maintain health

The use of herbs derived mostly from plant sources that maintain and restore balance

and health

Diet high in whole-grain cereals, vegetables, beans, sea vegetables, and vegetarian



soups
Elimination of meat, animal fat, eggs, poultry, dairy products, sugars, and artificially

produced food from the diet

Focus on nutritional balance, including use of vitamins, essential amino acids,

essential fats, and minerals

1. Biologically based therapies in CAM use substances found in nature, such as
herbs, foods, and vitamins.

2. Therapies include botanicals, prebiotics and probiotics, whole-food diets,
functional foods, animal-derived extracts, vitamins, minerals, fatty acids, amino
acids, and proteins.

E. Manipulative and body-based practices

1. Interventions involve manipulation and movement of the body by a therapist.

2. Interventions include practices such as chiropractic and osteopathic manipulation,
massage therapy, and reflexology.

F. Energy medicine

1. Energy therapies focus on energy originating within the body or on energy from
other sources.

2. Interventions include sound energy therapy, light therapy, acupuncture, qigong,

Reiki and Johre, therapeutic touch, intercessory prayer, whole medical systems,



and magnetic therapy.

Box 6-5

Aloe: Antiinflammatory and antimicrobial effect; accelerates wound healing
Angelica: Antispasmodic and vasodilator; balances the effects of estrogen
Bilberry: Improves microcirculation in the eyes

Black cohosh: Produces estrogen-like effects

Cat’s claw: Antioxidant; stimulates the immune system, lowers blood pressure
Chamomile: Antispasmodic and antiinflammatory; produces mild sedative effect
Dehydroepiandrosterone (DHEA): Converts to androgens and estrogen; slows the
effects of aging; used for erectile dysfunction

Echinacea: Stimulates the immune system

Evening primrose: Assists with metabolism of fatty acids

Feverfew: Antiinflammatory; used for migraine headaches, arthritis, and fever
Garlic: Antioxidant; used to lower cholesterol levels

Ginger.: Antiemetic; used for nausea and vomiting

Ginkgo biloba: Antioxidant; used to improve memory

Ginseng: Increases physical endurance and stamina; used for stress and fatigue
Glucosamine: Amino acid that assists in the synthesis of cartilage

Goldenseal: Antiinflammatory and antimicrobial used to stimulate the immune

system; has an anticoagulant effect and may increase blood pressure



Kava: Antianxiety and skeletal muscle relaxant; produces a sedative effect
Melatonin: A hormone that regulates sleep; used for insomnia

Milk thistle: Antioxidant; stimulates the production of new liver cells, reduces liver
inflammation; used for liver and gallbladder disease

Peppermint oil: Antispasmodic; used for irritable bowel syndrome

Saw palmetto: Antiestrogen activity; used for urinary tract infections and benign
prostatic hypertrophy

St. John’s wort: Antibacterial, antiviral, antidepressant

Valerian: Used to treat nervous disorders such as anxiety, restlessness, and insomnia

Zinc: Antiviral; stimulates the immune system

A. Herbal therapy is the use of herbs (plant or a plant part) for their therapeutic value in
promoting health.

B. Some herbs have been determined to be safe, but some herbs, even in small amounts,
can be toxic.

C. If the client is taking prescription medications, the client should consult with the
health care provider regarding the use of herbs because serious herb-medication
interactions can occur.

D. Client teaching points
1. Discuss herbal therapies with the health care provider (HCP) before use.

2. Contact the HCP if any side effects of the herbal substance occur.

3. Contact the HCP before stopping the use of a prescription medication.



4. Avoid using herbs to treat a serious medical condition, such as heart disease.

5. Avoid taking herbs if pregnant or attempting to get pregnant or if nursing.

6. Do not give herbs to infants or young children.

7. Purchase herbal supplements only from a reputable manufacturer; the label should
contain the scientific name of the herb, name and address of the manufacturer,
batch or lot number, date of manufacture, and expiration date.

8. Adhere to the recommended dose; if herbal preparations are taken in high doses,
they can be toxic.

9. Moisture, sunlight, and heat may alter the components of herbal preparations.

10. If surgery is planned, the herbal therapy may need to be discontinued 2 to 3 weeks

before surgery.

A Some herbs have been determined to be safe, but some herbs, even in small
amounts, can be toxic. Ask the client to discuss herbal therapies with the HCP

before use.

X. Low-Risk Therapies

A. Low-risk therapies are therapies that have no adverse effects and, when
implementing care, can be used by the nurse who has training and experience in their
use.

B. Common low-risk therapies
1. Meditation
2. Relaxation techniques

3. Imagery



4. Music therapy
5. Massage
6. Touch

7. Laughter and humor

8. Spiritual measures, such as prayer

CRITICAL THINKING What Should You Do? .

Answer: Before certain diagnostic procedures, it is typical to have a client remove
personal objects that are worn on the body. The nurse should ask the client about the
significance of such an item and its removal because it may have cultural or spiritual
significance. The nurse should also determine whether the item will compromise
client safety or the test results. If so, then the nurse should ask the client if the item
can be either removed temporarily or placed on another part of the body during the

procedure.

Reference

Lewis etal (2011), p. 93.

PRACTICE QUESTIONS

1. The ambulatory care nurse is discussing preoperative procedures with a Japanese

American client who 1s scheduled for surgery the following week. During the



discussion, the client continually smiles and nods the head. How should the nurse
interpret this nonverbal behavior?

1. Reflecting a cultural value

2. An acceptance of the treatment

3. Client agreement to the required procedures

4. Client understanding of the preoperative procedures

. When communicating with a client who speaks a different language, which best
practice should the nurse implement?

1. Speak loudly and slowly.

2. Arrange for an interpreter to translate.

3. Speak to the client and family together.

4. Stand close to the client and speak loudly.

. The nurse educator is providing in-service education to the nursing staff

regarding transcultural nursing care; a staff member asks the nurse educator to

describe the concept of acculturation. The nurse educator should make which

most appropriate response?

1. “It is a process of learning a different culture to adapt to a new or changing
environment.”

2. “It is a subjective perspective of the person’s heritage and a sense of belonging
to a group.”

3. “It1s a group of individuals in a society who are culturally distinct and have a



unique identity.”
4. “It 1s a group that shares some of the characteristics of the larger population

group of which it is a part.”

. The nurse is providing discharge instructions to a Chinese American client

regarding prescribed dietary modifications. During the teaching session, the

client continuously turns away from the nurse. The nurse should implement which

best action?

1. Continue with the instructions, verifying client understanding.

2. Walk around the client so that the nurse constantly faces the client.

3. Give the client a dietary booklet and return later to continue with the
instructions.

4. Tell the client about the importance of the instructions for the maintenance of

health care.

. The nurse identifies low-risk therapies to a client and should include which
therapy(s) in the discussion? Select all that apply. *%*

1. Herbs

2. Prayer

3. Touch

4. Massage

5. Relaxation

6. Acupuncture



6. Which client(s) has a high risk of obesity and diabetes mellitus? Select all that
apply.
1. A 40-year-old Latino American man
2. A 45-year-old Native American man
3. A 23-year-old Asian American woman
4. A 35-year-old Hispanic American man

5. A 40-year-old African American woman

7. The nurse is preparing a plan of care for a client who is a Jehovah’s Witness.
The client has been told that surgery is necessary. The nurse considers the
client’s religious preferences in developing the plan of care and should document
which information?

1. The client believes the soul lives on after death.
2. Medication administration is not allowed.
3. Surgery is prohibited in this religious group.

4. The administration of blood and blood products is not allowed.

8. Which meal tray should the nurse deliver to a client of Orthodox Judaism faith
who follows a kosher diet?
1. Pork roast, rice, vegetables, mixed fruit, milk
2. Crab salad on a croissant, vegetables with dip, potato salad, milk
3. Sweet and sour chicken with rice and vegetables, mixed fruit, juice

4. Noodles and cream sauce with shrimp and vegetables, salad, mixed fruit, iced



9.

10.

11.

tea

An Asian American client is experiencing a fever. The nurse recognizes that the
client is likely to self-treat the disorder, using which method?

1. Prayer

2. Magnetic therapy

3. Foods considered to be yin

4. Foods considered to be yang

The role of the nurse regarding complementary and alternative medicine should
include which action?

1. Advising the client about “good” versus “bad” therapies

2. Recommending herbal remedies that the client should use

3. Discouraging the client from using any alternative therapies

4. Educating the client about therapies that he or she is using or is interested in

using

An antihypertensive medication has been prescribed for a client with
hypertension. The client tells the clinic nurse that they would like to take an
herbal substance to help lower their blood pressure. The nurse should take which
action?

1. Tell the client that herbal substances are not safe and should never be used.
2. Teach the client how to take their blood pressure so that it can be monitored

closely.



3. Encourage the client to discuss the use of an herbal substance with the health
care provider.
4. Tell the client that if they take the herbal substance they will need to have their

blood pressure checked frequently.

12. The nurse educator asks a student to list the five categories of complementary and
alternative medicine (CAM), developed by the National Center for
Complementary and Alternative Medicine. Which statement, if made by the
nursing student, would indicate an understanding of the five categories of CAM?
1. Herbology, hydrotherapy, acupuncture, nutrition, and chiropractic care
2. Mind-body medicine, traditional Chinese medicine, homeopathy, naturopathy,

and healing touch
3. Biologically based practices, body-based practices, magnetic therapy,
massage therapy, and aromatherapy

4. Whole medical systems, mind-body medicine, biologically based practices,

manipulative and body-based practices, and energy medicine

ANSWERS

1.1
Rationale: Nodding or smiling by a Japanese American client may reflect only the cultural value of interpersonal
harmony. This nonverbal behavior may not be an indication of acceptance of the treatment, agreement with the

speaker, or understanding of the procedure.



Test-Taking Strategy: Eliminate options 2 and 3 first because they are comparable or alike. From the remaining
options, select the correct option because it is characteristic of Asian American cultures. In addition, option 4 is an
incorrect interpretation of the client’s nonverbal behavior.

Review: The cultural characteristics of Asian Americans

Level of Cognitive Ability: Understanding

Client Needs: Psychosocial Integrity

Integrated Process: Nursing Process—Evaluation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Communication; Culture

Reference: Jarvis (2012), p. 43.

2.2

Rationale: Arranging for an interpreter would be the best practice when communicating with a client who speaks a
different language. Options 1 and 4 are mappropriate and are ineffective ways to communicate. Option 3 is
mappropriate because it violates privacy and does not ensure correct translation.

Test-Taking Strategy: Note the strategic word best in the question. Eliminate option 3 first because it violates the
client’s right to privacy. Next, eliminate options 1 and 4 noting the word loud/y in these options and because they
are nontherapeutic actions.

Review: Communication techniques for a client who speaks a different language

Level of Cognitive Ability: Applying

Client Needs: Psychosocial Integrity

Integrated Process: Communication and Documentation



Content Area: Fundamental Skills—Cultural Awareness
Priority Concepts: Communication; Culture

Reference: Jarvis (2012), pp. 45-47.

3.1

Rationale: Acculturation is a process of learning a different culture to adapt to a new or changing environment.
Option 2 describes ethnic identity. Option 3 describes an ethnic group. Option 4 describes a subculture.
Test-Taking Strategy: Note the strategic words most appropriate. Focus on the subje ct, acculturation. Think
about the definition of acculturation to help direct you to the correct option.

Review: The definition of acculturation

Level of Cognitive Ability: Understanding

Client Needs: Psychosocial Integrity

Integrated Process: Teaching and Learning

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Culture; Professionalism

References: Jarvis (2012), p. 16; Lewis et al (2011), p. 24.

4.1

Rationale: Most Chinese Americans maintain a formal distance with others, which is a form of respect. Many
Chinese Americans are uncomfortable with face-to-face communications, especially when eye contact is direct. If
the client turns away from the nurse during a conversation, the best action is to continue with the conversation.
Walking around the client so that the nurse faces the client is in direct conflict with this cultural practice. The client

may consider it a rude gesture if the nurse returns later to continue with the explanation. Telling the client about the



importance of the instructions for the maintenance of health care may be viewed as degrading.

Test-Taking Strategy: Note the strategic word best. Focus on the subject, the behavior of a Chinese American
client. Eliminate options 3 and 4 first because these actions are nontherapeutic. To select from the remaining
options, think about the cultural practices of Chinese Americans and recall that direct eye contact may be
uncomfortable for the client.

Review: The communication practices of Asian Americans

Level of Cognitive Ability: Applying

Client Needs: Psychosocial Integrity

Integrated Process: Nursing Process—Implementation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Client Education; Culture

Reference: Jarvis (2012), p. 47.

%5.2,3,4,5

Rationale: Low-tisk therapies are therapies that have no adverse effects and, when implementing care, can be
used by the nurse who has training and experience in their use. Low-risk therapies include meditation, relaxation
techniques, imagery, music therapy, massage, touch, laughter and humor, and spiritual measures, such as prayer.
The other options are not considered low-risk therapies.

Test-Taking Strategy: Focus on the subje ct, low-risk therapies. Recalling that low-risk therapies are therapies
that are noninvasive and that have no adverse effects and can be used by the nurse who has training and
experience will direct you to the correct options.

Review: Comple mentary and alternative medicine and low-risk therapies

Level of Cognitive Ability: Applying



Client Needs: Physiological Integrity

Integrated Process: Teaching and Learning

Content Area: Fundamental Skills—Cultural Awareness
Priority Concepts: Client Education; Stress

Reference: Lewis et al (2011), p. 91.

%6.1,2,4,5

Rationale: Because of their health and dietary practices, Native Americans, Latino Americans, Hispanic
Americans, and African Americans have a high risk of obesity and diabetes mellitus. Asian Americans have a
lower risk for obesity and diabetes mellitus.

Test-Taking Strategy: Focus on the subject, those with a high risk for diabetes mellitus and obesity. Think about
the health and dietary practices of each cultural group and note the ages of each client in the options to direct you to
the correct option.

Review: The health risks for various ethnic groups

Level of Cognitive Ability: Analyzing

Client Needs: Health Promotion and Maintenance

Integrated Process: Nursing Process—Assessment

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Culture; Health Promotion

Reference: Lewis et al (2011), pp. 946, 1235.

7.4

Rationale: Among Jehovah’s Witnesses, surgery is not prohibited, but the administration of blood and blood



products is forbidden. This religious group believes the soul cannot live after death. Administration of medication is

an acceptable practice except if the medication is derived from blood products.

Test-Taking Strategy: Focus on the subject, beliefs of Jehovah’s Witnesses. Remember that the administration of

blood and any associated blood products is forbidden among Jehovah’s Witnesses.

Review: The cultural preferences of Jehovah’s Witnesses

Level of Cognitive Ability: Applying

Client Needs: Psychosocial Integrity

Integrated Process: Communication and Documentation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Care Coordination; Culture

Reference: Lewis et al (2011), p. 28.

8.3

Rationale: Orthodox Judaism believers adhere to dietary kosher laws. In this religion, the dairy-meat combination is

unacceptable. Only fish that have scales and fins are allowed; meats that are allowed include animals that are

vegetable eaters, cloven-hoofed, and ritually slaughtered.

Test-Taking Strategy: Focus on the subje ct, dietary kosher laws, and recall that the dairy-meat combination is

unacceptable in the Orthodox Judaism group. Eliminate option 1 because this option contains pork roast and milk.

Next eliminate options 2 and 4 because both options contain shellfish.

Review: The dietary rules of members of the Orthodox Judais m religious group

Level of Cognitive Ability: Applying

Client Needs: Psychosocial Integrity

Integrated Process: Nursing Process—Implementation



Content Area: Fundamental Skills—Cultural Awareness
Priority Concept: Culture; Nutrition

References: Lewis et al (2011), p. 28; Potter et al (2013), p. 111.

9.3

Rationale: In the Asian-American culture, health is believed to be a state of physical and spiritual harmony with
nature and a balance between positive and negative energy forces (yin and yang). Yin foods are cold and yang
foods are hot. Cold foods are eaten when one has a hot illness (fever), and hot foods are eaten when one has a cold
illness. Options 1 and 2 are not health practices specifically associated with the Asian American culture or the yin
and yang theory.

Test-Taking Strategy: Focus on the subject, an Asian American, and the client’s diagnosis, fever. Remember that
cold foods (yin foods) are eaten when one has a hot illness, and hot foods (yang foods) are eaten when one has a
cold illness.

Review: The yin and yang theory and the health practices of the Asian-American culture

Level of Cognitive Ability: Understanding

Client Needs: Psychosocial Integrity

Integrated Process: Nursing Process—Evaluation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concept: Culture; Thermoregulation

Reference: Jarvis (2012), p. 21.

10. 4

Rationale: Complementary (alternative) therapies include a wide variety of treatment modalities that are used in



addition to conventional therapy to treat a disease or illness. Educating the client about therapies that he or she uses

or is interested in using is the nurse’s role. Options 1, 2, and 3 are inappropriate actions for the nurse to take

because they provide advice to the client.

Test-Taking Strategy: Use therapeutic communication techniques. Eliminate options 1, 2, and 3 because they

are nontherapeutic. Recommending an herbal remedy or discouraging a client from doing something is not within the

role practices of the nurse. In addition, it is nontherapeutic to advise a client to do something,

Review: Therapeutic communication techniques and the nurse’s role in educating clients about

complementary and alternative medicine

Level of Cognitive Ability: Applying

Client Needs: Physiological Integrity

Integrated Process: Nursing Process—Implementation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Client Education; Culture

Reference: Potter et al (2013), pp. 643-646.

11.3

Rationale: Although herbal substances may have some beneficial effects, not all herbs are safe to use. Clients who

are being treated with conventional medication therapy should be encouraged to avoid herbal substances with

similar pharmacological effects because the combination may lead to an excessive reaction or to unknown

mnteraction effects. The nurse should advise the client to discuss the use of the herbal substance with the HCP.

Therefore, options 1, 2, and 4 are inappropriate nursing actions.

Test-Taking Strategy: Eliminate option 1 first because of the closed-ended word never. Next, eliminate options

2 and 4 because they are comparable or alike and relate to blood pressure monitoring.



Review: The limitations associated with the use of herbal substances

Level of Cognitive Ability: Applying

Client Needs: Physiological Integrity

Integrated Process: Nursing Process—Implementation

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Adherence; Client Education

References: Lewis et al (2011), p. 93; Ulbricht (2010), p. 4.

12. 4

Rationale: The five categories of complementary and alternative medicine (CAM) include whole medical systems,

mind-body medicine, biologically based practices, manipulative and body-based practices, and energy medicine. The

other options contain therapies within each category of CAM.

Test-Taking Strategy: Focus on the subject of the question, the five categories of CAM. Noting that the question

asks about categories, not therapies, will assist in directing you to the correct option.

Review: The categories of comple mentary and alternative medicine

Level of Cognitive Ability: Understanding

Client Needs: Physiological Integrity

Integrated Process: Teaching and Learning

Content Area: Fundamental Skills—Cultural Awareness

Priority Concepts: Care Coordination; Evidence

Reference: Potter et al (2013), pp. 643-646.



Ethical and Legal Issues

CRITICAL THINKING What Should You Do? .

While preparing a client for surgery scheduled in 1 hour, the client states to the nurse:
“I have changed my mind. I don’t want this surgery.” What should the nurse do?

Answer located on p. 60.

I. Ethics

A. Description: The branch of philosophy concerned with the distinction between right
and wrong on the basis of a body of knowledge, not only on the basis of opinions

B. Morality: Behavior in accordance with customs or tradition, usually reflecting
personal or religious beliefs

C. Ethical principles: Codes that direct or govern nursing actions (Box 7-1)

BOX7-1 Ethical Principles

Autonomy: Respect for an individual’s right to self-determination



Nonmaleficence: The obligation to do or cause no harm to another

Beneficence: The duty to do good to others and to maintain a balance between
benefits and harms; paternalism is an undesirable outcome of beneficence, in which
the health care provider decides what is best for the client and encourages the client
to act against his or her own choices

Justice: The equitable distribution of potential benefits and tasks determining the
order in which clients should be cared for

Veracity: The obligation to tell the truth

Fidelity: The duty to do what one has promised

D. Values: Beliefs and attitudes that may influence behavior and the process of decision
making

E. Values clarification: Process of analyzing one’s own values to understand oneself
more completely regarding what is truly important

F. Ethical codes
1. Ethical codes provide broad principles for determining and evaluating client care.
2. These codes are not legally binding, but the board of nursing has authority in most

states to reprimand nurses for unprofessional conduct that results from violation
of the ethical codes. %
3. Specific ethical codes are as follows:
a. The Code of Ethics for Nurses developed by the International Council of

Nurses; Web site: http://www.icn.ch/about-icn/code-of-ethics-for-nurses/.


http://www.icn.ch/about-icn/code-of-ethics-for-nurses/

b. The American Nurses Association Code of Ethics can be viewed on the
American Nurses Associate Web site:
http://www .nursingworld.org/codeofethics.
G. Ethical dilemma

1. An ethical dilemma occurs when there is a conflict between two or more ethical
principles.

2. No correct decision exists, and the nurse must make a choice between two
alternatives that are equally unsatisfactory.

3. Such dilemmas may occur as a result of differences in cultural or religious beliefs.

4. Ethical reasoning is the process of thinking through what one should do in an
orderly and systematic manner to provide justification for actions based on
principles; the nurse should gather all information to determine whether an ethical
dilemma exists, examine his or her own values, verbalize the problem, consider
possible courses of action, negotiate the outcome, and evaluate the action taken.

H. Advocate %

1. An advocate is a person who speaks up for or acts on the behalf of the client,
protects the client’s right to make his or her own decisions, and upholds the
principle of fidelity.

2. An advocate represents the client’s viewpoint to others.

3. An advocate avoids letting personal values influence for the client and
supports the client’s decision, even when it conflicts with the advocate’s own

preferences or choices.


http://www.nursingworld.org/codeofethics

I. Ethics committees
1. Ethics committees take a multidisciplinary approach to facilitate dialogue
regarding ethical dilemmas.
2. These committees develop and establish policies and procedures to facilitate the

prevention and resolution of dilemmas.

A An important nursing responsibility is to act as a client advocate and protect

the client’s rights.

A. Nurse Practice Act %

1. A nurse practice act is a series of statutes that have been enacted by each state
legislature to regulate the practice of nursing in that state.

2. Nurse practice acts set educational requirements for the nurse, distinguish
between nursing practice and medical practice, and define the scope of nursing
practice.

3. Additional issues covered by nurse practice acts include licensure requirements
for protection of the public, grounds for disciplinary action, rights of the nurse
licensee if a disciplinary action is taken, and related topics.

4. All nurses are responsible for knowing the provisions of the act of the state or
province in which they work.

B. Standards of care

1. Standards of care are guidelines that identify what the client can expect to receive



in terms of nursing care.

2. The guidelines determine whether nurses have performed duties in an appropriate
manner.

3. If the nurse does not perform duties within accepted standards of care, the nurse
places himself or herself in jeopardy of legal action.

4. If the nurse is named as a defendant in a lawsuit and proceedings
show that the nurse followed neither the accepted standards of care outlined by
the state or province nurse practice act nor the policies of the employing
institution, the nurse’s legal liability is clear; he or she is liable.

C. Employee guidelines

1. Respondeat superior: The employer is held liable for any negligent acts of an
employee if the alleged negligent act occurred during the employment relationship
and was within the scope of the employee’s responsibilities.

2. Contracts

a. Nurses are responsible for carrying out the terms of a contractual agreement
with the employing agency and the client.

b. The nurse-employee relationship is governed by established employee
handbooks and client care policies and procedures that create obligations,
rights, and duties between those parties.

3. Institutional policies
a. Written policies and procedures of the employing institution detail how nurses

are to perform their duties.



b. Policies and procedures are usually specific and describe the expected
behavior on the part of the nurse.

c. Although policies are not laws, courts generally rule against nurses who violate
policies.

d. If the nurse practices nursing according to client care policies and procedures
established by the employer, functions within the job responsibility, and
provides care consistently in a nonnegligent manner, the nurse minimizes the

potential for liability.

A The nurse must follow the guidelines identified in the Nurse Practice Act
and agency policies and procedures when delivering client care.
D. Hospital staffing
1. Charges of abandonment may be made against nurses who “walk out” when
staffing is inadequate. %
2. Nurses 1n short staffing situations are obligated to make a report to the nursing
administration.
E. Floating
1. Floating is an acceptable, legal practice used by health care facilities to alleviate
understaffing and overstaffing.
2. Legally, the nurse cannot refuse to float unless a union contract guarantees that
nurses can work only in a specified area or the nurse can prove lack of

knowledge for the performance of assigned tasks. %



3. Nurses in a floating situation must not assume responsibility beyond their level of
experience or qualification.

4. Nurses who float should inform the supervisor of any lack of experience in caring
for the type of clients on the new nursing unit.

5. The nurse should request and be given orientation to the new unit.

F. Disciplinary action

1. Boards of nursing may deny, revoke, or suspend any license to practice as a
registered nurse, according to their statutory authority.

2. Some causes for disciplinary action are as follows:
a. Unprofessional conduct
b. Conduct that could affect the health and welfare of the public adversely
c¢. Breach of client
d. Failure to use sufficient knowledge, skills, or nursing judgment
e. Physically or verbally abusing a client
f. Assuming duties without sufficient preparation
g. Knowingly delegating to unlicensed personnel nursing care that places the client

at risk for injury

h. Failure to maintain an accurate record for each client
i. Falsifying a client’s record

j- Leaving a nursing assignment without properly notifying appropriate personnel



A. Laws
1. Nurses are governed by civil and criminal law in roles as providers of services,
employees of institutions, and private citizens.
2. The nurse has a personal and legal obligation to provide a standard of client care
expected of a reasonably competent professional nurse.
3. Professional nurses are held responsible (liable) for harm resulting from their

negligent acts or their failure to act.

B. Types of laws (Box 7-2; Fig. 7-1)

Contract law is concerned with enforcement of agreements among private

individuals.

Civil law is concerned with relationships among persons and the protection of a
person’s rights. Violation may cause harm to an individual or property, but no grave

threat to society exists.

Criminal law is concerned with relationships between individuals and governments,
and with acts that threaten society and its order; a crime is an offense against society

that violates a law and is defined as a misdemeanor (less serious nature) or felony



(serious nature).

A tort is a civil wrong, other than a breach in contract, in which the law allows an

injured person to seek damages from a person who caused the injury.
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Sources of law for nursing practice. (From Harkreader H, Hogan MA,
Thobaben M: Fundamentals of nursing: Caring and clinical judgment, ed 3, St.
Louis, 2007, Saunders.)

and (Box 7-3) /A

Medication errors that result in injury to the client

Intravenous administration errors, such as incorrect flow rates or failure to monitor
a flow rate, that result in injury to the client

Falls that occur as a result of failure to provide safety to the client

Failure to use sterile technique when indicated

Failure to check equipment for proper functioning

Burns sustained by the client as a result of failure to monitor bath temperature or
equipment

Failure to monitor a client’s condition

Failure to report changes in the client’s condition to the health care provider

Failure to provide a complete report to the oncoming nursing staff

Adapted from Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8§,

St. Louis, 2013, Mosby.

1. Negligence is conduct that falls below the standard of care.



2. Negligence can include acts of commission and acts of omission.

3. The nurse who does not meet appropriate standards of care may be held liable.

4. Malpractice is negligence on the part of the nurse.

5. Malpractice is determined if the nurse owed a duty to the client and did not carry
out the duty and the client was injured because the nurse failed to perform the
duty.

6. Proof of liability /%

a. Duty: At the time of injury, a duty existed between the plaintiff and the
defendant.

b. Breach of duty: The defendant breached duty of care to the plaintiff.

c. Proximate cause: The breach of the duty was the legal cause of injury to the
client.

d. Damage or injury: The plaintiff experienced injury or damages or both and can

be compensated by law.

A The nurse must meet appropriate standards of care when delivering care to

the client; otherwise the nurse would be held liable if the client is harmed.

D. Professional liability insurance
1. Nurses need their own liability insurance for protection against malpractice
lawsuits. %
2. Having their own insurance provides nurses protection as individuals; this allows

the nurse to have an attorney present if necessary, who has only the nurse’s



interests in mind.
E. Good Samaritan laws

1. State legislatures pass Good Samaritan laws, which may vary from state to state.

2. These laws encourage health care professionals to assist in emergency situations
and limit liability and offer legal immunity for persons helping in an emergency,
provided that they give reasonable care.

3. Immunity from suit applies only when all conditions of the state law are met, such
as the health care provider receives no compensation for the care provided and
the care given is not intentionally negligent.

F. Controlled substances %

1. The nurse should adhere to facility policies and procedures concerning
administration of controlled substances, which are governed by federal and state
laws.

2. Controlled substances must be kept locked securely, and only authorized

personnel should have access to them.

A. Collective bargaining is a formalized decision-making process between
representatives of management and representatives of labor to negotiate wages and
conditions of employment.

B. When collective bargaining breaks down because the parties cannot reach an
agreement, the employees usually call a strike.

C. Striking presents a moral dilemma to many nurses because nursing practice is a



service to people.

A. Assault
1. Assault occurs when a person puts another person in fear of a harmful or offensive
contact.
2. The victim fears and believes that harm will result because of the threat.
B. Battery is an intentional touching of another’s body without the other’s
C. Invasion of privacy includes violating , intruding on private client or
family matters, and sharing client information with unauthorized persons.
D. False imprisonment
1. False imprisonment occurs when a client is not allowed to leave a health care
facility when there 1s no legal justification to detain the client.
2. False imprisonment occurs when restraining devices are used without an
appropriate clinical need.
3. A client can sign an Against Medical Advice form when the client refuses care
and is competent to make decisions.
4. The nurse should document circumstances in the medical record to avoid
allegations by the client that cannot be defended.
E. Defamation is a false communication that causes damage to someone’s reputation,
either in writing (libel) or verbally (slander).

F. Fraud results from a deliberate deception intended to produce unlawful gains.



A. Description
1. The client’s rights document, also called the , reflects
acknowledgment of a client’s right to participate in her or his health care with an
emphasis on client autonomy.
2. The document provides a list of the rights of the client and responsibilities that the

hospital cannot violate (Box 7-4).

Right to considerate and respectful care

Right to be informed about diagnosis, possible treatments, likely outcome, and to
discuss this information with the health care provider

Right to know the names and roles of the persons who are involved in care

Right to consent or refuse a treatment

Right to have an advance directive

Right to privacy

Right to expect that medical records are confidential

Right to review the medical record and to have information explained

Right to expect that the hospital will provide necessary health services

Right to know if the hospital has relationships with outside parties that may
influence treatment or care

Right to consent or refuse to take part in research



= Right to be told of realistic care alternatives when hospital care is no longer
appropriate
= Right to know about hospital rules that affect treatment, and about charges and

payment methods

From Christensen B, Kockrow E: Foundations of nursing, ed 6, St. Louis, 2010,
Mosby; and adapted from American Hospital Association: The patient care

partnership: Understanding expectations, rights and responsibilities. Available at

www.aha.org/content/00-10/pcp_english 030730.pdf.

3. The client’s rights protect the client’s ability to determine the level and type of
care received; all health care agencies are required to have a Client’s Bill of
Rights posted in a visible area.

4. Several laws and standards pertain to client’s rights (Box 7-5).

BOX 7-5 Laws and Standards

American Hospital Association

Issued Client’s Bill of Rights

American Nurses Association
Developed the Code of Ethics for Nurses, which defines the nurse’s responsibility

for upholding client’s rights

Mental Health Systems Act


http://www.aha.org/content/00-10/pcp_english_030730.pdf

Developed rights for mentally ill clients

Developed policy statements on the rights of mentally ill individuals

B. Rights for the mentally ill (Box 7-6)

Right to be treated with dignity and respect

Right to communicate with persons outside the hospital
Right to keep clothing and personal effects with them
Right to religious freedom

Right to be employed

Right to manage property

Right to execute wills

Right to enter into contractual agreements

Right to make purchases

Right to education

Right to habeas corpus (written request for release from the hospital)
Right to an independent psychiatric examination

Right to civil service status, including the right to vote
Right to retain licenses, privileges, or permits

Right to sue or be sued



Right to marry or divorce

Right to treatment in the least restrictive setting
Right not to be subject to unnecessary restraints
Right to privacy and confidentiality

Right to informed consent

Right to treatment and to refuse treatment

Right to refuse participation in experimental treatments or research

Adapted from Stuart G: Principles and practice of psychiatric nursing, ed 10, St.

Louis, 2013, Mosby.

1. The Mental Health Systems Act created rights for mentally i1l people.

2. The Joint Commission has developed policy statements on the rights of mentally
ill people.

3. Psychiatric facilities are required to have a Client’s Bill of Rights posted in a
visible area.

C. Organ donation and transplantation %

1. A client has the right to decide to become an organ donor and a right to refuse
organ transplantation as a treatment option.

2. Anindividual who is at least 18 years old may indicate a wish to become a donor
on his or her driver’s license (state-specific) or in an

3. The Uniform Anatomical Gift Act provides a list of individuals who can provide

for the donation of a deceased individual’s organs.



4. The United Network for Organ Sharing sets the criteria for organ donations.

5. Some organs, such as the heart, lungs, and liver, can be obtained only from a
person who is on mechanical ventilation and has suffered brain death, whereas
other organs or tissues can be removed several hours after death.

6. A donor must be free of infectious disease and cancer.

7. Requests to the deceased’s family for organ donation usually are done by the
health care provider (HCP) or nurse specially trained for making such requests.

8. Donation of organs does not delay funeral arrangements; no obvious evidence that
the organs were removed from the body shows when the body is dressed; and the
family incurs no cost for removal of the organs donated.

D. Religious beliefs: Organ donation and transplantation

1. Catholic Church: Organ donation and transplants are acceptable.

2. Orthodox Church: Church discourages organ donation.

3. Islam (Muslim) beliefs: Body parts may not be removed or donated for
transplantation.

4. Jehovah’s Witness: An organ transplant may be accepted, but the organ must be
cleansed with a nonblood solution before transplantation.

5. Orthodox Judaism

a. All body parts removed during autopsy must be buried with the body because it
is believed that the entire body must be returned to the earth; organ donation
may not be considered by family members.

b. Organ transplantation may be allowed with the rabbi’s approval.



6. Refer to Chapter 6 for additional information regarding end-of-life care.

VII. Informed Consent A
A. Description
1. Informed consent is the client’s approval (or that of the client’s legal
representative) to have his or her body touched by a specific individual.
2. Consents, or releases, are legal documents that indicate the client’s permission to
perform surgery, perform a treatment or procedure, or give information to a third
party.

3. There are different types of consents (Box 7-7).

BOX7-7 Types of Consents

Admission Agreement
Admission agreements are obtained at the time of admission and identify the health

care agency’s responsibility to the client.

Immunization Consent
An immunization consent may be required before the administration of certain
1mmunizations; the consent indicates that the client was informed of the benefits and

risks of the immunization.

Blood Transfusion Consent
A blood transfusion consent indicates that the client was informed of the benefits and

risks of the transfusion. Some clients hold religious beliefs that would prohibit them



fromreceiving a blood transfusion, even in a life-threatening situation.

Surgical consent is obtained for all surgical or invasive procedures or diagnostic
tests that are invasive. The health care provider, surgeon, or anesthesiologist who
performs the operative or other procedure is responsible for explaining the

procedure, its risks and benefits, and possible alternative options.

The research consent obtains permission from the client regarding participation in a
research study. The consent informs the client about the possible risks,

consequences, and benefits of the research.

Special consents are required for the use of restraints, photographing the client,
disposal of body parts during surgery, donating organs after death, or performing an

autopsy.

4. Informed consent indicates the client’s participation in the decision regarding
health care.

5. The client must be informed, in understandable terms, of the risks and benefits of
the surgery or treatment, what the consequences are for not having the surgery or
procedure performed, treatment options, and the name of the health care provider

performing the surgery or procedure.



6. A client’s questions about the surgery or procedure must be answered before
signing the consent.

7. A consent must be signed freely by the client without threat or pressure and must
be witnessed (witness must be an adult).

8. A client who has been medicated with sedating medications or any other
medications that can affect the client’s cognitive abilities must not be asked to
sign a consent.

9. Legally, the client must be mentally and emotionally competent to give consent.

10. If a client is declared mentally or emotionally incompetent, the next of kin,
appointed guardian (appointed by the court), or durable power of attorney has

legal authority to give consent (Box 7-8).

Declared incompetent

Unconscious

Under the influence of chemical agents such as alcohol or drugs

Chronic dementia or other mental deficiency that impairs thought processes and

ability to make decisions

11. A competent client older than 18 years of age must sign the consent.
12. In most states, when the nurse is involved in the informed consent process, the

nurse is witnessing only the signature of the client on the informed consent form.



13. An informed consent can be waived for urgent medical or surgical intervention as
long as institutional policy so indicates.
14. A client has the right to refuse information and waive the informed consent and

undergo treatment, but this decision must be documented in the medical record.

15. A client may withdraw consent at any time.

A An informed consent is a legal document, and the client must be informed by
the health care provider, in understandable terms, of the risks and benefits of
surgery, treatments, procedures, and plan of care. The client needs to be a

participant in decisions regarding health care.

B. Minors

1. A minor is a client under legal age as defined by state statute (usually younger than
18 years).

2. A minor may not give legal consent, and consent must be obtained from a parent or
the legal guardian; assent by the minor is important because it allows for
communication of the minor’s thoughts and feelings.

3. Parental or guardian consent should be obtained before treatment is initiated for a
minor except in the following cases: in an emergency; in situations in which the
consent of the minor is sufficient, including treatment related to substance abuse,
treatment of a sexually transmitted infection, human immunodeficiency virus
(HIV) testing and acquired immunodeficiency syndrome (AIDS) treatment, birth
control services, pregnancy, or psychiatric services; the minor is an emancipated

minor; or a court order or other legal authorization has been obtained. Refer to the



Guttmacher Report on Public Policy for additional information:
http://www.guttmacher.org/pubs/tgr/03/4/gr030404.html.
C. Emancipated minor
1. An emancipated minor has established independence from his or her parents
through marriage, pregnancy, service in the armed forces, or by a court order.
2. An emancipated minor is considered legally capable of signing an informed

consent.

A. Description

1. The Health Insurance Portability and Accountability Act (HIPAA) describes how
personal health information (PHI) may be used and how the client can obtain
access to the information.

2. PHI includes individually identifiable information that relates to the client’s past,
present, or future health; treatment; and payment for health care services.

3. The act requires health care agencies to keep PHI private, provides information to
the client about the legal responsibilities regarding privacy, and explains the
client’s rights with respect to PHIL

4. The client has various rights as a consumer of health care under HIPAA, and any
client requests may need to be placed in writing; a fee may be attached to certain
client requests.

5. The client may file a complaint if the client believes that privacy rights have been

violated.


http://www.guttmacher.org/pubs/tgr/03/4/gr030404.html

B. Client’s rights include the right to do the following;

1. Inspect a copy of PHIL.

2. Ask the health care agency to amend the PHI that is contained in a record if the
PHI is inaccurate.

3. Request a list of disclosures made regarding the PHI as specified by HIPAA.
4. Request to restrict how the health care agency uses or discloses PHI regarding
treatment, payment, or health care services, unless information is needed to

provide emergency treatment.

5. Request that the health care agency communicate with the client in a certain way
or at a certain location; the request must specify how or where the client wishes
to be contacted.

6. Request a paper copy of the HIPAA notice.

C. Health care agency use and disclosure of PHI

1. The health care agency obtains PHI in the course of providing or administering
health insurance benefits.

2. Use or disclosure of PHI may be done for the following;

a. Health care payment purposes

b. Health care operations purposes

¢. Treatment purposes

d. Providing information about health care services

e. Data aggregation purposes to make health care benefit decisions

f. Administering health care benefits



3. There are additional uses or disclosures of PHI (Box 7-9)

Compliance with legal proceedings or for limited law enforcement purposes

To a family member or significant other in a medical emergency

To a personal representative appointed by the client or designated by law

For research purposes in limited circumstances

To a coroner, medical examiner, or funeral director about a deceased person

To an organ procurement organization in limited circumstances

To avert a serious threat to the client’s health or safety or the health or safety of
others

To a governmental agency authorized to oversee the health care system or
government programs

To the Department of Health and Human Services for the investigation of
compliance with the Health Insurance Portability and Accountability Act or to
fulfill another lawful request

To federal officials for lawful intelligence or national security purposes

To protect health authorities for public health purposes

To appropriate military authorities if a client is a member of the armed forces

In accordance with a valid authorization signed by the client

Adapted from U.S. Department of Health and Human Services Office for Civil



Rights: Health information privacy. Available at http://www .hhs.gov/ocr/privacy/.

A. Description
1. In the health care system, confidentiality/information security refers to the
protection of privacy of the client’s PHIL
2. Clients have a right to privacy in the health care system.
3. A special relationship exists between the client and nurse, in which information
discussed is not shared with a third party who is not directly involved in the
client’s care.

4. Violations of privacy occur in various ways (Box 7-10).

Taking photographs of the client

Release of medical information to an unauthorized person, such as a member of the
press, family, friend, or neighbor of the client, without the client’s permission

Use of the client’s name or picture for the health care agency’s sole advantage

Intrusion by the health care agency regarding the client’s affairs

Publication of information about the client or photographs of the client, including
on a social networking site

Publication of embarrassing facts

Public disclosure of private information

Leaving the curtains or room door open while a treatment or procedure is being


http://www.hhs.gov/ocr/privacy/

performed

Allowing individuals to observe a treatment or procedure without the client’s
consent

Leaving a confused or agitated client sitting in the nursing unit hallway

Interviewing a client in a room with only a curtain between clients or where
conversation can be overheard

Accessing medical records when unauthorized to do so

B. Nurse’s responsibility
1. Nurses are bound to protect client confidentiality by most nurse practice acts, by
ethical principles and standards, and by institutional and agency policies and
procedures.
2. Disclosure of confidential information exposes the nurse to liability for invasion
of the client’s privacy.
3. The nurse needs to protect the client from indiscriminate disclosure of health care

information that may cause harm (Box 7-11).

Not discussing client issues with other clients or staff uninvolved in the client’s
care
Not sharing health care information with others without the client’s consent

(includes family members or friends of the client)



Keeping all information about a client private, and not revealing it to someone not
directly involved in care
Discussing client information only in private and secluded areas

Protecting the medical record from all unauthorized readers

C. Social networks %

1. Specific social networking sites can be beneficial to HCPs and clients; misuse of
social networking sites by the HCP can lead to HIPAA violations and subsequent
termination of the employee.

2. Nurses need to adhere to the code of ethics, confidentiality rules, and social media
rules. To access the American Nurses Association Social Media Guidelines, go
to http://www.nursingworld.org/FunctionalMenuCategories/ AboutANA/Social-
Media/Social-Networking-Principles-Toolkit.

3. Standards of professionalism need to be maintained and any information obtained
through any nurse-client relationship cannot be shared.

4. The nurse is responsible for reporting any breach of privacy or confidentiality.

D. Medical records

1. Medical records are confidential.

2. The client has the right to read the medical record and have copies of the record.

3. Only staff members directly involved in care have legitimate access to a client’s
record; these may include HCPs and nurses caring for the client, technicians,

therapists, social workers, unit secretaries, client advocates, administrators (e.g.,


http://www.nursingworld.org/FunctionalMenuCategories/AboutANA/Social-Media/Social-Networking-Principles-Toolkit

for statistical analysis, staffing, quality care review). Others must ask permission
from the client to review a record.

4. The medical record is sent to the records or the health information department
after discharge of the client from the health care facility.

E. Information technology/computerized medical records

1. Health care employees should have access only to the client’s records in the
nursing unit or work area.

2. Confidentiality/information security can be protected by the use of special
computer access codes to limit what employees have access to in computer
systems.

3. The use of a password or identification code is needed to enter and sign off a
computer system.

4. A password or identification code should never be shared with another person.

5. Personal passwords should be changed periodically to prevent unauthorized
computer access.

F. When conducting research, any information provided by the client is not to be
reported in any manner that identifies the client and is not to be made accessible to

anyone outside the research team.

A The nurse must always protect client confidentiality.

A. Risk management



1. Risk management is a planned method to identify, analyze, and evaluate risks,
followed by a plan for reducing the frequency of accidents and injuries.

2. Programs are based on a systematic reporting system for incidents or unusual
occurrences.

B. Incident reports (Box 7-12) &

Accidental omission of prescribed therapies

Circumstances that led to injury or a risk for client injury

Client falls

Medication administration errors

Needle-stick injuries

Procedure-related or equipment-related accidents

A visitor injury that occurred on the health care agency premises

A visitor who exhibits symptoms of a communicable disease

1. The incident report is used as a means of identifying risk situations and improving
client care.

2. Follow specific documentation guidelines.

3. Fill out the report completely, accurately, and factually.

4. The report form should not be copied or placed in the client’s record.

5. Make no reference to the incident report form in the client’s record.



6. The report is not a substitute for a complete entry in the client’s record regarding
the incident.

7. If a client injury or error in care occurred, assess the client frequently.

C. Safeguarding valuables

1. Client’s valuables should be given to a family member or secured for safekeeping
in a stored and locked designated location, such as the agency’s safe; the location
of the client’s valuables should be documented per agency policy.

2. Many health care agencies require a client to sign a release to free the agency of
the responsibility for lost valuables.

3. A client’s wedding band can be taped in place unless a risk exists for swelling of
the hands or fingers.

4. Religious items, such as medals, may be pinned to the client’s gown if allowed by
agency policy.

D. HCP’s prescriptions %

1. The nurse is obligated to carry out a HCP’s prescription except when the nurse
believes a prescription to be inappropriate or inaccurate.

2. The nurse carrying out an inaccurate prescription may be legally responsible for
any harm suffered by the client.

3. If no resolution occurs regarding the prescription in question, the nurse should
contact the nurse manager or supervisor.

4. The nurse should follow specific guidelines for telephone prescriptions (Box 7-

13).



BOX7-13 Telephone Prescription Guidelines

= Date and time the entry.

= Repeat the prescription to the health care provider (HCP), and record the
prescription.

m Sign the prescription; begin with “t.0.” (telephone order), write the HCP’s name,
and sign the prescription.

= If another nurse witnessed the prescription, that nurse’s signature follows.

= The HCP needs to countersign the prescription within a timeframe according to

agency policy.

5. The nurse should ensure that all components of a medication prescription are

documented (Box 7-14).

BOX 7-14 Components of a Medication Prescription

A The nurse should never carry out a prescription if it is unclear or
inappropriate. The HCP should be contacted immediately.

w Date and time prescription was written

= Medication name

= Medication dosage

= Route of administration

= Frequency of administration



= Health care provider’s signature

E. Documentation /%
1. Documentation is legally required by accrediting agencies, state licensing laws,
and state nurse and medical practice acts

2. The nurse should follow agency guidelines and procedures (Box 7-15).

BOX 7-15 Do’s and Don’ts Documentation Guidelines: Narrative and

Information Technology

m Use a black-colored ink pen for narrative documentation.

= Date and time entries.

= Provide objective, factual, and complete documentation.

= Document care, medications, treatments, and procedures as soon as possible after
completion.

= Document client responses to interventions.

= Document consent for or refusal of treatments.

= Document calls made to other health care providers.

= Use quotes as appropriate for subjective data.

m Use correct spelling, grammar, and punctuation.

= Sign and title each entry.

= Follow agency policies when an error is made (draw one line through the error,
initial, and date).

= Follow agency guidelines regarding late entries.



Use only the user identification code, name, or password for computerized
documentation.

Maintain privacy and confidentiality of documented information printed from the
computer.

Do not document for others or change documentation for other individuals.

Do not use unacceptable abbreviations.

Do not use judgmental or evaluative statements, such as “uncooperative client.”

Do not leave blank spaces on documentation forms.

Do not lend access identification computer codes to another person; change

password at regular intervals.

3. Refer to the Joint Commission Web site for acceptable abbreviations and
documentation guidelines:
http://www jointcommission.org/standards information/npsgs.aspx.

F. Client and family teaching

1. Provide complete instructions in a language that the client or family can
understand.

2. Document client and family teaching, what was taught, evaluation of
understanding, and who was present during the teaching.

3. Inform the client of what could happen if information shared during teaching is not

followed.


http://www.jointcommission.org/standards_information/npsgs.aspx

A. Client Self-Determination Act

1. The Client Self-Determination Act is a law that indicates clients must be provided
with information about their rights to identify written directions about the care
that they wish to receive in the event that they become incapacitated and are
unable to make health care decisions.

2. On admission to a health care facility, the client is asked about the existence of an
advance directive, and if one exists, it must be documented and included as part
of the medical record; if the client signs an advance directive at the time of
admission, 1t must be documented in the client’s medical record.

3. The two basic types of advance directives include living wills and durable
powers of attorney.

a. Living will: Lists the medical treatment that a client chooses to omit or refuse if
the client becomes unable to make decisions and is terminally 1ll.

b. Durable powers of attorney: Appoints a person (health care proxy) chosen by
the client to make health care decisions on the client’s behalf when the client
can no longer make decisions.

B. Do not resuscitate (DNR) orders %

1. The DNR is an order written by a HCP when a client has indicated a desire to be
allowed to die if the client suffers cardiac or respiratory arrest.

2. The client or his or her legal representative must provide for
the DNR status.

3. The DNR order must be defined clearly so that other treatment, not refused by the



client, will be continued.

4. The DNR order must be reviewed regularly according to agency policy.

5. All health care personnel must know whether a client has a DNR order.

6. If a client does not have a DNR order, health care personnel need to make every
effort to revive the client.

7. DNR protocols may vary from state to state, and it is important for the nurse to
know his or her state’s protocols.

C. The nurse’s role

1. Discussing advance directives with the client opens the communication channel to
establish what is important to the client and what the client may view as
promoting life versus prolonging dying.

2. The nurse needs to ensure that the client has been provided with information about
the right to identify written directions about the care that the client wishes to
receive.

3. On admission to a health care facility, the nurse determines whether an advance
directive exists and ensures that it is part of the medical record.

4. The nurse ensures that the HCP is aware of the presence of an advance directive.

5. All health care workers need to follow the directions of an advance directive to
be safe from liability.

6. Some agencies have specific policies that prohibit the nurse from signing as a
witness to a legal document, such as a living will.

7. If allowed by the agency, when the nurse acts as a witness to a legal document, the



nurse must document the event and the factual circumstances surrounding the
signing in the medical record; documentation as a witness should include who
was present, any significant comments by the client, and the nurse’s observations

of the client’s conduct during this process.

L ¥
A. Nurses are required to report certain communicable diseases or criminal activities
such as child or elder abuse or domestic violence; dog bite or other animal bite,
gunshot, or stab wounds, assaults, and homicides; and suicides to the appropriate
authorities.
B. Impaired nurse
1. If the nurse suspects that a co-worker is abusing chemicals and potentially
jeopardizing a client’s safety, the nurse must report the individual to the nursing
administration in a confidential manner. (Client safety is always the first priority.)
2. Nursing administration notifies the board of nursing regarding the nurse’s
behavior.
C. Occupational Safety and Health Act (OSHA)
1. OSHA requires that an employer provide a safe workplace for employees
according to regulations.
2. Employees can confidentially report working conditions that violate regulations.
3. An employee who reports unsafe working conditions cannot be retaliated against
by the employer.

D. Sexual harassment



1. Sexual harassment is prohibited by state and federal laws.
2. Sexual harassment includes unwelcome conduct of a sexual nature.
3. Follow agency policies and procedures to handle reporting a concern or

complaint.

CRITICAL THINKING What Should You Do? .

Answer: If the client indicates that he or she does not want a prescribed therapy,
treatment, or procedure such as surgery, then the nurse should further investigate the
client’s request. If the client indicates that he or she has changed their mind about
surgery, the nurse should assess the client and explore with the client his or her
concerns about not wanting the surgery. The nurse would then withhold further
surgical preparation and contact the surgeon to report the client’s request so that the
surgeon can discuss the consequences of not having the surgery with the client. Under
no circumstances would the nurse continue with surgical preparation if the client has
indicated that he or she does not want the surgery. Further assessment and follow-up
related to the client’s request need to be done. In addition, it is the client’s right to

refuse treatment.

References

Ignatavicius, Workman (2013), p. 252; Potter et al (2013), pp. 299, 320-322.

PRACTICE QUESTIONS



13. The nurse hears a client calling out for help, hurries down the hallway to the
client’s room, and finds the client lying on the floor. The nurse performs an
assessment, assists the client back to bed, notifies the health care provider of the
incident, and completes an incident report. Which statement should the nurse
document on the incident report?

1. The client fell out of bed.
2. The client climbed over the side rails.
3. The client was found lying on the floor.

4. The client became restless and tried to get out of bed.

14. A client is brought to the emergency department by emergency medical services
(EMYS) after being hit by a car. The name of the client is unknown, and the client
has sustained a severe head injury and multiple fractures and is unconscious. An
emergency craniotomy is required. Regarding informed consent for the surgical
procedure, which is the best action?

1. Obtain a court order for the surgical procedure.
2. Ask the EMS team to sign the informed consent.
3. Transport the victim to the operating room for surgery.

4. Call the police to identify the client and locate the family.

15. The nurse has just assisted a client back to bed after a fall. The nurse and health
care provider have assessed the client and have determined that the client is not

injured. After completing the incident report, the nurse should implement which



16.

17.

action next?

1. Reassess the client.

2. Conduct a staff meeting to describe the fall.

3. Document in the nurse’s notes that an incident report was completed.

4. Contact the nursing supervisor to update information regarding the fall.

The nurse arrives at work and is told to report (float) to the intensive care unit
(ICU) for the day because the ICU is understaffed and needs additional nurses to
care for the clients. The nurse has never worked in the ICU. The nurse should
take which action first?

1. Call the hospital lawyer.

2. Refuse to float to the ICU.

3. Call the nursing supervisor.

4. Identify tasks that can be performed safely in the ICU.

The nurse who works on the night shift enters the medication room and finds a
co-worker with a tourniquet wrapped around the upper arm. The co-worker is
about to insert a needle, attached to a syringe containing a clear liquid, into the
antecubital area. Which is the most appropriate action by the nurse?

1. Call security.

2. Call the police.

3. Call the nursing supervisor.

4. Lock the co-worker in the medication room until help is obtained.



18. A hospitalized client tells the nurse that a living will is being prepared and that
the lawyer will be bringing the will to the hospital today for witness signatures.
The client asks the nurse for assistance in obtaining a witness to the will. Which
1s the most appropriate response to the client?

1. “I will sign as a witness to your signature.”
2. “You will need to find a witness on your own.”
3. “Whoever is available at the time will sign as a witness for you.”

4. “I will call the nursing supervisor to seek assistance regarding your request.”

19. The nurse has made an error in a narrative documentation of an assessment
finding on a client and obtains the client’s record to correct the error. The nurse
should take which action to correct the error?

1. Documenting a late entry into the client’s record

2. Trying to erase the error for space to write in the correct data

3. Using whiteout to delete the error to write in the correct data

4. Drawing one line through the error, initialing and dating, and then documenting

the correct information

20. Which identifies accurate nursing documentation notations? Select all that
apply.
1. The client slept through the night.
2. Abdominal wound dressing is dry and intact without drainage.

3. The client seemed angry when awakened for vital sign measurement.



21.

22.

4. The client appears to become anxious when it is time for respiratory
treatments.
5. The client’s left lower medial leg wound is 3 cm in length without redness,

drainage, or edema.

A nursing instructor delivers a lecture to nursing students regarding the issue of
client’s rights and asks a nursing student to identify a situation that represents an
example of invasion of client privacy. Which situation, if identified by the
student, indicates an understanding of a violation of this client right?

1. Performing a procedure without consent

2. Threatening to give a client a medication

3. Telling the client that he or she cannot leave the hospital

4. Observing care provided to the client without the client’s permission

Nursing staff members are sitting in the lounge taking their morning break. An
unlicensed assistive personnel (UAP) tells the group that she thinks that the unit
secretary has acquired immunodeficiency syndrome (AIDS) and proceeds to tell
the nursing staff that the secretary probably contracted the disease from her
husband, who is supposedly a drug addict. Which legal tort has the UAP
violated?

1. Libel

2. Slander

3. Assault



23.

24.

4. Negligence

An 87-year-old woman is brought to the emergency department for treatment of a

fractured arm. On physical assessment, the nurse notes old and new ecchymotic

areas on the client’s chest and legs and asks the client how the bruises were

sustained. The client, although reluctant, tells the nurse in confidence that her son

frequently hits her if supper is not prepared on time when he arrives home from

work. Which is the most appropriate nursing response?

1. “Oh, really. I will discuss this situation with your son.”

2. “Let’s talk about the ways you can manage your time to prevent this from
happening.”

3. “Do you have any friends that can help you out until you resolve these
important issues with your son?”

4. “As a nurse, [ am legally bound to report abuse. I will stay with you while you

give the report and help find a safe place for you to stay.”

The nurse calls the heath care provider (HCP) regarding a new medication
prescription because the dosage prescribed is higher than the recommended
dosage. The nurse is unable to locate the HCP, and the medication is due to be
administered. Which action should the nurse take?

1. Contact the nursing supervisor.

2. Administer the dose prescribed.

3. Hold the medication until the HCP can be contacted.



4. Administer the recommended dose until the HCP can be located.

25. The nurse employed in a hospital is waiting to receive a report from the
laboratory via the facsimile (fax) machine. The fax machine activates and the
nurse expects the report, but instead receives a sexually oriented photograph.
Which is the most appropriate nursing action?

1. Call the police.
2. Cut up the photograph and throw it away.

3. Call the nursing supervisor and report the incident.

4. Call the laboratory and ask for the individual’s name who sent the photograph.

ANSWERS

13.3

Rationale: The incident report should contain the client’s name, age, and diagnosis. The report should contain a
factual description of the incident, any injuries experienced by those involved, and the outcome of the situation. The
correct option is the only one that describes the facts as observed by the nurse. Options 1, 2, and 4 are
mterpretations of the situation and are not factual information as observed by the nurse.

Test-Taking Strategy: Focus on the subje ct, documentation of events, and read the information in the question to
select the correct option. Remember to focus on factual information when documenting, and avoid including
mterpretations. This will direct you to the correct option.

Review: Documentation principles related to incide nt reports

Level of Cognitive Ability: Applying



Client Needs: Safe and Effective Care Environment
Integrated Process: Communication and Documentation
Content Area: Leadership/Management—Ethical/Legal
Priority Concepts: Communication; Health Care Law

Reference: Huber (2013), pp. 305-358.

14.3

Rationale: In general, there are two situations in which informed consent of an adult client is not needed. One is
when an emergency is present and delaying treatment for the purpose of obtaining informed consent would result in
mjury or death to the client. The second is when the client waives the right to give informed consent. Option 1 will
delay emergency treatment, and option 2 is inappropriate. Although option 4 may be pursued, it is not the best
action.

Test-Taking Strategy: Note the strategic word best. Recalling that when an emergency is present and a delay in
treatment for the purpose of obtaining informed consent could result in injury or death will direct you to the correct
option.

Review: The issues surrounding informed consent

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Ethics; Health Care Law

References: Potter et al (2013), pp. 302-303; Y oder-Wise (2011), pp. 79-81.



15. 1

Rationale: After a client’s fall, the nurse must frequently reassess the client because potential complications do not
always appear immediately after the fall. The client’s fall should be treated as private information and shared on a
“need to know” basis. Communication regarding the event should involve only the individuals participating in the
client’s care. An incident report is a problem-solving document; however, its completion is not documented in the
nurse’s notes. If the nursing supervisor has been made aware of the incident, the supervisor will contact the nurse if
status update is necessary.

Test-Taking Strategy: Focus on the data in the question and the strategic word next. Using the steps of the
nursing process will direct you to the correct option. Remember that assessment is the first step.

Review: Guidelines related to incident reports and care to the client after sustaining a fall

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Fundamental Skills—Safety

Priority Concepts: Communication; Safety

Reference: Potter et al (2013), pp. 358-371.

16. 4

Rationale: Floating is an acceptable legal practice used by hospitals to solve understaffing problems. Legally, the
nurse cannot refuse to float unless a union contract guarantees that nurses can work only in a specified area or the
nurse can prove the lack of knowledge for the performance of assigned tasks. When encountering this situation, the

nurse should set priorities and identify potential areas of harm to the client. The nursing supervisor is called if the



nurse is expected to perform tasks that he or she cannot safely perform. Calling the hospital lawyer is a premature

action.

Test-Taking Strategy: Note the strategic word first. Eliminate option 2 first because of the word refuse. Next,

eliminate options 1 and 3 because they are premature actions.

Review: Nursing responsibilities related to floating

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Care Coordination; Professionalism

References: Potter et al (2013), p. 304; Yoder-Wise (2011), pp. 77-78.

17.3

Rationale: Nurse practice acts require reporting impaired nurses. The board of nursing has jurisdiction over the
practice of nursing and may develop plans for treatment and supervision of the impaired nurse. This incident needs
to be reported to the nursing supervisor, who will then report to the board of nursing and other authorities, such as
the police, as required. The nurse may call security if a disturbance occurs, but no information in the question
supports this need, and so this is not the appropriate action. Option 4 is an inappropriate and unsafe action.
Test-Taking Strategy: Note the strategic words most appropriate. Eliminate option 4 first because this is an
mappropriate and unsafe action. Recall the lines of organizational structure to assist in directing you to the correct
option.

Review: The nurse’s responsibilities when dealing with an impaired nurse

Level of Cognitive Ability: Applying



Client Needs: Safe and Effective Care Environment
Integrated Process: Nursing Process—Implementation
Content Area: Leadership/Management—Ethical/Legal
Priority Concepts: Ethics; Professionalism

Reference: Yoder-Wise (2011), pp. 489-490.

18. 4

Rationale: Living wills, also known as natural death acts in some states, are required to be in writing and signed by
the client. The client’s signature must be witnessed by specified individuals or notarized. Laws and guidelines
regarding living wills vary from state to state, and it is the responsibility of the nurse to know the laws. Many states
prohibit any employee, including the nurse of a facility where the client is receiving care, from being a witness.
Option 2 is nontherapeutic and not a helpful response. The nurse should seek the assistance of the nursing
Supervisor.

Test-Taking Strategy: Note the strategic words most appropriate. Options 1 and 3 are comparable or alike
and should be eliminated first. Option 2 is eliminated because it is a nontherapeutic response.

Review: Legal implications associated with living wills

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—Ethical/Legal

Priority Concepts: Health Care Law; Professionalism

References: Ignatavicius, Workman (2013), pp. 107-108; Lewis et al (2011), p. 159.



19.4

Rationale: If the nurse makes an error in narrative documentation in the client’s record, the nurse should follow
agency policies to correct the error. This includes drawing one line through the error, initialing and dating the line,
and then documenting the correct information. A late entry is used to document additional information not
remembered at the initial time of documentation. Erasing data from the client’s record and the use of whiteout are
prohibited.

Test-Taking Strategy: Focus on the subject, correcting a documentation error, and use principles related to
documentation. Recalling that alterations to a client’s record are to be avoided will assist in eliminating options 2 and
3. From the remaining options, focusing on the subject of the question and using knowledge regarding the principles
related to documentation will direct you to the correct option.

Review: The principles and guidelines related to docume ntation

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Communication and Documentation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Communication; Professionalism

References: Perry, Potter, Elkin (2012), pp. 30-33; Potter et al (2013), p. 351.

%20.1,2,5

Rationale: Factual documentation contains descriptive, objective information about what the nurse sees, hears,
feels, or smells. The use of inferences without supporting factual data is not acceptable because it can be
misunderstood. The use of vague terms, such as seemed or appears is not acceptable because these words suggest

that the nurse is stating an opinion.



Test-Taking Strategy: Focus on the subject, accurate documentation notations. Eliminate options 3 and 4 because

they are comparable or alike and include vague terms (seemed, appears).

Review: Documentation guidelines

Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Communication and Documentation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Communication; Professionalism

Reference: Potter et al (2013), pp. 350-352.

21. 4

Rationale: Invasion of privacy occurs with unreasonable intrusion into an individual’s private affairs. Performing a

procedure without consent is an example of battery. Threatening to give a client a medication constitutes assault.

Telling the client that the client cannot leave the hospital constitutes false imprisonment.

Test-Taking Strategy: Focus on the subje ct, invasion of privacy. Noting the words without the client’s

permission in option 4 will direct you to this option.

Review: Situations that include invasion of privacy

Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Teaching and Learning

Content Area: Leadership/Management—Ethical/Legal

Priority Concepts: Ethics; Professionalism



References: Potter et al (2013), pp. 301-302; Y oder-Wise (2011), pp. 82-83.

22.2

Rationale: Defamation is a false communication or a careless disregard for the truth that causes damage to

someone’s reputation, either in writing (libel) or verbally (slander). An assault occurs when a person puts another

person in fear of a harmful or an offensive contact. Negligence involves the actions of professionals that fall below

the standard of care for a specific professional group.

Test-Taking Strategy: Note the subje ct, the legal tort violated. Focus on the data in the question and eliminate

options 1 and 4 first because their definitions are unrelated to the data. Recalling that slander constitutes verbal

defamation will direct you to the correct option from the remaining options.

Review: The definitions of libel, slander, assault, and negligence

Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Health Care Law; Professionalism

Reference: Potter et al (2013), p. 302.

23.4

Rationale: The nurse must report situations related to child or elder abuse, gunshot wounds and other criminal acts,
and certain infectious diseases. Confidential issues are not to be discussed with nonmedical personnel or the client’s
family or friends without the client’s permission. Clients should be assured that information is kept confidential,

unless it places the nurse under a legal obligation. Options 1, 2, and 3 do not address the legal implications of the



situation and do not ensure a safe environment for the client.

Test-Taking Strategy: Note the strategic words most appropriate. Focus on the data in the question and note
that an 87-year-old woman is receiving physical abuse by her son. Recall the nursing responsibilities related to client
safety and reporting obligations. Options 1, 2, and 3 should be eliminated because they are comparable or alike in
that they do not protect the client from mjury.

Review: The nursing responsibilities related to reporting responsibilities

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Health Care Law; Interpersonal violence

References: Potter et al (2013), pp. 301-302; Yoder-Wise (2011), pp. 82-83.

24.1

Rationale: 1f the HCP writes a prescription that requires clarification, the nurse’s responsibility is to contact the
HCP. If there is no resolution regarding the prescription because the HCP cannot be located or because the
prescription remains as it was written after talking with the HCP, the nurse should contact the nurse manager or
nursing supervisor for further clarification as to what the next step should be. Under no circumstances should the
nurse proceed to carry out the prescription until obtaining clarification.

Test-Taking Strategy: Eliminate options 2 and 4 first because they are comparable or alike and are unsafe
actions. Holding the medication can result in client injury. The nurse needs to take action. The correct option clearly
identifies the required action in this situation.

Review: Nursing responsibilities related to the HCP’s prescriptions



Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment
Integrated Process: Nursing Process—Implementation
Content Area: Leadership/Management—Ethical/Legal
Priority Concepts: Clinical Judgment; Safety

Reference: Potter et al (2013), p. 590.

25.3

Rationale: Ensuring a safe workplace is a responsibility of an employing institution. Sexual harassment in the
workplace is prohibited by state and federal laws. Sexually suggestive jokes, touching, pressuring a co-worker for a
date, and open displays of or transmitting sexually oriented photographs or posters are examples of conduct that
could be considered sexual harassment by another worker. If the nurse believes that he or she is being subjected to
unwelcome sexual conduct, these concerns should be reported to the nursing supervisor immediately. Option 1 is
unnecessary at this time. Options 2 and 4 are inappropriate initial actions.

Test-Taking Strategy: Note the strategic words most appropriate. Remember that using the organizational
channels of communication is best. This will assist in directing you to the correct option.

Review: Nursing responsibilitics when sexual harassment occurs in the workplace

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Health Care Law; Professionalism



Reference: Yoder-Wise (2011), pp. 500-501.
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Prioritizing Client Care: Leadership,
Delegation, and Disaster Planning

CRITICAL THINKING What Should You Do? .

The nurse notes that there has been an increase in the number of intravenous (IV) site
infections that developed in the clients being cared for on the nursing unit. How
should the nurse proceed to implement a quality improvement program?

Answer located on p. 76.

I. Health Care Delivery Systems
A. Managed care
1. Managed care 1s a broad term used to describe strategies used in the health care
delivery system that reduce the costs of health care.
2. Client care is outcome driven and is managed by a case process.
3. Managed care emphasizes the promotion of health, client education and

responsible self-care, early identification of disease, and the use of health care



resources.
B. Case management %

1. Case management is a health care delivery strategy that supports managed care; it
uses an interprofessional health care delivery approach that provides
comprehensive client care throughout the client’s illness, using available
resources to promote high-quality and cost-effective care.

2. Case management includes assessment and development of a plan of care,
coordination of all services, referral, and follow-up.

3. Critical pathways are used, and variation analysis is conducted.

A Case management involves consultation and collaboration with an

interprofessional health care team.

C. Case manager %

1. A case manager is a professional nurse (often one with a master’s degree) who
assumes responsibility for coordinating the client’s care at admission and after
discharge.

2. The case manager establishes a plan of care with the client, coordinates any
interprofessional consultations and referrals, and facilitates discharge.

D. Critical pathway

1. A critical pathway is a clinical management care plan for providing client-

centered care and for planning and monitoring the client’s progress within an

established time frame; and teamwork ensure



shared decision making and quality client care.

2. Variation analysis is a continuous process that the case manager and other
caregivers conduct by comparing the specific client outcomes with the expected
outcomes described on the critical pathway.

3. The goal of a critical pathway is to anticipate and recognize negative variance
(i.e., client problems) early so that appropriate action can be taken and positive
client outcomes can result.

E. Nursing care plan %

1. A nursing care plan is a written guideline and communication tool that identifies
the client’s pertinent assessment data, problems and nursing diagnoses, goals,
interventions, and expected outcomes.

2. The plan enhances interprofessional continuity of care by identifying specific
nursing actions necessary to achieve the goals of care.

3. The client and family are involved in developing the plan of care, and the plan
identifies short-term and long-term goals.

4. Client problems, goals, interventions, and expected outcomes are documented in
the care plan, which provides a framework for evaluation of the client’s response

to nursing actions.

A. Functional nursing
1. Functional nursing involves a task approach to client care, with tasks being

delegated by the charge nurse to individual members of the team.



2. This type of system is task-oriented, and the team member focuses on the
delegated task rather than the total client; this results in fragmentation of care and
lack of by the team member.

B. Team nursing

1. The team generally is led by a registered nurse (team leader) who is responsible
for assessing, developing nursing diagnoses, planning, and evaluating each
client’s plan of care.

2. The team leader determines the work assignment; each staff member works fully
within the realm of his or her educational and clinical expertise and job
description.

3. Each staff member is accountable for client care and outcomes of care delivered
in accordance with the licensing and practice scope as determined by health care
agency policy and state law.

4. Modular nursing is similar to team nursing, but takes into account the structure of
the unit; the unit is divided into modules allowing nurses to care for a group of
clients who are geographically close by.

C. Relationship-based practice (primary nursing)

1. Relationship-based practice (primary nursing) is concerned with keeping the
nurse at the bedside, actively involved in client care, while planning goal-
directed, individualized care.

2. One (primary) nurse is responsible for managing and coordinating the client’s

care while in the hospital and for discharge, and an associate nurse cares for the



client when the primary nurse is off-duty.
D. Client-focused care
1. This 1s also known as the total care or case method; the registered nurse assumes
total responsibility for planning and delivering care to a client.
2. The client may have different nurses assigned during a 24-hour period; however,

the nurse provides all necessary care needed for the assigned time period.

II1. Professional Responsibilities
A. )
1. The process in which individuals have an obligation (or duty) to act and are
answerable for their actions
2. Involves assuming only the responsibilities that are within one’s scope of practice
and not assuming responsibility for activities in which competence has not been
achieved
3. Involves admitting mistakes rather than blaming others and evaluating the
outcomes of one’s own actions
4. Includes a responsibility to the client to be competent, providing nursing care in
accordance with standards of nursing practice and adhering to the professional

ethics codes

A Accountability is the acceptance of responsibility for one’s actions. The
nurse 1s always responsible for his or her actions when providing care to a

client.



B. and
1. Leadership is the interpersonal process that involves influencing others
(followers) to achieve goals.
2. Management is the accomplishment of tasks or goals by oneself or by directing
others.

C. Theories of leadership and management (Box 8-1)

Charismatic: Based on personal beliefs and characteristics

Quantum: Based on the concepts of chaos theory; maintaining a balance between
tension and order prevents an unstable environment and promotes creativity
Relational: Based on collaboration and teamwork

Servant: Based on a desire to serve others; the leader emerges when another’s needs
assume priority

Shared: Based on the belief that several individuals share the responsibility for
achieving the health care agency’s goals

Transactional: Based on the principles of social-exchange theory
Transformational: Based on the individual’s commitment to the health care

agency’s vision; focuses on promoting change

D. Leader and manager approaches <%

1. Autocratic



a. The leader or manager is focused and maintains strong control, makes
decisions, and addresses all problems.
b. The leader or manager dominates the group and commands rather than seeks
suggestions or input.
2. Democratic
a. This is also called participative.
b. It is based on the belief that every group member should have input into the
development of goals and problem solving.
c. A democratic leader or manager acts primarily as a facilitator and resource
person and is concerned for each member of the group.
d. The democratic style is a more “talk with the members” style and much less
authoritarian than the autocratic style.
3. Laissez-faire
a. A laissez-faire leader or manager assumes a passive, nondirective, and inactive
approach and relinquishes part or all of the responsibilities to the members of
the group.
b. Decision making is left to the group, with the laissez-faire leader or manager
providing little, if any, guidance, support, or feedback.
4. Situational
a. Situational style uses a combination of styles based on the current circumstances
and events.

b. Situational styles are assumed according to the needs of the group and the tasks



to be achieved.
5. Bureaucratic
a. The leader or manager believes that individuals are motivated by external
forces.
b. The leader/manager relies on organizational policies and procedures for
decision making.

E. Effective leader and manager behaviors and qualities (Box 8-2)

Treats employees as unique individuals

Inspires employees and stimulates critical thinking

Shows employees how to think about old problems in new ways and assists with
adapting to change

Is visible to employees; is flexible; and provides guidance, assistance, and feedback

Communicates a vision, establishes trust, and empowers employees

Motivates employees to achieve goals

Effective communicator ; promotes interprofessional collaboration
Credible
Critical thinker

Initiator of action



Risk taker

Is persuasive and influences employees

Adapted from Huber D: Leadership and nursing care management, ed 4,

Philadelphia, 2010, Saunders.

F. Functions of management (Box 8-3) /%

Planning: Determining objectives and identifying methods that lead to achievement
of objectives

Organizing: Using resources (human and material) to achieve predetermined
outcomes

Directing: Guiding and motivating others to meet expected outcomes

Controlling: Using performance standards as criteria for measuring success and

taking corrective action

G. Problem-solving process and decision making
1. Problem solving involves obtaining information and using it to reach an
acceptable solution to a problem.
2. Decision making involves identifying a problem and deciding which alternatives
can best achieve objectives.

3. Steps of the problem-solving process are similar to the steps of the nursing



process (Table 8-1).

TABLE 8-1 Similarities of the Problem-Solving Process and the

Nursing Process

Problem-Solving Process Nursing Process
Identifying a problem and collecting data about the problem Assessment
Determining the exact nature of the problem Analysis
Deciding on a plan of action Planning
Carrying out the plan Implementation
Evaluating the plan Evaluation

H. Types of managers

1. Frontline manager
a. Frontline managers function in supervisory roles of those involved with
delivery of client care.
b. Frontline roles usually include charge nurse, team leader, and client care
coordinator.
c. Frontline managers coordinate the activity of all staff who provide client care
and supervise team members during the manager’s period of accountability.
2. Middle manager
a. Middle manager roles usually include unit manager and supervisor.
b. A middle manager’s responsibilities may include supervising staff, preparing
budgets, preparing work schedules, writing and implementing policies that
guide client care and unit operations, and maintaining the quality of client

services.



3. Nurse executive
a. The nurse executive is a top-level nurse manager and may be the director of
nursing services or the vice president for client care services.
b. The nurse executive supervises numerous departments and works closely with
the administrative team of the organization.
c. The nurse executive ensures that all client care provided by nurses is consistent

with the objectives of the health care organization.

IV. Power

A. Power is the ability to do or act to achieve desired results.

B. Powerful people are able to modify behavior and influence others to change, even
when others are resistant to change.

C. Effective nurse leaders use power to improve the delivery of care and to enhance the
profession. /A

D. There are different types of power (Box 8-4).

BOX 8-4 Types of Power

Reward: Ability to provide incentives

Coercive: Ability to punish

Referent: Based on attraction

Expert: Based on having an expert knowledge base and skill level

Legitimate: Based on a position in society



Personal: Derived from a high degree of self-confidence
Informational: When one person provides explanations why another should behave

in a certain way

A. Empowerment is an interpersonal process of enabling others to do for themselves.
B. Empowerment occurs when individuals are able to influence what happens to them
more effectively.

C. Empowerment involves open communication, mutual goal setting, and decision
making,

D. Nurses can empower clients through teaching and

A. An organization’s mission statement communicates in broad terms its reason for
existence; the geographic area that the organization serves; and attitudes, beliefs, and
values from which the organization functions.

. Goals and objectives are measurable activities specific to the development of
designated services and programs of an organization.

. The organizational chart depicts and communicates how activities are arranged, how
authority relationships are defined, and how communication channels are

established.

D. Policies, procedures, and protocols <%



1. Policies are guidelines that define the organization’s standpoint on courses of
action.

2. Procedures are based on policy and define methods for tasks.

3. Protocols prescribe a specific course of action for a specific type of client or
problem.

E. Centralization is the making of decisions by a few individuals at the top of the
organization or by managers of a department or unit, and decisions are communicated
thereafter to the employees.

F. Decentralization is the distribution of authority throughout the organization to allow

for increased responsibility and in decision making.

A The nurse must follow policies, procedures, and protocols of the health care

agency in which he or she 1s employed.
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A. Evidence-based practice is an approach to client care in which the nurse integrates
the client’s preferences, clinical expertise, and the best research evidence to deliver
quality care.

B. Determining the client’s personal, social, cultural, and religious preferences ensures
individualization and is a component of implementing evidence-based practice.

C. The nurse needs to be an observer and identify and question situations that require
change or result in a less than desirable outcome.

D. Use of information technology such as online resources, including research



publications, provides current research findings related to areas of practice.
E. The nurse needs to follow evidence-based practice protocols developed by the
institution and question the rationale for nursing approaches identified in the

protocols as necessary.

A Evidence-based practice requires that the nurse base nursing practice on the
most applicable evidence from clinical research studies. The nurse should also
be alert to clinical issues that warrant investigation and develop a researchable

problem about the 1ssue.

VIII. Quality Improvement 4

A. Also known as performance improvement, quality improvement focuses on processes
or systems that significantly contribute to client safety and effective client care
outcomes; criteria are used to monitor outcomes of care and to determine the need for
change to improve the quality of care.

B. Quality improvement processes or systems may be named quality assurance,
continuous quality , or continuous quality improvement.

C. When quality improvement is part of the philosophy of a health care agency, every
staff member becomes involved in ways to improve client care and outcomes.

D. A retrospective (“looking back™) audit is an evaluation method used to inspect the
medical record after the client’s discharge for documentation of compliance with the
standards.

E. A concurrent (“at the same time”) audit is an evaluation method used to inspect

compliance of nurses with predetermined standards and criteria while the nurses are



providing care during the client’s stay.

F. Peer review is a process in which nurses employed in an organization evaluate the
quality of nursing care delivered to the client.

G. The quality improvement process is similar to the nursing process and involves a
interprofessional approach.

H. An outcome describes the most positive response to care; comparison of client
responses with the expected outcomes indicates whether the interventions are
effective, whether the client has progressed, how well standards are met, and
whether changes are necessary.

I. The nurse is responsible for recognizing trends in nursing practice, identifying

recurrent problems, and initiating opportunities to improve the quality of care.

A Quality improvement processes improve the quality of care delivery to

clients and the safety of health care agencies.

IX. Change Process
A. Change is a dynamic process that leads to an alteration in behavior.
1. Lewin’s basic concept of the change process includes three elements for

successful change: unfreezing, moving and changing, and refreezing (Fig. 8-1).



Refreszing Unfreezing

Moving/Changing

FIGURE 8-1 Elements of a successful change. (From Huber D: Leadership and

nursing care management, ed 4, St. Louis, 2010, Saunders.)

a. Unfreezing is the first phase of the process, during which the problem is
identified and individuals involved gather facts and evidence supporting a
basis for change.

b. During the moving and changing phase, change is planned and implemented.

c. Refreezing is the last phase of the process, during which the change becomes
stabilized.

2. Leadership style influences the approach to initiating the change process.
B. Types of change
1. Planned change: A deliberate effort to improve a situation

2. Unplanned change: Change that is unpredictable but is beneficial and may go

unnoticed

C. Resistance to change (Box 8-5)



BOX 8-5 Reasons for Resisting Change

Conformity

One goes along with others to avoid conflict.

Dissimilar Beliefs and Values

Differences can impede positive change.

Habit

Routine, set behaviors are often hard to change.

Secondary Gains

Benefits or payoff are present, so there is no incentive to change.

Threats to Satisfying Basic Needs

Change may be perceived as a threat to self-esteem, security, or survival.

Fear

One fears failure or has fear of the unknown.

1. Resistance to change occurs when an individual rejects proposed new ideas
without critically thinking about the proposal.

2. Change requires energy.

3. The change process does not guarantee positive outcomes.

D. Overcoming barriers



1. Create a flexible and adaptable environment.

2. Encourage the people involved to plan and set goals for change.

3. Include all involved in the plan for change.

4. Focus on the benefits of the change in relation to improvement of client care.

5. Delineate the drawbacks from failing to make the change in relation to client care.

6. Evaluate the change process on an ongoing basis, and keep everyone informed of
progress.

7. Provide positive feedback to all involved.

8. Commit to the time it takes to change.

A. Conflict arises from a perception of incompatibility or difference in beliefs,
attitudes, values, goals, priorities, or decisions.
B. Types of conflict
1. Intrapersonal: Occurs within a person
2. Interpersonal: Occurs between and among clients, nurses, or other staff members
3. Organizational: Occurs when an employee confronts the policies and procedures
of the organization
C. Modes of conflict resolution %
1. Avoidance
a. Avoiders are unassertive and uncooperative.

b. Avoiders do not pursue their own needs, goals, or concerns, and they do not



assist others to pursue theirs.
¢. Avoiders postpone dealing with the issue.
2. Accommodation
a. Accommodators neglect their own needs, goals, or concerns (unassertive) while
trying to satisfy those of others.
b. Accommodators obey and serve others and often feel resentment and
disappointment because they “get nothing in return.”
3. Competition
a. Competitors pursue their own needs and goals at the expense of others.
b. Competitors also may stand up for rights and defend important principles.
4. Compromise
a. Compromisers are assertive and cooperative.
b. Compromisers work creatively and openly to find the solution that most fully

satisfies all important goals and concerns to be achieved.

A. Nurse roles are as follows:
1. Promote health and prevent disease
2. Provide comfort and care to clients
3. Make decisions
4. Act as client advocate
5. Lead and manage the nursing team

6. Serve as case manager



7. Function as a rehabilitator

8. Communicate effectively

9. Educate clients, families, and communities and health care team members

10. Act as a resource person

11. Allocate resources in a cost-effective manner
B. Health care provider (HCP): A HCP diagnoses and treats disease.
C. HCP assistant

1. A HCP assistant (also known as physician assistant) acts to a limited extent in the
role of the HCP during the HCP’s absence; the HCP assistant could include a
nurse practitioner.

2. The HCP assistant conducts physical examinations, performs diagnostic
procedures, assists in the operating room and emergency department, and
performs treatments.

3. Certified and licensed HCP assistants in some states have prescriptive powers.

D. Physical therapist: A physical therapist assists in examining, testing, and treating
physically disabled clients.

E. Occupational therapist: An occupational therapist develops adaptive devices that
help chronically ill or handicapped clients perform activities of daily living.

F. Respiratory therapist: A respiratory therapist delivers treatments designed to
improve the client’s ventilation and oxygenation status.

G. Nutritionist: A nutritionist or dietitian assists in planning dietary measures to

improve or maintain a client’s nutritional status.



H. Continuing care nurse: This nurse coordinates discharge plans for the client.

I. Assistive personnel, including unlicensed personnel, and client care technicians, help
the registered nurse with specified tasks and functions.

J. Pharmacist: A pharmacist formulates and dispenses medications.

K. Social worker: A social worker counsels clients and families about home care
services and assists the continuing care nurse with planning discharge.

L. Chaplain: A chaplain (or trained layperson) offers spiritual support and guidance to
clients and families.

M. Administrative staff: Administrative or support staff members organize and schedule
diagnostic tests and procedures and arrange for services needed by the client and

family.

A. Client care planning can be accomplished through referrals to or consultations or
with other health care specialists and through

client care conferences, which involve members from all health care disciplines.
This approach helps ensure continuity of care.

B. Reports %
1. Reports should be factual, accurate, current, complete, and organized.
2. Reports should include essential background information, subjective data,

objective data, any changes in the client’s status, nursing diagnoses as

appropriate, treatments and procedures, medication administration, client



teaching, discharge planning, family information, the client’s response to
treatments and procedures, and the client’s priority needs.
3. Change of shift report

a. The report facilitates continuity of care among nurses who are responsible for a
client.

b. The report may be written, oral, audiotaped, or provided during walking rounds
at the client’s bedside.

c¢. The report describes the client’s health status and informs the nurse on the next
shift about the client’s needs and priorities for care.

4. Telephone reports

a. Purposes include informing a HCP of a client’s change in status, communicating
information about a client’s transfer to or from another unit or facility, and
obtaining results of laboratory or diagnostic tests.

b. The telephone report should be documented and should include when the call
was made, who made the call, who was called, to whom information was
given, what information was given, and what information was received.

5. Transfer reports
a. Transferring nurse reports provide continuity of care and may be given by

telephone or in person (Box 8-6).

BOX 8-6 Transfer Reports

= Client’s name, age, health care provider, and diagnoses



Current health status and plan of care

Client’s needs and priorities for care

Any assessments or interventions that need to be performed after transfer, such as
laboratory tests, medication administration, or dressing changes

Need for any special equipment

Additional considerations such as allergies, resuscitation status, precautionary

considerations, cultural or religious issues, or family issues

b. Receiving nurse should repeat transfer information to ensure client safety and

ask questions to clarify information about the client’s status.

. Consultation is a process in which a specialist is sought to identify methods of care
or treatment plans to meet the needs of a client.

. Consultation is needed when the nurse encounters a problem that cannot be solved
using nursing knowledge, skills, and available resources.

. Consultation also is needed when the exact problem remains unclear; a consultant
can objectively and more clearly assess and identify the exact nature of the problem.
. Rapid response teams are being developed within hospitals to provide nursing staff
with internal consultative services provided by expert clinicians.

. Rapid response teams are used to assist nursing staff with early detection and

resolution of client problems.
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. Discharge planning begins when the client is admitted to the hospital or health care
facility.

. Discharge planning is an interprofessional process that ensures that the client has a
plan for continuing care after leaving the health care facility and assists in the
client’s transition from one environment to another.

. All caregivers need to be involved in discharge planning, and referrals to other
health care professionals or agencies may be needed. A HCP’s prescription may be
needed for the referral, and the referral needs to be approved by the client’s health
care insurer.

. The nurse should anticipate the client’s discharge needs and make the referral as
soon as possible (involving the client and family in the referral process).

. The nurse needs to educate the client and family regarding care at home (Box 8-7).

How to administer prescribed medications

Side effects of medications that need to be reported to the health care provider
(HCP)

Prescribed dietary and activity measures

Complications of the medical condition that need to be reported to the HCP

How to perform prescribed treatments

How to use special equipment prescribed for the client



Schedule for home care services that are planned
How to access available community resources

When to obtain follow-up care

XV. and Assignments A
A. Delegation
1. Delegation is a process of transferring performance of a selected nursing task in a
situation to an individual who 1s competent to perform that specific task.
2. Delegation involves achieving outcomes and sharing activities with other
individuals who have the authority to accomplish the task.
3. The nurse practice act and any practice limitations define which aspects of care
can be delegated and which must be performed by a registered nurse.
4. Even though a task may be delegated to someone, the nurse who delegates
maintains for the task.
5. Only the task, not the ultimate accountability, may be delegated to another.
6. The five rights of delegation include the right task, right circumstances, right

person, right direction/communication, and right supervision/evaluation.

A Delegate only tasks for which you are responsible. The nurse who delegates
is accountable for the task; the person who assumes responsibility for the task is

also accountable.

B. Principles and guidelines of delegating (Box 8-8)



Delegate the right task to the right delegatee. Be familiar with the experience of the
delegatees, their scopes of practice, their job descriptions, agency policy and
procedures, and the state nurse practice act.

Provide clear directions about the task and ensure that the delegatee understands
the expectations.

Determine the degree of supervision that may be required.

Provide the delegatee with the authority to complete the task; provide a deadline
for completion of the task.

Evaluate the outcome of care that has been delegated.

Provide feedback to the delegatee regarding his or her performance.

In general, noninvasive interventions, such as skin care, range-of-motion
exercises, ambulation, grooming, and hygiene measures, can be assigned to the
unlicensed assistive personnel (UAP).

In general, a licensed practical nurse (LPN) or licensed vocational nurse (LVN)
can perform not only the tasks that a UAP can perform, but also certain invasive
tasks, such as dressing changes, suctioning, urinary catheterization, and
medication administration (oral, subcutaneous, intramuscular, and selected
piggyback medications), according to the education and job description of the
LPN or LVN. The LPN or LVN can also review teaching plans with the client that
were initiated by the registered nurse.

A registered nurse can perform the tasks that an LPN or LVN can perform and is



responsible for assessment and planning care, initiating teaching, and

administering medications intravenously.

C. Assignments
1. Assignment is the transfer of performance of client care activities to specific staff
members.
2. Guidelines for client care assignments
a. Always ensure client safety.
b. Be aware of individual variations in work abilities.
¢. Determine which tasks can be delegated and to whom.
d. Match the task to the delegatee on the basis of the nurse practice act and
appropriate position descriptions.
e. Provide directions that are clear, concise, accurate, and complete.
f. Validate the delegatee’s understanding of the directions.
g. Communicate a feeling of confidence to the delegatee, and provide feedback
promptly after the task is performed.

h. Maintain continuity of care as much as possible when assigning client care.

A. Description
1. Time management is a technique designed to assist in completing tasks within a

definite time period.



2. Learning how, when, and where to use one’s time and establishing personal goals
and time frames are part of time management.

3. Time management requires an ability to anticipate the day’s activities, to combine
activities when possible, and not to be interrupted by nonessential activities.

4. Time management involves efficiency in completing tasks as quickly as possible
and effectiveness in deciding on the most important task to do (i.e., )
and doing it correctly.

B. Principles and guidelines

1. Identify tasks, obligations, and activities and write them down.

2. Organize the work day; identify which tasks must be completed in specified time
frames.

3. Prioritize client needs according to importance.

4. Anticipate the needs of the day and provide time for unexpected and unplanned
tasks that may arise.

5. Focus on beginning the daily tasks, working on the most important first while
keeping goals in mind; look at the final goal for the day, which helps in the
breakdown of tasks into manageable parts.

6. Begin client rounds at the beginning of the shift, collecting data on each assigned
client.

7. Delegate tasks when appropriate.

8. Keep a daily hour-by-hour log to assist in providing structure to the tasks that must

be accomplished, and cross tasks off the list as they are accomplished.



9. Use health care agency resources wisely, anticipating resource needs, and gather
the necessary supplies before beginning the task.
10. Organize paperwork and continuously document task completion and necessary
client data throughout the day (i.e., documentation should be concurrent with
completion of a task or observation of pertinent client data).

11. At the end of the day, evaluate the effectiveness of time management.

»
A. Prioritizing is deciding which needs or problems require immediate action and
which ones could tolerate a delay in response until a later time because they are not
urgent.

B. Guidelines for prioritizing (Box 8-9)

The nurse and the client mutually rank the client’s needs in order of importance
based on the client’s preferences and expectations, safety, and physical and
psychological needs; what the client sees as his or her priority needs may be
different from what the nurse sees as the priority needs.

Priorities are classified as high, intermediate, or low.

Client needs that are life-threatening or that could result in harm to the client if they
are left untreated are high priorities.

Nonemergency and non-life-threatening client needs are intermediate priorities.

Client needs that are not related directly to the client’s illness or prognosis are low



priorities.

When providing care, the nurse needs to decide which needs or problems require
immediate action and which ones could be delayed until a later time because they
are not urgent.

The nurse considers client problems that involve actual or life-threatening
concerns before potential health-threatening concerns.

When prioritizing care, the nurse must consider time constraints and available
resources.

Problems identified as important by the client must be given high priority.

The nurse can use the ABCs—airway, breathing, and circulation—as a guide when
determining priorities; client needs related to maintaining a patent airway are
always the priority.

The nurse can use Maslow’s Hierarchy of Needs theory as a guide to determine
priorities and to identify the levels of physiological needs, safety, love and
belonging, self-esteem, and self-actualization (basic needs are met before moving
to other needs in the hierarchy).

The nurse can use the steps of the nursing process as a guide to determine

priorities, remembering that assessment is the first step of the nursing process.

C. Setting priorities for client teaching

1. Determine the client’s immediate learning needs.

2. Review the learning objectives established for the client.



3. Determine what the client perceives as important.
4. Assess the client’s anxiety level and the time available to teach.

D. Prioritizing when caring for a group of clients
1. Identify the problems of each client.
2. Review nursing diagnoses.
3. Determine which client problems are most urgent based on basic needs, the

client’s changing or unstable status, and complexity of the client’s problems.

4. Anticipate the time that it may take to care for the priority needs of the clients.
5. Combine activities, if possible, to resolve more than one problem at a time.
6. Involve the client in his or her care as much as possible (see Priority Nursing

Actions).

PRIORITY NURSING ACTIONS

The nurse is assigned to the following clients. The order of priority in assessing the
clients is as follows:
1. A client with heart failure who has a 4-1b weight gain since yesterday and is
experiencing shortness of breath
2. A 24-hour postoperative client who had a wedge resection of the lung and has a
closed chest tube drainage system

3. A client admitted to the hospital for observation who has absent bowel sounds



4. A client who 1s undergoing surgery for a hysterectomy on the following day

The nurse determines the order of priority by considering the needs of the client. The
nurse also uses guidelines for prioritizing, such as the ABCs—airway, breathing, and
circulation—Maslow’s Hierarchy of Needs theory, and the steps of the nursing
process. Clients 1 and 2 have conditions that relate to the cardiac system or
respiratory system. These clients are the high priorities. Client 1 is the first priority
because this client is experiencing shortness of breath (life-threatening). There is no
indication that client 2 is experiencing any difficulty. Because client 4 is scheduled
for surgery on the following day, this client would be the last priority (low priority),
and the nurse would assess this client and prepare this client for surgery after other
clients are assessed. Because absent bowel sounds could be an indication of a bowel

obstruction (intermediate priority), this client would be priority 3.

Reference
Potter P, Perry A, Stockert P, Hall A: Fundamentals of nursing, ed 8, St. Louis, 2013,

Mosby, pp. 237-238.

A Use the ABCs (airway, breathing, and circulation), Maslow’s Hierarchy of
Needs theory, and the steps of the nursing process (assessment is first) to

prioritize.

A. Description



1. A disaster is any human-made or natural event that causes destruction and

devastation that cannot be alleviated without assistance (Box 8-10).

BOX 8-10 Types of Disasters

Human-Made Disasters

Dam failures resulting in flooding

Hazardous substance accidents such as pollution, chemical spills, or toxic gas leaks
Accidents involving release of radioactive material

Resource shortages such as food, water, and electricity

Structural collapse, fire, or explosions

Terrorist attacks such as bombing, riots, and bioterrorism

Mass transportation accidents

Natural Disasters

Avalanches

Blizzards

Communicable disease epidemics
Cyclones

Droughts

Earthquakes

Floods

Forest fires

Hailstorms



Hurricanes
Landslides
Mudslides
Tidal waves
Tornadoes

Volcanic eruptions

2. Internal disasters are disasters that occur within a health care agency (e.g., health
care agency fire, structural collapse, radiation spill), whereas external disasters
are disasters that occur outside the health care agency (e.g., mass transit accident
that could send hundreds of victims to emergency departments).

3. An emergency response plan is a formal plan of action for coordinating the
response of the health care agency staff in the event of a disaster in the health care
agency or surrounding community.

B. American Red Cross (ARC)

1. The ARC has been given authority by the federal government to provide disaster
relief.

2. All ARC disaster relief assistance 1s free, and local offices are located across the
United States.

3. The ARC participates with the government in developing and testing community
disaster plans.

4. The ARC identifies and trains personnel for emergency response.



5. The ARC works with businesses and labor organizations to identify resources and
individuals for disaster work.

6. The ARC educates the public about ways to prepare for a disaster.

7. The ARC operates shelters, provides assistance to meet immediate emergency
needs, and provides disaster health services, including crisis counseling.

8. The ARC handles inquiries from family members.

9. The ARC coordinates relief activities with other agencies.

10. Nurses are involved directly with the ARC and assume functions such as
managers, supervisors, and educators of first aid; they also participate in
emergency response plans and disaster relief programs and provide services, such
as blood collection drives and immunization programs.

C. Phases of disaster
1. The Federal Emergency Management Agency (FEMA) identifies four disaster
management phases: mitigation, preparedness, response, and recovery.
2. Mitigation encompasses the following:
a. Actions or measures that can prevent the occurrence of a disaster or reduce the
damaging effects of a disaster
b. Determination of the community hazards and community risks (actual and
potential threats) before a disaster occurs
c. Awareness of available community resources and community health personnel
to facilitate mobilization of activities and minimize chaos and confusion if a

disaster occurs



d. Determination of the resources available for care to infants, older adults,

disabled individuals, and individuals with chronic health problems
3. Preparedness encompasses the following:

a. Plans for rescue, evacuation, and caring for disaster victims

b. Plans for training disaster personnel and gathering resources, equipment, and
other materials needed for dealing with the disaster

c. Identification of specific responsibilities for various emergency response
personnel

d. Establishment of a community emergency response plan and an effective public
communication system

e. Development of an emergency medical system and a plan for activation

f. Verification of proper functioning of emergency equipment

g. Collection of anticipatory provisions and creation of a location for providing
food, water, clothing, shelter, other supplies, and needed medicine

h. Inventory of supplies on a regular basis and replenishment of outdated supplies

i. Practice of community emergency response plans (mock disaster drills)

4. Response encompasses the following;

a. Putting disaster planning services into action and the actions taken to save lives
and prevent further damage

b. Primary concerns include safety, physical health, and mental health of victims
and members of the disaster response team

5. Recovery encompasses the following:



a. Actions taken to return to a normal situation after the disaster
b. Preventing debilitating effects and restoring personal, economic, and
environmental health and stability to the community
D. Levels of disaster

1. FEMA identifies three levels of disaster with FEMA response (Box 8-11).

BOX 8-11 Federal Emergency Management Agency (FEMA) Levels of

Disaster

Level I Disaster
Massive disaster that involves significant damage and results in a presidential
disaster declaration, with major federal involvement and full engagement of federal,

regional, and national resources

Level II Disaster
Moderate disaster that is likely to result in a presidential declaration of an

emergency, with moderate federal assistance

Level III Disaster
Minor disaster that involves a minimal level of damage, but could result in a

presidential declaration of an emergency

2. When a federal emergency has been declared, the federal response plan may take
effect and activate emergency support functions.

3. The emergency support functions of the ARC include performing emergency first



aid, sheltering, feeding, providing a disaster welfare information system, and
coordinating bulk distribution of emergency relief supplies.

4. Disaster medical assistant teams (teams of specially trained personnel) can be
activated and sent to a disaster site to provide triage and medical care to victims
until they can be evacuated to a hospital.

E. Nurse’s role in disaster planning <%
1. Personal and professional preparedness

a. Make personal and family preparations (Box 8-12).

Plan a meeting place for family members.

Identify where to go if an evacuation is necessary.

Determine when and how to turn off water, gas, and electricity at main switches.
Locate the safe spots in the home for each type of disaster.

Replace stored water supply every 3 months and stored food supply every 6 months.

Include the following supplies:

A 3-day supply of water (1 gallon per person per day)
A 3-day supply of nonperishable food

Clothing and blankets

First-aid kit

Adequate supply of prescription medication

Battery-operated radio



Flashlight and batteries

Credit card, cash, or traveler’s checks

Extra set of car keys and a full tank of gas in the car

Sanitation supplies for washing, toileting, and disposing of trash
Extra pair of eyeglasses

Special items for infants, older adults, or disabled individuals
Items needed for a pet such as food, water, and leash

Important documents in a waterproof case

b. Be aware of the disaster plan at the place of employment and in the community.
c¢. Maintain certification in disaster training and in cardiopulmonary resuscitation.
d. Participate in mock disaster drills, including a bomb threat drill.

e. Prepare professional emergency response items, such as a copy of nursing
license, personal health care equipment such as a stethoscope, cash, warm
clothing, record-keeping materials, and other nursing care supplies.

2. Disaster response

a. In the health care agency setting, if a disaster occurs, the agency disaster
preparedness plan (emergency response plan) is activated immediately, and the
nurse responds by following the directions identified in the plan.

b. In the community setting, if the nurse is the first responder to a disaster, the
nurse cares for the victims by attending to the victims with life-threatening

problems first; when rescue workers arrive at the scene, immediate plans for



triage should begin.

A In the event of a disaster, activate the emergency response plan immediately.

F. b
1. In a disaster or war, triage consists of a brief assessment of victims that allows
the nurse to classify victims according to the severity of the injury, urgency of

treatment, and place for treatment (see Priority Nursing Actions).

PRIORITY NURSING ACTIONS

The nurse is the first responder at the scene of a school bus accident. The nurse
triages the victims from highest to lowest priority as follows:
1. Confused child with bright red blood pulsating from a leg wound
2. Child with a closed head wound and multiple compound fractures of the arms and
legs
3. Child with a simple fracture of the arm complaining of arm pain

4. Sobbing child with several minor lacerations on the face, arms, and legs

Triage systems identify which victims are the priority and should be treated first.
Rankings are based on immediacy of needs, including victims with immediate threat
to life requiring immediate treatment (emergent), victims whose injuries are not life-

threatening provided that they are treated within 1 to 2 hours (urgent), and victims



with sustained local injuries who do not have immediate complications and can wait
several hours for medical treatment (nonurgent). Victim 1 has a wound that is
pulsating bright red blood; this indicates arterial puncture. The child is also
confused, which indicates the presence of hypoxia and shock (emergent). Victim 2
has sustained multiple trauma, so this victim is also classified as emergent and
would require immediate treatment; however, victim 1 is the higher priority because
of the arterial puncture. Victim 3 sustained injuries that are not life-threatening
provided that the injuries can be treated in 1 to 2 hours (urgent). Victim 4 sustained

minor injuries that can wait several hours for treatment (nonurgent).

References
Ignatavicius, Workman: Medical-surgical nursing: Patient centered collaborative
care (2013), p. 157; Lewis et al: Medical-surgical nursing: Assessment and

management of clinical problems (2011), pp. 1783-1785.

2. In an emergency department, triage consists of a brief assessment of clients that
allows the nurse to classify clients according to their need for care and
establishing priorities of care; the type of illness or injury, the severity of the
problem, and the resources available govern the process.

G. Emergency department triage system %
1. A commonly used rating system in an emergency department is a three-tier system

that uses the categories of emergent, urgent, and nonurgent; these categories may



be 1dentified by color coding or numbers (Box 8-13).

This classification is assigned to clients who have life-threatening injuries and need
immediate attention and continuous evaluation, but have a high probability for
survival when stabilized.

Such clients include trauma victims, clients with chest pain, clients with severe
respiratory distress or cardiac arrest, clients with limb amputation, clients with acute

neurological deficits, and clients who have sustained chemical splashes to the eyes.

This classification is assigned to clients who require treatment and whose injuries
have complications that are not life-threatening, provided that they are treated within
1 to 2 hours; these clients require continuous evaluation every 30 to 60 minutes
thereafter.

Such clients include clients with a simple fracture, asthma without respiratory

distress, fever, hypertension, abdominal pain, or a renal stone.

This classification is assigned to clients with local injuries who do not have
immediate complications and who can wait several hours for medical treatment;

these clients require evaluation every 1 to 2 hours thereafter.



Such clients include clients with conditions such as a minor laceration, sprain, or
cold symptoms.

Note: Some triage systems include tagging a client “Black” if the victim 1s dead
or who soon will be deceased because of severe injuries; these are victims that

would not benefit from any care because of the severity of injuries.

2. The nurse needs to be familiar with the triage system of the health care agency.
3. When caring for a client who has died, the nurse needs to recognize the

importance of family and cultural and religious rituals and provide support to

loved ones.

4. Organ donation procedures of the health care agency need to be addressed if
appropriate.

A Think survivability. If you are the first responder to a scene of a disaster,

such as a train crash, the priority victim is the one whose life can be saved.

H. Client assessment in the emergency department %
1. Primary assessment
a. The purpose of primary assessment is to identify any client problem that poses
an immediate or potential threat to life.
b. The nurse gathers information primarily through objective data and, on finding
any abnormalities, immediately initiates interventions.

¢. The nurse uses the ABCs—airway, breathing, and circulation—as a guide in



assessing a client’s needs and assesses a client who has sustained a traumatic
injury for signs of a head injury or cervical spine injury.
2. Secondary assessment

a. The nurse performs secondary assessment after the primary assessment and after
treatment for any primary problems identified.

b. Secondary assessment identifies any other life-threatening problems that a client
might be experiencing.

c¢. The nurse obtains subjective and objective data, including a history, general
overview, vital sign measurements, neurological assessment, pain assessment,

and complete or focused physical assessment.

CRITICAL THINKING What Should You Do?

Answer: Quality improvement, also known as performance improvement, focuses on
processes or systems that significantly contribute to client safety and effective client
care outcomes; criteria are used to monitor outcomes of care and to determine the
need for change to improve the quality of care. If the nurse notes a particular
problem, such as an increase in the number of intravenous site infections, the nurse
should collect data about the problem. This should include information, such as the
primary and secondary diagnoses of the clients developing the infection, the type of
IV catheters being used, the site of the catheter, IV site dressings being used,
frequency of assessment and methods of care to the IV site, and length of time that the

IV catheter was inserted. Once these data are collected and analyzed, the nurse



should examine evidence-based practice protocols to identify the best practices for
care to IV sites to prevent infection. These practices can then be implemented and

followed by evaluation of results based on the evidence-based practice protocols

used.

Reference

Potter et al (2013), pp. 60-62, 366.



PRACTICE QUESTIONS

26.

27.

28.

The nurse is assigned to care for four clients. In planning client rounds, which
client should the nurse assess first?

1. A client scheduled for a chest x-ray

2. A client requiring daily dressing changes

3. A postoperative client preparing for discharge

4. A client receiving nasal oxygen who had difficulty breathing during the

previous shift

The nurse employed in an emergency department is assigned to triage clients

coming to the emergency department for treatment on the evening shift. The nurse

should assign priority to which client?

1. A client complaining of muscle aches, a headache, and malaise

2. A client who twisted her ankle when she fell while rollerblading

3. A client with a minor laceration on the index finger sustained while cutting an
eggplant

4. A client with chest pain who states that he just ate pizza that was made with a

very spicy sauce

A nursing graduate is attending an agency orientation regarding the nursing model
of practice implemented in the health care facility. The nurse is told that the
nursing model is a team nursing approach. The nurse understands that planning

care delivery will be based on which characteristic of this type of nursing model



29.

30.

of practice?

1. A task approach method is used to provide care to clients.

2. Managed care concepts and tools are used in providing client care.

3. A single registered nurse is responsible for providing care to a group of
clients.

4. A registered nurse leads nursing personnel in providing care to a group of

clients.

A nurse has received the assignment for the day shift. After making initial rounds
and checking all of the assigned clients, which client should the nurse plan to
care for first?

1. A client who is ambulatory

2. A client scheduled for physical therapy at 1 pm

3. A client with a fever who 1s diaphoretic and restless

4. A postoperative client who has just received pain medication

The nurse is giving a bed bath to an assigned client when an unlicensed assistive
personnel (UAP) enters the client’s room and tells the nurse that another assigned
client is in pain and needs pain medication. Which is the most appropriate
nursing action?

1. Finish the bed bath and then administer the pain medication to the other client.
2. Ask the UAP to find out when the last pain medication was given to the client.

3. Ask the UAP to tell the client in pain that medication will be administered as



31.

32.

33.

soon as the bed bath is complete.
4. Cover the client, raise the side rails, tell the client that you will return shortly,

and administer the pain medication to the other client.

The nurse manager has implemented a change in the method of the nursing
delivery system from functional to team nursing. An unlicensed assistive
personnel (UAP) is resistant to the change and 1s not taking an active part in
facilitating the process of change. Which is the best approach in dealing with the
UAP?

1. Ignore the resistance.

2. Exert coercion on the UAP.

3. Provide a positive reward system for the UAP.

4. Confront the UAP to encourage verbalization of feelings regarding the change.

The registered nurse is planning the client assignments for the day. Which is the
most appropriate assignment for an unlicensed assistive personnel (UAP)?

1. A client requiring a colostomy irrigation

2. A client receiving continuous tube feedings

3. A client who requires urine specimen collections

4. A client with difficulty swallowing food and fluids

A new unit nurse manager is holding her first staff meeting. The manager greets
the staff and comments that she has been employed to bring about quality

improvement. The manager provides a plan that she developed and a list of tasks



34.

3S.

and activities for which each staff member must volunteer to perform. In
addition, she instructs staff members to report any problems directly to her. What
type of leader and manager approach do the new manager’s characteristics
suggest?

1. Autocratic

2. Situational

3. Democratic

4. Laissez-faire

The nurse employed in a long-term care facility is planning assignments for the
clients on a nursing unit. The nurse needs to assign four clients and has a licensed
practical (vocational) nurse and three unlicensed assistive personnel (UAP) on a
nursing team. Which client would the nurse most appropriately assign to the
licensed practical (vocational) nurse?

1. A client who requires a bed bath

2. An older client requiring frequent ambulation

3. A client who requires hourly vital sign measurements

4. A client requiring abdominal wound irrigations and dressing changes every 3

hours

The nurse should use which guideline(s) to plan delegation and assignment-
making activities? Select all that apply. %*

1. Ensuring client safety



2. Requests from the staff
3. The clustering of the rooms on the unit
4. The number of anticipated client discharges

5. Client needs and workers’ needs and abilities

ANSWERS

26. 4

Rationale: Airway is always the highest priority, and the nurse would attend to the client who has been
experiencing an airway problem first. The clients described in options 1, 2, and 3 have needs that would be identified
as intermediate priorities.

Test-Taking Strategy: Note the strategic word firsz. Use Maslow’s Hierarchy of Needs theory and the
ABCs—airway, breathing, and circulation—to answer the question. Remember that airway is always the
highest priority. This will direct you to the correct option.

Review: Prioritizing care principles

Level of Cognitive Ability: Analyzing

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—P lanning

Content Area: Leadership/Management—Prioritizing

Priority Concepts: Care Coordination; Clinical Judgment

References: Jarvis (2012), pp. 5-6; Potter et al (2013), pp. 838-840.

27.4



Rationale: In an emergency department, triage involves brief client assessment to classify clients according to their
need for care and includes establishing priorities of care. The type of illness or injury, the severity of the problem,
and the resources available govern the process. Clients with trauma, chest pain, severe respiratory distress or
cardiac arrest, limb amputation, and acute neurological deficits, or who have sustained chemical splashes to the
eyes, are classified as emergent and are the number 1 priority. Clients with conditions such as a simple fracture,
asthma without respiratory distress, fever, hypertension, abdominal pain, or a renal stone have urgent needs and are
classified as a number 2 priority. Clients with conditions such as a minor laceration, sprain, or cold symptoms are
classified as nonurgent and are a number 3 priority.

Test-Taking Strategy: Note the strategic word priority. Use the ABCs—airway, breathing, and circulation
—to direct you to the correct option. A client experiencing chest pain is always classified as priority number 1 until
a myocardial infarction has been ruled out.

Review: The triage classification system

Level of Cognitive Ability: Analyzing

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Assessment

Content Area: Leadership/Management—Triage

Priority Concepts: Care Coordination; Clinical Judgment

Reference: Emergency Nurses Association (2010), pp. 62-65.

28.4
Rationale: In team nursing, nursing personnel are led by a registered nurse leader in providing care to a group of

clients. Option 1 identifies functional nursing. Option 2 identifies a component of case management. Option 3



identifies primary nursing (relationship-based practice).

Test-Taking Strategy: Focus on the subject, team nursing. Keep this subject in mind and select the option that
best describes a team approach. The correct option is the only one that identifies the concept of a team approach.
Review: The various types of nursing delivery systems

Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Planning

Content Area: Leadership/Management—Delegating

Priority Concepts: Care Coordination; Collaboration

References: Huber (2010), pp. 448-449; Yoder-Wise (2011), pp. 253-254.

29.3

Rationale: The nurse should plan to care for the client who has a fever and is diaphoretic and restless first because
this client’s needs are the priority. The client who is ambulatory and the client scheduled for physical therapy later in
the day do not have priority needs related to care. Waiting for pain medication to take effect before providing care
to the postoperative client is best.

Test-Taking Strategy: Note the strategic word first and use principles related to prioritizing. Noting the words
diaphoretic and restless will assist in directing you to this option.

Review: The principles related to prioritizing care

Level of Cognitive Ability: Analyzing

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Planning

Content Area: Leadership/Management—Prioritizing



Priority Concepts: Care Coordination; Clinical Judgment

Reference: Potter et al (2013), pp. 838-840.

30. 4

Rationale: The nurse is responsible for the care provided to assigned clients. The appropriate action in this situation

is to provide safety to the client who is receiving the bed bath and prepare to administer the pain medication.

Options 1 and 3 delay the administration of medication to the client in pain. Option 2 is not a responsibility of the

UAP.

Test-Taking Strategy: Note the strategic words most appropriate and use principles related to priorities of care.

Options 1 and 3 delay the administration of pain medication, and option 2 is not a responsibility of the unlicensed

assistive personnel. The most appropriate action is to plan to administer the medication.

Review: Principles related to prioritizing care

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—Prioritizing

Priority Concepts: Care Coordination; Clinical Judgment

Reference: Potter et al (2013), p. 784.

31.4
Rationale: Confrontation is an important strategy to meet resistance head on. Face-to-face meetings to confront
the issue at hand will allow verbalization of feelings, identification of problems and issues, and development of

strategies to solve the problem. Option 1 will not address the problem. Option 2 may produce additional resistance.



Option 3 may provide a temporary solution to the resistance, but will not address the concern specifically.
Test-Taking Strategy: Note the strategic word best. Options 1 and 2 can be eliminated first because of the
words ignore in option 1 and coercion in option 2. From the remaining options, select the correct option over option
3 because the correct option specifically addresses problem-solving measures.

Review: Resistance to change

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Implementation

Content Area: Leadership/Management—FEthical/Legal

Priority Concepts: Leadership; Professionalism

Reference: Yoder-Wise (2011), pp. 469-470.

32.3

Rationale: The nurse must determine the most appropriate assignment based on the skills of the staff member and
the needs of the client. In this case, the most appropriate assignment for the UAP would be to care for the client
who requires urine specimen collections. The UAP is skilled in this procedure. Colostomy irrigations and tube
feedings are not performed by unlicensed personnel. The client with difficulty swallowing food and fluids is at risk
for aspiration.

Test-Taking Strategy: Note the strategic words most appropriate, and note the subject, an assignment to the
UAP. Eliminate option 4 first because of the words difficulty swallowing. Next, eliminate options 1 and 2 because
they are comparable or alike and are both invasive procedures.

Review: The principles and guidelines of delegation

Level of Cognitive Ability: Applying



Client Needs: Safe and Effective Care Environment
Integrated Process: Nursing Process—Planning
Content Area: Leadership/Management—Delegating
Priority Concepts: Care Coordination; Clinical Judgment

Reference: Huber (2010), p. 254.

33.1

Rationale: The autocratic leader is focused, maintains strong control, makes decisions, and addresses all problems.
The autocrat dominates the group and commands, rather than seeks suggestions or mput. In this situation, the
manager addresses a problem (quality improvement) with the staff, designs a plan without input, and wants all
problems reported directly back to her. A situational leader will use a combination of styles, depending on the needs
of the group and the tasks to be achieved. The situational leader would work with the group to validate that the
information that the leader gained as a new employee was accurate and that a problem existed. Then, the leader
would take the time to get to know the group and determine which approach to change (if needed) would work best
according to the needs of the group and the nature and substance of the change that was required. A democratic
leader is participative and would likely meet with each staff person individually to determine the staff member’s
perception of the problem. The democratic leader would also speak with the staff about any issues and ask the staff
for input with developing a plan. A laissez-faire leader is passive and nondirective. The laissez-faire leader would
state what the problem was and inform the staff that the staff needed to come up with a plan to “fix it.”
Test-Taking Strategy: Focus on the subject, the leader and manager approach. Note the data in the question and
the words provides a plan that she developed, each staff member must volunteer to perform, and instructs

staff members to report any problems directly to her. Remember that autocratic managers take control and



dominate.

Review: The various types of leader and manager approaches
Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Planning

Content Area: Leadership/Management—Delegating

Priority Concepts: Leadership; Professionalism

References: Huber (2010), p. 223; Yoder-Wise (2011), p. 101.

34. 4

Rationale: When delegating nursing assignments, the nurse needs to consider the skills and educational level of the
nursing staff. Giving a bed bath, assisting with frequent ambulation, and taking vital signs can be provided most
appropriately by the unlicensed assistive personnel (UAP). The licensed practical (vocational) nurse is skilled in
wound irrigations and dressing changes and most appropriately would be assigned to the client who needs this care.
Test-Taking Strategy: Focus on the subject, assignment to a licensed practical/vocational nurse and note the
strategic words most appropriately. Recall that education and job position as described by the nurse practice act
and employee guidelines need to be considered when delegating activities and making assignments. Options 1, 2,
and 3 can be eliminated because they are noninvasive tasks that the UAP can perform.

Review: The principles and guidelines of delegation and assignme nts

Level of Cognitive Ability: Applying

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process—Planning

Content Area: Leadership/Management—Delegating



Priority Concepts: Care Coordination; Clinical Judgment

Reference: Huber (2010), pp. 244-247.

%*35.1,5

Rationale: There are guidelines that the nurse should use when delegating and planning assignments. These include
the following: ensure client safety; be aware of individual variations in work abilities; determine which tasks can be
delegated and to whom; match the task to the delegatee on the basis of the nurse practice act and appropriate
position descriptions; provide directions that are clear, concise, accurate, and complete; validate the delegatee’s
understanding of the directions; communicate a feeling of confidence to the delegatee, and provide feedback
promptly after the task is performed; and maintain continuity of care as much as possible when assigning client
care. Staff requests, convenience as in clustering client rooms, and anticipated changes in unit census are not
specific guidelines to use when delegating and planning assignments.

Test-Taking Strategy: Focus on the subject, guidelines to use when delegating and planning assignments. Read
each option carefully and use Maslow’s Hierarchy of Needs theory. Note that the correct options directly relate
to the client’s needs and client safety.

Review: The principles and guidelines of delegation and assignments.

Level of Cognitive Ability: Understanding

Client Needs: Safe and Effective Care Environment

Integrated Process: Nursing Process/Planning

Content Area: Leadership/Management—Delegating

Priority Concepts: Clinical Judgment; Professionalism

References: Alfaro-LeFevre (2012), pp. 111-112; Huber (2010), pp. 244-247; Potter et al (2013), pp. 262, 282-283.






UNIT III

Nursing Sciences

PYRAMID TERMS

ABO A type of antigen system. The ABO type of the donor should be compatible with

the recipient’s. Type A can match with type A or O; type B can match with type B or
O; type O can match only with type O; type AB can match with type A, B, AB, or O.

air embolism An obstruction caused by a bolus of air that enters the vein through an
inadequately primed intravenous (IV) line, from a loose connection, during a tubing
change, or during removal of an IV line.

Allen’s test A test to assess for collateral circulation to the hand by evaluating the
patency of the radial and ulnar arteries.

blood The liquid pumped by the heart through the arteries, veins, and capillaries. Blood
1s composed of a clear yellow fluid (plasma), formed elements, and cell types with

various functions.



Any of the formed elements of the blood, including red cells (erythrocytes),
white cells (Ieukocytes), and platelets (thrombocytes).

A mineral element needed for the process of bone formation, coagulation of
blood, excitation of cardiac and skeletal muscle, maintenance of muscle tone,
conduction of neuromuscular impulses, and the synthesis and regulation of the
endocrine and exocrine glands. The normal adult level is 8.6 to 10 mg/dL.

An obstruction caused by breakage of the catheter tip during IV line
insertion or removal.
A complication resulting from the infusion of blood at a rate too
rapid for the size, age, cardiac status, or clinical condition of the recipient.
Matching of blood from two persons by two different types of antigen
systems, ABO and Rh, present on the membrane surface of the red blood cells, to
prevent a transfusion reaction.

Compensation refers to the body processes that occur to counterbalance
an acid-base disturbance. When compensation has occurred, the pH will be within
normal limits.

The testing of the donor’s blood and the recipient’s blood for
compatibility.

Administration of nutrition with liquefied foods into the
gastrointestinal tract via a tube.
A white, opaque solution administered intravenously during

parenteral nutrition therapy to prevent fatty acid deficiency.



Dehydration, in which the fluid intake of the body is not sufficient
to meet the fluid needs of the body.
Fluid intake or fluid retention that exceeds the fluid needs of the
body. Also called overhydration or fluid overload.
A blood product administered to increase the level of clotting
factors in clients with such a deficiency.

The tendency of a biological system to maintain relatively constant
conditions in the internal environment while continuously interacting with and
adjusting to changes originating within or outside the system.

Seepage of IV fluid out of the vein and into the surrounding interstitial
spaces.

Concentrated in the bone, cartilage, and within the cell itself; required for
the use of adenosine triphosphate as a source of energy. It is necessary for the action
of numerous enzyme systems such as those involved in carbohydrate metabolism,
protein synthesis, nucleic acid synthesis, and contraction of muscular tissue. It also
regulates neuromuscular activity and the clotting mechanism. The normal adult level
is 1.6 to 2.6 mg/dL.

Deficiency of the nutrients required for development and maintenance of
the human body.

A total concentration of buffer base that is lower than normal, with
a relative increase in the hydrogen ion concentration. This results from loss of buffer

bases or retention of too many acids without sufficient bases, and occurs in



conditions such as kidney failure and diabetic ketoacidosis, from the production of
lactic acid, and from the ingestion of toxins, such as acetylsalicylic acid (aspirin).

A deficit or loss of hydrogen ions or acids or an excess of base
(bicarbonate) that results from the accumulation of base or from a loss of acid
without a comparable loss of base in the body fluids. This occurs in conditions
resulting in hypovolemia, the loss of gastric fluid, excessive bicarbonate intake, the
massive transfusion of whole blood, and hyperaldosteronism.

Ongoing chemical process within the body that converts digested nutrients

into energy for the functioning of body cells.

Carbohydrates, fats or lipids, proteins, vitamins, minerals, electrolytes, and
water that must be supplied in adequate amounts to provide energy, growth,
development, and maintenance of the human body.

A blood product used to replace erythrocytes lost as a result of
trauma or surgical interventions or in clients with bone marrow suppression.

Administration of a nutritionally complete formula through a
central or peripheral intravenous (IV) catheter. In the clinical setting, the term PN
may be used interchangeably with the term total parenteral nutrition (TPN) or
hyperalimentation.
An inflammation of the vein that can occur from mechanical or chemical
(medication) trauma or from a local infection.
Needed for generation of bony tissue. It functions in the metabolism of

glucose and lipids, in the maintenance of acid-base balance, and in the storage and



transfer of energy from one site in the body to another. Phosphorus levels are
evaluated in relation to calcium levels because of their inverse relationship; when
calcium levels are decreased, phosphorus levels are increased, and when
phosphorus levels are decreased, calcium levels are increased. The normal adult
level is 2.7 to 4.5 mg/dL.

The watery, straw-colored, fluid part of lymph and the blood in which the
formed elements (blood cells) are suspended. Plasma is made up of water,
electrolytes, protein, glucose, fats, bilirubin, and gases and is essential for carrying
the cellular elements of the blood through the circulation.

A blood product administered to clients with low platelet counts
and to thrombocytopenic clients who are bleeding actively or are scheduled for an
invasive procedure.

A principal electrolyte of intracellular fluid and the primary buffer within
the cell itself. It is needed for nerve conduction, muscle function, acid-base balance,
and osmotic pressure. Along with calcium and magnesium, potassium controls the
rate and force of contraction of the heart and thus cardiac output. The normal adult
level is 3.5 to 5.0 mEq/L.

A total concentration of buffer base that is lower than normal,
with a relative increase in hydrogen ion concentration; thus a greater number of
hydrogen ions 1s circulating in the blood than the buffer system can absorb. This is
caused by primary defects in the function of the lungs or by changes in normal

respiratory patterns as a result of secondary problems. Any condition that causes an



obstruction of the airway or depresses respiratory status can cause respiratory
acidosis.

A deficit of carbonic acid or a decrease in hydrogen ion
concentration that results from the accumulation of base or from a loss of acid
without a comparable loss of base in the body fluids. This occurs in conditions that
cause overstimulation of the respiratory system.

Rh stands for rhesus factor. A person having the factor is Rh positive; a
person lacking the factor is Rh negative. The presence or absence of Rh antigens on
the surface of red blood cells determines the classification as Rh positive or Rh
negative.

The presence of infective agents or their toxins in the bloodstream.
Septicemia is a serious infection and must be treated promptly; otherwise, the
infection leads to circulatory collapse, profound shock, and death.

The clear and thin fluid part of blood that remains after coagulation. Serum
contains no blood cells, platelets, or fibrinogen.
An abundant electrolyte that maintains osmotic pressure and acid-base balance
and transmits nerve impulses. The normal adult level is 135 to 145 mEq/L.
A hemolytic reaction caused by blood type or Rh incompatibility.
An allergic transfusion reaction most often occurs in clients with a history of an
allergy. A febrile transfusion reaction most commonly occurs in clients with
antibodies directed against the transfused white blood cells. A bacterial transfusion

reaction occurs after transfusion of contaminated blood products.



Puncture into a vein to obtain a blood specimen for testing; the

antecubital veins are the veins of choice because of ease of access.



» Pyramid to Success

Pyramid Points focus on fluids and electrolytes, acid-base balance, laboratory values,
nutrition, intravenous (IV) therapy, and blood administration. Fluids and electrolytes
and acid-base balance constitute a content area that is sometimes complex and difficult
to understand. For a client who is experiencing these imbalances it is important to
remember that maintenance of a patent airway is a priority and the nurse needs to
monitor vital signs, cardiovascular status, neurological status, intake and output,
laboratory values, and arterial blood gas values. It is also important to remember that
normal laboratory values may vary slightly, depending on the laboratory setting and
equipment used in testing. If you are familiar with the normal values, you will be able to
determine whether an abnormality exists when a laboratory value is presented in a
question. The questions on the NCLEX-RN examination related to laboratory values
will require you to identify whether the laboratory value is normal or abnormal, and
then you are required to think critically about the effects of the laboratory value in terms
of the client. Note the disorder presented in the question and the associated body organ
affected as a result of the disorder. This process will assist you in determining the
correct answer.

Nutrition is a basic need that must be met for all clients. The NCLEX-RN
examination addresses the dietary measures required for basic needs and for particular
body system alterations and addresses parenteral nutrition (PN), also known as total

parenteral nutrition (TPN). When presented with a question related to nutrition,



consider the client’s diagnosis and the particular requirement or restriction necessary
for treatment of the disorder. With regard to IV therapy, assessment of the client for
allergies, including latex sensitivity, before initiation of an IV line and monitoring for
complications are critical nursing responsibilities. Likewise, the procedure for
administering blood components, the signs and symptoms of transfusion reaction, and

the immediate interventions if a transfusion reaction occurs are a focus.



» Client Needs

Safe and Effective Care Environment

Applying principles of infection control

Collaborating with members of the health care team

Establishing priorities for care

Handling hazardous and infectious materials to prevent injury to health care personnel
and others

Identifying the client with at least two forms of identifiers (e.g., name and identification
number) prior to the administration of the blood product

Initiating home health care referrals

Maintaining continuity of care and providing close supervision during a blood
transfusion

Maintaining medical and surgical asepsis and preventing infection in the client when
samples for laboratory studies are obtained or when intravenous (IV) solutions are
administered

Maintaining standard, transmission-based, and other precautions to prevent
transmission of infection to self and others

Obtaining informed consent for invasive procedures and for the administration of blood
products

Preventing accidents and ensuring safety of the client when a fluid or electrolyte

imbalance exists, particularly when changes in cardiovascular, respiratory,



gastrointestinal, neuromuscular, renal, or central nervous systems occur, or when the
client is at risk for complications such as seizures, respiratory depression, or
dysrhythmias

Providing information to the client about community classes for nutrition education

Providing safety for the client during implementation of treatments

Using equipment such as electronic IV infusion devices safely

Upholding client rights

Health Promotion and Maintenance

Assessing the client’s ability to perform self-care

Considering lifestyle choices related to home care of the IV line

Evaluating the client’s home environment for self-care modifications

Identifying clients at risk for an acid-base imbalance

Identifying community resources available for follow-up

Identifying lifestyle choices related to receiving a blood transfusion

Implementing health screening and monitoring for the potential risk for a fluid and
electrolyte imbalance

Performing physical assessment techniques

Providing client and family education regarding the administration of PN at home

Providing education related to medication and diet management

Providing education related to the potential risk for a fluid and electrolyte imbalance,
measures to prevent an imbalance, signs and symptoms of an imbalance, and actions

to take 1f signs and symptoms develop



Teaching the client and family about prevention, early detection, and treatment
measures for health disorders

Teaching the client to monitor for signs and symptoms that indicate the need to notify the
health care provider

Teaching the client and family about care of the IV line

Psychosocial Integrity

Assessing the client’s emotional response to treatment

Considering cultural preferences related to nutritional patterns and lifestyle choices

Discussing role changes related to the client’s need to receive PN

Ensuring therapeutic interactions with the client regarding the procedure for blood
administration

Identifying coping mechanisms

Identifying religious, spiritual, and cultural considerations related to blood
administration

Identifying support systems in the home to assist with the caring for an IV and the
administration of PN

Providing emotional support to the client during testing

Providing reassurance to the client who is experiencing a fluid or electrolyte imbalance

Providing support and continuously informing the client of the purposes for prescribed

interventions

Physiological Integrity



Administering and monitoring medications, intravenous fluids, and other therapeutic
interventions

Administering blood products safely

Assessing and caring for central venous access devices

Assessing for expected and unexpected responses to therapeutic interventions and
documenting findings

Assessing venous access devices for blood administration

Identifying clients who are at risk for a fluid or electrolyte imbalance

Maintaining IV therapy

Managing medical emergencies if a transfusion reaction or other complication occurs

Monitoring for complications related to blood administration

Monitoring for complications related to a body system alteration

Monitoring for changes in status and for complications; taking actions if a complication
arises

Monitoring for clinical manifestations associated with an abnormal laboratory value

Monitoring of enteral feedings and the client’s ability to tolerate feedings

Monitoring for expected effects of pharmacological and parenteral therapies

Monitoring laboratory values; determining the significance of an abnormal laboratory
value and the need to implement specific actions based on the laboratory results

Monitoring of nutritional intake and oral hydration

Obtaining an arterial blood gas specimen and analyzing the results

Providing wound care when blood is obtained for an arterial blood gas study



Reducing the likelihood that an acid-base imbalance will occur



CHAPTER 9
Fluids and Electrolytes

CRITICAL THINKING What Should You Do? .

The nurse notes the presence of U waves on a client’s cardiac monitor screen. What
action(s) should the nurse take?

Answer located on p. 98.

I. Concepts of Fluid and Electrolyte Balance

A. Electrolytes
1. Description: An electrolyte is a substance that, on dissolving in solution, ionizes:

that is, some of its molecules split or dissociate into electrically charged atoms or

ions (Box 9-1).

BOX9-1 Properties of Electrolytes and Their Components

Atom

An atom is the smallest part of an element that still has the properties of the element.



The atom is composed of particles known as the proton (positive charge), neutron
(neutral), and electron (negative charge).

Protons and neutrons are in the nucleus of the atom; therefore the nucleus is positively
charged.

Electrons carry a negative charge and revolve around the nucleus.

As long as the number of electrons is the same as the number of protons, the atom has
no net charge; that is, it is neither positive nor negative.

Atoms that gain, lose, or share electrons are no longer neutral.

A molecule is two or more atoms that combine to form a substance.

Anion is an atom that carries an electrical charge because it has gained or lost
electrons.

Some ions carry a negative electrical charge and some carry a positive charge.

A cation is an ion that has given away or lost electrons and therefore carries a
positive charge.

The result is fewer electrons than protons, and the result is a positive charge.

An anion is an ion that has gained electrons and therefore carries a negative charge.

When an ion has gained or taken on electrons, it assumes a negative charge and the



result is a negatively charged ion.

2. Measurement

a. The metric system is used to measure volumes of fluids—Iliters (L) or milliliters
(mL).

b. The unit of measure that expresses the combining activity of an electrolyte is the
milliequivalent (mEq).

c. One milliequivalent (1 mEq) of any cation always reacts chemically with 1 mEq
of an anion.

d. Milliequivalents provide information about the number of anions or cations
available to combine with other anions or cations.

B. Body fluid compartments (Fig. 9-1) %



Intracellular fluid (70%:)

Interstitial (22%)
Intravascular (6%)

Transcellular
(cerebrospinal canals,

lymphatic tissues,
synovial joints,
and the eye) (2%)

FIGURE 9-1 Distribution of fluid by compartments in the average adult. (From
Harkreader H, Hogan MA, Thobaben M: Fundamentals of nursing: Caring and
clinical judgment, ed 3, St. Louis, 2007, Saunders.)

1. Description
a. Fluid in each of the body compartments contains electrolytes.
b. Each compartment has a particular composition of electrolytes, which differs
from that of other compartments.

¢. To function normally, body cells must have fluids and electrolytes in the right



compartments and in the right amounts.

d. Whenever an electrolyte moves out of a cell, another electrolyte moves in to
take its place.

e. The numbers of cations and anions must be the same for to exist.

f. Compartments are separated by semipermeable membranes.

2. Intravascular compartment: Refers to fluid inside a vessel
3. Intracellular compartment
a. The intracellular compartment refers to all fluid inside the cells.
b. Most bodily fluids are inside the cells.
4. Extracellular compartment

a. Refers to fluid outside the cells.

b. The extracellular compartment includes the interstitial fluid, which is fluid
between cells (sometimes called the third space), blood, lymph, bone,
connective tissue, water, and transcellular fluid.

C. Third-spacing /%
1. Third-spacing is the accumulation and sequestration of trapped extracellular fluid
in an actual or potential body space as a result of disease or injury.
2. The trapped fluid represents a volume loss and is unavailable for normal
physiological processes.
3. Fluid may be trapped in body spaces such as the pericardial, pleural, peritoneal,
or joint cavities; the bowel; or the abdomen; or within soft tissues after trauma or

burns.



4. Assessing the intravascular fluid loss caused by third-spacing is difficult. The loss
may not be reflected in weight changes or intake and output records, and may not
become apparent until after organ malfunction occurs.

D. Edema

1. Edema 1s an excess accumulation of fluid in the interstitial space; occurs as a
result of alterations in oncotic pressure, hydrostatic pressure, capillary
permeability, and lymphatic obstruction.

2. Localized edema occurs as a result of traumatic injury from accidents or surgery,
local inflammatory processes, or burns.

3. Generalized edema, also called anasarca, is an excessive accumulation of fluid in
the interstitial space throughout the body and occurs as a result of conditions such
as cardiac, renal, or liver failure.

E. Body fluid

1. Description

a. Body fluids transport to the cells and carry waste products from the
cells.

b. Total body fluid (intracellular and extracellular) amounts to about 60% of body
weight in the adult, 55% in the older adult, and 80% in the infant.

¢. Thus infants and older adults are at a higher risk for fluid-related problems than
younger adults; children have a greater proportion of body water than adults
and the older adult has the least proportion of body water. %

2. Constituents of body fluids



a. Body fluids consist of water and dissolved substances.

b. The largest single fluid constituent of the body is water.

¢. Some substances, such as glucose, urea, and creatinine, do not dissociate in
solution; that is, they do not separate from their complex forms into simpler
substances when they are in solution.

d. Other substances do dissociate; for example, when sodium chloride is in a

solution, it dissociates, or separates, into two parts or elements.

A Infants and older adults need to be monitored closely for fluid imbalances.

F. Body fluid transport
1. Diffusion

a. Diffusion is the process whereby a solute (substance that is dissolved) may
spread through a solution or solvent (solution in which the solute is dissolved).

b. Diffusion of a solute spreads the molecules from an area of higher concentration
to an area of lower concentration.

c. A permeable membrane allows substances to pass through it without restriction.

d. A selectively permeable membrane allows some solutes to pass through without
restriction but prevents other solutes from passing freely.

e. Diffusion occurs within fluid compartments and from one compartment to
another if the barrier between the compartments is permeable to the diffusing
substances.

2. Osmosis



a. Osmotic pressure is the force that draws the solvent from a less concentrated
solute through a selectively permeable membrane into a more concentrated
solute, thus tending to equalize the concentration of the solvent.

b. If a membrane is permeable to water but not to all the solutes present, the
membrane is a selective or semipermeable membrane.

¢. Osmosis is the movement of solvent molecules across a membrane in response
to a concentration gradient, usually from a solution of lower to one of higher
solute concentration.

d. When a more concentrated solution is on one side of a selectively permeable
membrane and a less concentrated solution is on the other side, a pull called
osmotic pressure draws the water through the membrane to the more
concentrated side, or the side with more solute.

3. Filtration

a. Filtration is the movement of solutes and solvents by hydrostatic pressure.

b. The movement is from an area of higher pressure to an area of lower pressure.
4. Hydrostatic pressure

a. Hydrostatic pressure is the force exerted by the weight of a solution.

b. When a difference exists in the hydrostatic pressure on two sides of a
membrane, water and diffusible solutes move out of the solution that has the
higher hydrostatic pressure by the process of filtration.

c. At the arterial end of the capillary, the hydrostatic pressure is higher than the

osmotic pressure; therefore fluids and diffusible solutes move out of the



capillary.

d. At the venous end, the osmotic pressure, or pull, is higher than the hydrostatic
pressure, and fluids and some solutes move into the capillary.

e. The excess fluid and solutes remaining in the interstitial spaces are returned to
the intravascular compartment by the lymph channels.

5. Osmolality

a. Osmolality refers to the number of osmotically active particles per kilogram of
water; it is the concentration of a solution.

b. In the body, osmotic pressure is measured in milliosmoles (mOsm).

¢. The normal osmolality of 1s 270 to 300 milliosmoles/kilogram
(mOsm/kg) water.

G. Movement of body fluid
1. Description

a. Cell membranes separate the interstitial fluid from the intravascular fluid.

b. Cell membranes are selectively permeable; that is, the cell membrane and the
capillary wall allow water and some solutes free passage through them.

c. Several forces affect the movement of water and solutes through the walls of
cells and capillaries; for example, the greater the number of particles within the
cell, the more pressure exists to force the water through the cell membrane out
of the cell.

d. If the body loses more electrolytes than fluids, as can happen in diarrhea, then

the extracellular fluid contains fewer electrolytes or less solute than the



intracellular fluid.
e. Fluids and electrolytes must be kept in balance for health; when they remain out
of balance, death can occur.
2. Isotonic solutions
a. When the solutions on both sides of a selectively permeable membrane have
established equilibrium or are equal in concentration, they are isotonic.
b. Isotonic solutions are isotonic to human cells, and thus very little osmosis
occurs; isotonic solutions have the same osmolality as body fluids.
c. Refer to Chapter 14, Table 14-1, for a list of isotonic solutions.
3. Hypotonic solutions
a. When a solution contains a lower concentration of salt or solute than another,
more concentrated solution, it is considered hypotonic.
b. A hypotonic solution has less salt or more water than an isotonic solution; these
solutions have lower osmolality than body fluids.
¢. Hypotonic solutions are hypotonic to the cells; therefore osmosis would
continue in an attempt to bring about balance or equality.
d. Refer to Chapter 14, Table 14-1, for a list of hypotonic solutions.
4. Hypertonic solutions
a. A solution that has a higher concentration of solutes than another, less
concentrated solution is hypertonic; these solutions have a higher osmolality
than body fluids.

b. Refer to Chapter 14, Table 14-1, for a list of hypertonic solutions.



5. Osmotic pressure
a. The amount of osmotic pressure is determined by the concentration of solutes in
solution.
b. When the solutions on each side of a selectively permeable membrane are equal
in concentration, they are isotonic.
¢. A hypotonic solution has less solute than an isotonic solution, whereas a
hypertonic solution contains more solute.
d. A solvent moves from the less concentrated solute side to the more concentrated
solute side to equalize concentration.
6. Active transport
a. If an 1on 1s to move through a membrane from an area of lower concentration to
an area of higher concentration, an active transport system is necessary.
b. An active transport system moves molecules or ions against concentration and
osmotic pressure.
¢. Metabolic processes in the cell supply the energy for active transport.
d. Substances that are transported actively through the cell membrane include ions
of , , , iron, and hydrogen, some of the sugars, and the
amino acids.

H. Body fluid intake and output (Fig. 9-2)



Fluid intake Fluid output

Ingested water 12001500 mL Kidneys 1500 mL

Ingested food 800-1100mL Insensible loss

Metabolic oxidation 300mL through skin &00-800mL
Insensible loss

TOTAL 2300-2900mL through lungs 400-600mL
Gastrointestinal tract 100mL
TOTAL 2600-3000mL

)

Sources of fluid intake and fluid output. (From Harkreader H, Hogan
MA: Fundamentals of nursing: Caring and clinical judgment, ed 3, St. Louis, 2007,

Saunders.)

1. Body fluid intake
a. Water enters the body through three sources—orally ingested liquids, water in
foods, and water formed by oxidation of foods.
b. About 10 mL of water is released by the of each 100 calories of
fat, carbohydrates, or proteins.
2. Body fluid output
a. Water lost through the skin is called insensible loss (the individual is unaware
of losing that water).
b. The amount of water lost by perspiration varies according to the temperature of
the environment and of the body, but the average amount of loss by perspiration

alone is 100 mL/day.



c. Water lost from the lungs is called insensible loss and is lost through expired
air that is saturated with water vapor.

d. The amount of water lost from the lungs varies with the rate and the depth of
respiration.

e. Large quantities of water are secreted into the gastrointestinal tract, but almost
all this fluid 1s reabsorbed.

f. A large volume of electrolyte-containing liquids moves into the gastrointestinal
tract and then returns again into the extracellular fluid.

g. Severe diarrhea results in the loss of large quantities of fluids and electrolytes.

h. The kidneys play a major role in regulating fluid and electrolyte balance and
excrete the largest quantity of fluid.

i. Normal kidneys can adjust the amount of water and electrolytes leaving the
body.

j- The quantity of fluid excreted by the kidneys is determined by the amount of
water ingested and the amount of waste and solutes excreted.

k. As long as all organs are functioning normally, the body is able to maintain

balance 1n 1ts fluid content.

A The client with diarrhea 1s at high risk for a fluid and electrolyte imbalance.

I. Maintaining fluid and electrolyte balance
1. Description

a. 1s a term that indicates the relative stability of the internal



environment.

b. Concentration and composition of body fluids must be nearly constant.

¢. When one of the substances in a client is deficient—either fluids or electrolytes
—the substance must be replaced normally by the intake of food and water or
by therapy such as intravenous (IV) solutions and medications.

d. When the client has an excess of fluid or electrolytes, therapy is directed
toward assisting the body to eliminate the excess.

2. The kidneys play a major role in controlling balance in fluid and electrolytes.

3. The adrenal glands, through the secretion of aldosterone, also aid in controlling
extracellular fluid volume by regulating the amount of sodium reabsorbed by the
kidneys.

4. Antidiuretic hormone from the pituitary gland regulates the osmotic pressure of

extracellular fluid by regulating the amount of water reabsorbed by the kidney.

A. Description
1. Dehydration occurs when the fluid intake of the body is not sufficient to meet the

fluid needs of the body.

2. The goal of treatment is to restore fluid volume, replace electrolytes as needed,
and eliminate the cause of the fluid volume deficit. %
B. Types of fluid volume deficits

1. Isotonic dehydration

a. Water and dissolved electrolytes are lost in equal proportions.



b. Known as hypovolemia, isotonic dehydration is the most common type of
dehydration.
c. Isotonic dehydration results in decreased circulating volume and
inadequate tissue perfusion.
2. Hypertonic dehydration
a. Water loss exceeds electrolyte loss.
b. The clinical problems that occur result from alterations in the concentrations of
specific plasma electrolytes.
¢. Fluid moves from the intracellular compartment into the and interstitial
fluid spaces, causing cellular dehydration and shrinkage.
3. Hypotonic dehydration
a. Electrolyte loss exceeds water loss.
b. The clinical problems that occur result from fluid shifts between compartments,
causing a decrease in plasma volume.
¢. Fluid moves from the plasma and interstitial fluid spaces into the cells, causing
a plasma volume deficit and causing the cells to swell.
C. Causes of fluid volume deficits
1. Isotonic dehydration
a. Inadequate intake of fluids and solutes %
b. Fluid shifts between compartments
c. Excessive losses of isotonic body fluids

2. Hypertonic dehydration—conditions that increase fluid loss, such as excessive



perspiration, hyperventilation, ketoacidosis, prolonged fevers, diarrhea, early-

stage kidney disease, and diabetes insipidus %

3. Hypotonic dehydration <%

a. Chronic 1llness

b. Excessive fluid replacement (hypotonic)

¢. Kidney disease
d. Chronic

D. Assessment (Table 9-1)

TABLE 9-1 Assessment Findings: Fluid Volume Deficit and Fluid

Volume Excess

Fluid Volume Deficit

Cardiovascular
m Thready, increased pulse rate

m Decreased blood pressure and orthostatic

(postural) hypotension

m Flat neck and hand veins in dependent
positions

m Diminished peripheral pulses

m Decreased central venous pressure

m Dysrhythmias

Respiratory

m Increased rate and depth of respirations
m Dyspnea

Neuromuscular

m Decreased central nervous system
activity, from lethargy to coma

m Fever, depending on the amount of fluid

loss
m Skeletal muscle weakness

Renal
m Decreased urine output

Fluid Volume Excess

m Bounding, increased pulse rate

m Elevated blood pressure

m Distended neck and hand veins
m Elevated central venous pressure
m Dysrhythmias

m Increased respiratory rate (shallow respirations)
m Dyspnea
m Moist crackles on auscultation

m Altered level of consciousness
m Headache

m Visual disturbances

m Skeletal muscle weakness

m Paresthesias

m Increased urine output if kidneys can compensate; decreased urine
output if kidney damage is the cause



Integumentary

m Dry skin m Pitting edema in dependent areas

m Poor turgor, tenting m Pale, cool skin

m Dry mouth

Gastrointestinal

m Decreased motility and diminished bowel m Increased motility in the gastrointestinal tract
sounds m Diarrhea

m Constipation m Increased body weight

m Thirst m Liver enlargement

m Decreased body weight m Ascites

Laboratory Findings

m Increased serum osmolality m Decreased serum osmolality

m Increased hematocrit m Decreased hematocrit

m Increased blood urea nitrogen (BUN) level m Decreased BUN level

m Increased serum sodium level m Decreased serum sodium level

m Increased urinary specific gravity m Decreased urine specific gravity

E. Interventions

1. Monitor cardiovascular, respiratory, neuromuscular, renal, integumentary, and
gastrointestinal status.

2. Prevent further fluid losses and increase fluid compartment volumes to normal
ranges.

3. Provide oral rehydration therapy if possible and IV fluid replacement if the
dehydration is severe; monitor intake and output.

4. In general, isotonic dehydration is treated with isotonic fluid solutions, hypertonic
dehydration with hypotonic fluid solutions, and hypotonic dehydration with
hypertonic fluid solutions. %

5. Administer medications as prescribed, such as antidiarrheal, antimicrobial,
antiemetic, and antipyretic medications, to correct the cause and treat any

symptoms.

6. Administer oxygen as prescribed.



7. Monitor electrolyte values and prepare to administer medication to treat an

imbalance, if present.

A. Description
1. Fluid intake or fluid retention exceeds the fluid needs of the body.
2. Fluid volume excess is also called overhydration or fluid overload.
3. The goal of treatment is to restore fluid balance, correct electrolyte imbalances i1f
present, and eliminate or control the underlying cause of the overload.
B. Types
1. Isotonic overhydration

a. Known as hypervolemia, isotonic overhydration results from excessive fluid in
the extracellular fluid compartment.

b. Only the extracellular fluid compartment is expanded, and fluid does not shift
between the extracellular and intracellular compartments.

c. Isotonic overhydration causes and interstitial edema;
when severe or when it occurs 1n a client with poor cardiac function, heart
failure and pulmonary edema can result. #%

2. Hypertonic overhydration

a. The occurrence of hypertonic overhydration is rare and is caused by an

excessive intake.

b. Fluid 1s drawn from the intracellular fluid compartment; the extracellular fluid



volume expands, and the intracellular fluid volume contracts.
3. Hypotonic overhydration
a. Hypotonic overhydration is known as water intoxication.
b. The excessive fluid moves into the intracellular space, and all body fluid
compartments expand.
c. Electrolyte imbalances occur as a result of dilution. %
C. Causes “»
1. Isotonic overhydration
a. Inadequately controlled IV therapy
b. Kidney disease
c¢. Long-term corticosteroid therapy
2. Hypertonic overhydration
a. Excessive sodium ingestion
b. Rapid infusion of hypertonic saline
c. Excessive sodium bicarbonate therapy
3. Hypotonic overhydration
a. Early kidney disease
b. Heart failure
¢. Syndrome of inappropriate antidiuretic hormone secretion
d. Inadequately controlled IV therapy
e. Replacement of isotonic fluid loss with hypotonic fluids

f. Irrigation of wounds and body cavities with hypotonic fluids



D. Assessment (see Table 9-1) A&
E. Interventions
1. Monitor cardiovascular, respiratory, neuromuscular, renal, integumentary, and
gastrointestinal status.
2. Prevent further fluid overload and restore normal fluid balance.
3. Administer diuretics; osmotic diuretics typically are prescribed first to prevent
severe electrolyte imbalances. /%
4. Restrict fluid and sodium intake as prescribed.
5. Monitor intake and output; monitor weight.
6. Monitor electrolyte values, and prepare to administer medication to treat an

imbalance if present.

A A client with acute kidney injury or chronic kidney disease is at high risk for

fluid volume excess.

IV. Hyponatremia

A. Description

1. Hyponatremia 1s a serum sodium level lower than 135 mEq/L (Box 9-2).

1:{0), ¢ >/ Sodium

Normal Value

135 to 145 mEq/L

Common Food Sources



Bacon
Butter
Canned food
Cheese
Frankfurters
Ketchup
Lunch meat
Milk
Mustard
Processed food
Snack food
Soy sauce
Table salt

White and whole-wheat bread

2. Sodium imbalances usually are associated with fluid volume imbalances.
B. Causes &
1. Increased sodium excretion
a. Excessive diaphoresis
b. Diuretics
c. Vomiting

d. Diarrhea



e. Wound drainage, especially gastrointestinal
f. Kidney disease
g. Decreased secretion of aldosterone
2. Inadequate sodium intake
a. Fasting; nothing by mouth status
b. Low-salt diet

3. Dilution of serum sodium

a. Excessive ingestion of hypotonic fluids or irrigation with hypotonic fluids

b. Kidney disease

c. Freshwater drowning

d. Syndrome of inappropriate antidiuretic hormone secretion

e. Hyperglycemia
f. Heart failure

C. Assessment (Table 9-2)

TABLE 9-2 Assessment Findings: Hyponatremia and Hypernatremia

Hyponatremia

Cardiovascular

m Symptoms vary with changes in vascular volume

m Normovolemic: Rapid pulse rate; normal blood pressure

m Hypovolemic: Thready, weak, rapid pulse rate; hypotension; flat
neck veins; normal or low central venous pressure

m Hypervolemic: Rapid, bounding pulse; blood pressure normal or
elevated; normal or elevated central venous pressure

Respiratory

m Shallow, ineffective respiratory movement is a late manifestation
related to skeletal muscle weakness

Neuromuscular

Hypernatremia

m Heart rate and blood pressure respond to
vascular volume status

m Pulmonary edema if hypervolemia is
present



m Generalized skeletal muscle weakness that is worse in the
extremities
m Diminished deep tendon reflexes

Central Nervous System

m Headache

m Personality changes
m Confusion

m Seizures

m Coma

Gastrointestinal

m Increased motility and hyperactive bowel sounds
m Nausea
m Abdominal cramping and diarrhea

Renal

m Increased urinary output
Integumentary

m Dry mucous membranes

Laboratory Findings

m Serum sodium level less than 135 mEq/L
m Decreased urinary specific gravity

D. Interventions

m Early: Spontaneous muscle twitches;
irregular muscle contractions

m Late: Skeletal muscle weakness; deep
tendon reflexes diminished or absent

m Altered cerebral function is the most
common manifestation of hypernatremia

m Normovolemia or hypovolemia: Agitation,
confusion, seizures

m Hypervolemia: Lethargy, stupor, coma

m Extreme thirst

m Decreased urinary output

m Dry and flushed skin

m Dry and sticky tongue and mucous
membranes

m Presence or absence of edema, depending
on fluid volume changes

m Serum sodium level that exceeds
145 mEq/L
m Increased urinary specific gravity

1. Monitor cardiovascular, respiratory, neuromuscular, cerebral, renal, and

gastrointestinal status.

2. If hyponatremia is accompanied by a

(hypovolemia), IV

sodium chloride infusions are administered to restore sodium content and fluid

volume.

3. If hyponatremia is accompanied by

(hypervolemia), osmotic

diuretics are administered to promote the excretion of water rather than sodium.

4. If caused by inappropriate or excessive secretion of antidiuretic hormone,

medications that antagonize antidiuretic hormone may be administered.



5. Instruct the client to increase oral sodium intake and inform the client about the
foods to include in the diet (see Box 9-2).
6. If the client is taking lithium (Lithobid), monitor the lithium level, because

hyponatremia can cause diminished lithium excretion, resulting in toxicity. %

A Hyponatremia precipitates lithium toxicity in a client taking lithium
(Lithobid).
V. Hypernatremia
A. Description: Hypernatremia is a level that exceeds 145 mEq/L (see
Box 9-2).
B. Causes /&
1. Decreased sodium excretion
a. Corticosteroids
b. Cushing’s syndrome
c. Kidney disease
d. Hyperaldosteronism
2. Increased sodium intake: Excessive oral sodium ingestion or excessive
administration of sodium-containing IV fluids
3. Decreased water intake: Fasting; nothing by mouth status
4. Increased water loss: Increased rate of , fever, hyperventilation,
infection, excessive diaphoresis, watery diarrhea, diabetes insipidus

C. Assessment (see Table 9-2)



D. Interventions
1. Monitor cardiovascular, respiratory, neuromuscular, cerebral, renal, and
integumentary status.
2. If the cause is fluid loss, prepare to administer IV infusions.
3. If the cause is inadequate renal excretion of sodium, prepare to administer
diuretics that promote sodium loss. %

4. Restrict sodium and fluid intake as prescribed (see Box 9-2).

A Monitor the client closely for signs of a potassium imbalance. A potassium

imbalance can cause cardiac dysrhythmias that can be life-threatening!

VI. Hypokalemia
A. Description

1. Hypokalemia is a serum potassium level lower than 3.5 mEq/L (Box 9-3).

BOX9-3 Potassium

Normal Value

3.5t0 5.0 mEq/L

Common Food Sources
Avocado

Bananas

Cantaloupe

Carrots



Fish
Mushrooms
Oranges
Potatoes

Pork, beef, veal
Raisins
Spinach
Strawberries

Tomatoes

2. Potassium deficit is potentially life-threatening because every body system is

affected. »
B. Causes &

1. Actual total body potassium loss
a. Excessive use of medications such as diuretics or corticosteroids
b. Increased secretion of aldosterone, such as in Cushing’s syndrome
c. Vomiting, diarrhea
d. Wound drainage, particularly gastrointestinal
e. Prolonged nasogastric suction
f. Excessive diaphoresis
g. Kidney disease impairing reabsorption of potassium

2. Inadequate potassium intake: Fasting; nothing by mouth status



3. Movement of potassium from the extracellular fluid to the intracellular fluid

a. Alkalosis

b. Hyperinsulinism

4. Dilution of serum potassium

a. Water intoxication

b. IV therapy with potassium-deficient solutions

C. Assessment (Tables 9-3 and 9-4)

Assessment Findings: Hypokalemia and Hyperkalemia

Hypokalemia

Cardiovascular

m Thready, weak, irregular pulse
m Weak peripheral pulses
m Orthostatic hypotension

Respiratory

m Shallow, ineffective respirations that
result from profound weakness of
the skeletal muscles of respiration

m Diminished breath sounds

Neuromuscular

m Anxiety, lethargy, confusion, coma

m Skeletal muscle weakness, eventual
flaccid paralysis

m Loss of tactile discrimination

m Paresthesias

m Deep tendon hyporeflexia

Gastrointestinal

m Decreased motility, hypoactive to
absent bowel sounds

m Nausea, vomiting, constipation,
abdominal distention

m Paralytic ileus

Laboratory Findings

m Serum potassium level lower than
3.5 mEq/L

m Electrocardiogram changes: ST
depression; shallow, flat, or inverted

Hyperkalemia

m Slow, weak, irregular heart rate
m Decreased blood pressure

m Profound weakness of the skeletal muscles leading to respiratory
failure

m Early: Muscle twitches, cramps, paresthesias (tingling and burning
followed by numbness in the hands and feet and around the mouth)

m Late: Profound weakness, ascending flaccid paralysis in the arms and
legs (trunk, head, and respiratory muscles become affected when the
serum potassium level reaches a lethal level)

m Increased motility, hyperactive bowel sounds
m Diarrhea

m Serum potassium level that exceeds 5.0 mEq/L
m Electrocardiographic changes: Tall peaked T waves, flat P waves,
widened QRS complexes, and prolonged PR intervals



T wave; and prominent U wave

TABLE 9-4 Electrocardiographic Changes in Electrolyte Imbalances

Electrolyte Imbalance Electrocardiographic Changes
Hypocalcemia Prolonged ST segment
Prolonged QT interval
Hypercalcemia Shortened ST segment
Widened T wave
Hypokalemia ST depression

Shallow, flat, or inverted T wave

Prominent U wave
Hyperkalemia Tall peaked T waves

Flat P waves

Widened QRS complex

Prolonged PR interval
Hypomagnesemia Tall T waves

Depressed ST segment
Hypermagnesemia Prolonged PR interval

Widened QRS complexes

D. Interventions
1. Monitor cardiovascular, respiratory, neuromuscular, gastrointestinal, and renal
status, and place the client on a cardiac monitor.

2. Monitor electrolyte values.

3. Administer potassium supplements orally or intravenously, as prescribed.

4. Oral potassium supplements /%

a. Oral potassium supplements may cause nausea and vomiting and they should not

be taken on an empty stomach; if the client complains of abdominal pain,
distention, nausea, vomiting, diarrhea, or gastrointestinal bleeding, the

supplement may need to be discontinued.



b. Liquid potassium chloride has an unpleasant taste and should be taken with
juice or another liquid.

5. Intravenously administered potassium (Box 9-4) &

Potassium is never given by intravenous (IV) push or by the intramuscular or
subcutaneous route.

A dilution of no more than 1 mEq/10 mL of solution is recommended.

Many health care agencies supply prepared IV solutions containing potassium;
before administering and frequently during infusion of the IV solution, rotate and
invert the bag to ensure that the potassium is distributed evenly throughout the IV
solution.

Ensure that the IV bag containing potassium is properly labeled.

The maximum recommended infusion rate is 5 to 10 mEg/hour, never to exceed
20 mEqg/hour under any circumstances.

A client receiving more than 10 mEg/hour should be placed on a cardiac monitor
and monitored for cardiac changes, and the infusion should be controlled by an
infusion device.

Potassium infusion can cause phlebitis; therefore the nurse should assess the IV site
frequently for signs of phlebitis or infiltration. If either occurs, the infusion should
be stopped immediately.

The nurse should assess renal function before administering potassium, and



monitor intake and output during administration.

6. Institute safety measures for the client experiencing muscle weakness. %
7. If the client is taking a potassium-depleting diuretic, it may be discontinued; a
potassium-retaining diuretic may be prescribed. <

8. Instruct the client about foods that are high in potassium content (see Box 9-3).

A Potassium is never administered by IV push, intramuscular, or subcutaneous
routes. IV potassium is always diluted and administered using an infusion

device!

VII. Hyperkalemia
A. Description
1. Hyperkalemia is a level that exceeds 5.0 mEq/L (see Box 9-3).
2. Pseudohyperkalemia: a condition that can occur due to methods of specimen
collection and cell lysis; if an increased serum value is obtained in the absence of
clinical symptoms, the specimen should be redrawn and evaluated.
B. Causes &
1. Excessive potassium intake
a. Overingestion of potassium-containing foods or medications, such as potassium
chloride or salt substitutes
b. Rapid infusion of potassium-containing I'V solutions
2. Decreased potassium excretion

a. Potassium-retaining diuretics



b. Kidney disease
c¢. Adrenal insufficiency, such as in Addison’s disease
3. Movement of potassium from the intracellular fluid to the extracellular fluid
a. Tissue damage
b. Acidosis
¢. Hyperuricemia
d. Hypercatabolism
C. Assessment (see Tables 9-3 and 9-4) &
D. Interventions %
1. Monitor cardiovascular, respiratory, neuromuscular, renal, and gastrointestinal
status; place the client on a cardiac monitor.
2. Discontinue IV potassium (keep the IV catheter patent), and hold oral potassium
supplements.
3. Initiate a potassium-restricted diet.
4. Prepare to administer potassium-excreting diuretics if renal function is not
impaired.
5. If renal function is impaired, prepare to administer sodium polystyrene sulfonate
(Kayexalate), a cation-exchange resin that promotes gastrointestinal
absorption and potassium excretion.
6. Prepare the client for dialysis if potassium levels are critically high.
7. Prepare for the administration of intravenous calcium if hyperkalemia is severe to

avert myocardial excitability.



8. Prepare for the IV administration of hypertonic glucose with regular insulin to
move excess potassium into the cells.
9. Monitor renal function.

10. When blood transfusions are prescribed for a client with a potassium imbalance,
the client should receive fresh blood, if possible; transfusions of stored blood may
elevate the potassium level because the breakdown of older blood cells releases
potassium.

11. Teach the client to avoid foods high in potassium (see Box 9-3).

12. Instruct the client to avoid the use of salt substitutes or other potassium-containing

substances.

A Monitor the serum potassium level closely when a client is receiving a
potassium-retaining diuretic!
VIII. Hypocalcemia

A. Description: Hypocalcemia is a serum calcium level lower than 8.6 mg/dL (Box 9-

5).

13{0), €5 Calcium

Normal Value

8.6 to 10 mg/dL

Common Food Sources

Cheese



Collard greens
Milk and soy milk
Rhubarb

Sardines

Spinach

Tofu

Yogurt

B. Causes /&

1. Inhibition of calcium absorption from the gastrointestinal tract
a. Inadequate oral intake of calcium
b. Lactose intolerance
¢. Malabsorption syndromes such as celiac sprue or Crohn’s disease
d. Inadequate intake of vitamin D
e. End-stage kidney disease

2. Increased calcium excretion
a. Kidney disease, polyuric phase
b. Diarrhea
c. Steatorrhea
d. Wound drainage, especially gastrointestinal

3. Conditions that decrease the ionized fraction of calcium

a. Hyperproteinemia



b. Alkalosis

¢. Medications such as calcium chelators or binders

d. Acute pancreatitis
e. Hyperphosphatemia

f. Immobility

g. Removal or destruction of the parathyroid glands

C. Assessment (Table 9-5 and Fig. 9-3; also see Table 9-4) /&

TABLE 9-5 Assessment Findings: Hypocalcemia and Hypercalcemia

Hypocalcemia

Cardiovascular

m Decreased heart rate
m Hypotension
m Diminished peripheral pulses

Respiratory

m Not directly affected; however, respiratory failure or arrest can
result from decreased respiratory movement because of muscle
tetany or seizures

Neuromuscular

m Irritable skeletal muscles: Twitches, cramps, tetany, seizures

m Painful muscle spasms in the calf or foot during periods of
mmactivity

m Paresthesias followed by numbness that may affect the lips, nose,
and ears in addition to the limbs

m Positive Trousseau’s and Chvostek’s signs

m Hyperactive deep tendon reflexes

m Anxiety, irritability

Renal

m Urinary output varies depending on the cause

Gastrointestinal

m Increased gastric motility; hyperactive bowel sounds
m Cramping, diarrhea

Hypercalcemia

m Increased heart rate in the early phase;
bradycardia that can lead to cardiac
arrest in late phases

m Increased blood pressure

m Bounding, full peripheral pulses

m Ineffective respiratory movement as a
result of profound skeletal muscle
weakness

m Profound muscle weakness
m Diminished or absent deep tendon reflexes
m Disorientation, lethargy, coma

m Urinary output varies depending on the
cause
m Formation of renal calculi; flank pain

m Decreased motility and hypoactive bowel
sounds
m Anorexia, nausea, abdominal distention,



constipation

Laboratory Findings
m Serum calcium level less than 8.6 mg/dL m Serum calcium level that exceeds
m Electrocardiographic changes: Prolonged ST interval, prolonged 10 mg/dL
QT interval m Electrocardiographic changes: Shortened

ST segment, widened T wave

A B C

Tests for hypocalcemia. A, Chvostek’s sign is contraction of facial
muscles in response to a light tap over the facial nerve in front of the ear. B,
Trousseau’s sign is a carpal spasm induced by inflating a blood pressure cuff (C)
above the systolic pressure for a few minutes. (From Lewis S, Dirksen S, Heitkemper
M, Bucher L, Camera I: Medical-surgical nursing: Assessment and management of

clinical problems, ed 8, St. Louis, 2011, Mosby.)

D. Interventions
1. Monitor cardiovascular, respiratory, neuromuscular, and gastrointestinal status;
place the client on a cardiac monitor.
2. Administer calcium supplements orally or calcium intravenously.
3. When administering calcium intravenously, warm the injection solution to body

temperature before administration and administer slowly; monitor for



electrocardiographic changes, observe for , and monitor for
hypercalcemia. /%
4. Administer medications that increase calcium absorption.
a. Aluminum hydroxide reduces levels, causing the countereffect of
increasing calcium levels.
b. Vitamin D aids in the absorption of calcium from the intestinal tract.
5. Provide a quiet environment to reduce environmental stimuli.
6. Initiate seizure precautions. %
7. Move the client carefully, and monitor for signs of a pathological fracture. %
8. Keep 10% calcium gluconate available for treatment of acute calcium deficit. %

9. Instruct the client to consume foods high in calcium (see Box 9-5).

. Description: Hypercalcemia is a level that exceeds 10 mg/dL (see
Box 9-5).
. Causes %
1. Increased calcium absorption
a. Excessive oral intake of calcium
b. Excessive oral intake of vitamin D
2. Decreased calcium excretion
a. Kidney disease
b. Use of thiazide diuretics

3. Increased bone resorption of calcium



a. Hyperparathyroidism

b. Hyperthyroidism

¢. Malignancy (bone destruction from metastatic tumors)

d. Immobility

e. Use of glucocorticoids

4. Hemoconcentration

a. Dehydration

b. Use of lithium

¢. Adrenal insufficiency
C. Assessment (see Tables 9-4 and 9-5) %
D. Interventions

1. Monitor cardiovascular, respiratory, neuromuscular, renal, and gastrointestinal
status; place the client on a cardiac monitor.

2. Discontinue IV infusions of solutions containing calcium and oral medications
containing calcium or vitamin D.

3. Discontinue thiazide diuretics and replace with diuretics that enhance the
excretion of calcium.

4. Administer medications as prescribed that inhibit calcium resorption from the
bone, such as phosphorus, calcitonin (Calcimar), bisphosphonates, and
prostaglandin synthesis inhibitors (aspirin, nonsteroidal antiinflammatory drugs).

5. Prepare the client with severe hypercalcemia for dialysis if medications fail to

reduce the serum calcium level.



6. Move the client carefully and monitor for signs of a pathological fracture.
7. Monitor for flank or abdominal pain, and strain the urine to check for the presence
of urinary stones. /%

8. Instruct the client to avoid foods high in calcium (see Box 9-5).

A A client with a calcium imbalance is at risk for a pathological fracture.

Move the client carefully and slowly; assist the client with ambulation.

X. Hypomagnesemia
A. Description: Hypomagnesemia is a serum magnesium level lower than 1.6 mg/dL

(Box 9-6).

BOX9-6 Magnesium

Normal Value

1.6 to 2.6 mg/dL

Common Food Sources

Avocado

Canned white tuna

Cauliflower

Green leafy vegetables, such as spinach and broccoli
Milk

Oatmeal, wheat bran

Peanut butter, almonds



Peas

Pork, beef, chicken, soy beans
Potatoes

Raisins

Yogurt

B. Causes /%

1. Insufficient magnesium intake
a. Malnutrition and starvation
b. Vomiting or diarrhea
¢. Malabsorption syndrome
d. Celiac disease
e. Crohn’s disease

2. Increased magnesium secretion
a. Medications such as diuretics
b. Chronic alcoholism

3. Intracellular movement of magnesium
a. Hyperglycemia
b. Insulin administration
c. Sepsis

C. Assessment (Table 9-6; and see Table 9-4)




Assessment Findings: Hypomagnesemia and

Hypermagnesemia
Hypomagnesemia Hypermagnesemia
Cardiovascular
m Tachycardia m Bradycardia, dysrhythmias
m Hypertension m Hypotension
Respiratory
m Shallow respirations m Respiratory insufficiency when the skeletal muscles of
respiration are involved
Neuromuscular
m Twitches; paresthesias m Diminished or absent deep tendon reflexes
m Positive Trousseau’s and Chvostek’s signs m Skeletal muscle weakness

m Hyperreflexia
m Tetany, seizures

Central Nervous System

m [rritability m Drowsiness and lethargy that progresses to coma
m Confusion

Laboratory Findings

m Serum magnesium level less than 1.6 mg/dL m Serum magnesium level that exceeds 2.6 mg/dL
m Electrocardiographic changes: Tall T waves, m Electrocardiographic changes: Prolonged PR interval,
depressed ST segments widened QRS complexes

D. Interventions
1. Monitor cardiovascular, respiratory, gastrointestinal, neuromuscular, and central
nervous system status; place the client on a cardiac monitor.
2. Because hypocalcemia frequently accompanies hypomagnesemia, interventions
also aim to restore normal serum calcium levels.

3. Oral preparations of magnesium may cause diarrhea and increase magnesium loss.
¥
4. Magnesium sulfate by the IV route may be prescribed in severe cases
(intramuscular injections cause pain and tissue damage); initiate seizure

precautions, monitor serum magnesium levels frequently, and monitor for

diminished deep tendon reflexes, suggesting hypermagnesemia, during the



administration of magnesium.

5. Instruct the client to increase the intake of foods that contain magnesium (see Box

9-6).

A. Description: Hypermagnesemia is a level that exceeds 2.6 mg/dL
(see Box 9-6).
B. Causes %
1. Increased magnesium intake
a. Magnesium-containing antacids and laxatives
b. Excessive administration of magnesium intravenously
2. Decreased renal excretion of magnesium as a result of renal insufficiency
C. Assessment (see Tables 9-4 and 9-6) %
D. Interventions
1. Monitor cardiovascular, respiratory, neuromuscular, and central nervous system
status; place the client on a cardiac monitor.
2. Diuretics are prescribed to increase renal excretion of magnesium.
3. Intravenously administered calcium chloride or calcium gluconate may be
prescribed to reverse the effects of magnesium on cardiac muscle. %
4. Instruct the client to restrict dietary intake of magnesium-containing foods (see
Box 9-6).

5. Instruct the client to avoid the use of laxatives and antacids containing magnesium.

»



A Calcium gluconate is the antidote for magnesium overdose!

XII. Hypophosphatemia
A. Description

1. Hypophosphatemia is a serum phosphorus level lower than 2.7 mg/dL (Box 9-7).

BOX9-7 Phosphorus

Normal Value

2.7 to 4.5 mg/dL

Common Food Sources

Fish

Pumpkin, squash

Nuts

Pork, beef, chicken, organ meats
Whole-grain breads and cereals

Dairy products

2. A decrease in the serum phosphorus level is accompanied by an increase in the
serum calcium level. /&
B. Causes /&
1. Insufficient phosphorus intake: Malnutrition and starvation

2. Increased phosphorus excretion



a. Hyperparathyroidism
b. Malignancy
c. Use of -based or aluminum hydroxide—based antacids
3. Intracellular shift
a. Hyperglycemia
b.
C. Assessment %
1. Cardiovascular
a. Decreased contractility and cardiac output
b. Slowed peripheral pulses
2. Respiratory: Shallow respirations
3. Neuromuscular
a. Weakness
b. Decreased deep tendon reflexes
¢. Decreased bone density that can cause fractures and alterations in bone shape
d. Rhabdomyolysis
4. Central nervous system
a. Irritab